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Frankman,  R.  Winter  (Massillon) 1105 

Freedlander,  S.  O.  (Cleveland) 769 

Fried,  R.  I.  (Columbus) .1119 

Friedman,  M.  D.  (Cleveland) ..1322 

Frost,  Albert  D.  (Columbus) 505 

Fullerton,  Wm.  D.  (Cleveland) 629 

Garvin,  Justin  A.  (Cleveland) 1235 

Glover,  Donald  M.  (Cleveland) 146 

Haden,  Russell  L.  (Cleveland).. 257;  1093 

Harding,  George  T.  Ill  (Columbus) 19 

Hargett,  E.  R.  (Washington,  D.  C.) .....1324 

Harris,  Harry  B.  (Dayton) __ 871 

Harris,  I.  B.  (Columbus) 262 

Hartung,  Walter  H.  (Columbus) 186;  1243 

Hatfield,  S.  A.  (Columbus) 887 

Hauenstein,  Virgil  (Cincinnati).. 268 

Heisel,  Charles  D.  (Cincinnati) 756 

Heymann,  Walter  (Cleveland) 510 

Hinnant,  I.  M.  (Cleveland) 998 

Hopwood,  A.  T.  (Orient) .. 277 

Humphrey,  Thomas  F.  (Dayton) 406 

Jentgen,  Louis  N.  (Columbus) 648 

Jepson,  O.  W.  (Canal  Winchester) 
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John,  Henry  J.  (Cleveland) 

Johnston,  Lloyd  B.  (Cincinnati)- 

Johnston,  Robert  L.  (Cincinnati) 

Karnosh,  Louis  J.  (Cleveland) 

Kasper,  J.  A.  (Detroit,  Mich.) 

Kendell,  H.  Worley  (Dayton) 

King,  Hubert  C.  (Cleveland) 

King,  Raymond  C.  (Toledo) 

Kirk,  Robert  C.  (New  York  City) 

Kramer,  James  G.  (Akron). 

Kuehn,  Conrad  (Columbus)— 

Levin,  A.  A.  (Cincinnati) 

Levin,  I.  Leonard  (Lorain)  

Lewis,  Tom  F.  (Columbus) 

Lieberman,  L.  (Cleveland)— 

Liebow,  Irving  M.  (Cleveland) 

Lyle,  Donald  J.  (Cincinanti) 

Marshall,  E.  A.  (Cleveland)— 

Marthens,  Grant  * Dayton  ) 

McConkey,  W.  A.  (Canton) 

McCord,  Carey  P.  (Detroit,  Mich.) 

McCullagh,  E.  Perry  (Cleveland) 

McGuire,  Johnson  (Cincinnati).— 

McIntyre,  Howard  E.  (Cincinanti) 

Michael,  Nicholas  (Columbus) 

Miller,  J.  Fleek,  (Newark) 

Mitchell,  William  F.  (Columbus) 

Moore,  Carl  V.  (Columbus) 

Morgan,  James  E.  (Cleveland) 

Nealon,  James  K.  (Newark) 

Nelson,  G.  I.  (Columbus)-! 

Nelson,  James  B.  (Youngstown) 

Nelson,  Waldo  E.  (Cincinnati) 

Nippe,  Leonard  (Toledo) 

Ockuly,  E.  A.  (Toledo) 

Oelgoetz,  Anton  W.  (Columbus) 

Pavey,  Charles  W.  (Columbus) 

Payne,  C.  C.  (Dayton) 

Payne,  F.  C.  (Dayton) 


741 

737 

544;  784 

137 

394 

.1097 

524 

390 

638 

749 

1331 

397 

1121 

156 

1322 

997 

1213 

409 

860 

1108 

394 

379 

268;  647 

875 

1010 

621 

1328 

975  ; 1123 

1225 

1114 

1239 

178 

: 283 

43 

1227 

643 

164 

24 

275 


Piker,  Philip  (Cincinnati) 1318 

Price,  Weston  A.  (Cleveland) 965 

Pumphrey,  Robert  E.  (Dayton) 61 

Reams,  Glenn  H.  (Toledo) . 986 

Reinhart,  Harry  L.  (Columbus) 65;  181;  293;  414;  543; 

644;  728;  887;  1012;  1123;  1239:  1331. 

Reel,  Philip  J.  (Columbus) 156;  728 

Ross,  Thomas  F.  (Columbus) 975 

Rudolph,  J.  A.  (Cleveland) 173 

Rusoff,  M.  B.  (Columbus) 638 

Sagebiel,  James  (Dayton) 760 

SarLouis,  A.  G.  (Cleveland) 528 

Schumacher,  A.  H.  (Cleveland) .1116 

Schumacher,  Henry  C.  (Cleveland) 1209 

Selman,  J.  J.  (Cleveland) — 167 

Seyler,  L.  E.  (Dayton) 884 

Sharkey,  Thomas  P.  (Dayton) 60 

Shaweker,  Max  (Dover) 272 

Shepard,  Emerson  Paul  (Columbus) 1218 

Simpson,  Walter  M.  (Dayton) 1097 

Smith,  Frederick  G.  (Marion) 534 

Sommerfield,  W.  A.  (Cleveland) 1014 

Steel,  David  (Cleveland) 1116 

Stewart,  J.  V.  (Massillon) 1105 

Stix,  Walter  H.  (Cincinnati) 995 

Toomey,  John  A.  (Cleveland) 161 

Turner,  Oscar  A.  (Cleveland) 997 

Vitkus,  John  T.  (Cleveland) , 1007 

Vonderahe,  A.  R.  (Cincinnati) 1315 

Waggoner,  C.  W.  (Toledo) 24 

Waugh,  Justin  M.  (Cleveland) 514 

Webster,  Samuel  J.  (Cleveland) 1226 

Williams,  Guy  H..  Jr.  (Cleveland) 137 


Wigser,  A.  M.  (Cincinnati) 889 

Wirtschafter,  Z.  T.  (Cleveland) 167 

Wiseman,  B.  K.  (Columbus) . 181 

Yinger,  S.  C.  (Sidney) 69 

Zinninger,  M.  M.  (Cincinnati) 849 


NERAL 


Accidents — 

Interesting  Data  on  Traffic  Accidents  During  1936, 
Issued  by  Traffic  Bureau  of  State  Highway  Depart- 
ment, 327 ; New  Hospitalization  Rates  For  Services 
in  Auto  Accident  Indigents  Agreed  Upon,  561 ; Suit 
Charges  Act  Providing  Payment  to  Hospitals  for 
Care  of  Auto  Mishap  Victims  is  Unconstitutional, 

685;  Causes  of  Highway  Mishaps  Studied 720 

Advertising — 

A.M.A.  Committee  Sets  Rules  Covering  Cosmetic 
and  Soap  Advertisements 795 

American  Foundation — Study  of  Medical  Service,  554  ; 
Review  of  “American  Medicine,"  802  ; Subtle  Propa- 
ganda Follows  Report  by  American  Foundation 1265 

American  Medical  Association — 

Package  Library  Service,  77 ; Golf  Tournament  at 
Atlantic  City,  454 ; Hotel  Reservations  for  A.M.A. 
Session  Should  Be  Made  Immediately,  457  ; Ohio 
Hospitals  on  Approved  List  Issued  by  A.M.A. , 552  ; 
Schedule  of  General  and  Section  Sessions  of  Atlantic 
City  Meeting,  563  ; A.M.A.  Council  Will  Rate  Schools 
Which  Offer  Partial  Medical  Courses,  565  ; Many  Ohio 
Physicians  Will  Take  Part  in  Annual  Session  of  A. 
M.A.  at  Atlantic  City,  688  ; Ohio  Doctors  Take  Promi- 
nent Part  in  Greatest  Session  in  History  of  A.M.A., 

793  ; Drs.  McClellan  and  Upham  Honored  by  A.M.A. 
for  Long  Distinguished  Service,  801  ; Action  on  Im- 
portant Questions  Taken  by  A.M.A.  House  of  Dele- 
gates at  Atlantic  City  Session  Reviewed,  904 ; At- 
tempt Is  Made  to  Clarify  Actions  at  Meeting  of 
A.M.A.,  912;  Are  You  a Fellow  of  A.M.A.?  You 
Should  Be.  Procedure  Outlined,  1270;  Hotel  Reserva- 
tions for  A.M.A.  Session,  1371 ; O.S.M.A.  Special 
Train  Plans  Completed 1363 

Annual  Meeting — 

Application  for  Scientific  Exhibit  Space,  64  ; Report 
of  Cleveland  Meeting  Submitted  to  Council,  72 ; 
Plans  for  1937  considered  by  Council,  72 ; Are  You 
Preparing  to  Attend  the  1937  Annual  Meeting?  190; 
Dayton  Committees  Hard  at  Work  on  Local  Ar- 
rangements, 196 ; Hotel  Reservations  Should  Be 
Made  Immediately,  196,  308 ; Medical  Points  of  In- 
terest in  Dayton,  197  ; Distinguished  Guest  Speakers 
are  Selected  to  Address  General  Sessions,  309 ; 
Program  for  1937  Tentatively  Approved,  310 ; Pro- 
gram for  the  Ninety-First  Annual  Meeting,  421  ; 
Guest  Speakers  for  Annual  Meeting,  445  ; Annual 
Golf  Tournament,  447  ; Members  Registered  at  Day- 
ton  Meeting  ; Data  for  Past  Years  by  Counties  Sum- 
marized, 674 ; Dayton  Annual  Meeting  a Hit  With 
Members  ; Program  and  Arrangements  Receive  Many 
Favorable  Comments,  681 ; Golf  Championship 
Trophy  Won  by  J.  J.  Marek  at  Dayton  Meeting,  686  ; 
First  Call  for  Your  Suggestions  Relative  to  the  1938 
Annual  Meeting,  691 ; Dates  Selected  for  1938  An- 
nual Meeting,  902 ; Committee  and  Section  Officers 
Draft  Plans  for  1938  Annual  Program,  1142  ; 
Quality,  Not  Quantity  Will  Be  Keynote  of  1938 
Scientific  Exhibit,  1267 ; Wisconsin  Did  It.  So  Can 


Ohio  With  Your  Assistance 1269 

Annual  Address  of  the  President,  E.  M.  Huston  658 

Annual  Reports — (See  Committees) 

Associations — (Meeting  Dates) 


Coming  Meetings,  75  ; 198  ; 315  ; 476  ; 553  ; 654  ; 919  ; 

1031;  1032;  1141. 1271 

Northern  Tri-State  Meeting,  563  ; Cincinnati  Ob- 
stetrical Society  Celebrates,  565  ; Allergists  Meeting 
at  Atlantic  City,  673 ; Physical  Therapy  Meeting  in 
Cincinnati,  806  ; 1135 ; Ohio  Public  Health  Associa- 
tion Holds  Meeting,  812  ; Officers  of  Homeopathic 
Society,  830  ; American  Board  of  Obstetrics  and 
Gynecology  Exams,  903  ; American  Board  of  Surgery 
Organized,  909 ; Inter-State  Postgraduate  Assembly 
to  be  in  St.  Louis,  1031  ; New  Organization  for 
School  Physicians  is  Formulated,  1054 ; Eclectic 
Physicians  Meet,  1058 ; Ohio  State  Dental  Society 
Meets  1371 

Attorney  General  Opinions — (See  Court  Decisions) 

Rights  of  Ohio  Osteopaths  to  Use  Anesthetics  and 
Antiseptics,  78 ; Corporation  May  Operate  Drug 
Store  in  Ohio,  Although  Pharmacy  is  a Profession, 
Attorney  General  Holds,  570 ; Opinion  on  Detention 
Hospital ; Payment  for  Operation  Performed  on  In- 


digent, 677 ; Opinions  on  Relief  Expenditures  and 
Care  of  Minors,  1042 ; Attorney  General  Rules  on 
Exemptions  Under  Unemployment  Benefit  Act,  1188  ; 
Employes  of  City  Health  District ; Contract  between 
County  and  Municipality  re  County  Prisoners 1362 

Auditing  and  Appropriations — Annual  Budget  for  1937 

Approved,  74;  Annual  Report  of  Committee 460 

Birth  Control — 

Ohio  Physicians  Should  Not  Be  Misled  by  Federal 
Court  Decision  on  Birth  Control  and  Recent  Propa- 
ganda, 550  ; Policy  Re  Contraception  Summarized ; 


Confusion  Over  Meaning  Clarified 905 

Blindness — 

Annual  Conference  for  Prevention  of  Blindness,  90  ; 
Ways  to  Aid  Blind  and  Handicapped  Studied 697 

Bookshelf,  The  Physician’s — 

Books  Received  and  Reviewed,  94 ; 212 ; 329 ; 461  ; 

576;  696;  813;  924;  1046;  1162;  1272 1383 

Budget — 

Annual  Budget  for  1937  Approved  at  November 
(1936)  Council  Meeting  74 


Cancer — 

Cancer  Education  Program  Approved  by  Council,  679  ; 
Cancer  Program,  901  ; Funds  for  Cancer  Research 
Asked,  928  ; Federal  Law  Establishing  National  Can- 
cer Institute  Enacted,  1039  ; Cooperative  Cancer  Edu- 
cational Campaign  Begun  in  Ohio 1261 

Cannabis — Physicians  Must  Get  Special  Permit  and  Pay 

Fee  fon  Right  to  Use  or  Prescribe 1156 

Child  Health — (See  also  Public  Health) 

Care  of  the  Pre-School  Child  Responsibility  of  Fam- 
ily Physician,  559  ; Medical  and  Health  Services  for 
Dependent  Children  Provided  For,  692  ; Maternal  and 
Child  Care  Plans,  720  ; New  Pamphlets  Issued  by 
State  Department  of  Health.  940 ; Cost  of  Rearing 
Child  ; Money  Squandered  Unless  Health  Needs  Pro- 
vided, 1035  ; Medical  Plan  for  Dependent  Children — 1145 

City  District  Physicians — Standard  for : - 569 

Cleveland  Medical  Library  Association — 

Organizes  for  Ensuing  Year,  321  ; Medical  Library 
Gift,  352  ; Reminiscences  of  the  Formation  of  ... __.1019 

Cleveland  Museum  of  Health  and  Hygiene  Project 77 

Clinics — 

Establishment  of  Mental  Disease  Clinics  Authorized 
by  Ohio  Legislature ; Chief  Provisions  of  Act  An- 
alyzed   796 

Clinical  Medicine — Case  Record  Presenting  Problems  in. 

An  Infection  of  the  Hand  (Reinhart  and  Dodd),  65; 
Trichinosis  (Reinhart  and  Wiseman),  181;  Acute 
Cholecystitis,  (Reinhart  and  Charlton),  293;  Massive 
Chronic  Prostatic  Abscess  (Reinhart  and  Doan), 

414 ; Jaundice  with  Epigastric  Distress,  (Reinhart 
and  DeLor),  542;  Management  of  Pulmonary  Tuber- 
culosis, (Reinhart  and  Curtis),  644;  Acute  Intra- 
abdominal Hemorrhage,  (Reinhart  and  Reel),  782; 
Typhoid  Fever  and  Subdiaphragmatic  Abcess,  (Rein- 
hart and  Hatfield),  887  ; Acute  Pneumococcus  Pneu- 
monitis, (Reinhart  and  Baxter),  1012;  Pulmonary 
Carcinomata,  (Reinhart  and  Moore),  1123;  Cardiac 
Hypertrophy;  Coronary  Arteriosclerosis,  (Reinhart 
and  Nelson),  1241;  Hemorrhagic  Encephalitis,  (Rein- 
hart and  Kuehn) 1331 

Collections — 

The  Importance  of  Itemized  Statements,  (L.  R. 
Effler),  91  ; Reason  for  Delay  in  Payment  of  Medical 
Bills  by  Industrial  Commission,  191  ; Crediting  Rat- 
ing Plans  1345 

Colleges,  Medical — 

Statement  of  Policy  on  Proposal  to  Reorganize  Col- 
lege  of  Medicine,  Ohio  State  University,  312;  Uni- 
versity of  Cincinnati  Increases  Medical  School  Tui- 
tion, 322  ; Bill  to  Reorganize  Medical  College  Killed, 

561  ; Faculty  Changes  at  Cincinnati  Approved,  661  ; 


A.M.A.  Council  Will  Hate  Schools  Which  Offer 
Partial  Medical  Courses,  565  ; Alumni  Reunion  Com- 
mittees Names,  567 ; Medical  College  Alumni  Elect, 
598  ; Annual  Homecoming  Day  of  University  of  Cin- 
cinnati Medical  Alumni,  815  ; W.  R.  U.  Continuation 
Conference,  832  ; Interesting  and  Informative  Data 
on  Medical  Schools,  Enrollments,  etc..  Found  in  An- 
nual Report  of  Council,  1158 ; Homecoming  Clinic 
at  O.S.U.  on  November  13,  1256  ; New  Gifts  to  Col- 


lege of  Medicine  University  of  Cincinnati 1349 

Committees,  Annual  Reports — 

Committee  Appointments  Confirmed  by  Council  at 
November  (1936)  Meeting,  71  ; Sub-Committee  Ap- 
pointments   900 


Annual  Reports : Committee  on  Public  Relations  and 

Economics,  450 ; Committee  on  Education,  455 ; 
Medical  Defense,  458 ; Auditing  and  Appropriations 
(Treasurer’s  Report),  460;  Annual  Reports  of  Com- 
mittees Should  Be  Read  by  Every  Member 470 

Constitution  and  By-Laws — 

Potency  of  By-Laws  of  County  Medical  Society 
Recognized  by  Court . 918 

Contract  Practice — (See  Group  Medicine) 

Everybody  is  Likely  to  Lose  in  System  of  Contract 
Medical  Service,  555 ; Definition  of  “Contract  Prac- 
tice” and  “Free  Choice”  Clarified 906 

Contraception — (See  Birth  Control) 

Cooperative  League  of  United  States,  on  Cooperative 

Medicine  558 

Corporate  Practice  of  Professions,  Secretary  of  State 

Aids  in  Preventing  557 

Coroner — 

Law  Which  Eventually  Will  Make  All  Coroners  Phy- 
sicians is  Enacted  559 


Council — 

Proceedings  of  The  Council : Preliminary  Plans  for 
1937  Annual  Meeting  are  Completed  at  November  29 
(1936)  Meeting;  Budget  for  Next  Year  Approved, 

71  ; Policies  on  Important  Legislative  Proposals 
Adopted  at  February  Meeting ; Program  for  1937 
Annual  Meeting  Tentatively  Approved,  310  ; Mis- 
cellaneous Business  of  Importance  Transacted  April 
27  at  Dayton,  678 ; Dates  for  1938  Annual  Meeting 
Selected ; Sub-Committees  Appointed ; Policy  on  Re- 
settlement Administration  Medical  Program  Adopted 
at  July  Meeting,  898;  An  Answer  to  “Committee  of 
Physicians”  1338 

County  Societies  and  Academies  of  Medicine — 

Too  Many  Physicians  on  the  Sidelines  in  County  So- 
ciety Activities,  87  ; County  Medical  Society  Can  Sit 
in  Driver’s  Seat  if  Only  It  Will,  87  ; Committee 
Work  is  Vital  Part  of  County  Society  Activity,  89  ; 
County  Society  Program  Keystone  of  Continuous 
Education  of  Physicians,  317  ; Sunday  Public  Health 
Lectures  Sponsored  by  Cincinnati  Academy,  459 ; 
Dignified  Office  of  the  Cleveland  Academy  is  Ranked 
Among  Top-Notch  Medical  Society  Headquarters, 

560 ; Office  of  Cincinnati  Academy,  Ohio’s  Second 
Largest  Centrally  Located,  Society  Headquarters, 

791 ; Toledo  Academy  Ranks  With  Progressive  So- 
cieties of  Country,  908  ; Now  is  the  Time  for  Each 
County  Society  to  Make  an  Appraisal,  916 ; Lima 
Academy  Postgraduate  Course,  1031  ; A Few  Valu- 
able Hints  About  Running  County  Society  Programs, 

1036  ; Lectures  on  Pathology  at  Youngstown,  1138 ; 
Tuscarawas  County  Medical  Society  Holds  Post- 
graduate Session,  1256  ; County  Society  Meetings  are 
Held  for  You  and  Deserve  Your  Support,  1267  ; Local 
Activities  and  Problems  Discussed,  1345 ; Activities 
of  County  Societies,  100  ; 220  ; 336  ; 479  ; 580  ; 700  ; 

820;  944;  1066;  1176;  1280 1388 

Court  Decisions — (See  also  Attorney  General  Opinions) 
Interesting  Point  on  Malpractice  Found  in  Recent 
Court  Decision,  80  ; Ohio  Physicians  Should  Not  Be 
Misled  by  Federal  Court  Decision  on  Birth  Control 
and  Recent  Propaganda,  550  ; Unlicensed  Practi- 
tioner a Layman ; Can’t  Claim  Science  and  Pro- 
fessionalism as  Defense  in  Suits  Court  Says,  566 ; 
Gauze  Bandages  Drugs,  Court  Says,  936  ; Helping  the 
Sucker.  Racket,  1039  ; Waiver  by  Patient  to  Permit 
Physicians  to  Testify  Must  Be  Distinct  and  Une- 
quivocal, Court  Holds,  1262  ; Wife  has  no  Right  to 
Open.  Husband’s  Mail,  Court  Holds,  1357  ; Court 
Citations  re  Medical  Practice  Act  ....  1361 

Cults— 

Unlicensed  Practitioner  a Layman  ; Can’t  Claim 
Science  and  Professionalism  as  Defense  in  Suits 
Court  Says,  566 ; Supreme  Court  to  Pass  on  Case, 

815 ; “Naprapaths”  Convicted  on  Telephone  Ad  .1259 


Deaths  in  Ohio— 98  ; 216  ; 332  ; 464  ; 578  ; 698  ; 814  ; 927  ; 

1048;  1170;  1276  1380 

Diabetes — 

Emerick  “Cure”  Barred  from  Mails,  334?  “Diabetic 
Day”  Program  in  Cincinnati 596 

Dispensaries — (See  Hospitals) 

District  Societies — (See  also  County  Societies) 

Program  on  Arthritis  Presented  at  Sixth  District 
Meeting  at  Akron,  449  ; Sixth  District  Elects  Officers, 

596 ; Summer  Meeting  of  Eighth  District  Will  be 
Held  June  17,  at  McConnelsville,  652;  More,  than 
300  Attend  Summer  Meeting  of  Eighth  District  at 
Rocky  Glen,  806 ; Seventh  District  Meeting  Held 
May  27,  812  ; Meeting  of  Sixth  District  on  June  23, 

830;  on  September  15,  1030;  Northwestern . Ohio  So- 
ciety Meeting  in  Lima,  1030 ; Ninth  District  . at 
Portsmouth,  October  14,  1030  ; 1258 ; Outstanding 
Program  for  Fifth  District  Meeting  at  Cleveland, 
October  8,  1132 ; 1258 ; Excellent  Program  Pre- 

sented Before  Sixth  District  Meeting,  1160  ; Polio- 
myelitis Program  Presented  at  Fall  Meeting  of 
Eighth  District,  1256 ; Northwestern  District  Meet- 
ing   1257 

Do  You  Know— 77  ; 188  ; 315  ; 459  ; 559  ; 661 ; 792  ; 909  ; 

1024  ; 1141  ; 1263  1337 

Editorials — 

Here  is  a Warning  and  a Job  for  Each  Member  of 
Organized  Medicine,  84 ; The  Journal  Can  Make 
Additional  Progress  with  Your  Support,  85 ; High- 
brow Requirements  and  Special  Titles  Not  Always 
Guarantees,  86 ; Physician  Responsible  for  Acts  of 
Unlicensed  Intern- Assistants,  86 ; Too  Many  Physi- 
cians on  the  Sidelines  in  County  Society  Activities, 

87  ; County  Medical  Society  Can  Sit  in  Driver’s  Seat 
if  Only  It  Will,  87 ; It’s  Time  for  Members  of  the 
Medical  Profession  to  Speak  and  How,  88 ; Health 
Insurance  May  Be  Major  Issue  in  Next  U.  S.  Con- 
gress, 88;  Committee  Work  Is  Vital  Part  of  County 
Society  Activity,  89  ; Knock,  Knock,  Who’s  There  ? 

The  Medicine  Sample  Racketeer 89 

This  is  Not  a One-Man  or  One-Committee  Job  but 
One  For  Every  Member,  189  ; Are  You  Preparing  to 
Attend  the  1937  Annual  Meeting?  You  Can’t  Afford 
to  Miss  It,  190  ; State  Medicine,  Regardless  of  Its 
Disguise,  Still  Is  State  Medicine,  191  ; Reason  for 
Delay  in  Payment  of  Medical  Bills  by  Industrial 
Commission,  191  ; Consolidation  of  Health  and  Wel- 
fare Activities  Not  Good  Business,  192 ; Ethics  and 
Press  Relations  Discussed  by  Columnist  of  P.  D., 

194  ; Membership  Figures  Show  Medical  Organization 

is  Clicking  194 

Have  You  Done  Your  Part  in  Present  Legislative 
Crisis?  316;  Organized  Medicine  Must  Place  Facts 
and  Advice  Before  the  Public,  317  ; County  Society 
Program  Keystone  of  Continuous  Education  of  Phy- 
sicians, 317 ; Other  States  Awakening  to  Evils  of 
Multiple  License  Board  System,  318 ; Definite  Ob- 
jectives, Direct  Action  318 

To  Repeat ; Outcome  of  Present  Legislature  Session 
Up  to  You,  466  ; Dues  Paid  ? There  Still  is  Time  Be- 
fore Dayton  Annual  Meeting,  466  ; Round  and  Round 
the  Optometrists  Go,  Where  They’ll  Stop,  Nobody 
Knows,  468 ; Annual  Reports  of  Committees  Should 
Be  Read  by  Every  Member,  470  ; New  Relief  Pro- 
gram Taking  Shape;  Tapering  Off  Policy  Adopted  ...  472 
Medical  Profession  Has  Its  Day  in  Court  on  Prob- 
lems of  Medical  Care,  554 ; Everybody  is  Likely  to 
Lose  in  System  of  Contract  Medical  Service,  555 ; 
Food  and  Drug  Proposals  Before  Congress  Still  in 
Need  of  Revision,  555  ; Let  Them  Walk  Up  to  the 
Main  Entrance  and  Show  Their  Credentials,  556 ; 
Secretary  of  State  Aids  in  Preventing  Corporate 
Practice  of  Professions,  557 ; The  County  Society 
Secretary,  a Mighty  Man  is  He,  and  Must  Be,  557  ; 
Injection  of  Cooperative  Theories  into  Medical  Ser- 
vice Won’t  Work,  558 ; Care  of  the  Pre-School 

Child  Responsibility  of  Family  Physician 558 

Time  Marches  On.  New  Activities  in  Lieu  of  De- 
fense Plan  Will  be  Started,  690 ; First  Call  for 
Your  Suggestions  Relative  to  the  1938  Annual  Meet- 
ing, 691  ; “It  Can’t  Happen  Here” ; Don’t  Fool 
Yourself,  is  Advice  of  Wisconsin,  691  ; Medical  and 
Health  Services  for  Dependent  Children  Provided 
For,  692;  Clean-Up  of  Relief  Situation  Expected  as 
Problem  is  Returned  to  Local  Units,  692  ; Why  Not 
Give  the  New  Intern  a Hand  ? He  Needs  Your  As- 
sistance   % x " — 698 

Drs.  McClellan  and  Upham  Honored  by  A.M.A.  for 
Long,  Distinguished  Service,  801  ; Epidemic  of 
Rackets  Makes  Dusting  Off  of  Old  Warning  Es- 
sential, 801  ; Progress  Can  Be  Made  if  Rushers-In 
Can  Be  Kept  from  Stampeding,  802  ; Ordinary,  Com- 
mon Sense  Valuable  Ace  in  Hole  for  Modern  Phy- 
sician, 803  ; Beware  of  Short  Cuts  and  Exaggeration 
in  Treatment  of  Syphilis,  803 ; First-Aid  Has  Defi- 
nite Limitations  ; Abuses  Will  Produce  Bad  Results  804 


Attempt  is  Made  to  Clarify  Actions  at  Meeting  of 
A.M.A.,  912 ; Medicine  and  the  Press ; Some  In- 
teresting Viewpoints  Reviewed,  912  ; Social  Workers 
Reward  Mr.  Kingsbury  for  His  Attack  on  the  A.  M. 

A.,  914  ; Gallup  Data  Show  Why  Move  for  State 
Medicine  Has  Gained  Momentum,  915 ; “Medical 
Politicians”  ? Room  for  More  of  Them,  if  You  Get 
Our  Point,  915;  Physicians  Blinded  By  Dollar  Sign 
Injure  Status  of  Profession,  916  Now  is  The  Time 
for  Each  County  to  Make  an  Appraisal,  916  ; It’s 
Up  to  the  Medical  Profession  Itself  to  Spank  Fee 
Splitters,  917  ; Potency  of  By-Laws  of  County  Medi- 
cal Society  Recognized  by  Court 918 

Postgraduate  Education  Must  Be  Mobile,  Like  This 
Society’s  Project,  1033;  Mr.  Jefferson — Remember 
Him,  or  Do  You  ? — Lived  150  Years  Too  Soon,  1033  ; 
Keeping  Trash  Off  the  Air  a Big  Job ; We  Hope 
Angell  Tackles  It,  1034  ; Know  Your  Women,  is 
Advice  Given  Physicians  by  Newspaper  Columnist, 
1034;  Cost  of  Rearing  Child;  Money  Squandered 
Unless  Health  Needs  Provided,  1035 ; Medical  and 
Health  Problems  in  Industry  Should  be  Discussed, 

1035  ; Wise  is  the  Physician  Who  Tries  to  Lift  the 
Fog  of  Mystery,  1035  ; A Few  Valuable  Hints  About 
Running  County  Society  Programs,  1036  ; Woe  Unto 
the  Man  Who  Knows  It  All  and  Shuns  His  Society, 

1037  ; “Lots  of  Mystery,  Lots  of  Intrigue,  Lots  of 
Sock,”  1037  ; For  Every  Physician  We  Suggest  a 
Routine  Course  in  Penmanship,  1037  ; Oh  Boy  ! If 
It  Were  Only  True,  What  a Rejoicing  There  Would 
Be,  1038  ; Uncle  Sam  a Generous  Chap,  Social 
Security  Board  Figures  Show 1038 

Many  Important  Topics  Scheduled  for  October  24 
Organization  Conference,  1148 ; Special  Session  on 
Relief  May  Be  Called  by  Governor  in  October,  1148  ; 
Physician  Must  Be  In  Driver’s  Seat;  Wails  of  Pro- 
test Inadequate,  1149  ; Physician  May  Assume  Pro- 
fessional Employes  Exempt  from  New  Act,  1149  ; 
Legal  Opinion  Holds  Education  a Process  Ended 
Only  by  Death,  1150  ; Polio  Panic  a Lesson  in  How 
Health  News  Should  Not  be  Handled,  1150  ; No  New 
Organizations  in  Venereal  Disease  Campaign  are 
Needed,  1151  ; Long-Range  Planning  and  Constant 
Activity  Vital  in  Health  Programs,  1152  ; Whys  and 
Wherefores  of  Membership  ; Help  Boost  the  Total 
Figure,  1153  ; Death  Ends  Colorful  Career  of 
Founder  of  Present-Day  A.M.A.,  1154  ; Your  Taxes 
Being  Used  for  Guinea  Pig  Experiment  by  Filene 
Co-Op  Group  .... 1165 

“Emergency”  Poor  Relief  Program  Ready  for  Action 
of  Legislature,  1265 ; Subtle  Propaganda  Follows 
Report  by  American  Foundation,  1265  ; Another  Pay- 
roll Tax  Certain  if  Federalized  Medical  System 
Comes,  1266  ; County  Society  Meetings  Are  Held  for 
You  and  Deserve  Your  Support,  1267 ; Slickers  Can 
be  Outslickered  by  Cautious  Physician,  1267  ; Qual- 
ity not  Quantity,  Will  be  Keynote  of  1938  Scientific 
Exhibit,  1267  ; Educating  the  Physician  Part  of 
Syphilis  Campaign,  1268  ; Every  County  Society 
Should  Have  Committee  to  Handle  Publicity,  1268  ; 
Some  Vital  Points  the  Physician-Witness  Should 
Remember,  1269  ; Greater  Simplicity  in  Medical 
Writings  and  Addresses  is  Needed,  1269  ; Wisconsin 
Did  It.  So  Can  Ohio  with  Your  Assistance,  1269  ; 

Are  You  a Fellow  of  A.M.A.  ? You  Should  Be. 
Procedure  Outlined,  1270  ; Sickness  Insurance  for 
Group  of  Federal  Employes  Established 1270 

“Elixir”  Death  Tragic  Warning  Against  Use  of 
Unapproved  Drugs,  1366  ; It’s  the  Folow-Up  and 
Follow-Through  Which  Really  Count,  1366  ; Quiz  on 
Ethics  For  Prospective  Members  Should  Be  Re- 
quired, 1367  ; Proper  Control  Over  Medical  Pub- 
licity and  News  Needed,  1367  ; A Suggetsion  About 
Waste-Basket  and  Throw-Away  Material,  1368;  If 
It  Takes  a Few  Stiff  Punches,  Now  Is  the  Time  to 
Start,  1368  ; Is  Your  Society  In  Step  or  Has  the 
Parade  Gone  By ? 1368;  Advice  and  Guidance  of 
Physicians  in  Government  Essential,  1369  ; Steriliza- 
tion With  Consent  Presents  Legal  Problem,  1370  ; 
Found  : Answer  to  the  Prayer  of  the  Average  Phy- 
sician. 1370  ; Everybody  Profits  and  Has  Good  Time 


But  the  Babies  . 1371 

Education,  Annual  Report  of  Committee  on,  455  ; Legal 
Opinion  Holds  Education  a Process  Ended  Only  by 
Death  _ 1150 

Employes  of  Physician  Affected  by  New  Ohio  Employ- 
ment Act,  1028  ; Physicians  May  Assume  Profes- 
sional Employes  Exempt  from  New  Act— 1149 


Ethics — 

Ethics  and  Press  Relations  Discussed  by  Columnist, 
193  ; Amendments  to  Code  of  Ethics  Adopted  to  At- 
lantic City  Meeting,  906  ; Ethics,  Professional  Con- 
duct and  Disciplinary  Action,  (Geo.  Edw.  Follans- 


bee)  _ ...1350 

Expert  Testimony— Rules  for  Witness  on,  459 ; Some 
Vital  Points  the  Physician-Witness  Should  Re- 
member   1269 


Farm  Security  Administration — Number  of  Ohio  Clients 
Listed,  1147  ; Medical  Program  for  Farm  Families 
Aided  by  U.  S 1344 

Federal  Legislation — (See  Laws  and  Legislation) 

Fee-Splitting — 

It’s  Up  to  the  Medical  Profession  to  Spank  the  Fee 


Splitters  917 

First-Aid  Has  Definite  Limitations  ; Abuses  Will  Pro- 
duce Bad  Results  804 

Filene  Co-Op  Group  1155 

Goiter — 

American  Association  for  the  Study  of  Goiter  OffeTs 
Prize  for  Essay,  93  ; Goiter  Specialists  to  Meet  June 
14-16  579 

Gorgas  Memorial  Essay  Contest  Announced _._1357 


Government — (See  Laws  and  Legislation) 

Consolidation  of  Health  and  Welfare  Activities  Not 
Good  Business,  192  ; Bill  to  Reorganize  County  Gov- 
ernment to  be  Presented  to  New  Legislature,  219 ; 

Five  Proposed  Amendments  to  Ohio  Constitution 
May  be  on  Ballot  919 

Health  Commissioners — (See  also  Public  Health) 

Health  Officials  Meet  in  Columbus,  331  ; Health  Com- 
missioners to  Meet  at  Columbus  in  November,  1242  ; 
Variety  of  Health  Questions  Discussed  1372 

Health  Insurance — (See  Insurance) 

Historian’s  Notebook — 

Cholera  in  Cincinnati,  (Edwin  W.  Mitchell),  69; 
Yellow  Fever  in  Cincinnati,  (Edwin  W.  Mitchell), 

184  ; Historical  Sketch  of  Medicine  in  Oberlin, 
(George  C.  Jameson),  299;  History  of  a Successful 
Case  of  Caesarean  Operation  (John  L.  Richmond), 

419  ; Tribute  Paid  to  Dayton’s  First  President  of 
State  Association,  The  Late  John  Charles  Reeve, 
M.D.,  446  ; A Contract  for  Private  Medical  Teaching 
in  Northern  Ohio  in  1846,  (Frederick  C.  Waite), 

545  ; Milestones  in  Ancient  Toledo  Medicine,  (L.  R. 
Effler),  649;  Notes  on  the  Medical  History  of  Miami 

County,,  (Warren  Coleman)  788 

Thirteenth  District  Medical  Society  of  Ohio,  1824- 
1832,  (George  O.  Beery),  891;  A Description  of 
Cephalic  Version,  (M.  B.  Wright),  1017  ; An  Act  to 
Incorporate  the  Lebanon  Medical  Society,  (Edward 
Blair),  1127;  Round  Ligament  Ventrosuspension  of 
the  Uterus;  A New  Method,  (D.  Todd  Gilliam), 

1241  ; The  Second  Medical  School  in  Ohio  at  Worth- 
ington, (Frederick  C.  Waite) — 1334 

Hospitals — 

Cincinnati  Hospital  Selects  Interns,  83  ; Hospital 
and  Sanatorium  Staff  Chiefs  Selected  by  Cincinnati 
University  Board,  90 ; Hospital  Insurance  Study 
Launched,  90  ; Rules  on  Staff  Positions,  93  ; Woman’s 
Hospital  Celebrates  Birthday,  324  ; Ohio  Hospitals 
on  Approved  List  Issued  by  A.M.A.,  552  ; Ohio  Hos- 
pital Association  and  Affiliated  Groups  Hold  Annual 
Meeting,  553  ; New  Hospitalization  Rates  for  Ser- 
vices to  Auto  Accident  Indigents,  561  ; Large  Fund 
Bequeathed  to  Village  Hospital,  Oxford,  561  ; Big 
Bequest  to  St.  Lukes  Hospital,  677  ; Why  Not  Give 
the  New  Intern  a Hand?  He  Needs  Your  Assist- 
ance, 693 ; Services  Acceptable  in  Hospital  Insur- 
ance Plans  Enumerated,  906  ; Set  of  Basic  Principles 
to  Governship  Relationship  Between  Radiologists  and 
Hospitals  Adopted,  923 ; Staff  and  Intern  Appoint- 
ments in  Ohio  Hospitals,  938  ; Ohio  Hospitals  Ap- 
proved by  A.M.A.  Committee,  1158 ; Policy  of  Or- 
ganized Medicine  Toward  Hospital  Insurance  Pro- 


grams (R.  G.  Lelarid) _L 1354 

House  of  Delegates — 

Official  Proceedings,  91st  Annual  Meeting  at  Day- 
ton,  April  28  and  29,  1937 663 

Iceland — Dr.  Porter  Writes  About  Medical  and  Hospital 

Activities  1056 

Immunization — 

Care  of  the  Pre-School  Child  Responsibility  of 
Family  Physician  559 

Income  Tax — (See  Taxation) 

Indigents — (See  Poor  Relief) 


Industrial  Commission — (See  Workmen’s  Compensation) 
Reasons  for  Delay  in  Payment  of  Medical  Bills  by 
Commission,  191  ; Important  Changes  in  Regulations 
Concerning  Medical  Procedure  Announced,  323  ; New 


X-ray  Regulations  Effective  May  1,  551  ; Industrial 
Commission  Zones  State  for  Operation  of  New 
Claims  Boards  1174  ; 1260 

Injuries — (See  Accidents) 

Insurance — 

Health  Insurance  May  be  Major  Issue  in  Next  U.  S. 
Congress,  88  ; Hospital  Insurance  Study  Launched, 

90  ; British  Columbia  Health  Insurance  Scheme 
Blows  Up  as  Public  and  Physicians  Balk  at  Its 
Features,  568  ; Compulsory  Health  Insurance  Dressed 
Alluringly,  But  Don’t  Be  Misled,  Writer  in  Nation’s 
Business  Says,  807  ; Services  Acceptable  in  Hospital 
Insurance  Plans  Enumerated,  9-6  ; Vicious  In- 
surance Swindle  Uncovered  in  New  York  City  Shows 
How  Physicians  Must  be  Constantly  on  Guard.  921 ; 
Canadians  Vote  on  Health  Insurance,  1054 ; Chair- 
man of  Social  Security  Board  Discusses  Sickness  In- 
surance, 1161  ; Sickness  Insurance  for  Group  of 
Federal  Employes  Established,  1270 ; Policy  of  Or- 
ganized Medicine  Toward  Hospital  Insurance  Pro- 
grams   — 1354 

Interns — 

Staff  and  Intern  Appointments  at  Ohio  Hospitals, 

83,  938  ; Physicians  Responsible  for  Acts  of  Un- 
licensed Intern-Assistants,  86 ; Why  Not  Give  the 
New  Intern  a Hand?  He  Needs  Your  Assistance. 693 

Journal — 

Additional  Progress  Can  Be  Made  with  Your  Sup- 
port   85 

Judicial  Committee  Reports  to  Council  at  April  Meeting, 

678  ; Hearing  on  Appeal 902 

Laws  and  Legislation — (See  also  Government) 

Here  is  a Warning  and  a Job  for  Each  Member  of 
Organized  Medicine,  84  ; This  is  Not  a One-Man  or 
One-Committee  Job,  189 ; Provisions  of  Proposed 
Medical  Lien  Act  to  be  Sponsored  by  State  Associa- 
tion and  Allied  Groups,  208  ; Policies  on  Legislative 
Proposals  Adopted  at  February  Council  Meeting, 

310  ; Have  You  Done  Your  Part  in  Present  Legisla- 
tive Crises  ? 316  ; Stop-Gap  Relief  Bill  Enacted  ; Cost 
of  Physicians’  Services  Covered,  322;  To  Repeat:  Out- 
come of  Present  Legislative  Session  Up  to  You,  466  ; 

New  Relief  Program  Taking  Shape:  Tapering  Off 
Policy  Adopted,  472 ; Food  and  Drug  Proposals  Be- 
fore Congress  Still  in  Need  of  Revision,  555  ; Law 
Which  Eventually  Will  Make  All  Coroners  Physicians 
is  Enacted,  559  ; “It  Can’t  Happen  Here”  ; Don’t  Fool 
Yourself,  Is  Advice  of  Wisconsin,  691  ; Regular  Ses- 
sion of  Legislature  Ends ; Proposed  Changes  in 
Medical  Practice  Act  Defeated,  694  ; Act  Limiting 
Hours  of  Work  by  Women  Employes,  795  ; “Medical 
Politicians  ?”  Room  for  More  of  Them,  if  You  Get 
Our  Point,  915  ; Physical  Examination  for  Servants 
is  Required  by  New  North  Carolina  Law,  1032  ; 
Physicians  Must  Get  Special  Permit  to  Use  or 
Prescribe  Cannabis  under  New  Act 1156 

Libraries — 

Package  Library  Service  of  the  A.M.A.,  77  ; Cleve- 
land Medical  Library  Association  Organizes  for  En- 
suing Year,  321  : Cleveland  Medical  Library  Gift, 

352  ; Memorial  Medical  Library  Planned  for  Cleve- 
land City  Hospital,  689  ; Reminiscences  of  the  For- 
mation of  the  Cleveland  Medical  Library  Association 
(Wm.  T.  Corlett) 1019 

Licensure,  Medical — (See  Ohio  State  Medical  Board; 
Reciprocity) 

Other  States  Awakening  to  Evils  of  Multiple  Li- 
cense Board  System 318 

Lien  Act — (See  Laws  and  Legislation) 

Malpractice — (See  Medical  Defense) 

Interesting  Point  on  Malpractice  Found  in  Recent 
Court  Decision  . 80 

Maternal  Mortality — (See  Obstetrics  ; Vital  Statistics) 

Medical  Defense — 

Annual  Report  on  Committee,  458  ; Medical  Defense 
Plan  Discontinued  by  Order  of  Council  June  15, 
After  Bar  Association  Committees  Rule  It  Consti- 
tuted Unauthorized  Practice  of  Law,  655  ; Time 
Marches  On  ; New  Activities  in  Lieu  of  Defense 


Plan  Will  be  Started  690 

Medical  Economics — (See  Economics) 

Medical  Education — (See  also  Postgraduate  Meetings) 

Congress  on  Medical  Education,  A.M.A.- 77 

Medical  History— (See  Historian’s  Notebook) 


Medical  Practice — 

It’s  Time  for  Members  of  the  Medical  Profession 
to  Speak,  88 ; The  Medicine  Sample  Racketeer,  89  ; 
Postal  Regulations  for  Mailing  Medicine,  188  ; Medi- 
cal Profession  Has  Its  Day  in  Court  on  Problems  of 
Medical  Care,  554 ; Public  Relations  and  the  Main- 
tenance of  Private  Medical  Practice,  (J.  A.  Ru- 
dolph) 574  ; Ordinary,  Common  Sense  Valuable  Ace 
in  Hole  for  Modern  Physician,  803  ; Medicine  and 
the  Press ; Some  Interesting  Viewpoints  Reviewed, 

912  ; Physicians  Blinded  by  Dollar  Sign  Injure  Status 
of  Profession,  916  ; Mr.  Jefferson — Remember  Him, 
or  Do  You? — Lived  150  Years  Too  Soon,  1033; 
Know  Your  Women,  is  Advice  Given  Physicians  by 
Newspaper  Columnist,  1034 ; Wise  is  the  Physician 
Who  Tries  to  Lift  the  Fog  of  Mystery,  1035 ; For 
Every  Physician  We  Suggest  a Routine  Course  in 
Penmanship,  1037  ; Basic  Family  Problems  Now 
Confronting  Nation  Cause  of  Some  of  Difficulties 
Facing  Medical  Profession  1060 

Membership — (See  Organization) 

Mental  Hygiene — 

Postgraduate  Training  for  Physicians  Planned,  83  ; 
Probate  Judges  Recommend  Changes  in  System  of 
Caring  for  Mentally  111,  238  ; Establishment  of 

Mental  Disease  Clinics  Authorized  by  Ohio  Legis- 
lature   796 

Mid-Year  Organization  Conference  Authorized  by  Coun- 
cil, 903  ; Conference  to  be  October  24  at  Deshler 
Hotel,  1039  ; Many  Important  Topics  Scheduled  for 
Organization  Conference,  1148  ; Review  of  State  As- 
sociation Work  — - 1343 

Military  Affairs — 

Importance  of  Coordinating  the  Military  and  Naval 
Medical  Services  with  the  Civilian  Medical  Profes- 


sion, 533  ; Military  Surgeons  to  Convene,  1031  ; 
Training  Course  for  Medical  Reserve  Officers 1031 

Milbank  Memorial  Fund — 

Dr.  Boudreau  is  named  Executive  Director 319 


Mortality  and  Morbidity  Statistics — (See  Vital  Statistics) 


Narcotics — 

Time  for  Renewing  Federal  Narcotic  Permits  Nears  ; 
Points  on  Prescribing  and  Dispensing  Summarized  ...  564 

News  Notes— 96;  215;  330;  463;  598;  714;  816;  946; 

1292  1402 

Obstetrics — 

Cleveland  Has  Low  Maternal  Mortality  Rate,  90  ; 
Refresher  Courses  in  Obstetrics,  673  ; 1031  ; 1257 ; 

1353  ; American  Board  of  Obstetrics  and  Gynecology 
Exams,  903  1147 


Occupational  Diseases — (See  also  Workmen’s  Compensa- 
tion) 

Number  of  Occupational  Disease  Cases  in  Ohio  in 
1936  Second  Highest  on  Record,  State  Bureau  Re- 
ports   : 572 

Office  Attendant,  The  Need  for  the  Right  Kind  of,  (L.  R. 

Effler)  320 

Ohio  State  Department  of  Health — (See  also  Public 
Health) 

Additional  Personnel  Employed,,  82  ; Dr.  Hartung 
Reappointed  as  State  Director  of  Health,  198  ; 
How  to  Order  Anti-Syphilitic  Drugs  from  Depart- 
ment   1042 

Ohio  State  Medical  Board — 

Questions  Asked  at  December  Examination,  92  ; State 
Medical  Board  Issues  Licenses  to  49  and  Elects  Offi- 
cers for  Next  Year  at  Meeting  on  January  5, 

214  ; Granted  Licenses  Through  Reciprocity,  559  ; 

652  ; 1056  ; Dr.  Carl  W.  Dewey  Appointed  to  State 
Medical  Board,  579 ; Proposed  Changes  in  Medical 
Practice  Act  Defeated,  694  ; Record  Number  Take 
Medical  Board  Examinations  at  Mid-Summer  Meet- 
ing, 805 ; Licenses  to  Practice  Medicine  and  Sur- 
gery in  Ohio  Issued  to  278  at  Mid-Summer  Meet- 
ing, 930;  Next  Examinations  Will  be  Given  by 
Medical  Board,  December  1-3,  1264  ; Legal  Provisions 
of  Medical  Practice  Act  and  Problems  of  Enforce- 
ment (H.  M.  Platter),  1358;  Court  Citations  re 
Medical  Practice  Act 1361 

Ohio  State  University  College  of  Medicine — (See  Colleges) 

Old  Age  Pensions — (See  Social  Security) 

Optometrists — 

Statement  of  Policy  on  Optometry  Practice  Act 
Amendment,  311  ; Round  and  Round  the  Opto- 
metrists Go,  Where  They’ll  Stop,  Nobody  Knows 468 


Ophthalmology— - 

Board  of  Ophthalmology  Inaugurates  Preceptorship 
Program  652 

Organization — (See  also  County  Societies) 

Membership  Figures  Show  Medical  Organization 
is  Clicking,  194 ; Organized  Medicine  Must  Place 
Facts  and  Advice  Before  the  Public,  317  ; Defi- 
nite Objectives,  Direct  Action,  318;  Dues  Paid? 
There  Still  Is  Time  Before  Dayton  Annual  Meet- 
ing, 466 ; Woe  Unto  the  Man  Who  Knows  It  All 
and  Shuns  His  Society,  1037  ; Whys  and  Where- 
fores of  Membership  ; Help  Boost  the  Total  Figures, 


1153;  Collection  of  Membership  Dues 1347 

Osteopaths — 

Rights  of  Ohio  Osteopaths  to  Use  Anesthetics  and 
Antiseptics  Defined  by  Attorney  General  Bricker,  78 ; 
Status  of  Osteopathy  1359 

Patent  Medicine — U.  S.  Census  of  Sales 832 


Payroll  Tax  (see  Taxation)  (Social  Security) 

Pharmacy- 

Cooperation  May  Operate  Drug  Store  in  Ohio,  Al- 
though Pharmacy  is  a Profession,  Attorney  Gen- 
eral Holds,  570 ; The  Physician  and  the  Phar- 
macist, 896  ; Pharmacopoeia  Supplement  Available  .1028 

Pneumonia  Control,  Progress  of,  in  Ohio,  (Leo  F.  Ey) — 1131 

Poliomyelitis — 

Heavy  Increase  Shown  in  Ohio  During  1936 ; 
Figures  on  Poliomyelitis  in  Ohio;  Hints  Regard- 
ing Early  Diagnosis,  1024 ; Polio  Panic  a Lesson 
in  How  Health  News  Should  Not  be  Handled 1150 

Poor  Relief — 

New  Relief  Program  Taking  Shape,  472 ; Clean- 
Up  of  Relief  Situation  Expected  as  Problem  is 
Returned  to  Local  Units,  692  ; Medical  Care  of  De- 
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THE  DIAGNOSIS  AND  TREATMENT  OF  BRAIN  TUMORS 


By  WALTER  E.  DANDY,  M.D.,  Baltimore,  Maryland 


ALL  lesions  become  more  frequent  as  our 
acquaintance  with  them  grows.  If  we  hark 
back  but  a very  few  years,  appendicitis  was 
unknown,  then  very  rare,  and  finally  a very  com- 
mon ailment.  The  same  story  is  true  of  any  num- 
ber of  lesions.  The  great  educator  of  true  per- 
spective is  necropsy  and  operation.  Brain  tumors 
are  passing  through  the  rare  stage  because  neither 
necropsy  material  nor  operative  inspections  have 
checked  mistaken  diagnoses.  But  in  a few  clinics 
intensive  studies  have  shown  not  only  that  brain 
tumors  are  among  the  most  frequent  tumors  of 
the  body,  but  during  the  first  six  decades,  par- 
ticularly from  the  second  to  the  fifth  decades, 
tumors  are  among  the  most  common  afflictions 
of  the  central  nervous  system. 

The  results  of  the  long  struggle  in  the  solution 
of  appendicitis  should  teach  us  much  about  the 
fundamental  treatments  of  brain  tumors,  and 
prevent  many  of  the  sad  chapters  in  its  story 
when  told  in  later  years.  Two  accomplishments 
have  transformed  a prohibitive  mortality  in  the 
treatment  of  appendicitis  into  one  which  should 
be  practically  nil : first  and  foremost,  an  early  and 
accurate  diagnosis,  and  second,  an  early  and 
efficient  operative  procedure  which  eradicates  the 
cause. 

In  the  treatment  of  brain  tumors,  the  same  two 
factors  are  all-important,  and  in  addition,  there 
is  the  third  great  factor — localization  of  the 
tumor.  Although  the  diagnosis  and  localization 
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of  appendicitis  are  nearly  synonymous,  the  same 
is  far  from  true  in  brain  tumors.  In  fact,  the 
localization  of  brain  tumors  has  been  the  most 
difficult  phase  of  this  complex  neurological  prob- 
lem. 

It  is  doubtless  known  to  you  all  that  tumors  as 
large  as  one’s  fist  are  still  compatible  with  life 
and  without  giving  the  slightest  evidence  of  their 
situation.  For  many  years  it  has  been  possible  to 
know  that  a patient  was  afflicted  with  a tumor, 
but  we  have  not  been  able  to  tell  where  it  was 
located.  With  such  inadequate  information,  it  is 
clear  that  operative  results  must  be  very  poor. 
Without  accurate  information,  I should  venture 
the  assertion  that  in  the  hands  of  the  very  best 
operators,  less  than  one-third  of  all  explorations 
for  brain  tumors  would  actually  disclose  the  tumor 
at  the  first  operation.  In  fact,  so  discouraging- 
have  been  explorations  for  tumors  of  the  brain, 
that,  except  when  the  location  of  the  tumor  seems 
clear,  the  palliative  decompressive  operation  has 
become  more  or  less  routine.  Obviously,  such 
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treatment  is  most  unsatisfactory.  There  is  only 
one  way  to  cure  a patient  with  a brain  tumor,  and 
that  is  by  a complete  extirpation  of  the  growth 
by  operation.  Decompressions  have  been  justifi- 
able only  because  the  location  of  the  tumor  has 
been  unknown.  If  the  location  of  the  tumor  is 
known,  any  treatment  which  delays  or  is  pallia- 
tive, is  no  more  justifiable  than  delay  or  pallia- 
tion in  appendicitis. 

DIAGNOSIS 

Although  the  rate  of  growth  of  brain  tumors 
is  variable,  a fatal  outcome  is  almost  inevitable. 
But  we  have  many  warnings  of  this  impending 
calamity.  Tumors  cause  headache,  destroy  vision, 
produce  paralyses,  convulsions,  speech  and  mental 
and  other  disturbances,  and  most  of  these  changes 
are  progressive.  The  great  hope  for  patients 
afflicted  with  brain  tumors  lies  in  the  earliest  pos- 
sible diagnosis.  To  do  this,  it  is  incumbent  upon 
us  to  suspect  a tumor  when  any  symptom  or  sign 
referable  to  the  central  nervous  system  makes  its 
appearance.  Fortunately,  it  is  now  possible  by  the 
use  of  cerebral  pneumography,  i.e.,  roentgeno- 
graphy of  the  brain  after  the  injection  of  air  into 
its  ventricles  or  subarachnoid  spaces,  to  diagnose 
and  also  to  localize  practically  all  brain  tumors 
which  cause  pressure,  and  in  the  early  stages  of 
the  tumor’s  growth.  This  being  possible,  the 
problem  of  handling  brain  tumors  is  greatly  sim- 
plified. 

TREATMENT 

The  treatment  of  tumors  is  now  reduced  to  a 
single  simple  formula:  complete  extirpation  when 
the  nature  and  location  of  the  growth  make  this 
possible;  and  when  impossible  of  removal,  then 
and  only  then  to  produce  the  maximum  decom- 
pression for  palliation.  Unfortunately,  some  brain 
tumors,  by  virtue  of  their  infiltrating  character, 
do  not  permit  extirpation.  In  other  instances,  re- 
moval is  precluded  because  of  the  invasion  of  the 
brain  stem,  speech  centers,  or  other  vital  parts  of 
the  brain.  There  are,  however,  many  non-en- 
capsulated  growths  in  silent  areas  of  the  brain 
which,  if  detected  early,  can  be  completely  re- 
moved. The  so-called  silent  areas  of  the  brain 
were  formerly  the  greatest  handicaps  to  cerebral 
surgery  because  they  prevented  diagnosis  or  local- 
ization of  the  growths  owing  to  the  absence  of 
signs  or  symptoms.  Formerly,  it  was  necessary  to 
perform  palliative  operations  until  the  tumor 
grew  beyond  the  confines  of  the  silent  brain  and 
produced  paralyses  or  other  focal  destructions  of 
the  contiguous  brain  with  recognizable  functions. 
Now  these  silent  areas  are  the  greatest  assets  for 
the  success  of  brain  surgery;  for,  the  localization 
now  being  possible  in  another  way,  extirpation  of 
the  growth  can  be  done  with  contiguous  silent 
areas  of  the  brain,  when  necessary,  and  still  leave 
the  patient  without  noticeable  defects. 

I have  said  that  practically  all  brain  tumors 
should  now  be  localized  and  at  once.  Brain  tumors 


give  rise  to  two  types  of  signs  and  symptoms:  (1) 
localizing  symptoms  and  (2)  general  pressure 
symptoms.  If  the  former  are  present,  the  localiza- 
tion is  automatically  made.  Their  consideration 
need  not  detain  us.  But  the  overwhelming  pro- 
portion of  brain  tumors  give  rise  to  so-called  pres- 
sure symptoms,  and  it  is  to  the  consideration  of 
this  difficult  problem  of  localization  that  I wish 
particularly  to  call  your  attention.  As  you  know, 
the  craniovertebral  chamber  is  a closed  and  fixed 
space  and  its  contents — blood,  cerebrospinal  fluid 
and  brain  tissue — are  almost  totally  incompres- 
sible. For  this  reason  a new  growth  is  tolerated 
only  by  a compromise  with  these  intracranial  con- 
tents, and  this  compromise  gives  the  warning 
signs;  headache,  nausea  and  vomiting,  choked 
disc,  etc. 

All  brain  tumors  that  produce  intracranial 
pressure,  produce  (as  an  expression  of  this 
compromise)  changes  in  the  size,  shape  or  posi- 
tion of  the  ventricles  and  subarachnoid  spaces 
of  the  brain.  If  the  fluid  from  these  spaces  is  re- 
moved and  air  is  substituted  in  its  place,  these 
changes  in  size,  shape  and  position  will  be  ac- 
curately registered  in  roentgenograms  of  the  head. 
It  is,  therefore,  clear  that  if  these  alterations  are 
known,  the  location  of  the  cause  which  produces 
them  (the  tumor)  can  be  deducted.  In  many  in- 
stances the  localizations  have  been  so  precise  as 
to  permit  transcortical  incisions  of  great  depth  to 
find  the  tumor  at  operation,  and  often  successfully 
to  remove  tumors  which  otherwise  could  never  be 
found  except  at  necropsy. 

I should  not  wish  to  leave  you  with  the  impres- 
sion that  this  is  a simple  and  harmless  procedure. 
It  is  safe  only  in  safe  hands.  The  procedure 
may  be  both  complicated  and  dangerous.  The 
interpretation  of  the  air  shadows  is  difficult  and 
is  all-dependent  on  the  intimate  knowledge  of 
intracranial  anatomy  and  physiology.  Its  danger 
is  shown  by  the  fact  that  I have  had  three 
deaths  in  my  first  100  injections.  However,  in 
over  2000  since  then,  there  has  been  but  one. 
This  is  owing  to  the  fact  that  we  have  learned 
how  to  eliminate  the  dangers.  Air  is  an 
irritant.  When  the  ventricular  channels  are 
blocked,  its  absorption  is  prevented;  a sero-san- 
guinous  exudate  results  from  its  irritation,  and 
this  produces  a marked  accentuation  of  pressure 
symptoms.  Many  patients  are  so  ill  that  this 
additional  pressure  could  not  be  tolerated.  To  pre- 
vent this  complication,  the  air  should  be  removed 
as  soon  as  possible  after  the  skiagrams  are  com- 
pleted. If  the  quantity  of  air  injected  is  large 
(30  cc.  or  more)  either  the  original  ventricular 
fluid  or  saline  solution  may  be  replaced.  In  safe 
hands,  the  procedure  is  now  without  great  danger. 
It  is  inadvisable,  at  least  at  the  present  time, 
that  a risk  so  great  as  the  use  of  air  requires, 
should  be  assumed  except  by  a competent  neuro- 
logical surgeon. 
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SINCE  badly  handled  neurotics  form  a large 
part  of  the  clientele  of  the  quacks  and  cul- 
tists,  and,  inasmuch  as  well-handled  ones  are 
numbered  among  every  physician’s  most  grateful 
and  dependable  patients,  the  medical  profession 
can  no  longer  justify  its  one-time  boast  of  ignor- 
ance of  psychogenic  illnesses. 

The  physician  in  general  practice  soon  learns  to 
recognize  the  neurotic  or  nervous  patient,  at 
least  some  of  the  more  common  varieties.  If  he 
is  observing  and  a real  student  of  medicine,  he 
soon  develops  a classification  and  technique  of  his 
own  in  the  management  of  these  frequent  visitors 
to  his  waiting  room.  After  a time  he  is  apt  to 
tire  of  hearing  their  complaints,  and  having  ex- 
hausted his  own  shelf  of  medicines,  he  either  re- 
fers them  to  some  specialist  on  the  subject  of 
their  most  recent  complaint  or,  quite  frequently, 
dismisses  them  with  a side  remark  that  osteopathy 
or  chiropractic  might  be  of  some  help.  He  com- 
forts himself  with  the  thought  that  at  least  they 
will  probably  do  him  no  harm  and  an  operation 
just  isn’t  necessary.  The  most  surprising  thing 
about  it  all  is  that  some  time  later  he  sees  the 
same  patient  and  learns  that  he  is  better,  thanks 
to  some  new  cure-all  that  was  advertised  over  the 
radio. 

In  order  to  understand  why  a placebo  will  put 
an  insomniac  to  sleep,  and  a “sterile  hypo”  stop  a 
pain  of  great  intensity,  we  need  to  inquire  into 
some  of  the  common  mental  mechanisms,  ex- 
amples of  which  are  to  be  found  in  our  own 
actions  every  day.  What  physician  will  deny  that 
at  some  time  or  other  in  his  student  days,  yes,  in 
his  days  of  practice,  when  tired  and  worn,  he  has 
not  pictured  himself  as  the  victim  of  some  in- 
sidious, incurable,  and  rare  disease?  All  who 
hold  teaching  appointments  in  medical  schools  be- 
come familiar  with  the  epidemic  of  check-ups  re- 
quested, especially  after  the  Spring  examina- 
tions. 

A case  history  may  illustrate.  A fine  looking, 
six-footer,  eligible  for  any  football  squad,  walked 
into  my  consultation  room  last  spring.  I recog- 
nized him  as  a medical  student  and  questioned 
him  about  his  plans.  Finally,  with  some  em- 
barrassment, he  said  he  wanted  a neurological 
check-up.  It  took  a complete  going  over  and  some 
leading  questions  to  bring  out  the  fact  that  he  had 
been  having  the  neurasthenic  headache  and  pres- 
sure in  the  back  of  his  head  and  neck,  and  wanted 
to  be  sure  it  wasn’t  a brain  tumor. 

In  order  to  help  such  victims  of  the  power  of 
suggestion  to  understand  their  own  problem,  I 
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like  to  tell  them  of  a demonstration  I once  saw 
by  a lecturer  who  sought  to  prove  that  the  mind 
often  influences  the  body.  In  his  introduction  he 
mentioned  the  subject  of  hobbies  and  their  benefit 
to  mind  and  body.  As  he  spoke,  he  drew  from  his 
pocket  a little  vial  and  explained  that  one  of  his 
hobbies  was  the  collecting  of  perfumes  of  rare 
fragrance.  Touching  on  his  travels  to  oriental 
lands,  he  proceeded  to  pour  two  drops  of  the 
precious  stuff  on  his  spotless  handkerchief.  Wav- 
ing it,  he  told  how  volatile  it  was,  and  asked  the 
audience  to  raise  their  hands  as  the  fragrance 
reached  them.  The  olfactory  index  was  high,  as 
judged  by  the  gradual  spread  of  the  show  of 
hands,  until  the  perfume  must  have  reached  the 
farthest  corner  of  the  room.  At  the  end  of  his 
lecture  he  returned  to  his  thesis  that  the  mind 
does  influence  the  body.  Some  were  still  skeptical, 
so  he  asked  how  many  had  smelled  the  perfume. 
With  an  air  of  assurance  he  again  drew  the  vial 
from  his  pocket  and  poured  its  contents  on  the 
floor.  It  was  distilled  water. 

I mention  this  as  a key  to  the  explanation  of 
the  neurotic  individual,  for  it  is  in  them  that  this 
suggestibility,  this  impressionability,  finds  an 
excessive  development  and  renders  them  sus- 
ceptible to  the  power  of  suggestion,  whether  that 
suggestion  be  good  or  bad.  It  is  present  in  the 
patient  who  always  gets  results  quickly  when 
new  medicines  are  given,  quite  as  much  as  in  the 
one  who  is  a chronic  complainer.  The  one  takes 
the  good  suggestions;  the  other  takes  the  bad. 
Nor  are  all  of  these  suggestions  of  recent  date 
for  the  origin  of  some  has  been  lost  to  our 
memory.  In  this  connection  a mother  and  daugh- 
ter come  to  my  mind,  for  it  was  a curious  fact 
that  neither  of  them  could  eat  red  apples  without 
becoming  ill  although  both  were  fond  of  yellow 
apples.  They  were  very  intelligent  women  yet 
neither  of  them  could  explain  this  peculiarity.  A 
narlor  psychoanalysis  was  all  it  took  to  discover 
that  their  late  lamented  husband  and  father  had 
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been  very  fond  of  red  apples  and,  in  fact,  was  eat- 
ing one  when  he  had  his  final  heart  attack.  Un- 
consciously, a red  apple  touched  off  similar 
emotional  reactions  in  their  nervous  systems 
which  they  had  experienced  on  the  day  he  died. 
But  the  connection  was  lost  to  them  until  my 
questioning  brought  into  the  light  of  conscious- 
ness and  understanding  this  association  of  ideas. 
Many  of  our  distastes  and  prejudices  are  borne  of 
like  experiences. 

Even  more  important  is  it  to  recognize  that  this 
excessive  nervous  sensibility  which  appears  in 
some  to  sentence  them  to  the  dismal  twilight  of 
ill  health  and  chronic  complaining,  is  also  re- 
sponsible for  the  unusual  success  of  a great 
musician,  a great  trial  lawyer,  the  understanding 
teacher  or  social  worker,  for  by  rendering  them 
more  sensitive  to  the  finer  shades  of  feeling, 
color,  and  the  like,  it  enables  them  to  sense  and 
create  things  which  the  rest  of  us  can  only  par- 
tially appreciate.  The  same  responsiveness  to 
what  he  sees  and  hears  and  feels,  which  can  create 
a hypochondriac,  can  make  another  individual 
world-famous  as  an  artist  or  a great  diagnosti- 
cian. 

But  as  physicians,  we  are  more  interested  in 
the  neurotics  who  fail,  though  it  is  helpful  from 
the  standpoint  of  psychotherapy  to  point  out  to 
the  sufferer  from  a neurosis  this  close  relation- 
ship of  those  who  succeed  unusually  well,  and 
those  who  fail  because  of  the  same  exaggerated 
sensibility  and  emotionalism.  In  any  attempt  to 
make  the  patient  understand  his  failure  at 
adaptation,  it  is  necessary  to  dress  it  up  in  a cloak 
of  respectability.  Nothing  is  more  futile  than  to 
tell  a person  who  has  a real  neurosis  that  it’s  all 
in  the  head,  entirely  mental,  that  all  he  needs  to 
do  is  to  “snap  out  of  it.”  It  is  such  shallow  under- 
standing and  unthinking  management  that  has 
driven  many  neurotics  and  victims  of  neuroses 
into  the  hands  of  the  quacks  and  cultists. 

WHAT  IS  A NEUROSIS? 

What  then,  is  a neurosis?  It  is  necessary  to 
define  our  terms.  We  have  held  in  this  discussion 
that  neurotic  mechanisms  are  present  in  all  of  us. 
To  a certain  extent  we  can  say  that  we  are  all 
neurotic,  but  only  a few  develop  a neurosis.  A 
neurosis  is  the  expression  of  a neurotic’s  failure 
in  his  attempt  at  adaptation  to  either  his  own 
ideals  or  to  the  demands  of  his  environment.  The 
victim  of  a neurosis  is  a neurotic  individual  who 
is  failing,  in  other  words,  a decompensated  per- 
sonality. He  is  temporarily  unable  to  meet  the 
demands  of  the  moment,  a casualty  of  every-day 
living.  I believe  we  can  show  that  a neurosis  is 
merely  the  imperfect  or  incomplete  solution  of 
mental  problems ; that  the  patient,  by  the  ac- 
ceptance of  functional  disturbances  or  the  exag- 
geration of  real  ones,  unknowingly  sidetracks 
himself  to  escape  the  necessity  of  facing  unpleas- 


ant facts  or  situations.  The  neurosis  is  a com- 
promise with  reality,  an  unhealthy  solution  of 
life’s  problems. 

Before  we  can  proceed  to  the  description  of  the 
common  types  of  the  neuroses,  we  must  point  out 
the  fundamental  differences  between  this  benign 
form  of  mental  disorder  and  the  group  which  we 
refer  to  as  the  psychoses.  In  the  psychoses  the 
personality  is  so  badly  distorted  that  even  the 
patient’s  friends  say  he  is  not  himself.  In  the 
neuroses  the  change  is  quantitative  rather  than 
qualitative,  and  the  mental  changes  are  quite  un- 
recognizable to  the  average  individual,  even  in 
the  patient’s  family.  A psychosis  usually  destroys 
a man’s  ability  to  meet  the  demands  of  his  social 
sphere,  while  the  neurotic  may  find  exquisite 
pleasure  in  the  attentions  and  sympathy  of  his 
friends.  The  psychotic  is  a different  person;  the 
neurotic  only  slightly  changed.  The  former  often 
requires  the  protecting  influence  of  a psychiatric 
hospital;  the  latter  is  seldom  regarded  as  men- 
tally sick.  But  he  is. 

It  is  useless  to  lay  too  much  emphasis  on  the 
classification  of  persons  as  representing  some  par- 
ticular type  or  disease.  Any  arbitrary  simplifica- 
tion, by  its  very  nature,  must  disregard  the 
natural  complexity  of  the  personality,  which 
means  the-  person  as  a whole.  We  must  admit, 
however,  that  some  sort  of  cataloging  is  necessary 
for  purposes  of  discussion  and  we  speak  of  the 
neurotic,  the  schizoid,  the  cycloid  personality. 
The  neuroses  are  subject  to  certain  rather  gen- 
erally accepted  subdivisions  and  these  common 
clinical  types  of  the  neuroses  I will  attempt  to 
illustrate  by  cases  which  call  to  our  attention 
some  of  the  common  factors  and  mental  mechan- 
isms in  the  neuroses. 

CASE  REPORTS 

Case  I — Neurasthenic: — A middle  aged  man  of 
rather  distinguished  appearance,  neatly  dressed 
but  with  coat  and  shirt  worn  at  the  collar  and 
cuffs,  apologetically  presented  himself  for  exami- 
nation. Preliminary  correspondence  had  estab- 
lished that  he  would  be  unable  to  pay  the  fee  for 
a time.  He  must  be  sure  that  this  was  under- 
stood before  he  could  even  come  to  the  office. 
Neurotics  are  usually  conscientious  to  a fault. 
He  complained  of  general  nervousness,  feeling  be- 
low par,  always  tired  after  a few  minutes’  ex- 
ertion, inability  to  concentrate,  poor  sleep,  poor 
memory,  a loss  of  the  joy  of  living.  He  had  a 
feeling  of  pressure  in  his  head,  especially  in  the 
“back  of  the  neck.”  I learned  he  had  been  a 
banker,  that  is,  a cashier.  He  had  always  refused 
any  greater  responsibility  for  he  took  his  re- 
sponsibilities too  seriously.  He  never  speculated, 
but  he  did  buy  real  estate  on  a margin,  and  con- 
sidered himself  pretty  well  fixed.  The  depression 
cleaned  him  out  except  for  one  or  two  properties, 
and  the  bank  never  opened  after  the  holiday. 

Eobbed  of  his  sense  of  security  in  holdings  and 
a job,  he  was  baffled  and  perplexed  by  his  prob- 
lems, his  personality  failed,  it  decompensated, 
and  he  took  to  his  bed  after  a respectable  delay, 
absolutely  unmindful  of  the  mental  mechanisms 
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which  prevented  his  recovery  from  a heavy  cold 
that  came  his  way  and  provided  him  with  an 
alibi,  an  excuse  for  showing  the  white  flag  of 
surrender.  Two  years  later  he  consulted  me  be- 
cause his  conscience  troubled  him  and  he  wanted 
to  be  sure  that  he  was  really  sick  and  entitled  to 
the  disability  he  was  drawing  from  the  insurance 
company.  He  knew  that  if  he  tried  to  work  and 
failed,  he  would  have  to  wait  six  months  before 
he  would  be  eligible  for  disability  again  and  his 
policy  provided  $100.00  a month  the  first  year, 
$200.00  a month  thereafter.  A careful  study 
failed  to  establish  any  signs  of  organic  changes  of 
consequence,  yet  observation  convinced  me  that 
the  man  was  inadequate  to  meet  his  problem.  His 
inherent  weaknesses  of  a neurotic  nature,  plus 
his  financial  and  social  reversals,  his  own  loss  of 
self-esteem  and  the  confidence  of  his  family  made 
the  security  of  invalidism  with  an  income  of 
$200.00  a month  easier  than  a return  to  a strug- 
gle for  existence.  His  personality  had  decom- 
pensated and  now  he  lacked  that  quality  of  char- 
acter so  essential  in  a comeback. 

Case  II — Anxiety  State: — A rush  in  the  hall, 
and  the  office  girl  called  me  out  to  see  a young 
man  on  the  couch,  breathless,  pale,  pupils  dilated, 
sweat  standing  out  on  his  forehead  and  hands,  his 
expression  the  picture  of  great  anxiety  or  terror. 
He  thought  he  was  going  to  die.  His  doctor  was 
out,  and  someone  suggested  me.  He  had  these 
spells  any  time,  often  in  the  middle  of  the  night, 
and  it  frequently  required  a hypodermic  to  relieve 
him.  I pulled  up  a chair,  kept  my  finger  on  his 
pulse,  talked  calmly  about  his  doctor,  work,  and 
current  sports.  The  pulse  returned  to  normal,  and 
the  attack  itself  was  over,  but  not  all  of  his 
trouble.  It  seemed  he  never  felt  at  ease,  his  eyes 
felt  strange,  there  was  a tight  feeling  in  his 
throat,  (a  part  of  the  general  tension  state)  he 
had  a peculiar  pain  in  his  chest,  an  empty  feeling 
in  his  stomach  and  sometimes  he  felt  numb  in  his 
arms  and  legs.  After  the  spells  his  bowels  were 
often  loose.  He  had  seen  the  best  heart  specialists, 
the  barium  meal  showed  hyperperistalsis,  even 
spinal  puncture  was  negative.  Later  I learned 
that  his  disturbance  of  the  sympathetic  nervous 
system  dated  back  to  a time  when  his  wife  was 
pregnant  and  he  was  trying  to  be  continent.  An 
old  conflict  with  autoerotic  tendencies  reappeared. 
Self-respect  and  fear  of  losing  his  mind,  which  he 
had  been  told  resulted  from  masturbation,  had 
turned  his  sexual  drive  into  other  channels,  and 
lacking  other  outlets,  the  nervous  drive  had  spent 
itself  in  palpitation  and  nervous  indigestion.  Not 
always,  but  frequently,  anxiety  attacks  represent 
the  neurophysiological  response  of  a susceptible 
nervous  system  to  unsatisfied  sexual  expressions 
and  other  emotional  demands.  However,  once  the 
neurotic  personality  decompensates  and  the  com- 
plete demoralization  of  an  anxiety  neurosis  occurs, 
it  requires  more  than  a mere  explanation  of  the 
psychophysiological  mechanisms  to  rehabilitate 
the  man. 

Case  III — Conversion  Hysteria: — A student 
nurse  about  to  graduate  was  seen  at  the  hospital 
with  a paralyzed  arm.  A brachial  plexus  lesion 
was  suspected  by  the  resident.  Her  arm  was 
dotted  with  pin  pricks  and  blisters  from  the 
cigarettes  of  the  interns  who  called  to  confirm 
her  anesthesia.  The  anesthesia,  I found,  stopped 
at  the  same  place  as  a coat-sleeve,  and  her  re- 
flexes were  all  normal.  She  seemed  too  indifferent 
to  her  paralysis  and  too  conscious  of  her  appear- 
ance. After  preliminary  examination  I grabbed 
her  arm  and  ordered  her  to  hold  it  there.  Reflexly 


she  did  as  she  was  told  and  the  paralysis  was  no 
more.  She  was  as  surprised  as  I,  but  not  as  much 
so  as  the  resident. 

The  girl  had  been  willing  and  ready  to  submit 
to  an  operation.  (I  have  seen  cases  where  ampu- 
tations were  actually  done)  in  order  to  get  relief, 
yet  the  explanation  was  simple  when  she  told  her 
story.  She  was  on  night  duty,  nursing  a hemi- 
plegic woman.  It  was  too  hot  in  her  room  to 
sleep  in  the  daytime.  She  fell  asleep  in  a four 
o’clock  class  with  her  arm  over  the  back  of  the 
chair.  Even  doctors  have  been  known  to  mistake 
that  “pins  and  needles”  feeling  for  paralysis  in 
themselves  on  waking  from  a sleep  during  which 
the  artery  or  nerve  has  been  compressed.  Full  of 
fear,  her  own  suggestibility  temporarily  cut  off 
the  motor  and  sensory  connections  to  the  higher 
centers,  and  the  first  intern  she  saw  said — 
“stroke.”  I explained  the  mental  mechanisms  and 
she  wanted  to  get  right  up  and  go  on  duty,  but 
I saw  the  flowers  her  classmates  had  sent  her, 
and  realized  that  they  might  not  find  it  easy  to 
believe  that  she  had  not  put  it  on  for  a conscious 
purpose.  Heat  and  massage  and  a few  days  at 
home,  and  her  recovery  was  complete. 

The  unknown  factor  in  this  equation  later 
turned  out  to  be  her  difficulties  with  a boy  friend 
and  she  converted  her  emotional  conflict,  which 
was  considerable  and  with  cause,  into  something 
visible,  affording  her  a temporary  refuge  from 
her  real  problem  and  at  the  same  time  regaining 
the  boy-friend’s  attention.  Most  unexplainable 
paralyses,  losses  of  speech  or  hearing,  amnesias, 
and  traumatic  neuroses  are  mental  conflicts  and 
desires  for  some  gain  converted  into  something 
that  speaks  for  itself  and  often  accomplishes  a 
purpose  not  always  apparent.  It  saves  explana- 
tion, like  the  boy  or  girl  who  gets  out  of  washing 
the  dishes  by  lying  down  and  holding  his  head  to 
signify  he  Has  a headache. 

Case  IV — Psychasthenic — obsessive  compulsive: 
— An  alert,  intelligent,  but  anxious  looking  man 
in  his  early  forties,  came  to  my  office  with  his  law 
partner.  He  was  in  the  midst  of  a murder  trial, 
and  as  he  sat  as  judge  upon  the  bench,  the  de- 
fendant and  jury  did  not  seem  real.  Nothing 
seemed  natural  but  strange,  he  didn’t  know  why, 
and  he  had  various  doubts  and  obsessions.  Most 
of  all  he  was  afraid  he  was  going  to  lose  his  mind 
and  rave  in  his  own  court  room.  Knowing  that 
psychasthenic  states,  like  other  neuroses,  rarely 
express  themselves  in  more  serious  forms  of  men- 
tal illness,  I advised  him  to  finish  the  trial.  This 
he  did  with  credit  to  himself,  and  his  partner  said 
afterward  his  charge  to  the  jury  was  one  of  his 
best.  The  treatment  covered  a period  of  a year, 
during  which  he  came  at  irregular  intervals  when 
he  could  not  put  things  through  the  sieve  of  rea- 
son by  himself  and  we  merely  talked  things  out, 
which  is  one  form  of  psychotherapy. 

In  the  long  discussions  of  the  origins  of  his 
fears  and  obsessions,  he  recalled  what  he  had  long 
forgotten,  that  his  fear  of  insanity  was  based  on 
a dream  he  heard  his  mother  relate  to  her  sister 
when  he  was  only  10.  The  mother  was  to  have  a 
long  illness;  his  only  brother  was  to  have  a 
serious  accident;  and  the  patient  himself  was  to 
lose  his  mind.  Strangely  enough  the  first  two 
parts  of  the  dream  had  come  true  and  it  was  his 
part  that  had  since  haunted  him.  He  worked 
under  the  whip  of  this  thought — took  his  college 
degree  in  three  years — married  early — bought 
more  life  insurance  than  he  could  afford — and  in 
fact  volunteered  that  he  owed  his  success  to  the 
drive  he  had  been  able  fo  put  into  his  work  be- 
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cause  of  his  fears.  Many  scrupulous  and  super- 
conscientious  people  are  victims  of  this  same 
overriding  requirement  to  perform  unnecessary 
and  often  irrational  acts,  compulsions  of  this 
neurosis.  The  obsessive  compulsive  type  is  the 
least  obvious,  the  most  complex  and  the  hardest 
to  treat  of  the  neuroses. 

Perhaps  these  examples  have  called  to  your 
minds  cases  of  your  own  which  do  not  fall  into 
any  one  of  the  four  main  types  of  neuroses,  such 
as  the  neurasthenic,  which  includes  the  hypo- 
chondriac, the  anxiety  state  with  its  emphasis  on 
disturbed  neurophysiological  function,  the  con- 
version hysteria  which  serves  to  make  visible  or 
objective  that  which  was  formerly  felt  or  wished 
for,  and  the  obsessive  compulsive  whose  doubts  and 
fears,  tics  and  mannerisms  are  often  tombstones 
of  emotional  struggles,  undecided  and  buried 
under  these  substitutes. 

But  caution  is  indicated.  One  cannot  dismiss  as 
merely  neurasthenic  the  patient  who  complains  of 
dull  headache,  easy  fatigability,  inability  to  con- 
centrate, or  sleeplessness,  for  these  may  be  the 
symptoms  of  an  encephalitis  or  perhaps  hypothy- 
roidism. Anxiety  symptoms,  on  the  other  hand, 
are  often  the  expression  of  organic  disease,  and 
careful  examination  is  necessary  in  order  to  rule 
out  hyperthyroidism  and  various  other  conditions. 
The  complaint  of  numbness,  tingling,  burning,  and 
the  like,  deserves  careful  consideration,  for  these 
symptoms  are  often  complained  of  long  before  the 
appearance  of  the  blood  findings  of  pernicious 
anemia.  I have  seen  several  of  my  own  patients 
cured  of  what  I called  hysteria,  only  to  have  them 
return  months  or  even  years  later  with  neuro- 
logical findings  establishing  the  diagnosis  of  mul- 
tiple sclerosis.  Usually  a carefully  considered 
history  will  help  to  avoid  such  mistakes. 

The  exhaustive  history,  including  many  social, 
economic,  and  personal  matters  usually  considered 
outside  the  domain  of  medicine,  is  often  essential 
to  the  recognition  of  the  neuroses.  The  technique 
of  this  approach  is  one  of  psychiatry’s  contribu- 
tions to  modern  medicine.  It  is  a systematic 
search  for  facts  formerly  familiar  to  any  family 
doctor  by  reason  of  his  intimate  contact  with  the 
patient,  his  family,  and  the  community.  He  knew 
that  the  patient’s  family  were  inclined  to  be  wor- 
riers, nervous,  emotionally  unstable,  without  ask- 
ing a lot  of  embarrassing  questions  about  the 
grandparents,  aunts  and  uncles.  He  had  seen  the 
over-sensitiveness,  the  hasty  anger,  the  temper 
tantrums  and  easy  embarrassment  of  the  patient 
as  a child,  and  knew  his  constitutional  makeup. 
Often  he  was  acquainted  with  the  personal  prob- 
lems without  asking,  as  illustrated  by  a story  a 
patient  recently  told  me  regarding  my  own  grand- 
father, Dr.  George  T.  Harding  of  Marion.  This 
patient,  as  a boy  over  fifty  years  ago,  had  been  a 
neighbor,  and  often  rode  in  the  buggy  with  the 
children  of  the  family  when  Grandfather  made 
his  calls.  On  this  occasion  word  came  that  Johnny 


Johnson  was  sick  in  bed  and  needed  the  doctor 
right  away.  Before  starting  on  the  call,  the 
Doctor  took  time  to  call  his  wife  to  get  a sack  of 
flour,  some  apples,  eggs,  and  other  things  ready, 
remarking — “Johnny’s  been  having  a pretty  hard 
winter.  I guess  these  will  help  to  cure  what  ails 
him.”  The  old  family  doctor  knew  his  patient  and 
his  problems  and  practiced  effective  psychotherapy 
long  before  the  word  was  coined. 

The  successful  physician  is  almost  always  one 
who  possesses  a keen  discrimination  of  the 
psychological,  as  well  as  the  physical  factors  in 
any  illness.  But  if  he  is  to  succeed  long,  he  must 
not  substitute  intuition  or  even  experience  for 
knowledge.  Amnesia  must  not  be  confused  with 
aphasia,  for  the  latter  is  an  organic  sign  of  im- 
portance. Changes  in  the  pupils  and  reflexes  are 
valuable  aids  in  diagnosis  and  are  too  seldom 
checked.  The  successful  physician  must  know  that 
it  is  not  enough  to  eliminate  psychogenic  factors 
in  any  case  by  the  routine  question — “Do  you  have 
any  worries?”  It  must  be  remembered  that  the 
reason  the  patient  is  complaining  of  pain  in  an 
organ  is  often  because  he  has  a general  feeling 
of  discomfort  arising  from  mental  conflicts  he 
dares  not  discuss  and  that  by  localizing  these  sen- 
sations in  an  organ  he  makes  some  sort  of  treat- 
ment possible. 

As  a profession,  we  have  underestimated  the 
importance  of  the  neuroses.  Recent  studies  of 
disabled  and  ill  people  by  various  insurance  com- 
panies in  this  country  and  in  England,  have 
shown  that  approximately  one-third  of  the  in- 
dividuals of  both  sexes  who  are  certified  as  unfit 
to  work,  are  suffering  from  a neurosis.  In  general 
practice  the  statistics  show  that  from  20  to  35  per 
cent  of  your  patients  definitely  belong  to  this 
group  of  disorders. 

It  has  been  our  own  neglect  of  the  psychogenic 
illnesses  that  has  permitted  the  rise  of  various 
cults,  some  of  which  appear  under  the  guise  of 
religion.  Their  numerous  and  intelligent  de- 
votees are  sufficient  proof  that  in  the  materialistic 
concept  of  the  past  few  decades,  medicine  was 
neglecting  a very  important  part  of  the  patient, 
the  brain  and  its  function  and  influence.  We  have 
come  to  realize  that  not  everything  in  medicine 
can  be  reduced  to  a tracing  on  a smoked  drum, 
and  that  it  is  unscientific  for  us  to  ignore  any  fact 
which  may  become  a factor  in  the  case,  whether 
the  fact  is  physical  or  psychological. 

The  real  danger  in  these  semi-scientific  or 
purely  mental  systems  of  relieving  human  suffer- 
ing is  the  false  security  they  establish  in  the 
mind  of  the  patient,  who  having  found  relief  from 
a psychogenic  illness  by  attention  directed  at 
some  specific  hypothetical  lesion,  is  bound  to  turn 
to  the  same  healer  when  he  develops  an  acute 
appendix.  We  must  recognize  that  even  unintel- 
ligent psychotherapy  often  cures  the  patient  if  a 
mental  cure  is  indicated.  It  is  not  only  because 
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the  cultist  can  give  positive  assurance  in  place  of 
our  scientific  attitude  of  thorough  investigation, 
but  also  because  he  has  made  use  of  expectant 
treatment,  that  is,  allowing  sufficient  time  for  his 
course  of  therapy  or  readings  to  bring  about  a 
cure  in  the  natural  course  of  the  disease. 

In  paying  homage  to  the  scientific  spirit,  we 
have  also  sacrificed  that  part  of  the  art  of  medi- 
cine which  recognizes  the  inherent  craving  of  the 
human  mind  for  authority  and  magic.  I have  al- 
ways found  elixirs  more  potent  than  pills  and 
when  we  cast  aside  all  of  the  mysteries  of  our  pro- 
fession, and  explain  to  and  before  the  patient  the 
rationale  of  our  scientific  procedure,  we  often  lose 
something  essential  to  cure  of  the  patient.  What 
the  patient  wants  is  something  that  “works  like 
magic” — and  we  will  do  well  as  physicians  to  re- 
tain enough  of  the  art  of  medicine  to  keep  down 
the  growing  menace  of  irrational  methods  of 
treatment  and  a return  to  the  days  of  the  medi- 
cine man  by  interesting  ourselves  in  some  of  these 
peculiarities  of  human  nature. 

The  neuroses  are  too  broad  a subject  to  cover 
in  any  paper  such  as  this  and  do  it  justice.  It  is 
possible  that  the  mention  of  some  of  these  facts 
concerning  things  we  all  see  in  our  practice  every 
day,  but  find  so  hard  to  put  in  words,  will  renew 
our  interest  in  a very  needy  group  of  patients. 
Often  we  can  recognize  neurotics  by  the  trouble 
we  have  in  dismissing  them  to  keep  the  next  ap- 
pointment. Yet  it  is  the  understanding  interest, 
the  willingness  to  hear  the  story,  the  positive  re- 
assurance based  on  a complete  study  of  the  physi- 
cal and  psychological  factors,  that  helps  the  neur- 
otic patient.  And  if  we  are  to  accomplish  any  last- 
ing good,  we  must  go  farther  with  our  psycho- 
therapy, and  not  merely  whitewash  the  difficulty. 
We  owe  it  to  our  patients  to  discover  the  causes  of 
their  mental  and  emotional  conflicts  and  to  bring 
these  conflicts  into  consciousness  where  they  can 
be  dealt  with  intelligently.  It  is  like  coming  into  a 
library  with  the  books  scattered  over  the  floor. 
To  bring  order  out  of  confusion  we  need  to  find 
the  proper  places  and  to  put  the  books  away.  The 
minds  of  many  neurotics  need  just  such  a putting 
in  order  and  by  our  helpful  discussion  of  their 
personal  problems  many  neuroses  will  disappear. 

But  let  us  be  practical.  As  physicians,  we  do 
not  expect  to  cure  every  patient  who  consults  us 
with  a decompensated  heart.  If  we  can  get  the 
swelling  out  of  his  feet  and  legs,  rid  him  of  his 
air  hunger,  be  sure  that  he  has  a little  myocardial 
reserve,  we  are  often  satisfied.  We  teach  him  to 
know  the  limitations  of  his  heart  and  follow  the 
case  with  symptomatic  treatment.  With  decom- 
pensated personalities,  as  with  decompensated 
hearts,  we  must  realize  the  importance  of  this 
follow-up  treatment  for  without  intelligent  guid- 
ance and  favorable  circumstances,  recurrences  are 
inevitable  in  the  neuroses.  It  is  no  sign  that  we 
have  failed  if  we  do  not  cure  the  patient  for  the 


limitations  of  the  personality  as  well  as  the  limi- 
tations of  the  myocardium  must  always  be  kept 
in  mind.  Many  neurotics  are  saved  from  nervous 
invalidism  by  occasional  symptomatic  treatment 
and  the  encouragement  of  an  understanding 
physician. 

In  treating  the  neurotic  patient  let  us  think  of 
his  whole  problem,  the  organism-as-a-whole,  the 
psychobiology  of  Adolf  Meyer.  Let  us  not  ignore 
the  psychogenic  factors  in  our  search  for  the 
physical  causes  of  his  illness. 

In  defense  of  the  neurotic  patient  let  us  re- 
mind ourselves  of  our  own  neurotic  habits;  and 
that  all  of  us  have  our  breaking  point.  A chronic 
illness  or  the  flu  can  bring  it  out  in  the  strongest 
of  men.  Above  all,  let  us  remember  that  it  is  our 
own  subjective  symptoms,  and  not  the  complaints 
of  others,  that  deserve  to  be  treated  lightly. 

350  E.  State  Street. 


CANCER  OF  THE  STOMACH 
In  our  attempt  as  practitioners  to  recognize 
carcinoma  of  the  stomach  in  its  earlier  stages,  we 
must  depend  principally  on  signs  and  symptoms 
which  lead  only  to  a suspicion  of  the  presence  of 
the  disease.  Our  suspicions  should  be  aroused  by 
any  patient  of  middle  age  or  beyond  who  has  in- 
digestion which  persists  for  two  weeks  or  more, 
by  any  patient  who  in  addition  to  his  usual  chronic 
dyspepsia  has  an  acute  exacerbation  or  change  in 
digestive  symptoms,  or  by  any  patient  who  suffers 
from  anemia,  fatigue,  a decline  in  health,  weight 
or  strength,  or  who  bleeds  from  the  intestinal 
tract — all  without  adequate  explanation.  We  must 
continually  be  conscious  of  this  disease  as  we  scan 
the  diagnostic  horizon  of  the  patient  who  sits  be- 
fore us.  If  our  suspicions  are  aroused,  then  we 
must  insist  on  competent  roentgenologic  study  of 
the  stomach. — Dwight  L.  Wilbur,  M.D.,  Rochester, 
Minn.,  Minnesota  Med.,  19:728,  Nov.,  1936. 


ANEMIA  IN  WOMEN 

A careful  investigation  into  the  total  iron  de- 
mands made  in  pregnancy  by  the  fetus  and  tis- 
sues, by  blood  loss  at  parturition  and  by  lactation 
showed  that  in  many  cases  pregnancy  did  not  con- 
stitute as  great  an  iron  demand  as  did  menstrua- 
tion. This  normal  menstrual  blood  loss  often  pro- 
duces iron-deficiency,  and  even  in  the  better 
classes,  profuse  menstrual  blood  loss  may  lead  to 
hypochromic  anemia. 

It  is  concluded  that  anemia  has  a high  in- 
cidence among  the  poor  classes  of  women  caused 
by  a combination  of  poor  diet  and  iron  loss  dur- 
ing reproductive  life.  Menstruation  apparently 
constitutes  an  iron  loss  at  least  as  great  as  preg- 
nancy, and  diet  is  often  inadequate  to  meet  the 
iron  demands  of  either. — British  Med.  Jour.,  Sept. 
1936. 
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THE  purpose  of  this  paper  is  to  bring  before 
this  section  a summary  of  the  physical  de- 
fects found  in  a group  of  5,412  children  at- 
tending the  grade  schools  in  the  City  of  Dayton. 

If  these  defects,  including  both  the  medical  and 
dental,  are  capitulated  with  a view  of  ascertaining 
the  frequency  of  each,  it  is  rather  astounding  to 
find  that  three-fourths  of  these  children  show  one 
or  more  physical  handicaps  of  either  major  or 
minor  significance,  and  only  one-fourth  present  a 
normalcy  in  their  physical  makeup. 

This  high  incidence  of  childhood  defects  obvi- 
ously brings  to  light  the  fact  that  physically  the 
grade  school  child  of  today  is  rather  far  from  the 
goal  which  we  as,  pediatrists,  have  constantly 
been  striving  to  attain.  If  definite  therapeutic 
measures  are  instituted  to  counteract  the  defects 
most  prevalent,  in  future  years  the  grade-school 
children  of  our  State  should  be  physically  more 
sound  than  the  children  of  today. 

As  time  does  not  permit  elaboration  of  any  de- 
tail regarding  this  child  health  problem,  it  be- 
comes necessary  to  go  on  with  the  stating  of 
these  physical  defects,  as  they  actually  are  con- 
fronted. They  will  be  listed  in  order  of  occurrence. 

DENTAL  CARIES 

Number  of  Children  Examined 5412 

Number  of  Dental  Caries  3102  (57.3%) 

Of  5412  grade-school  children  examined  as  to 
tooth  structure  and  alignment,  57.3  per  cent 
showed  some  degree  of  dental  caries,  or  mal- 
alignment with  mal-occlusion.  More  than  one- 
half  of  the  children  needed  dental  attention. 

The  cause  of  dental  caries  has  long  been  a 
controversial  one,  and  we  are  still  groping  for 
a clear  and  practical  conception  of  this  sub- 
ject. Consequently,  we  do  not  have  at  the  pres- 
ent time  a singular  explanation,  which  is  ac- 
cepted by  all,  as  to  the  cause — and  not  until 
then,  are  we  in  a position  to  conquer  dental  decay 
in  its  full  aspect. 

It  is  readily  admitted  that  the  infant,  who  to- 
day is  pediatrically  cared  for,  as  a rule  has  good 
teeth.  When  that  infant  becomes  a grade-school 
child,  however,  the  chances  of  its  having  dental 
caries,  under  the  present  medical  regime,  is  very 
great,  as  the  following  data  will  show.  What 
actually  happens  to  the  teeth  in  that  interval  of 
four  to  six  years,  from  infancy  on,  still  remains 
somewhat  obscure. 
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and  9,  1936. 


If  the  incidence  of  dental  cai’ies  be  expressed 
graphically,  the  peak  of  the  curve  will  show  that 
the  child,  age  seven  years  (and  in  the  second 
grade) , has  dental  disease  in  the  most  frequent 
and  in  the  most  marked  forms.  This  curve  drops 
gradually  from  seven  to  nine  years,  and  after 
that  it  drops  far  more  rapidly,  until  but  8.5  per 
cent  of  the  children  in  the  eighth  grade  have  den- 
tal caries,  as  compared  to  the  group  average  of 
57.3  per  cent. 

What  does  all  this  mean?  It  means  that  today 
physicians,  apparently,  are  not  devoting  enough 
effort  in  caring  for  the  child  between  the  ages 
of  two  and  seven  years.  The  guidance  of  these 
children  as  to  diet,  inclusive  and  most  particularly 
to  Vitamin  D,  calcium  and  phosphorus  intake, 
would  undoubtedly  aid  in  the  prevention  of  a 
high  per  cent  of  dental  caries. 

The  seven  to  nine  year  old  child  is  in  the  stage 
of  constant  eruption  of  permanent  teeth.  These 
oncoming  permanent  teeth  may  have  some  de- 
vitalizing effect  upon  the  roots  of  the  deciduous 
teeth  through  pressure  upon  the  arterial  and 
nerve  supply,  to  thus  cause  a breakdown  in  tooth 
structure.  This  may  be  one  of  the  factors  in 
the  causation  of  dental  caries. 

It  is  an  interesting  point  in  the  examination 
of  school  chidren  to  find  a “symmetrical  decay” 
of  teeth,  i.  e.,  corresponding  teeth  on  the  two  sides 
almost  identically  diseased,  in  some  groove  or 
pit,  and  to  about  the  same  degree.  This  may 
have  its  origin  as  far  back  as  the  prenatal  period 
in  the  developmental  aspect  as  regards  the  min- 
eralization of  the  tooth  buds. 

The  six-year  molar,  so  often  found  diseased, 
and  being  the  comer  post  for  future  erupting 
teeth,  should  be  watched  carefully,  and  any  evi- 
dence of  decay  should  be  sent  to  the  dentist  for 
its  treatment  and  preservation.  However,  the 
parents,  thinking  that  the  six-year  molar  is  but 
a deciduous  tooth,  so  commonly  neglect  it,  and 
consequently,  when  it  is  once  beyond  repair,  it 
is  most  likely  to  cause  a mal-alignment  of  on- 
coming permanent  teeth,  resulting  in  a residual 
mal-occlusion. 
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MALNUTRITION 

Number  of  Children  Examined.  .5412 
Number  of  Children  Underweight 1246  (23%) 

Underweight  children  for  age  and  height  are 
still  with  us.  Of  the  group  just  mentioned,  23 
per  cent  were  found  to  be  10  per  cent  or  more 
underweight.  New  concepts  are  daily  being 
brought  forward,  however,  and  hence  are  great 
aids  in  the  practice  of  pediatrics,  in  so  far  as  a 
clearer  understanding  of  nutrition  is  concerned. 
It  merely  requires  a closer  application  of  the  nu- 
tritional principles. 

Minot’s1  demand,  28  years  ago  (1908)  stated, 
“Perhaps  nothing  is  more  to  be  desired  at  pres- 
ent than  that  we  should  give  a scientific  insight 
into  the  regulatory  force  which  governs  growth.” 

Much  stride  has  been  made  since  1908  in  the 
study  of  nutrition  regarding  growth,  structure, 
and  metabolism  of  the  older  child.  In  the  future 
this,  when  put  into  practice,  should  naturally  tend 
to  make  for  a stronger  child,  from  a physical 
standpoint,  than  what  we  find  upon  entering  a 
school  room  at  the  present  time.  Along  with  cer- 
tain difficulties  as  pertain  to  the  various  food- 
stuffs themselves,  physicians  are  daily  encoun- 
tering, but  overcoming,  numerous  other  factors 
of  external  nature,  such  as  the  parent-child  psy- 
chology necessary  in  the  intelligent  feeding  of 
children. 

The  graph  of  malnutrition  as  expressed  by 
this  group  of  children  is  particularly  interesting, 
because  of  the  fact  that  the  child,  age  six  years, 
and  the  one,  age  eleven  years,  seem  to  be  the 
most  underweight.  In  the  intervening  years,  six 
to  eleven,  and  from  eleven  years  on,  however,  the 
cases  of  malnutrition  decrease  quite  noticeably. 

DISEASED  TONSILS  AND  ADENOIDS 

Number  of  Children  Examined. ...  .5412 
Number  Diseased  Tonsils  and 

Adenoids  1125  (20.7%) 

Hypertrophied  or  diseased  tonsils  and  adenoids 
ranked  third  in  frequency  among  this  group  of 
childhood  defects.  Of  the  children  inspected 
20.7  per  cent  showed  evidence  of  naso-pharyngeal 
abnormality. 

In  the  determination  of  what  might  be  termed 
hypertrophied  tonsils  and  adenoids,  in  children 
totally  foreign  to  a pediatrical  practice  as  many 
of  these  are,  certain  clinical  findings  were  kept 
in  mind  in  ascribing  to  a child  the  fact  that  he 
or  she  needed  medical  attention  for  a naso-pharyn- 
geal pathology. 

The  parents  were  notified  at  once  when  their 
children  were  observed  to  have  a marked  hyper- 
trophy of  the  tonsils  and  adenoids,  where  proper 
aeration  of  the  lungs  could  not  possibly  be  had, 
of  where  the  relationship  of  the  size  of  the  tonsils 
and  the  size  of  the  naso-pharyngeal  passage  was 
insufficient  to  effect  a normal  air  exchange. 


The  children  with  a history  of  tonsilar  infec- 
tions, frequent  colds,  and  such  like,  gave  one  a 
clue  that  their  tonsils  and  adenoids  were  not 
functioning  in  a normal  manner. 

History,  re-enforced  by  varied  clinical  findings, 
such  as  chronic  suppurative  rhinitis,  cryptation 
of  the  tonsils,  prominent  tonsillar  arterioles, 
chronic  congestion  of  anterior  and  posterior  pil- 
lars, cervical  lymphadenopathy,  and  lastly,  a loss 
of  light  reflex  of  the  tympanic  membranes,  all 
support  the  diagnosis  of  disease  of  tonsils  and 
adenoids. 

Of  the  5412  children  examined,  1302  (or  about 
one-fourth)  had  had  their  tonsils  and  adenoids 
previously  removed. 

It  was  observed,  during  a period  of  ten  years, 
that  the  pupils,  who  were  informed  of  the  fact 
that  they  had  diseased  tonsils  and  adenoids,  had 
them  removed,  with  the  result  that  their  physical 
make-up  definitely  improved  as  exemplified  in 
weight  gain,  more  alertness  as  to  mental  capacity, 
and  less  susceptibility  to  diseases  gaining  entrance 
through  the  naso-pharyngeal  route. 

A graph,  designating  diseased  tonsils  and  ade- 
noids, showed  that  the  child,  age  nine  years,  was 
the  most  commonly  afflicted  with  disease  or  hyper- 
trophy of  the  adenoids  and  tonsils. 

DEFECTS  OF  VISION 

Number  of  Children  Examined 3957 

Number  of  Vision  Defects  Found.  .....  755  (19%) 

In  the  examination  of  childx’en  from  the  third 
to  the  eighth  grades,  inclusive,  19  per  cent  of 
the  children,  through  means  of  the  visual  acuity 
tests,  were  detected  to  have  defective  vision. 
These  vision  defects,  based  on  the  Snellen  eye 
chart  test,  varied  greatly,  ranging  from  a slight 
error  or  refraction  of  one  eye,  to  a complete 
blindness  in  the  other.  Of  the  3957  children 
tested,  58  (1.4  per  cent)  were  blind  in  one  eye. 

The  teacher,  invariably,  when  shown  the 
names  of  the  children  in  her  room  with  faulty 
vision  tests,  stated  that  the  group  named  con- 
stituted her  “poorer  students”  as  to  scholastic 
standing,  barring  an  occasional  exception.  This 
bears  out  the  old  maxim,  “The  poorer  the  vision 
- — the  poorer  the  student.” 

Since  about  one  child  out  of  every  five,  within 
the  third  to  the  eighth  grades,  does  not  have 
proper  sight,  due  to  refractive  errors  primarily, 
sight  conservation  measures,  within  a city  or 
state  medical  regime,  should  be  constantly"  insti- 
tuted to  combat  this  ever-menacing  entity. 

GOITRE 

Number  of  Children  Examined 5412 

Number  with  Enlarged  Thyroid  . 270  (4.9%) 

Aschoff2  states,  “The  thyroid  gland  periodic- 
ally undergoes  an  increase  in  weight  and  rate 
of  growth,  and  these  increases  are  synchronous 
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with  a corresponding  increase  in  the  general  de- 
velopment of  the  body.”  Kendall  isolated  from 
the  thyroid  a substance  of  non-protein  nature, 
containing  two-thirds  of  organic  iodine,  known  as 
thyroxin.  In  1927  Harrington  and  Barker  pre- 
pared thyroxin  synthetically. 

Endemic  goitre,  widespread  as  it  is,  found 
chiefly  in  European  Alpine  districts,  is  also  found 
in  our  own  State,  but  to  a much  less  degree. 
In  Berne3,  Switzerland,  75  per  cent  of  the  chil- 
dren, before  the  age  of  seven  years,  have  endemic 
goitre. 

In  Dayton,  of  the  children  examined,  4.9  per 
cent  were  discovered  to  have  palpable  thyroids. 
These  varied  from  one  plus  to  three  plus  in  size. 
Whenever  a child  is  observed  to  have  an  en- 
larged thyroid,  the  parents  are  immediately  noti- 
fied, yet  the  same  child  may  come  back  to  school 
the  following  year  having  had  no  corrective  meas- 
ures instituted.  Negligence  on  the  part  of  the 
parents,  as  well  as  some  few  physicians,  is  usu- 
ally the  cause  of  this  unwarranted  defect. 

The  graph  for  goitre  shows  a gradual  but  pro- 
gressive increase  in  incidence  of  goitre  from 
lower  to  higher  grades.  The  highest  incidence 
was  found  in  the  eighth  grade. 

DISEASES  OF  THE  SKIN 

Number  of  Children  Examined  .5412 

Number  of  Skin  Conditions  Found..  . 131  (2.4%) 

Skin  diseases  ranked  sixth  in  frequency  among 
this  particular  group  of  children  examined.  They 
varied  from  the  chronic  eczemas  to  the  contagious 
skin  lesions  of  either  infectious  or  parasitic 
origin.  The  fact  that  these  children,  exhibiting 
skin  diseases  of  contagious  nature,  were  sent  to 
school  by  their  parents,  obviously  meant  the  un- 
awareness of  the  parents  that  their  children  were 
to  be  the  starting  point  of  widespread  contagion 
in  the  school.  This  is  further  exemplified  by  the 
fact  that  children  having  scarlet  fever,  chicken 
pox,  and  measles  are  often  discovered  in  the 
school  room,  but  immediately  sent  home.  Seven 
cases  of  scarlet  fever  were  found,  five  of  which 
were  found  in  one  school. 

This  is  a typical  example  of  the  early  detection 
of  contagious  diseases  in  a school  room  by  school 
physicians,  resulting  in  the  early  riddance  of 
such  cases,  and  thereby  adding  greatly  in  the 
prevention  of  the  spread  of  epidemics. 

The  time  allotted  does  not  permit  the  perfec- 
tion of  detail  as  entails  other  childhood  handi- 
caps, such  as  those  associated  with  the  heart,  the 
speech,  the  hearing,  and  so  forth.  However,  these 
naturally  occur,  but  with  far  less  frequency,  and 
thus  only  a mere  mention  of  them  can  be  made 
here. 

CONCLUSION 

In  summarizing  the  physical  findings  in  these 
5412  school  children  examined  this  past  year, 
it  was  ultimately  concurred  that: 


(1)  One  child  out  of  every  two  has  dental 
caries, 

(2)  One  child  out  of  every  four  is  under- 
weight, 

(3)  One  child  out  of  every  five  has  diseased 
tonsils  and  adenoids, 

(4)  One  child  out  of  every  five  has  a vision 
defect, 

(5)  One  child  out  of  every  twenty  has  a goitre, 

(6)  One  child  out  of  every  forty  has  a skin 
disorder. 

It  is  an  obvious  duty  of  physicians,  and  par- 
ticularly so  of  pediatricians,  to  install  gradually 
within  the  general  regime  of  medical  practice, 
specific  educational,  and  individual  preventive 
measures,  for  combating  the  physical  defects 
which  are  so  commonly  attacking  our  school  chil- 
dren of  today. 

32  North  Main  St. 
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DISCUSSION 

Sterling  H.  Ashmun,  M.D.,  Dayton,  Ohio.  It 
is  very  obvious  that  Doctor  Payne  has  not  only 
done  his  work  well,  but  has  made  some  very 
valuable  deductions  from  his  findings.  It  is 
unfortunate  that  all  parents  and  teachers  have 
not  heard  this  paper  and  I advise  Doctor  Payne 
to  go  before  the  Parent-Teachers  Association 
and  other  groups  with  his  findings  for  I believe 
by  so  doing  he  can  present  the  matter  in  a more 
impressive  manner,  than  simply  to  send  a card 
home  to  Johnny’s  father  telling  him  of  the  num- 
ber of  carious  teeth  that  Johnny  had  in  his  mouth. 

I was  especially  interested  in  the  findings  re- 
garding thyroid  deficit  and  beginning  goiter.  I 
hope  we  will  be  able  to  enlist  the  interest  of  all 
physicians  in  the  goitre  problem  as  it  relates  to 
moderate  thyroid  deficit  for  here  we  can  accom- 
plish very  much  if  in  search  for  these  children  and 
apply  the  knowledge  we  have. 

Conservation  of  eye  sight  and  hearing,  are  aided 
very  much  by  the  examinations  of  the  school  phy- 
sician. Nutrition  problems,  posture  studies,  be- 
havior cases  all  furnish  abundant  opportunity  for 
extension  of  the  duties  of  school  examiner  and  of 
his  valuable  services  to  humanity. 


Indication  for  Wassermann 

The  physician  can  best  achieve  his  part  in  con- 
trolling syphilis  through  raising  his  “index  of 
suspicion”  in  regard  to  the  disease.  He  should 
take  routine  Wassermanns  on  all  new  cases — at 
least  three  times  on  every  pregnant  woman,  and 
a Wessermann  test  should  be  taken  on  every 
child  at  birth,  at  the  age  of  one  or  two  and  at 
school  age.  The  yearly  physical  examination  in- 
cluding Wassermann  test,  should  be  practiced  by 
the  profession  on  all  patients. — H.  N.  Cole,  M.D., 
Cleveland,  Ohio,  Colorado  Med.,  33:750,  Nov.,  1936. 


NON-SPECIFIC  PROTEIN  THERAPY 

Bv  C.  W.  WAGGONER,  M.D.,  Toledo.  Ohio 


THE  use  of  non-specific  proteins  in  the  treat- 
ment of  certain  acute  diseases  and  reliev- 
ing conditions  resulting  from  long  standing 
nervous  imbalance  has  long  passed  the  experi- 
mental stage  and  may  now  be  designated  as  a 
therapeutic  agent  which  if  properly  used  in  se- 
lected conditions,  will  produce  desired  results. 

PROTEINS  USED 

Dr.  Russell  L.  Cecil  has  named  the  following 
proteins: 


1.  Native  proteins,  egg  albumen,  milk,  etc. 

2.  Serums  I Norma1 

( Immune  serum 

3.  Protein  split  products,  including  peptone, 
proteose,  albumose  and  histamine. 

4.  Enzymes  and  tissue  extracts. 

5.  Bacterial  vaccines. 

6.  Bacterial  extracts  (tuberculin,  Coley’s  fluid, 
etc.) 


Dr.  Cecil  points  out  that  malaria  is  a form  of 
protein  therapy  and  says  that  reports  indicate  to 
him  that  in  America  the  three  most  used  proteins 
are  typhoid  vaccine,  boiled  milk  and  diphtheria 
antitoxin.  The  writer  of  this  paper  has  used  many 
of  the  above  but  for  a number  of  years  has  de- 
pended largely  upon  typhoid  bacteria  and  boiled 
milk,  also  one  or  two  chemicals.  Typhoid  bacteria 
intravenously  and  milk  intramuscularly. 


The  Author 

® Chester  W.  Waggoner,  M.D.,  Toledo,  Ohio; 
Toledo  Medical  College,  1906;  member,  Amer- 
ican College  of  Physicians;  member  of  staff, 
St.  Vincent’s  Hospital,  Toledo;  member,  State 
Medical  Board. 


MECHANISM  OF  REACTION 

Hench  describes  this  mechanism  as  follows: 

1.  Alteration  in  basal  metabolism. 

2.  Peripheral  and  splanchnic  vasomotor 
changes,  including  alterations  in  blood  pressure 
and  n the  caliber  and  permeability  of  arteries  and 
capillaries. 

3.  Alteration  in  renal  function  detectable  in 
output,  and  many  other  changes,  one  of  the  most 
imnortant  being  the  mobilization  of  immune 
bodies  in  the  blood. 

“The  leukocytosis  of  neutrophilic  type  pro- 
duced by  intravenous  injections  provides  a true 
increased  delivery  of  these  elements  from  the 
bone  marrow,  and  if  the  functional  need  of  these 
cells  exists,  a more  effective  defense  reaction 
should  result.” 

UNTOWARD  REACTIONS 


NON-SPECIFIC  REACTION 

“The  reaction  to  foreign  protein,”  as  observed 
by  those  who  have  used  these  agents  and  quoted 
so  well  by  Dr.  Cecil,  “vary  from  an  almost  im- 
perceptible one  to  extreme  shock  associated  with 
high  fever,  profound  vasomotor  disturbance  and 
other  constitutional  phenomena,  depending  on  the 
substance  used,  the  dose  employed,  number  of 
previous  injections,  and  the  method  of  administra- 
tion.” Intramuscular  injections  of  proteins  cause 
very  slight  or  no  general  reactions,  where  there  is 
a general  reaction  malaise,  aching  and  a chilly 
feeling  is  experienced. 

Intravenous  administration  causes  a more 
severe  reaction  coming  on  in  about  45  minutes, 
marked  by  chill  followed  by  fast  heart,  rise  in 
temperature  (103  to  105  degrees  fahrenheit). 
Fever  subsides  in  from  three  to  four  hours.  In 
treatment  of  already  established  febrile  con- 
ditions, (typhoid  fever),  (undulant  fever),  smaller 
initial  dose  must  be  used.  Leukocytosis,  15,000  to 
45,000,  depending  upon  reaction  occurs  after 
negative  phase,  begins  at  height  of  fever  and  lasts 
about  80  hours. 

Read  before  the  Medical  Section,  Ohio  State  Medical  As- 
sociation, 90th  Annual  Meeting,  Cleveland,  October  7,  8, 
and  9,  1936. 


I have  not  had  any  fatal  reaction  following  use 
of  this  kind  of  therapy.  Needless  to  say,  I have 
been  very  careful  of  the  contraindications  and 
here  again  I think  Dr.  Cecil  sums  up  well  when 
intravenous  proteins  should  not  be  used. 

1.  Advanced  arterial,  renal  or  cardiac  disease. 

2.  Allergic  states,  such  as  angioneurotic  edema, 
etc. 

3.  Extreme  exhaustion  following  prolonged 
illness. 

4.  Pulmonary  tuberculosis,  active  or  quiescent. 

5.  Hemorrhagic  conditions  such  as  hemophilia, 
bleeding  ulcers,  etc. 

6.  Chronic  alcoholism  precipitating  delirium 
tremens. 

7.  Marked  thyroid  toxemia  and  like  conditions. 

CLINICAL  APPLICATION 

The  writer  has  treated  many  acute  and  sub- 
acute infections  with  foreign  protein  intraven- 
ously in  the  office,  home  and  hospitals.  The  re- 
sults of  this  therapy  have  been  most  gratifying- 
in  three  conditions,  acute  rheumatic  fever,  typhoid 
fever,  and  undulant  fever.  The  results  in  chorea, 
(I  began  treating  chorea  in  1917)  paresis,  acute 
and  chronic  arthritis  and  peptic  ulcer  have  not 
been  entirely  satisfactory. 

In  1917,  I began  treating  acute  rheumatic  fever, 
and  have  treated  95  such  infections  from  onset 
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with  excellent  results  in  92  cases;  I mean  by  this 
statement  that  after  two  to  five  reactions  (a  re- 
action daily  or  every  second  day)  patient  was  free 
from  fever,  joints  became  normal  and  in  none  of 
these  cases  was  there  a cardiac  residue.  Three 
patients,  after  first  reaction,  refused  the  uncom- 
fortableness of  this  kind  of  treatment. 

After  infection  has  been  present  for  a week  or 
ten  days  and  active  endocardial  changes  are  in  the 
making,  in  these  cases,  of  course,  no  kind  of 
treatment  will  prevent  some  damage  to  heart 
valves,  and  it  necessarily  follows  that  at  this  time 
the  conditions  are  more  resistant  to  treatment. 

TYPHOID  FEVER 

I have  used  mercurochrome  in  67  cases  of 
typhoid,  beginning  treatment  as  soon  as  diagnosis 
was  made.  Average  duration  was  about  nine  days 
— two  deaths  occurred,  and  minor  complications  in 
a few  cases.  Dr.  Joe  Miller  states  that  under  his 
observation  60  per  cent  of  cases  of  typhoid  fever 
were  favorably  influenced.  Haller  reported  350 
cases  treated  with  .5  per  cent  death  rate  and  an 
average  duration  of  10  days  for  the  disease. 

ACUTE  AND  CHRONIC  ARTHRITIS 

Following  treatment  of  this  kind,  the  vast  ma- 
jority of  these  patients  feel  much  better,  sore 
joints  are  much  or  completely  relieved,  general 
condition  improves  and  a feeling  of  well-being 
prevails.  Of  course,  not  all  cases  remain  improved 
and  no  therapeutic  agent  administered  in  this 
manner  will  remove  new  bone  growth,  etc.,  but 
for  those  who  are  made  to  feel  better  the  applica- 
tion is  worth  while. 

GYNECOLOGY 

In  acute  infections  of  adenexa  in  pelvic  dis- 
ease, the  injection  of  boiled  milk  into  the  muscle 
and  the  applications  of  heat  according  to  the 
Elliot  method  have  saved  many  a serious  surgical 
operation  and  have  relieved  these  patients  from 
any  further  complaints  of  pelvic  disease.  In 
chronic  pelvic  conditions — such  as  “frozen  pelvis,” 
pelvic  cellulitis  and  certain  types  of  salpingitis 
even  after  the  tube  wall  has  become  indurated, 
thickened  and  tortuous  with  lumen  increased  size 
and  containing  pus,  the  combined  treatment  has 
produced  such  favorable  changes  as  to  free  pa- 
tients from  further  discomfort. 

VASCULAR  DISEASE 

The  effect  of  these  reactions  on  some  of  the 
vascular  conditions,  particularity  those  that  have 
remaining,  the  function  of  some  elastic  tissue  is 
very  satisfactory  indeed. 

“In  the  field  of  vascular  disease,  notably  in 
thomboangiitis  obliterans,  foreign  protein  therapy 
also  appears  to  have  earned  a secure  therapeutic 
position.” 

COMMENT 

Dr.  Cecil  says,  “One  of  the  most  difficult  prob- 
lems in  modern  medicine  is  the  proper  evaluation 


of  a new  therapeutic  measure  that  can  not  be 
tested  accurately  by  animal  experimentation  or 
carefully  controlled  by  statistical  studies  on  pa- 
tients, but  rest  on  an  empirical  basis.  Foreign 
protein  therapy  is  an  example  of  such  a form  of 
treatment.”  These  facts,  however,  should  not 
raise  prejudice  against  protein  treatment,  pro- 
vided the  clinical  reports  can  be  relied  on.  Physi- 
cians have  always  been  compelled  by  force  of 
necessity  to  make  use  of  empirical  remedies  in 
the  treatment  of  disease  and  will  probably  con- 
tinue to  do  so  for  many  years  to  come. 

“It  may  be  said  that  protein  therapy  after  20 
years  of  investigation  and  clinical  trial,  rests  on 
a sound  foundation  and  has  now  achieved  a 
permanent  though  limited  place  for  itself  in 
modern  therapeutics.  In  the  realm  of  infectious 
diseases  it  has  met  with  general  acceptance  in 
the  treatment  of:  (1)  infections  of  the  eye,  (2) 
acute  and  subacute  pelvic  infections,  (3)  certain 
infections  of  the  skin,  (4)  a few  generalized  in- 
fections, such  as  sepsis  and  typhoid,  (5)  acute 
and  chronic  forms  of  infectious  arthritis,  and  (6) 
cerebrospinal  syphilis,  especially  dementia  paraly- 
tica.” I think  that  this  treatment  in  all  but  a few 
of  the  above  conditions  will  be  replaced  by  other 
methods.  We  know  this  has  occurred  in  certain  in- 
fections of  brain,  etc. 

I have  not  gone  into  greater  detail  in  this  paper- 
on  account  of  time  and  space  but  let  me  emphasize 
without  becoming  too  enthusiastic  that  the  effect 
of  protein  therapy  on  the  conditions  I have 
enumerated  is  effective  and  produces  remarkable 
results.  I can  not  close  without  quoting  Hench, 
who  says,  “Foreign  protein  therapy  may  prove 
more  specific  than  non-specific.” 

520  Ohio  Building. 

discussion 

H.  G.  Pamment,  M.D.,  Toledo,  Ohio:  I wish  to 
take  you  back  18  years  when  we  had  15  beds  at 
our  county  hospital  apparently  occupied  perma- 
nently by  patients  suffering  from  arthritis. 

At  that  time  an  article  by  Thomas  appeared  in 
The  Journal  of  the  American  Medical  Association, 
whose  opening  paragraph  I wish  to  quote:  “Pa- 
tients with  chronic  arthritis  present  a more  vital 
problem  in  economy  to  the  tax-payers  of  the  city 
and  county  and  to  the  private  hospital  than  al- 
most any  other  cases.  Their  relative  number  for 
admission  is  large  and  their  stay  is  usually  very 
long.  Finally,  many  of  these  patients  must  go 
to  the  county  or  state  infirmaries  or  homes  for 
the  incurables  when  they  have  worn  out  their 
welcome  in  the  city  hospitals.”  Miller  of  Chicago 
had  just  reported  excellent  results  in  175  cases  so 
we  decided  to  use  typhoid  vaccine  intravenously. 
The  violence  of  the  reaction  is  the  greatest  objec- 
tion to  this  method  of  treatment — the  chill  is  a 
regular  one  but  in  spite  of  or  rather  because  of 
this — the  next  day  you  are  gratified  to  hear  the 
patient  say,  “Doctor,  my  joints  feel  better — when 
do  I get  another  treatment?”  Apparently  they 
submit  readily  to  anything  that  will  relieve  them 
of  the  pain. 

The  important  thing  about  this  treatment  is  its 
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non-specificity.  It  makes  the  problem  a lot  easier 
than  formerly  as  a great  deal  of  work  was  re- 
quired in  the  making  of  autogenous  vaccines  from 
tonsillar  abscesses — root  canals  and  lymph  nodes. 
However  Billing’s  work  on  focal  infections  has 
been  crowned  with  such  good  results  that  the 
greatest  care  is  taken  to  eliminate  all  foci  of  in- 
fection. The  following  is  a history  of  typical  case: 

J.  W.,  age  52,  was  admitted  complaining  of 
rheumatism  of  the  left  hip  and  leg  which  had 
began  two  years  before  but  lately  the  pain  was 
so  severe  that  he  is  confined  to  his  bed  most  of  the 
time.  He  was  treated  at  another  hospital  for  a 
month  where  everything  was  done  without  relief, 
and  we  did  everything  we  knew  of  for  seven 
weeks  without  result.  Then  all  medication  was 
stopped  and  50  million  typhoid  bacilli  were  in- 
jected intravenously.  The  next  morning  he  volun- 
teered the  information  that  his  leg  felt  better 
and  that  he  could  now  lie  on  his  left  side  with 
comfort  for  the  first  time  in  months.  He  received 
an  injection  of  increasing  doses  every  other  day 
for  six  treatments.  After  the  fourth  injection  his 
pain  had  disappeared  entirely  and  he  was  walk- 
ing about  the  ward.  I had  him  stay  in  the  hos- 
pital two  weeks  longer  when  he  returned  to  his 
work — apparently  cured. 

One  other  case — probably  a gonococcus  infec- 
tion of  the  right  wrist.  This  began  four  months 
before,  and  after  treating  with  several  physicians, 
was  admitted  to  the  county  hospital.  His  arm  was 
put  in  a cast  and  the  usual  routine  followed.  _ Six 
weeks  later  the  cast  was  removed  and  the  joint 
was  found  to  be  still  swollen  and  painful.  Typhoid 
injections  were  started — the  third  injection  was 
accidentally  given  into  the  subcutaneous  tissue  in- 
stead of  the  vein — nothing  happened — i.e.,  no 
chill  or  fever.  Fifteen  treatments  were  given — 
the  reaction  was  marked  each  time  but  the  wrist 
was  no  better  than  it  was  six  months  before. 

I have  just  finished  a six  weeks’  course  of  treat- 
ment on  another  patient  with  a gonococcus  wrist 
infection  using  gonococcus  filtrate — without  any 
improvement. 

Eleven  cases  out  of  the  15  in  the  original  series 
made  a very  satisfactory  recovery. 


Recommendations  to  the  General  Prac- 
titioner In  His  Care  of  Arthritics 

1.  With  the  exception  of  early,  sthenic  cases, 
treatment  of  arthritics  as  a group  can  best  be 
inaugurated  by  intelligently  conducted  rest,  which 
usually  means  essential  confinement  to  bed. 

2.  Except  in  early  and  mild  cases,  focal  in- 
fection should  be  removed  in  arthritis,  only  after 
optimal  “physiology”  has  been  obtained  in  the 
arthritic  sufferer,  following  intelligent  rest  in 
bed. 

3.  The  chronic  arthritic,  in  all  except  early, 
robust  cases,  should  in  general  be  given  his  full 
caloric  requirement  but  rarely  more  when  at  rest. 
This  should  be  so  arranged  as  to  give  him  ample 
protein  in  the  form  of  meat,  milk,  etc.  (and  inci- 
dentally there  is  some  evidence  that  the  arthritic 
sometimes  suffers  from  a low  plasma  protein); 
ample  vitamins,  in  which  the  attempt  should  be 


made  to  administer  some  of  them  in  somewhat  con- 
centrated form;  an  ample  supply  of  green  vege- 
tables and  fruits,  not  only  for  their  vitamin  but  also 
for  their  carbohydrate  content;  and,  finally  a re- 
duction of  the  concentrated  carbohydrate  food- 
stuffs, such  as  cane  sugar  and  the  heavier  flour 
products.  It  is  well  recognized  that  insufficient  pro- 
tein or  excess  of  carbohydrate  may  render  inade- 
quate otherwise  adequate  quotas  of  at  least  four 
vitamins.  Among  arthritics  the  gastrointestinal 
tract  frequently  shows  ptosis,  stasis  and  hypo- 
chlorhydi’ia  which  call,  respectively  for  attention. 

4.  He  must  bring  to  bear  on  his  arthritic  sub- 
jects, the  enormously  reparative  forces  of  physi- 
cal therapy,  meaning  essentially  heat  and  mas- 
sage, in  such  a restrained  and  cautious  manner 
as  to  undo  in  a mechanical  way,  to  some  extent 
at  least,  the  circulatory,  lymphatic  and  metabolic 
errors  which  widely  exist.  Physical  therapy 
should  not  be  focused  upon  the  sore  joints.  It 
should  be  directed  chiefly  at  somewhat  removed 
sites.  Like  other  potent  instruments  physical 
therapy  is  capable  of  as  much  harm  as  good, 
especially  in  hypertrophic  arthritis.  No  single 
verbal  message,  however,  will  cover  this  huge 
field. 

5.  The  use  of  drugs  does  not  constitute  the  way 
out  of  arthritis.  Anoydnes  should  be  used  chiefly 
or  only  at  the  outset,  while  those  measures  are 
being  brought  to  bear  which  modify  or  correct 
the  disturbed  physiology  productive  of  pain. 
Arthritics  need  a betterment  of  many  phases  of 
their  physiology  and  not  subjugation  to  further 
intoxication  from  the  “coal  tar”  products.  Opium 
is  contraindicated  in  the  treatment  of  arthritis, 
and  has  not  for  years  been  administered  in  the 
writer’s  clinic. 

6.  Despite  the  attractive  implications  attach- 
ing to  the  definite  role  of  infection  in  arthritis, 
the  use  of  vaccines  should  be  reserved  for  a 
small  and  critically  selected  group.  In  this  field 
they  need  further  study.  An  initial  approach  to 
the  treatment  of  arthritis  through  the  medium  of 
vaccines  frequently  suggests  unfamiliai’ity  with 
the  problem. 

7.  The  attempt  must  be  made  to  prevent  and 
undo  angulation  deformity,  by  maintenance  of 
corrective  postures  and  intelligently  directed  ex- 
ercises, beginning  in  bed,  whether  this  angulation 
has  to  do  with  the  chest,  the  spine,  or,  as  more 
usually  understood,  the  joints  themselves. 

The  general  practitioner  affords  the  backbone 
of  the  medical  profession  and  bears  its  greatest 
burden.  He  ill  deserves  the  too-frequently  crush- 
ing burden  of  chronic  arthritis.  Let  him  therefore 
sound  and  learn  to  sail  the  deeper  waters  of  this 
great  syndrome  in  order  that  his  arthritic  pa- 
tients may  not  be  wrecked  on  the  shallows  of  in- 
experience.— Ralph  Pemberton,  M.D.,  Philadel- 
phia, Pa.,  Illinois  Med.  Jour.  70:479,  Nov.,  1936. 


FRACTURE  OF  THE  NECK  OF  THE  FEMUR:  TREATMENT  BY 

IMMEDIATE  FIXATION 

By  JOHN  A.  CALDWELL,  M.D.,  Cincinnati,  Ohio 


INTRACAPSULAR  or  central  fracture  of  the 
neck  of  the  femur  is  one  of  the  major  calami- 
ties of  the  later  years  of  life.  Coming  as  is 
most  commonly  the  case  after  the  fifth  decade, 
there  follows  prolonged  invalidism,  slow  convales- 
cence, and  in  a large  percentage  of  cases  perma- 
nent restriction  of  activity  due  to  failure  of 
union. 

Until  about  1890  the  opinion  prevailed  that  the 
intraeapsular  fracture  was  not  followed  by  useful 
restoration  except  in  impacted  cases,  and  the  treat- 
ment generally  advocated  was  directed  to  re- 
lieving pain,  and  maintaining  comfort  and  not  to 
securing  union. 

It  was  not  until  Royal  Whitman1  demonstrated 
the  anatomic  feasibility  of  reducing  the  fracture 
by  the  abduction  manipulation  which  he  de- 
scribed and  maintaining  reduction  by  proper  fixa- 
tion in  the  abducted  position  that  the  prevailing 
pessimism  gradually  became  modified. 

However,  the  most  perfect  reduction  and  fixa- 
tion in  most  competent  hands  carries  with  it  no 
assurance  of  union.  The  blood  supply  of  the  head 
of  the  femur  at  best  is  barely  adequate  to  carry 
on  under  normal  requirements.  When  the  head 
is  damaged  in  some  degree  by  the  fracture  and 
the  circulation  has  added  to  its  demands  those  re- 
quired for  repair,  it  proves  unequal  to  the  task 
and  aseptic  necrosis  of  the  head  results.  The  re- 
cent researches  of  Wolcott2 *  on  the  circulation  of 
the  head  have  done  much  to  explain  the  reason  for 
failure  of  union  in  the  large  proportion  of  cases. 

While  the  Whitman  treatment  has  yielded  the 
best  results  in  securing  restoration,  the  prolonged 
anesthesia,  the  difficulty  of  nursing  a patient  in 
the  cumbersome  cast  restricted  its  use.  Obesity, 
incontinence  and  extreme  feebleness  made  it  in- 
applicable in  many  others. 

As  soon  as  open  operations  on  bone  became  com- 
mon, operative  procedures  to  fasten  the  head  to 
the  neck  by  mechanical  means  were  tried  by  many 
surgeons.  Nails,  bone  pegs — both  autogenous  and 
heterogenous — and  screws  have  been  used  for  this 
purpose  but  the  use  of  any  one  has  entailed  an 
operative  procedure  of  greater  magnitude,  and 
anesthesia  more  prolonged  than  was  reasonable  to 
consider  in  persons  of  advanced  age.  Two  de- 
velopments in  fracture  surgery  have  made  pos- 
sible an  operative  measure  which  makes  little  de- 
mands on  the  patient’s  stamina,  yields  a fixation 
so  firm  that  no  external  splinting  is  necessary: 

1.  The  Whitman  manipulation  done  by  one  who 
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understands  is  followed  by  good  reduction  in  a 
great  majority  of  cases.  This  statement  is  gen- 
erally recognized  as  true  and  was  very  con- 
vincingly shown  by  Speed2  in  a report  on  the 
follow-up  of  a hundred  cases. 

LOCAL  ANESTHESIA  IN  THE  REDUCTION  OF 
FRACTURES 

2.  The  popularization  of  local  anesthesia  in 
manipulations  of  fractures  by  Bohler4  has  been  a 
tremendous  advance  in  the  management  of  frac- 
tures and  has  made  possible  many  things  in  pa- 
tients who  are  doubtful  risks  for  general  anes- 
thesia. 

In  October,  1934,  Austin  Talley  Moore5  reported 
a method  for  direct  fixation  with  steel  pins  under 
local  anesthesia  which  we  have  followed  and  forms 
the  basis  of  this  report.  Our  results  have  been  so 
satisfactory  in  securing  fixation  and  reducing  in- 
validism that  we  feel  that  Moore  has  made  one 
of  the  outstanding  contributions  to  fracture  sur- 
gery in  the  past  few  years.  Since  we  have  beerf 
following  this  plan  only  since  January,  1935,  suffi- 
cient time  has  not  elapsed  to  determine  whether 
the  method  is  followed  by  a greater  proportion  of 
cases  of  bony  union  than  other  methods.  The  pro- 
cedure is  as  follows:  20  to  40  cc.  of  2 per  cent 
novocaine  is  injected  into  the  capsule  of  the  hip 
joint.  The  point  of  injection  is  V2  inch  below  and 
an  equal  distance  lateral  of  the  point  where 

Poupart’s  ligament  crosses  the  femoral  artery. 
A skin  clip  is  fastened  to  this  point  as  a marker 
which  will  show  up  on  X-ray.  The  syringe  piston 
is  withdrawn  slightly  after  each  puncture  and  the 
injection  is  not  made  until  blood  stained  synovial 
fluid  is  drawn  back  in  the  syringe.  When  the 
bloody  fluid  is  obtained  the  anesthetic  is  injected. 

The  last  portion  to  be  injected  should  require 
some  pressure.  A wait  of  at  least  ten  minutes  by 
the  clock  should  elapse,  after  which  a Whitman 
manipulation  is  usually  possible.  We  carry  out 
the  detail  described  by  Leadbetter.6 

In  some  cases  where  patients  have  found  it  diffi- 
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cult  to  relax,  we  have  supplemented  the  local 
anesthesia  by  an  intravenous  injection  of  evipal. 
Under  infiltration  anesthesia  with  1 per  cent  novo- 
caine,  the  lateral  surface  of  the  femur,  from  the 
tip  of  the  great  trochanter  down  is  exposed  by  an 
incision  four  inches  long — sometimes  longer  in 
obese  patients.  Three  pins  are  then  inserted,  their 
points  of  insertion  being  approximately  at  the 
vertices  of  an  equilateral  triangle  each  side  of 
which  is  one  inch.  The  pins  are  inserted  in  such 
a manner  that  they  shall  diverge  as  much  as  pos- 
sible and  still  be  within  the  neck  of  the  femur. 

An  A'-ray  picture  is  then  made  to  make  certain 
that  the  pins  are  placed  safely  and  effectively. 
Each  pin  (which  is  one-eighth  inch  in  diameter, 
of  stainless  steel),  is  threaded  at  its  blunt  end 


Figure  1.  The  spot  shows  the  point  at  which  injection 
is  made.  The  calcified  femoral  artery  is  prolonged  and 
accentuated  by  ink  lines  and  Poupart’s  ligament  has  been 
sketched. 

and  a nut  is  screwed  down  to  prevent  its  migra- 
tion inward.  This  is  necessary  for  some  of  these 
pins  have  traveled  unbelievably.  The  excess  of 
the  pin  is  then  cut  off  and  the  wound  closed. 
Moore  also  bores  several  holes  through  the  shaft 
and  neck  for  increased  blood  supply  and  ties  the 
heads  of  the  pins  together  with  fine  wire. 

The  pins  have  square  points  and  can  be  spun 
in  with  some  form  of  brace  or  drill  stock  of  the 
egg  beater  type.  The  average  length  of  pin  re- 
quired to  bind  the  shaft  and  neck  together  is 
three  and  a half  inches  for  a fracture  of  the  neck, 
while  three  inches  is  long  enough  for  the  inter- 
trochanteric fractures. 

It  is  quite  easy  to  have  the  pin  pass  outside  the 
neck  above,  below  or  behind.  To  avoid  any  of  these 
mishaps  the  following  points  should  be  borne  in 
mind : 

The  anterior  surface  of  the  neck 


on  the  same  plane;  consequently  the  pin  should  be 
parallel  with  the  anterior  surface  of  the  neck, 
which  can  be  felt.  The  trochanter  projects  be- 
hind the  neck,  hence  a pin  placed  far  posterior  on 
the  trochanter  will  pass  behind  the  neck.  A 
marker  which  casts  an  A-ray  shadow  should  be 
placed  one-half  inch  outside  and  one-half  inch  be- 
low the  intersection  of  Poupart’s  ligament  and 
the  femoral  artery  (a  skin  slip  is  usually  used), 
and  each  pin  should  be  directed  toward  the  plane 
of  this  marker. 

The  pins  go  in  quite  easily  when  going  through 
the  cancellous  bone  of  the  trochanter  and  neck.  If 
they  plunge  or  the  resistance  suddenly  diminishes, 
it  usually  means  that  the  pin  has  passed  outside 
the  neck.  If  it  requires  much  effort  and  encoun- 
ters great  resistance  to  its  insertion,  the  cause 
usually  too  low  insertion,  the  difficulty  being  due 
to  the  pin  passing  through  dense  cortical  bone  of 
the  shaft. 

I have  found  a silhouette  of  the  upper  third  of 
the  femur  made  of  sheet  metal  and  sterilizable  a 
great  help.  This  is  placed  over  the  surface  of  the 
thigh  in  such  a manner  that  the  shaft  corresponds 
with  the  line  of  the  femur  and  the  trochanter  and 


Figure  2.  Fracture  of  neck  of  femur  before  reduction 
and  fixation. 


head  of  the  silhouette  lie  over  the  corresponding 
parts  of  the  bone.  This  is  held  in  position  during 
the  insertion  of  the  pins  and  gives  a useful  guide 
as  to  the  direction  the  pins  should  take  and  the 
limits  to  which  they  should  be  inserted. 

To  date  we  have  used  pins  in  44  cases,  29  of 
these  being  fractures  of  the  neck  and  15  inter- 
trochanteric fractures.  Twelve  of  these  have  died 
but  only  one  of  the  deaths  has  been  caused  by 
All  of  the  others  have  been  from  un- 


and  shaft  are  infection. 
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Figure  3.  Film  taken  on  the  operating  table  after  im- 
plantation of  pins.  This  picture  shows  one  pin  inserted 
too  deeply,  going  through  the  head  into  the  acetabulum,  and 
all  pins  are  too  low.  The  spot  over  the  center  of  the  head 
of  the  femur  is  the  X-ray  shadow  of  the  skin  flap  fastened 
at  the  point  of  injection  of  novocaine  as  a marker. 

predictable  causes  such  as  embolus,  cardiac  con- 
ditions, or  pneumonia,  and  it  is  reasonable  to  as- 
sume they  would  have  occurred  if  any  other  plan 
of  management  had  been  followed.  There  has  been 
no  attempt  to  select  the  cases  for  the  reason  that 
even  if  the  patient  was  a poor  risk  he  could  be 
nursed  and  cared  for  with  much  less  discomfort  to 
him  if  his  fragments  were  stabilized  so  that  he 
could  be  moved  without  causing  him  pain.  Pa- 
tients who  are  obviously  unsuitable  for  a spica 
or  any  form  of  traction  because  of  enfeebled  cir- 
culation, obesity  or  incontinence  can  be  pinned 
and  their  period  of  survival  is  much  more  com- 
fortable, for  the  reason  that  they  can  be  shifted 
in  bed  or  turned  without  the  agony  which  fol- 
lows those  necessary  nursing  details  when  no 
fixation  has  been  applied. 

All  of  the  intertrochanteric  cases  which  have 
survived  have  united  (as  would  be  expected)  and 
have  been  restored  to  usefulness  when  sufficient 
time  has  elapsed  for  such  a result.  There  has  been 
no  shortening  or  eversion  in  any.  Of  the  neck 
cases  all  but  three  have  secured  good  functional 
restoration  in  so  far  as  we  can  determine  in  the 
time  which  has  elapsed.  In  three  cases  there  has 
been  failure  of  union  with  X-ray  evidence  of  ab- 
sorption of  the  neck  and  head.  These  cases  have 
in  prospect  the  reduced  function  which  goes  with 
either  fibrous  union  or  some  form  of  reconstruc- 
tion operation.  A sufficient  number  of  cases  have 
not  been  studied  nor  has  enough  time  elapsed  to 
enable  us  to  offer  any  conclusion  as  to  whether 
this  method  will  be  followed  by  greater  chances  of 


Figure  4.  Also  taken  on  the  operating  table.  Shows  the 
improperly  placed  pin  as  shown  in  Figure  3,  replaced  in  a 
satisfactory  position. 


firm  bony  union  than  the  closed  methods  employed 
in  the  past. 

All  but  five  of  the  cases  reported  have  been 
from  the  Cincinnati  General  Hospital,  which 
means  that  a large  proportion  is  of  the  indigent 
class  in  which  such  factors  as  alcoholism,  other 
diseases,  homelessness  and  irresponsibility  com- 
bined with  the  usual  factor  of  senile  changes  make 
for  unfavorable  prognosis.  However,  there  has 
been  no  effort  to  select  the  cases  and  many  have 
been  pinned  when  it  was  obvious  that  no  restora- 
tion of  function  was  to  be  expected.  The  effect 
sought  was  to  stabilize  the  break  so  as  to  make 
the  patient’s  remaining  days  more  comfortable. 

We  began  this  treatment  January  1,  1935.  Of 
the  44  cases,  24  were  male  and  20  female.  Twenty- 
nine  were  fractures  of  the  neck  and  15  were  inter- 
trochanteric. As  stated  before  12  patients  have 
died,  but  in  only  one  case  could  the  treatment  be 
considered  as  having  contributed  to  the  patient’s 
demise.  This  was  an  infection  but  the  patient  was 
uncooperative  and  incontinent.  A judicious  selec- 
tion of  cases  would  probably  have  eliminated  mor- 
tality. On  the  other  hand,  several  cases  in  poor 
health  probably  have  survived  because  they  were 
relieved  from  the  prolonged  harrassment  asso- 
ciated with  adequate  fixation. 

In  all  cases  of  fracture  through  the  trochanter, 
when  sufficient  time  has  elapsed,  firm  union  with 
useful  function  has  resulted.  One  patient,  with  a 
painful  arthritis  of  the  knee  on  the  affected  leg, 
has  been  a semi-invalid  for  several  years  and  has 
not  yet  been  able  to  use  crutches  after  six  weeks. 
However,  her  hip  is  painless  when  she  is  shifted 
in  bed.  One  patient,  aged  60,  underweight,  and 
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Figure  5.  Lateral  view  of  the  hip  taken  immediately 
after  pinning  and  closure  of  the  wound. 


very  ignorant,  was  pinned  July  21  and  was  al- 
lowed up  in  ten  days  with  no  discomfort.  Two 
weeks  later  she  was  given  crutches  and  instructed 
to  use  them,  but  was  found  walking  in  the  hos- 
pital corridor  and  carrying  her  crutches.  Since 
then  she  has  scorned  their  aid  and  says  she  walks 
without  any  pain.  An  X-ray  on  September  28 
shows  firm  union  in  perfect  position. 

Our  results  with  fractures  of  the  neck  have 
not  been  comparable.  Of  course  no  result  can  be 
predicted  when  the  hip  has  been  pinned  for  less 
than  six  months.  We  have  16  who  have  survived 
in  this  group.  Of  these,  three  have  not  united. 
Two  were  unfavorable  cases  because  of  poor 
health  and  senile  state,  but  the  third  was  a robust 
healthy  cooperative  woman  of  49  in  which  the 
X-ray  showed  a perfect  reduction  and  excellent 
implantation  of  the  pins.  However,  X-rays  taken 
six  months  after  pinning  showed  the  head  un- 
united and  two  pins  loose  and  evidence  of  bone 
rarefaction  of  the  head.  The  remaining  13  cases 
of  the  29  are  painless;  11  show  no  shortening  or 
eversion.  One  has  % inch  shortening  and  one 
% inch,  but  neither  has  any  eversion  of  the  leg. 
There  are  13  cases  who  have  been  pinned  less 
than  six  months.  All  of  these,  except  three,  so 
far  are  getting  about  painlessly  on  crutches  with- 
out shortening  or  eversion  and  have  free  move- 
ment of  the  knee  and  hip.  Of  the  three,  one  case 
is  a man  86  years  old  whom  we  have  been  unable 
to  trace.  The  other  two  are  very  recent  and  are 
still  in  the  hospital. 

We  feel  that  these  results  are  a decided  im- 
provement from  the  standpoint  of  securing  firm 
union  and  restoration  of  function.  From  the 
standpoint  of  reduced  invalidism  the  results  are 


Figure  6.  Position  and  condition  of  hip  five  months 
after  operation. 


Figure  7.  Firm  union  in  good  position  seven  months 
after  operation. 


incomparably  better.  The  average  time  of  con- 
finement to  bed  has  been  13  days — in  the  30  cases 
who  survived  to  get  up  and  about  (there  are  32 
who  survived  but  two  are  not  yet  up).  When  it 
is  remembered  that  when  the  patient  gets  up,  he 
has  free  unrestricted  motion  of  the  knee,  can  get 
about  on  crutches  and  can  eat  at  the  table,  this 
result  is  certainly  immeasurably  superior  to  the 
one  in  which  the  knee  moves  through  a short 
range  with  great  pain  and  the  patient  is  generally 
softened  by  several  months  recumbency. 
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TABULAR  ANALYSIS  OF  CASES  TREATED  FROM  JANUARY  1,  1935  TO  SEPTEMBER 

15,  1936 
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N 

1/16/35 

12 

61 

No  union.  Head  absorbed. 

Huge  ventral  hernia. 

2 

F 

68 

N 

1/9/35 

8 

85 

Firm  union.  No  shortening. 

Advanced  diabetes. 

3 

M 

55 

N 

1/15/35 

16 

55 

Firm  union.  No  shortening. 

Pinned  thru  window  in  cast. 

4 

M 

71 

N 

1/15/35 

42 

Died. 

Arterio-sclerosis.  Abscess 

of  bladder. 

5 

M 

74 

N 

1/24/35 

32 

Died. 

Broncho-pneumonia. 

6 

M 

86 

N 

1/26/35 

27 

Died. 

Sudden  cardiac  death. 

7 

M 

65 

N 

2/14/35 

118 

Died. 

Infection.  Nephritis. 

8 

M 

52 

N 

2/27/35 

10 

23 

Firm  union.  No  shortening. 

Resumed  work  10/1/35. 

9 

M 

57 

I 

3/30/35 

16 

42 

Firm  union.  No  shortening. 

10 

M 

66 

N 

4/17/35 

17 

38 

Firm  union.  No  shortening. 

11 

M 

73 

N 

4/22/35 

11 

Died. 

Inf.  wound.  Hyp.  prostate 

dement. 

12 

M 

55 

N 

5/2/35 

10 

37 

Firm  union.  No  shortening. 

13 

M 

71 

N 

6/12/35 

16 

26 

!i"  shortening.  Full  function. 

14 

F 

68 

N 

6/25/35 

9 

29 

14"  shortening.  Wt.  bearing 

Luetic. 

delayed. 

15 

M 

47 

N 

7/17/35 

9 

48 

Firm  union.  No  shortening. 

Epileptic.  Both  legs  ampu- 

tated  at  knee. 

16 

F 

68 

N 

8/9/35 

4 

Died. 

Ovarian  cyst.  Arterioscl. 

Pneumonia. 

17 

F 

77 

N 

9/11/35 

10 

22 

Perfect  restoration.  No  short- 

Pins  never  removed. 

ening.  9/20/36. 

18 

M 

55 

I 

9/17/35 

11 

27 

Firm  union.  No  shortening. 

19 

M 

50 

I 

10/26/35 

16 

21 

Firm  union.  No  shortening. 

20 

F 

65 

I 

1/8/36 

17 

30 

Firm  union.  No  shortening. 

21 

F 

42 

N 

1/25/36 

7 

32 

Firm  union.  No  shortening. 

22 

F 

77 

N 

2/7/36 

12 

28 

Firm  union.  No  shortening. 

8/13/36. 

23 

M 

54 

N 

2/13/36 

7 

36 

Firm  union.  No  shortening. 

Original  injury  9/15/35. 

Russell  traction.  Till  coxa 

vara  corrected. 

24 

M 

71 

N 

2/20/36 

16 

74 

Firm  union.  No  shortening. 

“Jake”  paralysis.  Kyphosis. 

25 

M 

66 

N 

2/27/36 

16 

29 

No  union. 

Died  7/4/36,  after  removal  of 

pins.  Nephritis. 

26 

F 

49 

N 

2/27/36 

16 

23 

Pins  loosened.  No  union. 

27 

F 

52 

N 

3/7/36 

12 

30 

Good  position.  Wheel  chair. 

Cannot  use  crutches  because 

of  ca.  of  breast. 

28 

F 

66 

I 

3/26/36 

82 

Died. 

Diabetes.  Vascular  sclerosis. 

29 

F 

60 

I 

4/6/36 

25 

25 

Bed-ridden.  Arthritis. 

30 

F 

49 

N 

4/11/36 

30 

Died. 

Tbc.  broncho-pneumonia. 

31 

M 

82 

I 

4/21/36 

20 

24 

No  follow-up. 

32 

M 

73 

I 

4/22/36 

118 

Wheel  chair.  Senile  dement. 

Feeble. 

33 

M 

39 

N 

4/22/36 

12 

15 

%"  shortening — 8/17/36. 

34 

M 

66 

N 

5/5/36 

4 

Died. 

Uremia,  pneumonia,  lues. 

35 

M 

66 

I 

5/6/36 

12 

20 

No  shortening. 

36 

F 

51 

N 

6/16/36 

14 

33 

9/16/36.  No  eversion  or 

shortening. 

37 

F 

68 

I 

12 

Died. 

Diabetes 

38 

M 

59 

I 

7/18/36 

2 

5 

Alcoholic  psychosis.  Epileptic 

39 

M 

61 

I 

7/30/36 

18 

22 

40 

F 

51 

I 

7/21/36 

10 

70 

On  crutches.  No  limitation. 

41 

M 

80 

I 

8/20/36 

36 

Bed-ridden.  Arthritis  of  knee 

42 

M 

69 

I 

8/18/36 

30 

Died. 

43 

68 

N 

8/27/36 

44 

62 

N 

9/15/36 

CONCLUSIONS 

1.  The  Whitman  manoeuvre  properly  executed 
by  one  skilled  in  carrying-  it  out,  can  usually  be 
counted  on  to  secure  an  accurate  reduction  of 
fracture  of  the  neck  of  the  femur. 

2.  This  manipulation  is  quite  feasible  under  a 
local  anesthetic  properly  and  accurately  injected. 

3.  Three  or  four  steel  pins,  suitably  placed  ac- 


cording to  the  method  of  Austin  Moore,  will  afford 
fixation  sufficiently  firm  and  for  a long  enough 
time  for  union  to  take  place  without  external 
fixation. 

4.  Such  form  of  fixation  offers  the  patient  as 
good  or  better  chance  of  union  than  cast  or  trac- 
tion, a better  chance  of  survival  of  the  treatment, 
and  a shorter  and  more  comfortable  convalescence. 
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5.  Sufficient  time  has  not  elapsed  nor  have 
enough  cases  been  observed  and  treated  to  make 
any  definite  prediction  as  to  the  effect  of  this 
procedure  on  securing  union  in  fractures  of  the 
neck  of  the  femur. 

19  West  Seventh  Street. 
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DISCUSSION 

Joseph  A.  Freiberg,  M.D.,  Cincinnati,  Ohio:  I 
appreciate  the  privilege  of  having  read  Dr.  Cald- 
well’s paper.  I shall  limit  my  discussion  to  the 
intra-capsular  or  cervical  fractures  of  the  femur, 
because  in  my  experience  the  intertrochanteric 
fractures  always  unite,  regardless  of  the  treat- 
ment. 

No  type  of  fixation,  internal  or  external,  will 
bring  about  a satisfactory  result  in  intra-capsular 
fractures  of  the  femur  unless  an  almost  perfect 
reduction  is  obtained.  The  reduction  should  be 
affirmed  by  X-rays  before  fixation  is  done.  This 
is  easily  accomplished  with  a portable  unit  with- 
out moving  the  patient.  Accurate  and,  therefore, 
a satisfactory  insertion  of  Moore  pins,  or  a Smith- 
Petersen  nail,  which  I prefer,  can  not  be  done  by 
the  inexperienced.  Dr.  Caldwell  has  stated  the 
difficulties  of  pinning  a hip  and  given  some  ex- 
cellent aids  to  this  procedure.  May  I emphasize 
the  fact  that  the  procedure  is  an  open  bone  opera- 
tion, associated  with  real  mechanical  problems. 
The  pins  must  be  accurately  placed  because  they 
will  otherwise  fail  to  maintain  the  reduction. 

In  this  series  of  25  cases  pinned  six  months  or 
more  the  results,  actually,  are  not  very  unusual. 
Fifteen,  or  60  per  cent,  have  obtained  osseous 
union;  three,  or  12  per  cent,  developed  non-union, 
and  seven,  or  28  per  cent,  died.  The  deaths  are 
those  due  to  the  type  of  patient  who  fractures 
the  neck  of  the  femur.  Previous  reports  of  frac- 
tures of  the  neck  of  the  femur  treated  by  various 
methods,  including  the  Whitman  cast,  have  shown 
bony  union  occurring  in  from  50  per  cent  to  80 
per  cent  of  the  cases.  However,  we  may  not  over- 
look the  freedom  from  discomfort,  and  the  sim- 
plification of  the  ensuing  problem  which  internal 
fixation  of  these  fractures  accomplishes.  When 
proner  facilities  are  at  hand,  and  only  then.  I am 
entirely  convinced  that  nailing,  or  internal  fixa- 
tion of  intracapsular  fractures  of  the  neck  of  the 
femur  offers  the  method  of  choice,  whether  Moore 
pins  or  a Smith-Petersen  nail  be  used,  depending 
upon  the  surgeon’s  preference. 

Bernard  B.  Larsen,  M.D.,  Cleveland,  Ohio:  On 
the  fracture  service  of  City  Hospital,  Cleveland, 
Dr.  McGaw  and  I have  used  Moore  pins  in  13 
cases.  We  began  this  series  of  cases  in  October, 

1935,  and  discontinued  the  method  in  February, 

1936,  to  evaluate  our  results.  We  pinned  nine 
acute  intra-capsular  fractures  of  the  femur  neck. 
The  natients  ranged  from  52  to  88  years  of  age, 
and  the  cases  were  not  selected.  Two  died  of  post- 


operative broncho-pneumonia,  and  another  died 
of  broncho-pneumonia  following  the  removal  of 
the  pins  one  month  after  their  insertion  because 
of  wound  infection.  Three  cases  got  union.  In  one 
of  these  a spica  was  applied  three  months  after 
the  pins  were  inserted  because  of  absorption  of 
the  neck,  no  union  on  X-ray  examination,  and 
pain  in  the  hip  on  motion.  Five  months  later  the 
spica  and  pins  were  removed  when  there  was 
union,  but  with  coxa  vara.  The  other  two  cases 
of  union  are  in  good  position.  There  are  three 
cases  of  non-union.  In  one  of  these  the  pins  were 
removed  three  and  one-half  months  after  insertion 
because  of  complete  absorption  of  the  femur  neck 
with  subsequent  protrusion  of  the  pins  through 
the  acetabulum.  She  later  died  of  a cerebral  ac- 
cident. In  one  the  head  slipped  on  the  neck  within 
two  weeks  and  in  another  this  occurred  one  month 
after  the  pins  were  inserted.  These  two  patients 
were  put  in  spicas  and  the  pins  left  in  place. 
Neither  has  union  eight  months  after  operation. 

We  found  the  method  of  local  anesthesia  very 
satisfactory,  and  we  had  little  difficulty  holding 
the  reduced  fracture  in  position  for  operation. 
We  did  experience  considerable  difficulty  in  plac- 
ing the  pins  so  that  they  all  entered  the  head  of 
the  femur,  though  with  practice  we  became  more 
proficient.  When  we  had  the  pins  properly  in- 
serted. with  the  fracture  in  good  position  the  neck 
slipped  off  the  head  in  two  instances  when  we 
attempted  to  impact  the  fracture  by  hammering 
on  the  secured  pins  as  suggested  by  Moore.  We 
were  disappointed  in  the  length  of  time  required 
to  complete  the  procedure  due  to  very  necessary 
X-ray  check-ups.  If  these  do  not  show  perfect 
position  of  the  fracture  and  ideally  placed  pins 
there  is  bound  to  be  non-union.  We  also  believe 
that  the  pins  alone  do  not  adequately  support  the 
fractures  for  a long  enough  period  of  time  to 
insure  good  position  or  a high  percentage  of 
union. 

Mark  Millikin,  M.D.,  Hamilton,  Ohio:  My  ex- 
perience is  limited  to  four  cases  of  this  kind.  In 
Dr.  Moore’s  original  paper  he  advocated  the  wind- 
ing of  wire  about  the  pins  and  their  nuts.  I would 
advise  against  this  procedure,  for  the  wire  is  very 
hard  to  remove  when  the  pins  are  taken  out. 

I think  that  the  whole  procedure  is  simplified 
by  resorting  to  spinal  anesthesia.  I have  always 
put  the  patients  on  the  Hawley  table;  used  the 
perineal  post;  made  traction  of  both  legs  in  the 
abducted  position.  When  length  of  legs  and 
proner  coincidence  of  landmarks  are  satisfactory 
an  X-ray  picture  is  taken.  If  the  fragments  are 
aprarently  in  good  line  the  skin  incision  is  made 
and  one  pin  driven  in  with  a mallet.  Then  an- 
other picture  is  taken  to  see  how  the  pin  lies.  If 
satisfactory,  then  two  more  are  driven  in  but  not 
ouite  parallel  with  the  first  one.  The  pins  may 
then  be  cut  off  with  a powerful  wire  clipper  and 
the  wound  closed.  In  fat  people  with  plenty  of 
hip  fat  this  is  hardly  necessary.  However,  since 
I recently  removed  a pin  that  after  nine  months’ 
quiescence  protruded  through  the  skin,  I shall  in 
the  future  nip  off  the  free  ends  of  the  pins. 

The  only  dressing  these  patients  wear  is  a little 
gauze  over  the  skin  incision.  It  is  certainly  a 
pleasant  experience  for  their  medical  attendant 
to  see  them  moving  their  legs  about  without 
eversion  or  shortening.  While  granting  that 
these  may  come  later,  still  the  superiority  of  this 
treatment  over  the  encasement  of  a patient  in  a 
cast  with  all  that  that  implies — muscular  atrophy, 
hynostatic  congestion  of  the  lungs,  bed  sores, 
itchiness,  filthiness  and  a depressed  morale,  should 
be  apparent. 


THE  RESULTS  OF  THE  TREATMENT  OF  PNEUMONIA  WITH 
SPECIFIC  THERAPEUTIC  SERUM 


From  the  Department  of  Internal  Medicine, 

THE  correlation  of  data,  gathered  by  reliable 
observers  during  the  past  25  years,  con- 
cerning the  treatment  of  the  pneumonias, 
has  added  tremendously  to  our  clinical  conception 
of  these  diseases.  It  is  no  longer  tenable  to  dis- 
cuss the  subject  in  the  singular:  we  must  now 
speak  in  terms  of  “the  pneumonias”.  The  attitude 
of  physicians  in  regard  to  treatment  in  pneumonia 
was  reflected  in  the  statement  of  Osier  in  his  text 
book  published  about  that  time,  that  “pneumonia 
is  a self  limited  disease,  which  can  neither  be  cut 
short  nor  aborted  by  any  known  means  at  our 
command.”  Twenty-five  years  ago  the  only  dif- 
ferentiation of  the  disease  was  on  an  anatomical 
basis.  Although  it  was  regarded  as  an  acute  in- 
fectious disease,  frequently,  but  not  always  asso- 
ciated with  the  presence  of  pneumococcus,  no 
serious  attempts  were  being  made  to  isolate  and 
identify  the  particular  microorganism  concerned 
in  every  case  of  the  disease.  All  pneumococci  were 
regarded  as  identical,  and  any  classification  of  the 
cases  on  an  etiological  basis  was  well  nigh  im- 
possible. 

We  are  now  in  possession  of  a fairly  satisfac- 
tory specific  etiological  classification,  and  while  it 
can  hardly  be  claimed  that  the  practice  of  mak- 
ing diagnoses  of  these  various  conditions  is  gen- 
erally employed,  the  methods  for  doing  this  have 
now  become  simple  and  rapid  and  may  be  carried 
out  with  the  aid  of  any  properly  equipped  labora- 
tory. 

Our  training  which  has  always  stressed  the  im- 
portance of  the  location  and  size  of  the  pulmonary 
lesion,  must  be  modified  in  the  light  of  present 
knowledge.  Rufus  Cole  has  adequately  expressed 
this  need,  that  “so  far  as  the  future  outlook  for 
overcoming  the  disease  either  in  the  individual  or 
community  is  concerned,  it  is  of  far  greater  im- 
portance and  much  less  disturbing  to  the  patient, 
that  in  every  case  of  pneumonia,  the  associated 
microorganism  should  be  correctly  determined, 
than  that  the  exact  boundaries  of  the  lesion  of  the 
lung  should  be  accurately  located.” 

The  pneumonias  continue  to  constitute  one  of 
the  major  health  hazards.  Every  large  city  suf- 
fers annually  the  loss  of  life  of  a fairly  large 
number  of  its  citizens  from  this  cause.  In  Cin- 
cinnati during  the  years  1933,  1934,  1935,  pneu- 

Read  before  the  Medical  Section,  Ohio  State  Medical  As- 
sociation, 90th  Annual  Meeting,  Cleveland,  October  7,  8, 
and  9,  1936. 
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monia  claimed  239,  311,  387  deaths  in  the  re- 
spective years  from  all  forms  of  pneumonia.  Only 
two  diseases  outstripped  pneumonia  in  this  re- 
spect— heart  disease  and  cancer.  The  mortality 
rate  for  tuberculosis  is  about  the  same  as  that 
from  pneumonia.  The  average  death  rate  from 
bronchial  pneumonia  and  lobar  pneumonia  in 
several  large  cities  is  indicated  in  the  following 
table : 

TABLE  A. 

1929-1931 


Pneumonia  Deaths 


City 

Population 

Bronchial 

Lobar 

Total 

Rate  per 
100,000 
popu- 
lation 

Washington 

_ 485,982 

288 

389 

657 

13.5 

New  Orleans  .. 

457,361 

324 

316 

640 

14.0 

Cleveland  

. 900,429 

508 

453 

961 

10.7 

St.  Louis 

. 820,459 

416 

772 

1188 

14.5 

Baltimore  

. 804,874 

616 

693 

1309 

16.3 

Pittsburgh 

. 689,817 

409 

1043 

1452 

21.7 

Cincinnati 

451,160 

219 

337 

556 

12.3 

In  large  general  hospitals,  mortality  for  the 
pneumonias  treated  expectantly,  continues  to  run 
upward  of  20  per  cent.  For  the  four  months, 
January,  February,  March  and  April  1935  (one 
year  ago)  170  cases  of  acute  lobar  pneumonia 
were  treated  at  the  Cincinnati  General  Hospital 
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Of  this  number  38  died,  a mortality  of  22.3  per 
cent.  As  far  as  our  inadequate  record  system,  for 
many  years  past,  may  be  relied  on,  at  no  time  has 
the  death  rate  fallen  under  20  per  cent  and  fre- 
quently was  considerably  higher. 

With  this  in  mind  and  inspired  by  the  impres- 
sive reports  of  such  clinicians  as  Cole,  Cecil,  Fin- 
land, Bullowa,  Sutliff,  Parsons  and  others,  con- 
cerning- their  results  in  the  diagnosis  and  treat- 
ment of  the  pneumonias  with  type  specific  serum, 
it  was  decided  early  last  year  to  approach  the 
treatment  of  the  pneumonias  in  the  latest  ac- 
cepted manner. 

The  results  of  our  first  year’s  efforts  in  the 
early  serological  diagnosis  and  type  specific  sero- 
logical treatment  of  the  acute  pneumonias  have 
been  analyzed  and  form  the  basis  for  this  dis- 
cussion. 

Our  plan  was  a relatively  simple  one.  Every 
patient  diagnosed  as  having  lobar  pneumonia  or 
suspected  of  having  it*  was  immediately  typed  ac- 
cording to  the  rapid  direct  Neufeld  method.  The 
details  of  this  most  reliable  method  will  not  be  set 
down  in  this  report,  but  certain  steps  in  the  pro- 
cedure are  worthy  of  emphasis.  Since  the  success 
of  the  treatment  largely  depends  upon  the  correct- 
ness of  the  typing,  and  the  celerity  with  which  it 
is  done,  it  is  of  the  first  importance  to  collect  re- 
liable sputum  with  the  least  possible  delay. 
Efforts  expended  in  urging  patients  to  expectorate 
are  well  repaid.  Patients  who  do  not  cough,  or 
have  little  or  no  associated  bronchial  secretions 
often  bring  up  a sufficient  quantity  of  sputum  for 
typing  by  altering  position  in  bed,  or  other  well- 
known  methods  to  cause  productive  coughing.  Care 
should  be  exercised  in  its  collection  to  be  assured 
of  its  bronchial  nature  (nummular  or  thick  ten- 
acious material)  and  that  a petri  dish  be  used  as 
the  receptacle  and  not  gauze,  “kleenex”,  or  even 
sputum  cups.  Usually  15  minutes  is  sufficient  for 
typing;  rarely  as  long  as  an  hour.  The  test  de- 
pends on  swelling  of  the  capsule  enclosing  the 
pneumococcus,  which  occurs  when  homologous 
typing  serum  and  organisms  are  mixed. 

The  importance  of  obtaining  early  and  satis- 
factory specimens  of  sputum  cannot  be  over- 
emphasized. Very  occasionally  so-called  dry  pneu- 
monias are  encountered.  In  such  cases  we  have 
followed  Bullowa’s  suggestion  in  resorting  to 


*Our  criteria  for  establishing-  the  diagnosis  of  lobar 
pneumonia  have  been  : 

1 —  Typical  acute  cases  (early) 

(a)  Sudden  onset — chill,  pain,  fever,  cough,  rusty 
sputum. 

(b)  Typing  of  sputum. 

2-  — Atypical  and  late  cases. 

(a)  History  upper  respiratory  infection  with  sudden 
change  as  under  (a)  above. 

(b)  Physical  examination  indicating  consolidation. 

(c)  Typing  of  Sputum. 

(d)  X-ray  in  all  doubtful  cases. 

In  each  instance,  the  subsequent  findings  on  physical 
examination  were  always  relied  on  as  corroborative  evidence 
of  the  existence  of  pneumonic  consolidation.  Further,  more 
than  one  clinician  examined  each  patient. 


transthoracic  aspiration  of  the  lung.  A long  thin 
needle  four  inches  in  length,  22  gauge  bore, 
especially  designed  for  this  purpose,  attached  to  a 
5 cc.  syringe  containing  a few  drops  of  sterile 
broth,  is  plunged  into  the  lung  over  the  area  of 
greatest  dullness,  and  a few  drops  of  “lung  juice” 
quickly  aspirated.  This  material  is  cultured  in 
broth  and  then  studied  for  type  by  the  Neufeld 
method.  The  inherent  danger  of  this  procedure  is 
not  great. 

Not  infrequently  the  particular  organisms  and 
their  capsular  swelling  are  difficult  to  find,  in 
which  case  Avery  broth  is  inoculated,  incubated 
and  examined  by  Neufeld  typing  in  three  to  four 
hours,  or  the  mouse  peritoneum  is  injected  with 
1-1.5  cc.  of  sputum  and  after  three  or  four  hours  a 
few  drops  of  the  peritoneal  exudate  are  aspirated 
and  examined  on  a slide  either  by  the  Sabin 
stained  slide  agglutination  method  or  preferably, 
if  diluted,  the  Neufeld  capsular  swelling  method 
may  be  used.  In  the  Sabin  method  the  clumping  of 
the  pneumococci  appears  when  the  serum  and  or- 
ganisms are  of  the  homologous  type.  With  these 
methods,  less  than  1 per  cent  of  the  pneumococci 
are  missed  in  Cooper’s  types  I to  XXXII. 

TREATMENT 

Assuming,  then,  that  the  correct  type  has  been 
determined,  the  matter  of  treatment  must  be  in- 
stituted without  delay.  The  fact  that  a patient  is 
considered  to  have  a mild  infection  should  not  be 
the  cause  of  hesitancy  in  administering  serum. 
It  is  well  known,  how  often  the  mild  cases  during 
the  early  days  of  the  infection  become  the  severe 
cases  later  in  the  disease. 

The  same  precaution  must  be  observed  in  the 
administration  of  the  serum  as  in  any  intravenous 
medication.  The  serum  should  be  warmed  to  body 
temperature  and  given  very  slowly,  each  dose  re- 
quiring 10  to  15  minutes  time.  The  average  case 
should  receive  a minimum  of  20,000  units  (Fel- 
ton) every  two  to  three  hours  until  the  pulse  falls 
to  normal.  This  precedes  the  drop  in  temperature 
somewhat,  but  usually  within  24  hours  both  will 
be  normal  or  nearly  so. 

In  the  present  report,  an  arbitrary  minimum 
dose  of  40,000  units  has  been  accepted  as  the 
smallest  amount  responsible  for  crisis,  or  notice- 
able and  steady  improvement  in  a given  case. 
Where  such  conditions  occurred  after  lesser 
amounts  of  serum,  spontaneous  cure  was  assumed 
to  have  taken  place,  and  such  cases  were  not  in- 
cluded in  our  final  appraisal. 

The  average  amount  of  serum  required  to  pro- 
duce such  effects  in  type  I pneumonias  was 
slightly  in  excess  of  60,000  units.  The  amount  of 
serum  required  varies  directly  with  the  prompt- 
ness with  which  treatment  is  instituted  and  to 
what  extent  there  exists  a blood  stream  invasion. 
The  latter  factor  always  introduces  a complica- 
tion of  the  greatest  magnitude.  For  this  reason 
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it  is  highly  important  that  each  case  of  pneumonia 
have  a blood  culture  done  at  the  time  of  the  first 
examination,  and  when  positive,  repeated  every  12 
hours.  Much  more  curative  serum  is  required  for 
such  cases.  The  average  dosage  and  cost  involved 
is  analyzed  in  Table  H,  columns  six  and  seven.  It 
will  be  noted  that  considerably  more  serum  is  also 
required  in  types  II,  V,  VI,  and  XIV. 

RESULTS 

Our  studies  in  the  specific  diagnosis  and  treat- 
ment of  the  pneumonias  cover  the  ten  months’ 
period  from  October  1,  1935  to  August  1,  1936, 
during  which  time  a total  of  282  cases  of  acute 
lobar  pneumonia  were  treated  on  the  Medical  Ser- 
vice of  the  Cincinnati  General  Hospital.  Their 
distribution  according  to  sex  and  color,  as  well  as 
the  death  rate  in  each  bracket  is  shown  in  Table 
B,  while  the  distribution  according  to  decades  is 
indicated  in  Table  B-A. 

TABLE  B 

CINCINNATI  GENERAL  HOSPITAL 
LOBAR  PNEUMONIA 

October  1,  1935 — August  1,  1936 

No.  of 

cases  Deaths 


White  ___  134  27  9.6% 

Colored  148  38  13.5% 

Male  219  46  16.3% 

Females  63  19  6.7% 


Total  282  65  23.06% 


The  following  table  represents  the  number  of 
cases  and  the  number  of  deaths  according  to  ages. 

TABLE  Ba 

CINCINNATI  GENERAL  HOSPITAL 


O 

'V 


Decade 

Number  of 
Cases 

Percentage  of 
Incidence 

Number  of 
Dtaths 

Percentage  of 
total  deaths 

Percentage  of 
deaths  by  deca 

0-9 

7 

2.5 

0 

0.0 

0.0 

10-19 

32 

11.3 

i 

1.5 

3.1 

20-29 

70 

24.7 

10 

15.4 

14.3 

30-39 

65 

22.9 

15 

23.1 

23.0 

40-49 

50 

17.7 

15 

23.1 

30.0 

50-59 

38 

13.4 

15 

23.1 

39.4 

60-69 

18 

6.4 

8 

12.3 

44.4 

70-79 

3 

1.1 

1 

1.5 

33.3 

Total 

283 

65 

These  figures  represent  the  nude  mortality  rate 
of  all  cases,  those  treated  with  serum  and  others 
treated  expectantly.  The  cases  occurred  in  the 
following  numbers,  according  to  types. 


TABLE  C 


CINCINNATI  GENERAL  HOSPITAL 


Type 

No.  of 
Cases 

Deaths 

I 

112 

(39.7%)  15 

II 

21 

5 

III 

15 

11 

IV 

13 

1 

V 

32 

9 

VI 

5 

1 

VII 

19 

4 

VIII 

12 

0 

IX 

4 

1 

XI 

1 

1 

XII 

11 

3 

XIV 

4 

2 

XIX 

7 

1 

XXII 

2 

0 

XXIII 

1 

0 

XXV 

9 

4 

XXVIII 

2 

1 

? 

12 

6 

282 

65 

Average  mortality  rate 

23.06% 

There  was  available  commercially  for  the  treat- 
ment of  these  pneumonias,  specific  curative  serum 
for  types  I,  II,  V,  VII,  and  VIII.  In  addition 
to  this,  through  the  courtesy  of  Dr.  Jesse  G.  M. 
Bullowa,  of  Harlem  Hospital,  New  York,  N.  Y., 
we  could  procure  by  air  service,  specific  serum  for 
the  treatment  of  types  VI,  IX,  XIV,  XV  and  XVIII. 
It  will  be  noted  therefore  that  curative  serum  was 
available  for  the  treatment  of  the  acute  lobar 
pneumonias  in  the  following  proportions. 

TABLE  D 

CINCINNATI  GENERAL  HOSPITAL 

October  1,  1935-August  1,  1936 

Distribution  of  Lobar  Pneumonia  Cases 
by  types 

for  which  curative  serum  was  available. 


Type  I 

No.  Cases 
112 

39.7% 

II 

21 

7.4% 

V 

32 

11.3% 

*VI 

5 

1.7% 

VII 

19 

6.7% 

VIII 

12 

4.3% 

*IX 

4 

1.4% 

*XIV 

4 

1.4% 

Total 

73.9% 

^Through  the  courtesy  of  Littauer  Pneumonia 
Research  Fund  of  New  York  City,  Types  IX, 
XV,  and  XVIII  were  available  but  not  used. 


Originally  the  plan  of  attack  included  the  treat- 
ment of  lobar  pneumonias  for  which  curative 
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serum  existed,  but  only  in  those  patients  who 
were  sick  96  hours  or  less.  However,  for  various 
reasons  a certain  number  of  patients  were  treated 
whose  onset  had  existed  for  a longer  period  of 
time  than  this.  On  the  whole,  however,  our 
studies  are  chiefly  of  interest  because  of  the  re- 
sults obtained  in  the  so-called  early  cases.  A com- 
parison of  the  death  rates  of  all  types  whose 
serum  treatment  was  begun  within  96  hours  of 
onset,  and  of  cases  not  given  serum  follows: 

TABLE  E 

Comparison  of  Death  Rates  of  Cases  whose 
serum  treatment  was  begun  within  96  hours  of 
onset,  and  of  cases  not  given  serum. 

1935—1936 


^'Treated  with  Serum 


No.  of 
Deaths 

cases 

.....  149 
....  14 

9.39% 

*Not  treated  with 

No.  of  cases 
Deaths  

Serum 

.....  139 
.....  52 

37.3% 

#Not  treated 
No.  of 
Deaths 

with 

cases 

Serum 

.1438 

613 

42.6% 

^Cincinnati  General  Hospital  Pneumonia  Study 
Cases. 

#Cases  collected  from  the  literature  (Finland). 
# Special  communication. 

It  will  be  noted  by  referring  to  Table  C that 
type  I pneumonia  occurred  in  a very  dispropor- 
tionately large  number.  This  is  true  of  pneu- 
monias generally.  Our  experience  in  the  treat- 
ment of  these  cases,  that  is  type  I,  is  well  shown 
in  the  following  table: 

TABLE  F 

TYPE  I 

October  1,  1935-August  1,  1936 

^Treated  early  with  at  least  40,000  units. 


Number  of  patients 50 

Deaths  0 

Treated  later  or  with  less  than  40,000  units. 

Number  of  patients 36 

Deaths  7 18.9% 

Not  treated  with  Serum 

Number  of  patients 28 

Deaths  8 28.5% 


*(96  hours  or  earlier). 

It  is  noteworthy  that  the  patients  not  treated 
with  serum  died  in  about  the  same  numbers  as 
was  true  in  previous  years.  Therefore,  it  is  not 
true  that  our  pneumonias  were  of  a particularly 
mild  type  during  the  past  year.  It  is  likewise  of 
interest  to  realize  that  while  the  death  rate  is 
somewhat  higher  in  the  so-called  late  cases,  and 
inadequately  treated,  still  it  is  appreciably  smaller 
than  in  those  cases  not  treated  at  all.  But  of 


greatest  interest  is  the  fact  that  of  50  individuals, 
colored  and  white,  for  the  most  part  from  the 
lower  economic  levels,  treated  early  and  ade- 
quately, not  one  death  occurred.  Our  experience 
with  these  50  cases  very  naturally  leads  us  to  the 
conclusion  that  possibly  a new  day  has  dawned 
for  the  medical  world  in  the  treatment  of  this 
disease.  Each  year  one  reads  in  the  literature 
accounts  of  gratifying  reduction  in  the  mortality 
from  the  pneumonias  treated  with  modern  refined 
specific  serum,  until  at  last  it  is  possible  by  the 
most  critical  analysis  of  our  results  to  report 
this  satisfactory  outcome  in  the  treatment  of  a 
fairly  large  number  of  cases.  It  is  of  interest  to 
compare  the  average  number  of  days  of  fever 
suffered  by  patients  serum  treated  with  those  not 
similarly  treated,  and  also  the  number  of  days 
they  were  required  to  remain  in  the  hospital.  This 
information  is  brought  out  in  the  following  table: 

TABLE  G 


Serum  treated,  early  cases. 

Avei'age  number  Hospital  days 14 

Average  number  Fever  days 4 

Insufficient  or  no  serum  treatment. 

Average  number  Hospital  days 17 

Average  number  Fever  days  8 


The  number  of  hospital  days  could  be  materially 
decreased  during  normal  times  and  where  a satis- 
factory social  service  department  exists  to  ar- 
range for  the  early  transfer  of  patients  to  their 
homes,  and  for  their  convalescent  care.  Many  of 
the  cases  in  both  brackets  remained  in  the  hos- 
pital several  days  longer  than  was  necessary  be- 
cause of  social  or  other  conditions  which  made  the 
transfer  to  their  homes  undesirable. 

STUDY  OF  FATAL  CASES  TREATED  WITH  SERUM 

A resume  of  the  cases  receiving  any  serum  at 
all  but  who  died  is  of  interest  because  there  is 
indication  that  the  mortality  in  general  from 
pneumonias  could  be  even  further  reduced. 

RESUME  OF  SERUM-TREATED  FATAL  CASES 
TYPE  I 

46601 — 32,  M.  C.  Admitted  on  the  fourth  day  of  illness. 

40.000  units  on  5th  day.  Died  24  hours  after  last  serum.  No 
blood  culture.  Treatment  begun  late  and  not  instituted 
vigorously  enough. 

50071 — 69,  M.  W.  Admitted  on  third  day.  20,000  units  on 
sixth  day,  repeated  on  seventh  day  with  break  (lytic)  in 
fever.  Practically  afebrile  for  one  week  when  septic  tem- 
perature intervened.  Petechiae  noted  and  pneumococcus  I 
cultured  from  blood  stream.  Signs  of  endocarditis.  Died  26 
days  after  admission.  Necropsy  confirmed  clinical  impression 
of  acute  aortic  valvulitis. 

50256 — 55,  M.  C.  Admitted  on  sixth  day  in  delirium. 

20.000  units  on  eleventh  day.  Died  20  hours  later  in  uraemia 

(Urea  138.  C02  23  per  cent).  (No  point  in  giving  serum  in 
such  amount  at  this  late  date).  Necropsy — Loba  Pneumonia 
with  toxic  nephrosis,  hepatosis  and  myocardosis : small 

empyema,  luetic  aortitis. 

51235 — 63,  M.  C.  Indefinite  history  of  two  weeks’  duration 
and  of  many  months  mild  cardiac  decompensation.  40,000 
units  given  just  before  death.  (Use  of  serum  is  injudicious 
in  this  type  of  case  of  arteriosclerotic  heart  disease  espe- 
cially at  so  late  a stage). 


40 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  1 


53939 — 28,  M.  C.  (not  included  in  series).  Pneumonia 
developed  ( ?)  after  laparotomy  for  perforated  duodenal  ulcer 
on  Mar.  26,  1936.  Typed  March  29  and  20,000  units  given. 

60,000  March  30.  Blood  culture  negative  March  30.  Bac- 

teraemia,  peritonitis,  wrong  typing  and  then  operative  com- 
plications to  be  considered  as  cause  of  failure.  Also 

leucopenia  (only  10,500  on  March  27). 

53949 — 42,  M.  C.  Admitted  on  seventh  day  in  uraemia 
(urea  138,  CO2230)  20,000  units  given.  Patients  expired  18 
hours  after  admission.  Too  late  to  treat.  Moribund  on 
admission. 

54023 — 56,  F.  C.  Indefinite  history  of  three  weeks  illness. 

60.000  units  48  hours  after  admission  with  prompt  pseudo- 
crisis and  prompt  rise  of  temperature  and  death.  No  blood 
culture.  Late  treatment  in  a debilitated,  arteriosclerotic 
colored  person  of  late  middle  years. 

54207 — 26,  F.  C.  Ill  for  two  weeks,  20,000  units  given  11 
hours  after  admission.  Died  three  hours  later.  Necropsy 
showed  lobar  pneumonia  with  toxic  myocardosis  and 
nephrosis.  C.P.C.  liver  and  early  aortic  arterosclerosis. 

TYPE  II 

50078 — 26,  F.  C.  Admitted  on  ( ?)  second  or  third  day  of 
illness  in  delirium  with  signs  of  meningeal  irritation. 
Chronic  alcoholic.  No  blood  culture  or  white  blood  count 
taken.  In  hospital  24  hours  ; received  20,000  units  one  hour 
before  death.  History  inadequate.  Other  factors  being  ideal, 
patient  did  not  live  long  enough  under  our  observation  to 
receive  sufficient  serum. 

51724 — 14,  F.  C.  Admitted  on  fourth  or  fifth  day,  acutely 
ill.  Serum  (120,000)  given  on  fourth,  fifth,  sixth  and  eighth 
days ; no  daily  dose  exceeding  40,000.  Blood  culture  after 

20.000  units  negative.  Sputum  checked  ; only  8800  circulating 
leucocytes  (PMN)  on  admission.  This  represents  the  way 
Not  to  give  serum.  While  the  patient  probably  was  late  in 
her  illness  and  had  a relative  leucopenia,  once  serum  was 
decided  upon,  it,  should  have  been  given  with  unremitting 
vigilance.  No  agglutinius  demonstrable  after  half  of 
serum  was  given. 

55027 — 30,  M.  C.  Admitted  on  fourth  day  acutely  ill. 

60.000  units  on  same  day,  60,000  the  next,  and  40,000  the 
next.  No  blood  culture.  Only  differential  showed  58  per  cent 
of  5000  cells  to  be  PMN.  Slide  test  showed  only  2 plus  ag- 
glutination, after  all  serum  was  given.  Probably  an  over- 
whelming infection.  Was  infection  responsible  for  leucopenia 
or  did  the  paucity  of  PMN  permit  of  the  progression  of  the 
infection  ? If  there  were  a blood  stream  infection,  amount 
of  serum  was  inadequate. 

55763 — 35,  M.C.  Admitted  on  second  day,  moribund.  100,000 
units  administered  within  24  hours  without  effect  on  clinical 
condition.  No  blood  culture.  Only  11,500  W.B.C.  with  83 
P.M.N.  Died  24  hours  after  last  serum  was  given.  If  failure 
can  be  explained  in  absence  of  adequate  bacteriological  study 
and  post-mortem  examination,  low  white  count  and  insuffi- 
cient serum  seem  most  plausible  explanations. 

57211 — 35,  M.  C.  Admitted  on  fifth  day  with  evidence 
of  metastatic  infection  in  joint.  Given  60,000  units  on  eighth 
or  ninth  day.  Developed  signs  of  pericarditis  with  effusion 
and  died  in  shock.  Not  much  point  in  giving  serum  at  such 
a late  date  except  for  sterilization  of  blood  stream  since  it 
is  reasonably  well  proved  to  have  no  effect  on  the  focalized 
complications. 

TYPE  V 

53701 — 67,  M.  W.  Admitted  on  second  day.  Given  20,000 
units  on  fourth  day,  80,000  on  fifth  and  20,000  on  sixth  with 
demonstrable  agglutinius  in  blood  afterward.  Showed  urea 
retention  early  and  progressed  to  coma.  A known  cardiac 
for  many  years  who  showed  renal  involvement  before  serum 
was  started.  Too  many  factors,  known  and  unknown,  to 
evaluate  effect  of  serum. 


It  is  significant  that  for  the  most  part  these 
patients  who  died  were  either  neglected  during  the 
early  stages  of  their  disease  or  that  the  import- 
ance of  the  early  care  of  pneumonia  is  not  gen- 
erally appreciated.  Here  it  would  seem  that  a well 
directed  campaign  of  health  education  could  be 
of  inestimable  value.  It  is  not  too  much  to  be- 
lieve that  acute  lobar  pneumonias^  for  which  there 
is  curative  serum,  if  specifically  diagnosed  and 
treated  early,  should  within  the  next  few  years, 
be  relegated  to  that  group  of  diseases  entailing  a 
very  immaterial  death  rate. 

SUMMARY 

To  visualize  more  clearly  what  our  experience 
has  been  in  the  serum  treatment  of  the  acute 


lobar  pneumonias  according  to  the  type  diag- 
nosed, Table  H which  was  mentioned  earlier,  is 
of  interest. 

TABLE  H 

Summary  of  Serum  Treated  Lobar  Pnuemonia 
Patients — Cincinnati  General  Hospital 
1935-1936 

(This  includes  every  patient  receiving  serum 
treatment) 


Type 

Received 

arbitrary 

minimum 

early 

Per  cent 
mort. 

Others 

Per  cent 
mort. 

Av.  dosage 

Cost 
Per  case 

I 

50 

0 36 

18.9% 

62,402 

$28.08 

II 

8 

25%  9 

33 

82,300 

37.03 

V 

6 

16.6  4 

25 

81,800 

36.81 

VI 

2 

0 0 

90,000 

31.08 

VII 

9 

0 0 

56,700 

25.51 

VIII 

2 

0 0 

50,000 

22.50 

XIV 

2 

0 1 

0 

93,333 

52.40 

Total 

79 

3.8%  50 

18% 

Grand  Total  Mortality — 14.1%. 


CONCLUSION 

1.  An  analysis  of  the  results  in  the  typing  of 
all  the  pneumonias  admitted  to  the  Medical  Service 
of  the  Cincinnati  General  Hospital  from  October 
1,  1935-August  1,  1936,  is  presented. 

2.  The  cases  were  typed  promptly  according  to 
the  Neufeld  method  and  checked  when  necessary 
by  mouse  transplants. 

3.  The  urgency  of  prompt  typing,  according  to 
the  rapid  Neufeld  method  and  the  unremitting 
administration  of  curative  serum  in  sufficient 
amounts,  until  the  desired  results  are  obtained,  is 
stressed. 

4.  Type  specific  serum  was  administered  to 
patients  ill  96  hours  or  less  (and  to  a few  who 
were  sick  somewhat  longer)  and  for  which 
curative  serum  existed. 

5.  In  50  cases  of  type  I,  treated  within  96  hours 
of  onset,  every  one  recovered. 

6.  An  appreciable  reduction  in  mortality  is  re- 
ported in  those  cases  treated,  who  were  sick 
longer  than  96  hours. 

7.  A substantial  reduction  in  the  number  of 
days  of  suffering  on  the  part  of  patients  serum 
treated  is  likewise  reported. 

8.  If  treated  early  and  aggressively  it  should 
be  possible  to  reduce  materially  the  number  of 
days  patients  sick  with  pneumonia  are  required  to 
remain  in  hospitals. 

9.  The  energetic  employment  of  the  methods 
described,  for  combating  the  pneumonias,  on  the 
part  of  physicians,  is  urged. 

DISCUSSION 

Gerald  S.  Shibley,  M.D.,  Cleveland,  Ohio:  The 
striking  results  of  anti-pneumococcus  serum  re- 
ported this  morning  by  Dr.  Benjamin  and  by  Dr. 
Blankenhorn  (and  these  results  are  even  more 


January,  1937 


Treatment  of  Pneumonia 


41 


striking  than  I had  anticipated,  as  I was  unable 
to  see  the  manuscript)  demonstrate  the  lengths 
to  which  successful  specific  serum  therapy  in  this 
disease  has  advanced. 

Some  21  years  ago  as  a medical  student  in  New 
York,  I saw  the  results  obtained  with  the  original 
Type  I serum  developed  by  Avery  Cole  and  Dochez 
at  the  Rockefeller  Institute,  and  later  as  a house 
officer  in  the  Presbyterian  Hospital,  I had  an  op- 
portunity to  administer  this  serum,  myself,  with 
impressive  and  often  dramatic  results. 

In  the  years  that  followed,  however,  par- 
ticularly when  anti-pneumococcus  serum  came  to  be 
made  commercially,  serum  therapy  in  pneumonia 
almost  fell  into  disrepute.  In  the  last  ten  years 
with  the  development  of  refined  serum,  with  the 
further  detailed  classification  of  pneumococcus 
infections,  with  the  easy  and  rapid  Neufeld  direct 
typing  technic,  and  with  the  great  emphasis  upon 
early  diagnosis  and  treatment,  specific  serum 
therapy  has  advanced  by  great  bounds  and  is  now 
generally  accepted  by  all  who  treat  pneumonia,  as 
the  greatest  single  factor  in  saving  lives  in  this 
disease. 

Dr.  Bullowa  of  the  Harlem  Hospital  in  New 
York  kindly  sent  me,  last  week,  his  latest  data  on 
serum  therapy  in  all  types  of  pneumonia  amenable 
to  specific  serum  therapy.  These  results  might  be 
interesting  for  your  consideration.  They  are 
briefly:  In  his  Type  I non-serum  treated  cases 

the  mortality  ranged  between  25  per  cent  and  35 
per  cent,  while  in  his  serum  treated  cases,  the 
mortality  fell  to  7.1  per  cent.  The  corresponding 
figures  for  Type  II  are  48.8  per  cent  and  24.6  per- 
cent; for  Type  V,  20.8  per  cent  and  7.5  per  cent; 
for  Type  VII,  17.1  per  cent  and  6.2  per  cent;  for 
Type' VIII,  14  per  cent  and  9.7  per  cent,  re- 
spectively. 

Dr.  Benjamin  has  commented  on  the  rather  ex- 
traordinary results  with  Type  I serum  where,  in 
50  adequately  treated  cases,  he  had  no  deaths. 
This  finding  may  be  surprising  to  some  of  you, 
but  it  comes  not  without  precedent  to  those  of  us 
who  have  been  treating  Type  I pneumonia  in  the 
wards  of  Lakeside  Hospital.  In  the  last  four  years, 
our  mortality  rate  in  adequately  treated  cases 
has  been  only  5 per  cent  as  compared  with  a mor- 
tality rate  ranging  somewhere  between  30  per 
cent  and  45  per  cent  for  cases  not  treated  with 
serum. 

The  great  problem  with  serum  therapy  has  been 
its  relatively  prohibitive  cost.  In  adequate  dosage, 
especially  in  Type  II,  the  expense  may  run  to 
fifty  or  one  hundred  dollars  per  case.  In  New 
York,  Massachusetts,  and,  I believe,  in  Connecti- 
cut, serum  is  made  available  by  the  state  for  those 
who  cannot  afford  it.  One  wonders  whether  the 
State  of  Ohio  might  not  follow  the  notable  ex- 
ample of  these  states.  At  this  time,  Mr.  Chair- 
man, may  I be  so  bold  as  respectfully  submit 
a request  to  our  own  state  society  that  they 
seriously  consider  such  a step.  The  other  detail  of 
pneumonia  typing  might  also  be  considered  and 
perhaps  be  met  by  local,  county,  or  city  organiza- 
tions. 

Edward  S.  Rogers,  M.D.,  Albany,  New  York: 
In  his  introductory  statement,  Doctor  Benjamin 
touched  upon  a highly  significant  point  in  discuss- 
ing the  advisability  of  classifying  pneumonia  ac- 
cording to  its  etiology  rather  than  according  to 
the  relatively  unimportant  character  of  its 
anatomical  distribution.  I should  like  to  enlarge 
upon  this.  Perhaps  the  analogy  to  our  clinical 
classification  of  dysentery  is  a close  one.  Today, 


for  example,  we  no  longer  consider  it  an  adequate 
clinical  diagnosis  to  speak  of  “dysentery”  without 
adding  to  it  an  etiological  classification,  that  is  to 
say,  either  bacillary  or  amoebic.  We  may  even  go 
farther  than  this  and  sub-classify  according  to 
the  type  of  organism  such  as  Shiga  or  Flexner. 
Carrying  the  analogy  to  pneumonia,  we  should 
speak  of  it  not  only  as  “pneumonia”  but  as 
“pneumococcus  pneumonia”  or  even  further, 
“Type  I”,  or  “Type  II  pneumococcus  pneumonia” 
as  the  case  may  be.  If  it  seems  desirable  to  retain 
the  older  anatomical  classification,  a suitable 
compromise  might  perhaps  be  reached  by  employ- 
ing such  a term  as  “pneumococcus  Type  I lobar 
pneumonia”  or  “pneumococcus  Type  I broncho- 
pneumonia”. In  other  words,  it  seems  unfortunate 
to  speak  of  lobar  pneumonia  and  serum  therapy 
as  one  thing  and  bronchopneumonia  as  something 
quite  different  and  for  which  serum  is  not  advis- 
able. Actually  an  appreciable  number  of  cases  of 
bronchopneumonia  may  also  be  pneumococcal  in 
origin  and  equally  amenable  to  serum  treatment. 

I am  forced,  at  the  risk  of  seeming  inconsistent, 
to  cite  figures  for  so-called  “lobar  pneumonia” 
purely  because  sufficient  data  on  pneumonia  as  a 
whole  are  lacking. 

It  is  interesting  to  estimate  the  potential  effect 
of  serum  treatment,  quite  apart  from  the  in- 
dividual case  or  the  hospital  series,  on  the  popula- 
tion as  a whole.  Let  us  specifically  consider  its 
possible  usefulness  in  Ohio. 

Annually  in  Ohio  there  occur  in  the  vicinity  of 
3.000  deaths  from  “lobar  pneumonia”  indicating 
about  12,000  cases.  From  a large  experience  it  is 
known  that  about  96  per  cent  of  all  cases  of  “lobar 
pneumonia”  are  pneumococcal  in  origin.  If  Ohio 
shares  the  experience  of  her  eastern  neighbors 
with  respect  to  the  incidence  of  the  various  types 
of  pneumococci  within  this  group,  65  per  cent  of 
the  12,000,  or  7,800  cases,  will  be  due  to  Types  I, 
II,  V,  VII  and  VIII.  I have  omitted  Types  VI  and 
XIV  from  this  consideration  because  of  insufficient 
data  as  to  either  their  incidence  or  what  may  be 
expected  of  serum  treatment. 

Let  us  consider  the  theoretical  result  of  the 
application  of  adequate  serum  treatment  for  these 
types  (I,  II,  V,  VII  and  VIII)  on  the  basis  of  our 
knowledge  of  its  potential  effect  derived  from  a 
large  group  of  studies  under  properly  controlled 
conditions.  We  find  that  out  of  the  12,000  cases 
with  3,000  deaths  occurring  annually  in  Ohio, 
1,400  lives  might  be  saved,  a reduction  of  46  per- 
cent. This,  of  course,  is  totally  irrespective  of  the 
2,500  annual  deaths  from  so-called  broncho- 
pneumonia, of  which  a certain  number  might  also 
be  prevented  by  the  application  of  appropriate 
serum  treatment. 

What  I wish  to  stress  is  that  though  such  a 
goal  is  obviously  improbable  of  attainment,  never- 
theless we  possess,  today,  therapeutic  agents 
potentially  capable  of  reaching  it.  The  difficulties 
in  our  path  are  largely  those  of  lay  education  and 
public  health  organization.  These  problems  are 
unquestionably  worth  our  serious  consideration. 
In  so  far  as  it  is  within  my  province  to  do  so,  I 
should  like  to  add  emphasis  to  the  motion  which 
Doctor  Shibley  has  just  made  before  you  this 
morning.  It  seems  to  me  a highly  desirable  under- 
taking. . 

I must  beg  your  indulgence  for  so  having  de- 
parted into  the  realm  of  pure  speculation  but 
sometimes  by  so  doing  we  are  enabled  to  view  a 
problem  in  a new  light.  It  is  gratifying  to  know 
that  here  in  Ohio  this  valuable  work  is  being 
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started.  Our  knowledge  of  the  treatment  of  pneu- 
monia has  advanced  appreciably  during  the  past 
few  years  but  there  still  lies  a long  road  ahead. 
Interest  and  studies  such  as  those  presented  this 
morning  are  essential  to  its  further  progress. 

Dr.  Blankenhorn,  closing  the  discussion  for  Dr. 
Benjamin.  I am  somewhat  dismayed  that  my 
former  colleagues  in  Cleveland  do  not  take  ex- 
ception to  our  work  and  ask  a few  pointed  ques- 
tions as  to  why  the  serum  treatment  of  pneu- 
monia is  so  successful  in  Cincinnati  whereas  it 
had  never  been  considered  very  successful  in 
Cleveland  and  many  other  places.  I am  sure  in 
years  past  I was  of  the  point  of  view  that  serum 
treatment  in  my  hands  at  Lakeside  Hospital  was 
a disappointment;  meanwhile  it  seemed  to  work 
very  well  in  remote  places,  such  as  New  York. 
Can  we  explain  this  unusual  success  with  serum 
treatment  in  Cincinnati  as  due  to  mistake  in 
diagnosis?  That  is  to  say,  did  we  treat  a lot  of 
people  who  were  not  ill  with  pneumonia?  This 
question  I will  answer  with  much  emphasis,  that 
all  the  patients  here  reported  did  have  pneumonia. 
They  were  admitted  through  a receiving  hospital 
not  under  our  control.  They  were  examined  by 
two  or  three  interns  and  residents  and  they  were 
seen  by  two  visiting  men  on  each  ward,  coming 
on  alternate  days.  All  doubtful  cases  were  ex- 
amined with  X-ray.  In  particular,  we  did  not  have 
a pneumonia  service  organized  to  procure  early 
cases  for  treatment.  We  took  what  was  brought 
to  us  by  ordinary  channels,  which  channels  have 
been  functioning  for  many  years  in  the  same  way. 
Before  reporting  our  work  the  entire  material  was 
reviewed  by  Dr.  Ruegsegger,  who  is  now  the  Fel- 
low in  pneumonia,  but  had  nothing  to  do  with  this 
work  except  review  it.  He  agrees  with  me  that 
no  doubtful  cases  are  included. 

Another  question  you  might  ask,  did  we  ex- 
perience an  uncommonly  mild  form  of  Type  I ? I 
might  answer  this  question  by  referring  to  our 
Type  I cases  which  were  not  treated,  in  which 
there  was  a mortality  percentage  of  28.  A survey 
of  material  in  Christ  Hospital,  Cincinnati,  Good 
Samaritan  Hospital,  Cincinnati,  Miami  Valley 
Hospital,  Dayton,  and  Mercy  Hospital,  Pittsburgh, 
shows  that  the  crude  mortality  percentage  for 
Type  I,  treated  and  untreated,  was  about  20, 
which  is  comparable  with  former  years.  I believe 
the  uncommon  good  result  of  our  treatment  of 
Type  I is  due  to  the  fact  that  our  patients  came 
early  to  the  hospital,  that  we  did  very  prompt 
typing  and  administering  of  serum.  Good  serum 
may  also  be  a factor.  We  used  a good  brand  of 
serum  bought  on  the  open  market  and  paid  for  by 
the  hospital.  We  have  not  been  testing  any  par- 
ticular variety  of  serum.  Our  facilities,  except  for 
serum,  have  been  much  restricted  as  to  nursing 
care  and  oxygen  therapy.  I think  these  results 
should  be  looked  upon  as  an  example  of  what  can 
be  done  in  an  ordinary  hospital  with  early  cases 
and  prompt  treatment. 


MOUTH  ULCER 

The  mouth  ulcer  is  usually  not  Vincent’s  infec- 
tion. Many  are  allergic  in  origin  and  are  satisfac- 
torily dealt  with  by  the  determination  of  the  actual 
cause. — T.  L.  Driscoll,  M.D.,  Urol,  and  Cut.  Rev., 
Nov.,  1936;  823. 


Preferred  Mode  of  Attack  to  Treating 
Syphilis 

Fournier,  one  of  the  great  syphilographers  of 
the  past  generation,  instituted  the  so-called  inter- 
mittent treatment  of  syphilis.  He  went  on  the 
theory  that  mercury  was  a potent  remedy,  toxic  to 
the  liver,  bones,  gastro-intestinal  tract  and  kid- 
neys. Therefore,  the  patient  undergoing  treat- 
ment should  have  purposeful  rest  periods  from 
time  to  time.  Thus  alternating  periods  of  treat- 
ment and  of  rest  were  carried  on  for  several  years 
— the  periods  of  treatment  gradually  being  shor- 
tened and  the  rest  periods  lengthened. 

It  is  to  the  credit  of  Almkvist  in  Europe,  and 
almost  simultaneously  to  the  credit  of  Keidel  and 
Moore  in  this  country,  that  the  disadvantages  of 
the  intermittent  type  of  treatment  o#  syphilis 
have  been  called  to  our  attention.  If  it  were  pos- 
sible to  give  syphilitic  patients  large  enough 
doses  of  arsephenamine  and  other  heavy  metals 
to  cure  them  in  one  course  of  treatment  there 
probably  would  be  no  schema  necessary  in  treat- 
ing syphilis.  However,  it  must  be  realized  that  in 
syphilis  we  are  dealing  with  a chronic  infection 
due  to  an  organism  that,  with  our  present  reme- 
dies, only  gradually  disappears  from  the  lymph 
nodes,  skin  and  deeper  structures.  In  fact,  some 
men  like  Warthin  claim  they  never  entirely  dis- 
appear; rather,  that  the  disease  is  merely  “ar- 
rested.” At  any  rate,  it  is  quite  evident  that  in  a 
situation  comparable  to  this  it  would  theoretically 
be  unwise  to  treat  the  patient  by  an  intermittent 
form  of  therapy.  Grant  that  the  organisms  were 
checked  by  the  arsenicals,  the  bismuth  or  even  the 
mercury,  would  it  not  then  stand  to  reason  that  if 
purposeful  rest  periods  were  instituted  in  the 
course  of  treatment,  that  during  these  periods, 
with  the  effect  of  the  remedies  removed,  any 
viable  organisms  would  once  more  start  multiply- 
ing? Not  only  does  this  theoretically  sound  tan- 
gible, but  in  actual  practice,  the  writings  of 
Moore  and  of  the  Cooperative  Clinical  Group 
would  indicate  its  actual  probability.  And  a re- 
cent report  by  Stokes  of  the  League  of  Nations 
investigations  comparing  the  results  of  the  Co- 
operative Clinical  Group,  using  the  continuous 
system  of  treatment  of  syphilis,  as  against  the 
intermittent  form  of  treatment  employed  by  some 
of  the  large  European  clinics,  revealed  a very 
favorable  comparison  for  continuous  treatment. — 
H.  N.  Cole,  M.D.,  Cleveland,  Ohio,  Colorado  Med., 
33:750,  Nov.,  1936. 


Physicians  may  be  divided  into  two  classes  only: 
those  who  are  learning  and  those  who  are  forget- 
ting: there  is  no  third  class. — Henry  A.  Christian, 
M.D. 


SINUSITIS  IN  CHILDREN 

By  LEONARD  NIPPE,  M.D.,  Toledo,  Ohio 


The  Author 

• Leonard  Nippe,  M.D.,  Toledo,  Ohio;  North- 
western University  Medical  School,  1919;  fel- 
low, American  College  of  Surgeons;  member 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology; Detroit  Otolaryngological  Society; 
Chicago  Ophthalmological  Society;  staff  mem- 
ber, Flower,  St.  Vincent’s,  and  Lucas  County 
Hospitals,  Toledo. 


INTRODUCTION 

SINUSITIS  in  children  is  similar  to  sinusitis 
in  adults,  the  principal  differences  lying-  in 
and  arising  from  the  facts  that  children  are 
much  more  susceptible  to  infection  of  the  sinuses 
than  are  adults,  and  that  their  air  spaces  are 
smaller  and  therefore  more  readily  blocked  by  in- 
flammatory swelling  of  the  tissues. 

HISTORY 

The  first  recorded  case  of  sinus  disease  in  a 
child  was  reported  by  G.  A.  Rees  in  1847 ; an  in- 
fant two  weeks  old,  with  a swelling  of  the  left 
cheek,  protrusion  of  the  left  eye,  and  a fistula  into 
the  mouth.  The  maxillary  sinus  was  irrigated, 
and  the  child  recovered  after  six  weeks.  In  the 
same  year  Douglas  reported  a similar  case  in  a 
three-weeks  old  infant.  Since  1919,  when  L.  W. 
Dean  of  St.  Louis  pointed  out  the  direct  connection 
between  sinus  disease  and  various  general  condi- 
tions, so  much  work  has  been  done,  and  so  much  in- 
formation has  been  accumulated,  that  sinusitis 
new  ranks  as  one  of  the  most  common  diseases  of 
childhood  and  is  universally  recognized  as  a diag- 
nostic possibility  in  a great  many  pediatric  condi- 
tions. For  this  reason  infections  of  the  paranasal 
sinuses  are  of  the  greatest  importance,  especially 
to  pediatricians  and  general  practitioners. 

When  we  consider  the  facts  that,  according  to 
the  statistics  of  the  U.  S.  Public  Health  Service, 
common  colds  cause  a direct  economic  loss  of 
$450,000,000  annually  in  this  country  alone,  not  in- 
cluding the  loss  resulting  from  chronic  sinusitis 
and  general  complications ; and  that  acute  sinusitis 
in  children  is  very  commonly  the  forerunner  of 
chronic  hyperplastic  sinusitis  with  its  serious  com- 
plications in  adolescent  and  adult  life,  its  tremen- 
dous importance  requires  no  further  emphasis. 

ANATOMY,  DEVELOPMENT  AND  PHYSIOLOGY 

The  nasal  cavity  and  paranasal  sinuses  are 
lined  with  ciliated,  columnar  epithelium,  which,  in 
its  normal  state,  propels  secretions  and  other  for- 
eign matter  from  all  regions  of  the  sinuses  toward 
the  ostia.  In  the  nasal  cavity  this  epithelium 
moves  such  materials  posteriorly,  in  the  direction 
of  the  nasopharynx. 

In  considering  the  development4  of  the  sinuses, 
it  is  to  be  noted  that  the  anterior  and  posterior 
groups  of  ethmoid  cells  are  the  only  ones  well  de- 
veloped at  birth.  The  maxillaries  are  not  com- 
pletely developed,  but  assume  clinical  importance 
from  the  first  days  of  life ; they  pneumatize  as  the 
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superior  maxillae  grow.  It  is  important  to  know, 
for  reasons  which  will  be  referred  to  later,  that  at 
birth,  and  for  some  time  following,  the  tooth  buds 
are  in  the  floor  and  lateral  wall  of  the  maxillary 
sinus.  The  sphenoid,  for  practical  purposes,  is 
considered  a part  of  the  posterior  ethmoid  group, 
although  it  is  separate  from  those  cells  embryo- 
logically.  It  develops  from  an  invagination,  ex- 
tending from  the  posterosuperior  portion  of  the 
recessus  sphenoethmoidalis,  and  this  site  persists 
as  the  ostium  sphenoidale.  It  does  not  reach  its 
complete  development  until  the  twelfth  year  of 
life,  although  its  clinical  importance  usually  be- 
gins after  the  third  year  of  life. 

The  frontal  sinus  develops  from  any  one  of  a 
number  of  anterior  ethmoid  cells  and,  by  a process 
of  pneumatization,  extends  gradually  toward  and 
into  the  inferior  portion  of  the  frontal  bone.  With 
the  average  rate  of  growth  it  begins  its  ascent 
into  the  vertical  portion  of  the  bone  during  the 
second  year,  and  in  the  third  year  is  3.8  mm.  above 
the  level  of  the  nasion.  It  assumes  the  aspect  of 
a cavity  at  the  twelfth  year  but  it  may  become 
infected  at  any  time.  Killian  operated  a frontal 
sinus  in  a child  of  15  months,  but  in  children  under 
10  years  of  age  we  need  only  occasionally  to  con- 
sider the  sphenoid  or  the  frontal  sinuses  clinic- 
ally. 

One  severe  or  many  mild  infections  will  arrest 
the  development  of  the  sinuses4.  For  instance,  an 
infection  of  the  anterior  ethmoid  cells  will  influ- 
ence those  cells  and  possibly  prevent  the  forma- 
tion of  the  frontals.  It  is  also  significant  to  note 
that  the  clinical  course  of  an  infection  in  a rudi- 
mentary sinus  is  toward  chronicity.  It  has  been 
observed  in  cases  of  acute  sinus  infection,  that,  if, 
on  one  side,  the  sphenoid  is  of  average  size  and, 
on  the  other,  rudimentary,  the  normal  sphenoid 
will  follow  the  natural  convalescence,  while  the 
rudimentary  sphenoid  sinus  will  not  heal  readily 
and  requires  long  and  persistent  care.4 

Just  as  Wittmack  of  the  University  of  Jena  con- 
tends that  the  persistent  infantile  mastoid  is  due 
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to  the  arrest  of  pneumatization  by  infections  of 
the  mastoid  bone  in  early  chTdhood,  so  the  proto- 
type of  the  persistent  infantile  mastoid  is  seen  in 
the  persistent  infantile  sinuses,  with  a correspond- 
ing increased  susceptibility  to  infections.  These 
known  facts  render  obvious  the  importance  of 
early  treatment  of  every  sinus  infection  in  infants 
and  children  as  well  as  the  necessity  of  doing 
everything  possible  to  prevent  the  primary  infec- 
tion. 

ETIOLOGY 

1.  Predisposing  factors : 

Lowered  resistance 
Allergic  conditions 
Endocrine  dyscrasia 
Lack  of  sunshine 
Poor  climatic  conditions 
Poor  hygiene 

Improper  atmospheric  conditions.  I refer 
particularly  to  hot  dry  atmosphere  in 
homes  and  school  rooms  during  the 
winter  months. 

Sudden  changes  in  temperature.  Here  I 
have  in  mind  not  only  the  changes  in 
weather,  but  also  the  change  in  tempera- 
ture to  which  the  child’s  nose  is  subjected 
upon  emerging  from  an  overheated,  dry 
home  or  schoolroom  into  the  cold,  damp, 
outdoor  atmosphere,  producing  the  effect 
which  Dr.  Thomas  Hubbard  of  Toledo  has 
so  well  described  as  a “humidity  shock”, 
comparable  to  that  of  suddenly  bringing 
a wet  blanket  in  direct  contact  with  the 
tissues. 

Swimming — especially  in  indoor  pools  where 
upper  respiratory  tract  infections  are  dis- 
tributed so  freely. 

Family  carriers — some  other  member  of  the 
family  with  a chronic  sinusitis  may  act 
as  a reservoir  of  infection — a point  com- 
monly overlooked. 

2.  Local  factors: 

Interference  with  ventilation  and  drainage 
of  sinuses  (by) 

(a)  Edema  of  the  mucosa 

(b)  Hypertrophy  of  turbinates,  es- 
pecially middle 

(c)  Septal  deviations 

(d)  Hypertrophied  tonsils  and  ade- 
noids— small  under  developed  na- 
sopharynx, etc. 

(e)  Atresia  of  nares  and  choanae 

(f)  Foreign  bodies 

(g)  Obstructive  tumors 

3.  Constitutional  factors: 

Frequent  head  colds 

Tonsillitis — Dean3  believes  that  hypertro- 
phic tonsils  and  adenoids  are  responsible 
for  80  per  cent  of  sinus  disease  in  chil- 
dren, but  this  seems  high  in  view  of  the 
large  number  of  predisposing  factors  and 
their  relative  importance.  In  211  cases  of 
adenotonsillectomy,  Carmack11  found 
maxillary  sinus  infection  present  in  30, 
in  28  of  which  it  was  demonstrable  by 
x-ray. 

Measles 

Scarlatina 

Pertussis 

Influenza 

Pneumonia 

Diphtheria 


SYMPTOMS 

In  referring  to  the  development  of  the  sinuses, 
I have  previously  brought  out  the  reasons  for 
early  treatment  of  every  sinus  infection  in  chil- 
dren. For  the  same  reasons  the  early  recognition 
of  the  symptoms  and  signs  of  sinusitis  in  these 
young  patients,  particularly  by  the  pediatrician 
and  general  practitioner,  is  of  the  utmost  impor- 
tance because  they  are  the  first  to  see  most  of 
these  cases.  It  is  interesting  to  note  here  that 
the  incidence  of  acute  sinus  infections  is  twice- 
as  great  between  the  ages  of  4 and  9 as  it  is  be- 
tween 10  and  15. 

In  acute  sinusitis  a purulent  nasal  discharge,, 
moderate  sepsis  and,  occasionally,  although  not 
often,  a severe  localized  head  pain,  are  indications, 
for  a prompt  and  thorough  examination  of  the 
nasal  cavity  and  sinuses.  The  following  list  of' 
symptoms  and  signs  point  to  chronic  sinusitis: 

1.  Chronic  nasal  and  postnasal  discharge — -it  be- 
comes impossible  to  keep  the  nose  clean. 

2.  Chronic  postnasal  discomfort  with  or  without 
hawking.  Frequent  clearing  of  the  throat. 

3.  Chronic  dry  or  raspy  throat — granular  phar- 
ingitis. 

4.  Deep  tracheal  cough  in  early  morning  hours,, 
when  temperature  drops  and  child  becomes 
chilled. 

5.  Recurrent  head  colds  with  and  without  recur- 
rent acute  suppurative  otitis  media. 

6.  Sneezing. 

7.  Hayfever  patients  with  extraseasonal  discom- 
fort— nasal  discharge,  headaches,  nasal  ob- 
struction— suspect  chronic  sinusitis. 

8.  Chronic  supraorbital,  intraocular  or  occi- 
pital headaches,  particularly  in  the  morning.. 
While  these  are  rare  in  children,  they  do  occur.. 
In  such  cases  check  the  vision  and  refraction,, 
eliminate  abnormalities  of  blood  pressure  and 
bowels,  etc.;  then  investigate  the  sinuses. 

9.  Chronic  bilateral,  unilateral,  or  shifting  nasal 
obstruction.  This  may  be  due  to  a vasomotor 
disturbance  of  the  turbinates,  but  investigate 
the  sinuses, 

10.  Obvious  polypi  seen  at  the  nares.  This  usu- 
ally points  to  a similar  condition  in  the  lining 
of  the  sinuses. 

11.  Hoarseness  or  nasal  voice. 

12.  Chronic  bronchitis10 — often  dates  back  to  the 
age  of  two  or  three  years.  Such  patients,  as 
well  as  those  suffering  from  asthma,  should 
be  questioned  closely  for  a history  of  post- 
nasal discharge,  frequent  raspy  throats,  fre- 
quent hqad  colds,  frequent  sinus  headaches, 
nasal  discharge  or  obstruction.  Any  one  of 
these  warrants  the  suspicion  of  a nasal  focus. 

13.  Lacrimation. 

14.  Swelling;  of  the  eyelids. 

15.  Unexplainable  nervous  or  physical  exhaustion. 
There  have  been  many  cures  of  run-down 
states  in  which  an  unsuspected  sinus  focus 
was  uncovered  and  eliminated.  Chronic  sinus- 
itis may  cause  a child  to  be  irritable  and 
cross,1  just  as  psychosis  and  personality 
changes  in  adults  sometimes  have  the  same 
basis. 

16.  The  pediatrician  meets  many  patients  who 
elude  a diagnosis  and  resist  general  therapy. 
In  such  cases  it  is  suggested  that  he  consider 
any  one  or  more  of  the  following  findings  in 
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his  young  patients  as  a clue  to  the  presence 
of  a latent  sinusitis: 

Dark  rings  under  the  eyes 

Hacking  cough 

Anorexia 

Unexplainable  gagging  or  vomiting  and 
possible  convulsions.  It  is  not  improb- 
able that  some  epileptiform  seizures  are 
caused  by  infections  of  the  sphenoid 
sinuses,  particularly  those  with  a serous 
type  of  discharge. 

Enlarged  cervical  nodes 

Lymphoidal  studs  on  the  posterior  pharyn- 
geal wall;  lymphadenoid  hyperplasia  of 
the  pharynx  and  nasopharynx 

To  recapitulate,  in  cases  of  chronic  nasal  dis- 
charge, a chronically  uncomfortable  throat, 
chronic  hawking,  recurrent  head  colds,  allergic 
patients  with  extraseasonal  nasal  complaints, 
chronic  nasal  obstruction,  nasal  polypi,  unexplain- 
able bronchitis,  asthmatics  with  negative  skin 
tests,  and  occasionally  run-down  states,  suspect 
sinusitis.  Here  are  some  other  disorders  in  whose 
clinical  picture  infection  in  the  sinuses  often  plays 
an  important  part: 


1. 

Arthritis 

8. 

Fever 

2. 

Endocarditis 

9. 

Cyclic  vomiting 

3. 

Pyelitis 

10. 

Nephrosis 

4. 

Septicemia 

11. 

Nephritis 

5. 

Chronic  digestive 

12. 

Diphtheria  carriers 

disturbances 

13. 

Orbital  and  ocular 

6. 

Abdominal  pains 

infections 

7. 

Diarrhea  in  infants 

14. 

Meningitis 

with  dehydration 

15. 

Brain  abscess 

16. 

Lung  abscess 

PATHOLOGY 

I Bacteriology 

The  following  organisms  are  most  usually 
found  in  cases  of  acute  sinusitis: 

Streptococcus  } most  commonly 

Staphylococcus  j predominate 

Pneumococcus 

B.  Friedlander 

B.  Diphtheriae 

Micrococcus  Catarrhalis 

B.  Mucosus  Capsulatus 

II  Histolic  changes  : These  vary  from  the  simple 

swelling  of  the  mucous  membrane  lining  in 
acute  cases,  to  the  marked  changes  character- 
istic of  advanced  chronic  hyperplastic  sinus- 
itis. These  are:  cystic  glandular  degenera- 
tion, glandular  hyperplasia,  marked  subepi- 
thelial  fibrosis  with  chronic  infection,  abscess 
formation  in  its  various  stages,  polyp  forma- 
tion, chronic  periostitis  and  osteitis  with  per- 
foration (in  the  case  of  the  maxillary  sinus, 
into  the  oral  cavity  or  through  the  canine 
fossa) . 

DIAGNOSIS 

For  the  diagnosis  of  sinus  infection  in  children 
one  should  obtain  a good  history,  inquire  into  the 
family  tendencies,  and  investigate  the  possible 
contagious  factors  as  well  as  allergic  and  endo- 
crine disturbances.  The  usual  complaint  is  of 
nasal  discharge  and  stuffiness  of  the  nose.  In- 
quire here  as  to  the  duration,  quantity  and  nature 
of  the  discharge;  whether  it  is  watery,  yellow, 
green  or  white.  One  pathological  sign,  invariably 


present,  is  a red,  granular  posterior  pharyngeal 
wall  with  or  without  pus  or  mucopus  covering  its 
surface. 

From  the  standpoint  of  the  rhinologist  the  fol- 
lowing remarks  may  be  made  with  reference  to 
diagnosis:  The  difficulty  often  encountered  in  ex- 
amining children  for  sinus  infections  should  not  be 
a deterrent  to  the  proper  procedure.  It  may  be 
necessary  to  perform  the  examination  under  gen- 
eral anesthesia,  but  this  should  not  prevent  its 
execution.  One  does  not  hesitate,  as  a rule,  to  put 
the  child  to  sleep  for  tonsillectomy,  and  the  pre- 
vention of  advanced  chronic  hyperplastic  sinusitis 
is  equally  important.  Therefore,  one  should  not 
divert  from  the  proper  course. 

It  occasionally  requires  some  effort  to  persuade 
parents  to  subject  their  child  to  a satisfactory  ex- 
amination and  the  proper  treatment,  but  the  con- 
scientious physician  must  urge  them  to  cooperate 
in  the  interest  of  the  patient.  The  septum  should 
be  examined  before  and  after  shrinking  of  the 
soft  tissues  for  obstruction  due  to  harmful  deflec- 
tions or  spurs  on  one  side  or  both.  The  middle 
turbinates  should  be  inspected  for  size,  and  one 
should  note  particularly  whether  or  not  one  or  the 
other  middle  turbinate  is  pressed  tightly  against 
the  lateral  wall,  thus  interfering  with  proper  ven- 
tilation and  drainage  of  the  anterior  ethmoid  cells, 
maxillaries  or  frontals.  There  may  be  polypi  in 
evidence.  Sometimes  these  may  disappear  and 
again  reappear  at  a subsequent  examination.  One 
may  find  pus  dripping  over  the  middle  portion  of 
the  inferior  turbinate,  indicating  that  it  comes 
from  the  maxillary  sinus  or  anterior  ethmoid  cells 
or  both.  Diagnostic  irrigation  of  the  maxillary 
sinus  is  here  frequently  in  order.  Many  cases  will 
not  recover  or  improve  without  it.  One  may  see 
a stream  of  pus  dripping  over  the  posterior  part 
of  the  middle  turbinate,  indicating  that  it  may  be 
coming  from  the  posterior  ethmoids  or  the  sphe- 
noid. 

The  pus  taken  from  the  sinus  should  be  exam- 
ined to  determine  its  bacteriology  and  cytology. 
In  chronic  sinus  disease  secretion  may  be  present 
or  entirely  absent.  The  presence  of  eosinophiles 
in  the  discharge  is  very  suggestive  of  an  allergic 
rhinitis,  while  an  abundance  of  polymorphonuclear 
neutrophils  may  mean  infection.  It  is  rare  to  find 
an  abundance  of  streptococci  unless  there  is  infec- 
tion in  the  sinuses.  An  x-ray  study  should  be 
made  of  the  sinuses,  principally'  to  determine 
whether  or  not  a given  sinus  is  present,  and  if  it 
is  present,  to  ascertain  whether,  on  an  anatomical 
basis,  it  is  of  sufficient  size  to  have  clinical  sig- 
nificance. A blurred  sinus  in  the  x-ray  picture,  to- 
gether with  the  presence  of  inflammation  about  the 
ostium  of  the  sinus  or  in  the  pharynx,  suggests 
infection.  Glands  in  the  neck  are  almost  always 
palpable  when  there  is  infection  of  the  nasal 
sinuses. 

The  best  way  to  make  a diagnosis  of  infection 
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of  the  sinuses  in  children  is  to  combine  a thor- 
ough clinical  examination,  including  laboratory 
study  of  the  nasal  discharge,  with  a good  x-ray 
examination.  Certain  things  can  be  done  with 
almost  any  child.  The  x-ray  picture  may  be  se- 
cured, the  pharynx  studied,  the  laboratory  exam- 
ination of  the  nasal  discharge  made,  glands  in  the 
neck  looked  for,  and  the  nose  may  be  examined 
by  anterior  rhinoscopy.  On  the  other  hand,  as- 
piration of  the  sinuses  for  bacteriological  and  cyto- 
logical  study,  and  the  study  of  the  interior  of  the 
nose  with  the  nasopharyngoscope,  which  can  be 
done  easily  in  the  adult,  is  impossible  with  very 
young  children.  In  many  cases  it  is  necessary  to 
remove  the  tonsils,  and  there  is  no  reason  why  the 
examination  of  the  sinuses  should  not  be  completed 
while  the  patient  is  under  the  anesthetic;  it  is 
easily  done.  In  every  child  undergoing  tonsillec- 
tomy, in  whom  sinusitis  may  be  causing  or  aggra- 
vating some  systemic  condition,  a study  of  the 
nasal  sinuses  should  be  made  at  the  time  of  oper- 
ation in  order  that  the  pediatrician  and  the  rhin- 
clogist  may  know  precisely  with  what  they  have  to 
contend. 

COMPLICATIONS 

These  have  already  been  referred  to  but  it  is 
well  to  emphasize  several  of  the  more  common 
ones: 

1.  Arthritis.20  Routine  sinus  x-ray  of 

386  cases  of  arthritis,  presenting  no  other 
symptoms  of  sinusitis,  showed  chronic 
hyperplastic  sinusitis  in 
93  cases,  only 

16  of  which  were  aware  that  they  had 
sinus  trouble. 

2.  Endocarditis. 

3.  Chronic  bronchitis.  In  a series  of  x-rays  of 
chests  and  sinuses  in  the  same  individuals 
Wasson  & Waltz5  found  chronic  sinusitis  and 
chronic  bronchitis  so  commonly  associated  that 
they  have  come  to  classify  the  two  as  one  dis- 
ease, termining  it  “bronchosinusitis” ; there- 
fore their  axiom  “clear  sinuses — healthy 
chest”;  “chronic  sinus  infection — chronic 
bronchitis”. 

4.  Bronchiectasis.  The  type  limited  to  a single 
lobe  can  be  cured  by  lobectomy,  but  bronchi- 
ectasis secondary  to  chronic  sinusitis  is  prac- 
tically always  bilateral,  and  the  outlook  prac- 
tically hopeless  with  respect  to  a satisfactory 
cui*e. 

5.  Asthma.  R.  Clarke  Grove  and  Robert  A. 
Cooke9  state  that  in  asthma  complicating 
chronic  sinusitis  the  hyperplastic  changes  are 
an  allergic  response  of  a specialized  tissue 
membrane  to  bacteria  or  their  products,  re- 
sulting from  low  grade  infections  in  a patient 
with  a peculiar  constitutional  allergic  capac- 
ity. They  also  state  definitely  that  in  such 
cases  of  asthma  the  hyperplastic  sinusitis  de- 
velops first,  and  that  the  asthma  is  secondary. 

TREATMENT 

Prophylaxis  demands  first  and  lasting  considera- 
tion. The  treatment  of  acute  sinusitis  is,  of 
course,  nonoperative.  The  physiology  of  the  nose 
and  sinuses,  previously  outlined,  must  be  borne  in 
mind  constantly.  It  is  fundamentally  important 


to  establish  ventilation  and  drainage  just  as  it  is 
necessary  for  sinuses  to  be  well  ventilated  in 
order  to  remain  healthy.  At  the  outset  I would 
condemn  the  all  too  common,  indiscriminate  use 
of  nose  drops.  There  is  a time  for  the  proper 
use  of  ephedrine,  but  this  can  easily  be  overdone, 
and  with  harmful  results.  Furthermore,  the  pre- 
scribing of  nasal  drops  is  not  enough.  Too  much 
confidence  in  them  and  the  tendency  to  take  the 
easy  course  prevent  better  treatment  and  conse- 
quently lead  to  poor  results  in  acute  cases,  many 
of  which  proceed  to  develop  into  chronic  sinus- 
itis with  its  distressing  and  discouraging  com- 
plications. It  is  obvious  therefore  that  the  treat- 
ment must  be  complete.  It  is  my  custom,  in  office 
practice,  to  use  a spray  for  shrinking,  then  suc- 
tion with  a glass  tip,  followed  by  removal  of  all 
the  secretions  possible  from  the  nasal  cavity 
and  nasopharynx  with  a fine  suction  tube  which 
I have  had  made  for  that  purpose.  This  is  followed 
by  a period  of  20  to  30  minutes  under  the  infra- 
red lamp,  if  the  patient  is  not  too  young  to  be 
treated  in  that  manner.  I have  also  been  encour- 
aged by  the  beneficial  effect  of  a single  dose  of 
stock  vaccine  at  the  first  treatment. 

For  home  treatment  a hot,  wet  compress  ap- 
plied to  the  entire  face  for  one-half  hour,  fol- 
lowed by  a cool  compress  for  a minute  or  less, 
and  repeated  four  times  daily,  has  been  very  sat- 
isfactory in  my  experience.  Excessive  secretions 
may  be  removed  by  suction,  then  1 per  cent 
ephedrine  applied  by  dropper  or  spray,  and  fol- 
lowed, after  five  minutes,  by  suction.  Adequate 
rest  is  important;  keep  the  child  out  of  school 
and  in  bed  during  the  acute  stage. 

The  diet  should  be  strictly  regulated  and  in- 
clude an  abundance  of  fruit  and  vegetables,  es- 
pecially thin,  green,  leafy  vegetables,  as  well  as 
all  dairy  products,  a minimum  of  starchy  foods, 
an  adequate  amount  of  protein  and  cod  liver 
oil.  The  patient  should  be  alkalinized  and  elimina- 
tion regulated.  Faulty  indoor  atmospheric  con- 
ditions should  be  corrected;  this  is  a point  which 
is  almost  universally  neglected.  Hot  dry  atmos- 
phere predisposes  to  acute  sinus  infection  and, 
when  the  latter  is  present,  makes  it  worse  and 
prolongs  the  convalescence.  The  prevalent  and 
pernicious  custom  of  heating  offices,  homes  and 
schoolrooms  in  this  climate  to  75°  and  even  above 
80°  in  winter,  with  relative  humidity  readings 
down  to  14  per  cent,  is  distinctly  harmful  and  in 
direct  antagonism  to  the  effect  of  logical  treat- 
ment on  sinus  infection.  A maximum  indoor 
winter  temperature  of  68°  with  40  per  cent  to 
50  per  cent  relative  humidity  is  to  be  recom- 
mended. 

In  the  treatment  of  chronic  sinusitis  the  first 
step  is  to  remove  the  cause.  Lesions  in  the  nose 
interfering  with  ventilation  of  the  sinuses  should 
be  corrected.  Remove  the  adenoids  and,  if  nec- 
essary, the  tonsils  as  soon  as  the  indication  is 
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definitely  present.  Irrigations,  with  the  patient  in 
the  Proetz  position,  using  sterile,  warm  normal 
saline,  instilled  in  one  nostril  and  sucked  out  of 
the  other  is  a most  satisfactory  method  of  cleans- 
ing the  nose  and  nasopharynx  of  older  children — 
and  even  young  children — in  the  office  as  well  as 
at  home.  Following  this,  displacement  -with  one- 
half  per  cent  ephedrine  sulphate  in  sterile  normal 
saline  is  of  distinct  value  in  cases  of  persistent, 
mild,  chronic  ethmoiditis. 

If  vaccines  are  to  be  used,  it  seems  logical  and 
best  to  skin  test  the  patient  with  the  various 
organisms  found  in  a culture  from  the  contents 
of  the  infected  sinus  or  sinuses,  and  to  prepare 
the  vaccine  only  from  the  organism  or  organisms 
to  which  the  patient  proves  to  be  sensitive.  Al- 
lergic conditions  must  be  controlled.  Endocrine 
dysfunction  should  receive  proper  attention.  The 
hygiene  of  the  home  may  and  probably  does  need 
adjustment  in  a high  percentage  of  cases.  The 
superheated,  dust  laden,  dry  air  of  homes  and 
schoolrooms  in  this  climate  is  unfit  to  breathe. 
On  the  other  hand,  it  should  be  stated  here  that, 
while  sleeping  in  an  ice  cold  room  may  result  in 
no  perceptible  damage  to  a normal  nose,  this 
practice  is  harmful  in  cases  of  chronic  sinusitis. 
The  ideal  atmosphere  for  sleeping  rooms  in  this 
climate  during  the  winter  months  is  one  with  a 
temperature  range  between  55°  and  60°  and  a 
relative  humidity  of  45  per  cent.  All  children, 
'particularly  school  children,  should  wear  cloth- 
ing of  proper  and  uniform  weight  during  these 
months.  Lightweight  clothing  designed  for  sum- 
mer wear  is  harmful  and  therefore  improper  in 
cold  weather. 

Exercise  and  play  in  the  sunlight  are  indi- 
cated. Improper  food  habits  must  be  controlled. 
It  is  surprising  to  find  how  many  deleterious 
habits  have  prevailed  for  years  in  many  cases. 
The  correction  of  these  habits,  together  with 
proper  hygiene  and  an  abundance  of  exercise, 
often  produces  excellent  results  without  further 
treatment  in  cases  uncomplicated  by  systemic  dis- 
ease. In  children  under  five  yeai's  of  age  need- 
ing adenoidectomy,  I prefer  to  leave  the  tonsils, 
providing  no  real  indication  for  their  removal  is 
found,  even  though  it  may  be  necessary  to  re- 
move them  at  some  later  date. 

In  cases  of  asthma3  good  results  are  often  se- 
cured in  children  who  from  infancy  have  had  re- 
peated attacks  of  nasal  sinusitis  and  in  whom 
such  an  attack  often  preceded  the  asthmatic  seiz- 
ure. It  is  necessary3  that  the  pediatrician  first 
exhaust  all  of  his  resources  before  one  attacks  in- 
fection in  the  sinuses.  The  results  of  sinus  work 
in  selected  cases  certainly  justify  the  operations 
that  have  been  done,  and  a diagnosis  of  allergy 
is  no  contraindication  to  surgical  correction  of 
bony  intranasal  deformities.  However,  one  must  not 
conclude  that,  just  because  a patient  with  asthma 
has  a chronic  sinusitis,  eradication  of  the  sinus 


infection  will  result  in  relief  from  the  asthma. 
In  these  cases  thorough  cooperation  with  an  ex- 
pert allergist  is  the  best  safeguard  against  em- 
barrassing disappointments. 

Operative  work  on  the  sinuses  in  children  is 
not  often  indicated  unless  the  systemic  condi- 
tion requires  haste  in  the  removal  of  the  infec- 
tion. When  a cardiac  lesion,  hemorrhagic  ne- 
phritis or  some  other  serious  condition  is  present 
as  a complication  of  chronic  sinusitis,  and  indi- 
cation for  operation  on  the  sinuses  becomes  ap- 
parent, the  exigencies  of  the  situation  demand 
prompt  eradication  of  the  sinus  infection. 

The  operation  through  the  canine  fossa,  often 
done  on  the  maxillary  sinus  in  adults,  is  contra- 
indicated in  young  children  because  of  the  danger 
of  devitalizing  the  tooth  buds,  excepting  when 
the  outer  wall  of  the  maxillary  sinus  is  com- 
pletely necrotic,  a condition  which  is  encountered 
but  rarely.  In  such  instances  the  face  is  swollen, 
and  there  are  usually  discharging  sinuses  with 
sequestration.  In  not  more  than  1 per  cent  of 
children  with  chronic  sinusitis  with  systemic  com- 
plications is  it  necessary  surgically  to  attack  the 
ethmoid  sinuses.  These  should  never  be  attacked 
unless  one  is  convinced  that  osteitis  is  present  and 
that  there  is  a definite  connection  between  the 
infection  in  the  ethmoid  cells  and  the  systemic 
disease.  Also,  one  must  be  convinced  that  eradi- 
cation of  the  ethmoid  infection  will  bring  about 
an  improvement  in  the  systemic  condition  suffi- 
cient to  justify  the  operation.  Fortunately,  in 
children  under  10  years  of  age,  it  is  rarely  nec- 
essary to  consider  surgical  treatment  of  the 
sphenoid  or  the  frontal  sinuses. 

In  99  per  cent  of  children  with  chronic  nasal 
sinus  infection  and  systemic  complications,  the 
surgical  procedures  in  the  nose  are  limited  to  the 
removal  of  obstructing  lesions  and  a window  in 
the  inferior  meatus  for  ventilation  and  drainage. 
This,  combined  with  cleansing  of  the  nose  with  a 
fine  suction  tip  and  the  occasional  cleansing  of 
the  maxillary  sinus,  usually  suffices.  Even  early 
in  the  course  of  a chronic  sinusitis  it  is  often  of 
very  great  advantage  to  have  such  an  opening  in 
the  maxillary  sinus,  particularly  when  it  is  diffi- 
cult to  obtain  good  drainage  from  the  middle 
meatus. 

In  simple  empyema  of  the  maxillary  sinus,  with 
poor  drainage  or  a definite  tendency  toward 
chronic-ity,  I have  had  very  satisfactory  results 
from  a temporary  meatal  opening  made  in  a very 
simple  manner.  Under  short,  general  anesthesia, 
a right  angle  tonsil  hemostat  is  pushed  through 
the  wall  of  the  sinus  below  the  inferior  turbinate, 
and  the  opening  enlarged  by  a circular  movement 
of  the  instrument  in  the  sagittal  plane.  The  ad- 
vantage of  this  instrument  over  others  commonly 
used  is  that  it  offers  much  less  danger  of  trau- 
matizing the  inferior  turbinate. 

Thus  far  this  discussion  might  lead  one  to  feel 
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that  we  expect  practically  perfect  results  in  all 
cases.  This  we  do  not,  for  reasons,  the  mere  men- 
tioning of  which  renders  them  obvious : Imagine 
the  impossibility  of  complete  and  sufficiently 
lengthy  isolation  of  all  school  children  with  acute 
or  chronic  colds.  Some  of  them  would  never  get 
to  school.  Consider  the  difficulty  in  correcting 
indoor  atmospheric  conditions  and  other  hygienic 
errors  generally.  Under  our  present  economic 
system  a high  percentage  of  these  young  patients 
do  not  have  pai’ents  who  can  afford  complete, 
thorough  study  and  treatment  of  sinus  condi- 
tions nor  can  they  afford  air  conditioning  equip- 
ment, which  would  be  very  helpful.  But  we,  as 
a profession,  must  nevertheless  use  all  the  known 
facts  and  forces  available  to  teach  the  public  and 
to  help  them  combat  this  serious  menace  to  the 
utmost.  If  we  fail  to  do  this,  they  will  obtain 
their  information  and  such  help  as  they  can  from 
other  sources,  and  to  our  discredit. 

PROGNOSIS 

The  prognosis  may  be  summed  up  as  follows: 
If  the  inflammation  is  infectious  in  origin,  is 
treated  promptly  and  thoroughly,  either  medically 
or  by  conservative  surgical  measures,  the  con- 
dition will  generally  subside,  leaving  no  sequellae 
detrimental  to  general  health  other  than  perhaps 
a greater  tendency  to  recurrent  nasal  infection. 
If,  however,  the  infection  progresses  untreated  to 
a chronic  stage,  and  if,  particularly,  the  sinus  in- 
flammation is  but  a local  manifestation  of  gen- 
eral systemic  allergy  or  other  dysfunction,  then 
the  sinus  disease  will  persist  and  continue  to 
occasion  local  symptoms  until  the  underlying  cause 
is  found. 

CONCLUSION 

Sinusitis  is  very  common  during  childhood.  Ob- 
viously, therefore,  it  is  of  the  utmost  importance, 
first,  that  we  prevent  the  development  of  chronic 
sinusitis,  with  its  troublesome  and  often  serious 
complications,  by  prompt,  logical  and  thorough 
management  of  all  cases  of  acute  sinusitis,  par- 
ticularly in  early  childhood ; second,  that  we  give 
juvenile  cases  of  chronic  sinus  infection  the  bene- 
fit of  the  same  adequate  treatment  administered  to 
adults.  Inadequate  or  negative  treatment  is  un- 
satisfactory and  harmful. 

316  Michigan  Street. 
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DISCUSSION 

Myron  Metzenbaum,  M.D.,  Cleveland,  Ohio: 
Dr.  Nippe’s  paper  is  a broad,  comprehensive  and 
detailed  presentation  of  the  subject  of  “Sinusitis 
in  Children.”  The  mucous  membrane  lining  of 
the  cells  of  the  nasal  accessory  sinuses,  the  eusta- 
ehian  tubes,  the  middle  ear  as  well  as  the  nares, 
the  nasopharynx,  the  larynx  and  the  bronchi  are 
histologically  and  biologically  similar,  and  their 
reactions  to  severe  irritations,  congestions  and  in- 
fections are  usually  the  same.  The  toxins  of  the 
as  yet  undiscovered  germs  of  measles,  scarlatina 
and  influenza,  and  the  common  cold  usually  pro- 
duce a simultaneous  reaction  to  this  entire  mucous 
membrane  tract.  The  increased  serous  discharge 
itself  causes  but  slight  symptoms  as  long  as  it  is 
freely  expelled.  When  the  swelling  of  the  mucous 
membranes  of  the  small  ostia  of  the  sinuses  result 
in  retention  of  the  excessive  secretions,  this  re- 
tained serous  secretion  becomes  muco-purulent 
and  finally  purulent. 

Prophylactic  Treatment:  Ventilation  and  Drain- 
age. In  infants  and  in  young  children  the  antrum 
and  the  anterior  ethmoid  cells  and  later  the  pos- 
terior ethmoid  and  frontal  cells,  when  they  de- 
velop, all  empty  in  the  middle  nasal  fossa.  Venti- 
lation and  drainage  can  be  established  in  the 
entire  anterior  and  posterior  nares  and  in  all  of 
the  nasal  accessory  sinus  cells  as  follows:  With 

a 1/10  per  cent,  but  not  over  % per  cent,  solution 
of  cocain  with  ephedrine,  nasal  packs  are  intro- 
duced and  left  in  the  nares  for  five  minutes  until 
the  edematous  and  congested  nasal  mucous  mem- 
branes and  lower  and  middle  turbinates  are 
shrunk.  Then  with  an  electric  or  water  driven 
dry  suction  pump  to  which  is  attached  a glass 
nasal  tip  fitting  tightly  into  the  nares,  the  accu- 
mulated secretions  are  withdrawn  from  the  nares 
and  the  nasopharynx,  the  plugs  from  the  ostia 
and  the  retained  secretion  from  the  sinuses 
thereby  establishing  ventilation  and  drainage  si- 
multaneously to  all  the  blocked  sinuses  and  the 
entire  nasopharyngeal  tract. 

If  this  procedure  is  performed  once  or  possibly 
twice  a day  in  the  early  stages  of  acute  mucous 
membrane  infections  of  the  sinuses  and  naso- 
pharynx, then  the  congested  head  pains  will  be 
ameliorated,  the  temperature  lowered  and  the 
sinuses  rendered  less  subject  to  chronic  muco- 
purulent or  to  purulent  involvement.  At  the  same 
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time  the  secretion  obstructing  or  blocking  the 
eustachian  tubes  is  also  withdrawn,  often  reliev- 
ing accompanying  ear  pains  and  possibly  pre- 
venting otitis  media. 

In  infants  and  in  young  children  dry  suction 
lessens  the  amount  of  infected  paranasal  secretion 
from  gliding  down  the  pharyngeal  wall  into  the 
larynx  and  bronchi  or  from  reaching  the  lungs 
by  way  of  the  lymphatics  or  blood  streams  and 
renders  less  likely  accompanying  or  recurrent  in- 
fections of  bronchitis  or  broncho-pneumonia  and 
later,  in  chronic  cases,  the  condition  of  bronchiec- 
tasis. In  acute  cases  of  sinusitis,  especially  in  in- 
fants and  in  young  children,  if  ventilation  and 
drainage  are  maintained,  necrosis  of  the  ethmoid 
cells  is  less  likely  to  occur. 

Intracranial  complications,  such  as  meningitis 
and  possibly  infantile  paralysis  traveling  by  way 
of  the  cribiform  plate,  the  nasal  lymphatics  or  the 
ascending  nasal  blood  streams  or  through  necrotic 
bone,  are  less  likely  to  occur  if  the  infected  para- 
nasal secretions  in  the  infant  and  in  young  chil- 
dren are  removed  by  dry  suction  and  free  sinus 
ventilation  and  drainage  are  frequently  or  con- 
tinuously established. 

The  Advantages  of  Mandelic  Acid  Over 
the  Ketogenic  Diet 

Clark  and  Keltz  of  Oklahoma  City  have  given  a 
simplified  ketogenic  diet  for  adults  that  can  be 
used  by  the  general  practitioner  with  excellent 
results.  I have  been  unable  to  find  such  diets  sim- 
plified or  standardized  for  children.  The  specialist 
can  order  for  his  juvenile  patient  a ketogenic  diet 
to  be  prepared  by  the  hospital  dietitian  and  note 
the  results  in  the  urine  reports  from  the  labora- 
tory. For  the  general  practitioner,  the  task  is  not 
so  easy  and  each  case  must  be  given  personal  and 
painstaking  attention.  Presuming  that  he  can 
calculate  a suitable  diet,  he  will  offer  to  a sick 
child  a combination  of  nauseating  foods  to  be  pre- 
pared and  administered  by  the  mother.  Mandelic 
acid  is  readily  taken  and  well  tolerated  by  children. 

Success  with  the  ketogenic  diet  in  children  can 
rarely  be  attained  in  the  home.  It  is  not  necessary 
to  hospitalize  a child  to  administer  mandelic  acid. 

The  standardized  ketogenic  diet  can  be  readily 
prepared  in  any  home  but  the  patient  when  away 
must  depend  on  eggs  and  40  per  cent  cream.  The 
richest  whipping  cream  is  rarely  over  36  per  cent 
butterfat  and  is  not  suitable  for  the  ketogenic 
diet.  Mandelic  acid  can  be  carried  in  his  grip. 

The  patient  who  is  placed  on  the  ketogenic  diet 
is  told  that  he  may  expect  to  become  sick  on  the 
second  day  and  often  it  is  necessary  to  stop  the 
diet  temporarily  because  of  persistent  nausea. 
The  longer  mandelic  acid  is  taken,  the  better  it  is 
tolerated. 

The  ketogenic  diet  is  contraindicated  in  diabetes, 
angina,  biliary  tract  disturbances  and  in  elderly 
people  with  arteriosclerosis.  Mandelic  acid  can  be 
used  in  these  conditions. 

The  results  from  mandelic  acid  are  equal  in 
every  way  to  those  obtained  with  the  ketogenic 
diet. — Ben  G.  Budge,  M.D.,  Ames,  Iowa,  Jour. 
Iowa  St.  Med.  Soc.,  26:553,  Oct.,  1936. 


Barbiturate  Poisonings 

Symptoms  and  signs  of  toxicity  from  over- 
dosage or  intolerance  to  barbiturates  are  protean 
in  their  manifestations.  They  may  simulate  those 
commonly  seen  in  any  medical  or  neurological 
disease  entity.  There  are  symptoms  directly  re- 
ferable to  the  central  nervous  system  including 
ataxia,  nystagmus,  diplopia,  diminution  or  in- 
crease in  reflexes,  retention  of  urine  or  feces,  loss 
of  sphincter  control,  stiff  neck,  stupor,  coma,  and 
occasionally  respiratory  failure.  There  are  symp- 
toms not  known  to  be  directly  referable  to  central 
nervous  system  including  vomiting,  abdominal 
distention,  elevation  or  fall  of  temperature,  de- 
creased metabolic  rate,  fall  in  blood  pressure, 
changes  in  rate  and  character  of  pulse,  anemia, 
acidosis,  and  pulmonary  edema.  While  coma  is 
probably  the  first  condition  thought  of  in  connec- 
tion with  overdosage  of  the  barbiturates,  it  is  by 
no  means  the  most  common  symptom  or  complica- 
tion. A toxic  rash  is  encountered  not  infrequently 
as  a symptom  of  intolerance  or  overdosage,  and 
it  may  simulate  almost  any  known  rash,  for  ex- 
ample secondary  syphilis,  purpuras,  and  various 
forms  of  pityriasis.  It  often  has  the  appearance 
of  the  rashes  seen  in  the  acute  exanthemata. 
When  this  rash  resembles  one  of  the  exanthemata 
and  is  accompanied  by  fever,  as  it  quite  often  is, 
it  offers  an  interesting  diagnostic  problem.  When 
an  otherwise  unexplainable  rash  is  encountered,  it 
is  always  well  to  ascertain  whether  or  not  a bar- 
biturate has  been  taken  by  the  patient. 

When  coma  does  occur  from  barbiturate  poison- 
ing, it  has  no  specific  pathognomonic  character- 
istic that  differentiates  it  from  the  coma  due  to 
other  conditions,  unless,  of  course,  a history  can 
be  established  that  the  patient  has  taken  bar- 
biturates. 

Not  infrequently  a condition  of  delirium  or 
actual  toxic  psychosis  occurs,  apparently  due  en- 
tirely to  overdosage  or  intolerance.  This  con- 
dition has  no  constant  distinctive  feature  to  dif- 
ferentiate it  from  the  deliria  accompanying  other 
intoxications. — Ralph  M.  Fellows,  M.D.,  Osawa- 
tomie,  Kan.,  Jour,  of  Kan.  Med.  Soc.,  37:408;  Oct., 
1936. 


CLEFT  PALATE 

Speech  difficulties  constitute  one  of  the  greatest 
and  most  obvious  handicaps  of  the  cleft  palate 
patient,  and  this  is  one  reason  why  we  advocate 
operation  early  in  the  life  of  the  child.  We  feel 
strongly  that  the  palate  cleft  should  be  closed 
before  or  at  the  time  of  the  onset  of  speech. 
With  most  children  this  comes  early  in  the  second 
year,  though  even  at  that  age  most  babies  have 
been  for  some  weeks,  or  even  months,  making 
speech  sounds  and  listening  to  themselves,  check- 
ing their  own  speech  efforts. — Hugh  G.  Beatty, 
M.D.,  Columbus,  Ohio,  W.  Va.  Med.  Jour.,  32:501, 
Nov.,  1936. 


EXPERIENCES  WITH  PROTAMINE  INSULIN  THERAPY 

By  THOMAS  P.  SHARKEY,  M.D.,  Dayton,  Ohio 


THE  introduction  of  protamine  insulin  by 
Hagedorn1  and  his  associates  inaugurated  a 
new  era  in  the  management  of  diabetes 
mellitus.  Previously  the  administration  of  insulin 
in  the  treatment  of  diabetes  by  frequent  injections 
of  a rapidly  absorbed  material  has  been  an  im- 
perfect substitution  for  the  normal  insulin  secre- 
tory mechanism  whereby  insulin  is  continuously 
secreted  into  the  portal  vein.  Kerr,  Best,  Camp- 
bell and  Fletcher2  have  stated  that  “the  purifica- 
tion of  insulin  although  diminishing  the  local  re- 
action at  the  site  of  injection  has  not  improved  it 
as  a therapeutic  agent.”  Many  efforts  have  been 
made  to  prolong  the  action  of  insulin  by  com- 
bining it  with  a variety  of  substances. 

The  protamines  (elementary  compounds  of 
amino  acids  containing  one  or  more  of  the  sub- 
stances, lysine,  arginine  and  histidine)  have  been 
known  since  1868  when  Miescher3,  produced 
salmine.  It  remained  for  Hagedorn  and  his  as- 
sociates to  combine  usual  insulin  hydrochloride 
solution  (pH  about  2.5)  with  a protamine  de- 
rived from  the  sperm  of  a species  of  trout,  salmo 
iridius,  to  produce  a new  compound  which  has  its 
minimum  solubility  at  pH  7.3,  or  at  approximately 
the  normal  hydrion  concentration  of  blood  serum. 
Following  the  subcutaneous  injection  of  the  turbid 
suspension  of  protamine  insulin,  the  compound  is 
slowly  broken  down  and  active  insulin  released 
over  a relatively  long  space  of  time,  more  nearly 
simulating  the  normal  insulin  secretory  mechan- 
ism. 

Since  the  introduction  of  protamine  insulin 
therapy  in  this  country  by  Root4  et  al.  a number 
of  investigators2'  5'  6’  7|  8'  have  reported  their  ob- 
servations as  to  its  efficacy. 

Since  February,  1936,  the  author  has  been  sup- 
plied with  protamine  insulin  by  Eli  Lilly  and  Com- 
pany, without  cost,  for  experimental  studies.  The 
present  protamine  insulin  compound  is  prepared 
by  mixing  two  solutions  which  come  in  separate 
bottles.  The  larger  bottle  contains  4 cc.  of  U-50 
insulin,  Lilly;  the  smaller  bottle  contains  approxi- 
mately 1 cc.  of  buffered  protamine  solution. 
Using  a sterile,  dry,  cool  syringe,  exactly  1 cc.  of 
the  protamine  buffered  solution  is  injected  with 
sterile  precautions  into  the  5 cc.  vial  containing 
the  insulin.  This  injection  is  made  cautiously  so 
as  to  avoid  frothing.  The  solution  is  then  gently 
admixed  without  violent  shaking.  The  finely  di- 
vided white  suspension  thus  formed  contains  the 
insulin  combined  with  protamine,  one  cubic  cen- 
timeter of  which  contains  40  units  of  insulin.  Be- 
fore withdrawal  of  the  protamine  insulin  solution 
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the  vial  should  be  gently  shaken  to  insure  an 
equal  distribution  of  the  suspension.  The  com- 
pound should  be  injected  subcutaneously,  never  in- 
travenously, and  it  should  be  kept  in  the  refrig- 
erator between  injections.  According  to  Best30, 
after  the  admixture  of  insulin  and  the  protamine 
solution,  it  is  better  to  wait  24  hours  before  ad- 
ministering it  to  the  patient.  It  has  been  found 
recently  that  minute  quantities  of  zinc  or  calcium 
greatly  prolong  the  effect  of  insulin.  Protamine 
insulin  is  now  supplied  with  the  addition  of  zinc 
or  calcium.  At  present  we  are  endeavoring  to 
ascertain  which  preparation  produces  the  most 
desirable  effect. 

It  is  now  known  that  the  protamine  insulin  com- 
pound is  still  effective  14  days  after  admixture. 
Best10  has  found  it  to  be  stable,  if  kept  in  a re- 
frigerator, for  one  month.  The  duration  of  action 
of  a single  injection  of  protamine  insulin  is  two 
to  three  times  as  long  as  that  of  regular  insulin. 
Wilder5  believes  that  the  action  of  a single  dose 
of  protamine  insulin  may  extend  into  the  third 
day. 

The  author  has  employed  protamine  insulin  in 
the  treatment  of  16  patients  with  diabetes  mel- 
litus. In  this  group  there  were  12  adults  and  4 
children,  of  which  8 were  males  and  8 were  fe- 
males. The  ages  ranged  from  6 years  to  58  years. 
All  patients  were  admitted  to  the  Miami  Valley 
Hospital  for  regulation,  where  two  hourly,  four- 
period  and  24-hour  urine  specimens  were  examined 
daily  and  frequent  micro  blood  sugar  determina- 
tions were  made.  The  average  diet  for  the  adult 
patients  was  carbohydrate,  163  grams;  protein,  73 
grams;  fat,  90  grams;  and  for  the  children,  car- 
bohydrate, 147  grams;  protein,  65  grams;  fat,  78 
grams.  The  carbohydrate  portion  was  distributed 
in  the  ratio  of  1/5,  2/5  and  2/5  among  the  three 
meals.  The  average  time  necessary  for  regulation 
was  16  days.  At  the  present  time,  because  of  in- 
creased experience,  the  average  period  required 
for  regulation  is  about  10  days. 

Some  diabetic  patients  can  be  treated  entirely 
with  protamine  insulin  with  one  or  two  injections 
daily.  In  others  better  results  are  obtained  with 
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combinations  of  old  insulin  and  protamine  insulin, 
such  as  the  administration  of  old  insulin  in  the 
morning  and  protamine  insulin  before  the  everting 
meal,  or  the  administration  of  old  insulin  and 
protamine  insulin  in  the  morning  at  the  same 
time. 

We  have  found  the  most  satisfactory  method  of 
administration  to  be  the  combination  of  regular 
insulin  and  protamine  zinc  insulin  one-half  hour 
before  breakfast.  This  is  done  with  separate  in- 
jections employing  separate  syringes,  inasmuch  as 
there  is  sufficient  excess  protamine  in  the  buffered 
protamine  solution  to  precipitate  regular  insulin 
should  they  be  mixed  in  the  same  syringe.  This 
procedure  is  preferable  to  most  patients  inasmuch 
as  they  can  then  assume  their  daily  duties  without 
the  thought  of  insulin  injections  for  another  24 
hours.  For  the  working  man  or  the  school  child 
this  practice  is  especially  desirable.  The  average 
dose  of  regular  insulin  has  been  5.9  units  and  of 
protamine  insulin  41  units  for  this  combined 
method  of  treatment.  The  small  dose  of  regular 
insulin  controls  the  blood  and  urinary  sugar  levels 
from  breakfast  to  noon  and  the  protamine  insulin 
carries  the  patient  until  the  next  morning,  with 
normal  fasting  blood  sugar  levels  in  many  cases. 
There  has  been  marked  improvement  in  the  men- 
tal reactions  of  the  patients,  since  it  has  been 
possible  to  substitute  one  injection  of  insulin  in 
24  hours  for  three  or  four  injections.  At  the 
present  time  all  of  our  patients  but  three  are  fol- 
lowing this  program,  after  a trial  of  other  pos- 
sible combinations. 

A striking  example  of  the  response  of  this  type 
of  treatment  is  that  of  a female  patient  17  years 
of  age,  who  has  had  diabetes  for  11  years.  This 
patient  had  been  in  diabetic  coma  three  times 
and  had  fluctuated  between  extremes  of  hyper- 
glycemia and  hypoglycemia  to  such  an  extent 
that  it  was  necessary  to  withdraw  her  from 
school.  She  had  frequent  severe  insulin  re- 
actions with  unconsciousness  and  convulsions 
so  that  it  was  necessary  to  administer  in- 
travenous glucose  in  her  home  on  several  oc- 
casions; a few  hours  later  the  blood  sugar  levels 
would  be  300-400  milligrams  per  cent.  She  had 
taken  130  units  of  old  insulin  daily  with  10  grams 
of  carbohydrate  between  meals  to  avoid  reactions. 
She  was  then  placed  upon  protamine  insulin  after 
hospital  regulation  in  March,  1936.  She  received 
60  units  of  protamine  insulin  before  breakfast  and 
40  units  before  supper.  For  three  months  she  had 
only  occasional  mild  reactions,  with  normal  blood 
sugar  values.  Then  she  began  to  have  more  fre- 
quent mild  reactions  due  to  a pyramiding  effect. 
She  was  readmitted  to  the  hospital  for  one  week 
for  readjustment  and  dismissed  on  4 units  of  regu- 
lar insulin  and  55  units  of  protamine  insulin  be- 
fore breakfast.  During  the  past  month  she  has 
had  no  reactions,  and  her  blood  sugar  has  been 
maintained  at  relatively  normal  levels. 


We  have  found  the  second  most  satisfactory 
method  to  be  the  administration  of  regular  in- 
sulin in  the  morning  and  protamine  insulin  before 
supper.  The  protamine  insulin  injections  should 
be  given  from  one  to  two  hours  before  supper  in 
order  to  cover  the  post-prandial  increase  in  the 
blood  sugar  from  supper  to  bed  time.  In  the  be- 
ginning all  of  our  cases  were  treated  in  this 
fashion.  One  patient  who  experienced  hypergly- 
cemia and  glycosuria  usually  during  the  afternoon 
asked  to  discontinue  protamine  insulin.  This 
failure  we  attribute  to  our  early  inexperience  with 
the  new  preparation.  At  the  present  time  one 
severe  diabetic  patient  33  years  of  age,  who  has 
had  the  disease  for  8.9  years,  is  being  well  con- 
trolled with  only  occasional  mild  reactions  on  5 
units  of  regular  insulin  in  the  morning  and  16 
units  of  protamine  insulin  before  supper.  He  had 
previously  been  in  another  hospital  for  seven 
weeks  because  of  his  tendency  to  develop  a high 
fasting  blood  sugar  level  with  frequent  severe  in- 
sulin reactions  three  to  four  hours  after  the  ad- 
ministration of  insulin  of  such  a degree  that  he 
was  unable  to  work.  It  must  be  remembered  that 
with  this  form  of  treatment  insulin  reactions  are 
prone  to  occur  at  10  to  11  in  the  morning,  due  to 
the  superimposed  reaction  of  protamine  insulin 
administered  the  day  before  upon  the  regular 
insulin. 

While  some  investigators  have  used  protamine 
insulin  with  success  in  two  injections  daily,  we 
have  to  change  some  of  our  patients  on  this 
regimen  because  of  a pyramiding  effect,  and  sub- 
sequent insulin  reactions.  Bertnard  Smith,  how- 
ever, is  having  considerable  success  with  this 
method  by  employing  two  injections  of  protamine 
insulin  daily  at  12-hour  intervals,  and  perhaps 
our  occasional  difficulty  with  this  method  has  been 
due  to  a shorter  interval  between  injections.  We 
have  been  able  to  administer  a single  dose  of 
protamine  insulin  without  regular  insulin  in  one 
patient  whose  diabetes  is  complicated  by  car- 
cinoma of  the  head  of  the  pancreas.  Perhaps  in 
selected  cases  injections  of  protamine  insulin 
alone  might  be  all  that  is  necessary. 

Regardless  of  the  administration  of  protamine 
insulin  its  full  effects  are  not  manifested  until  be- 
tween two  to  six  days  after  the  first  injection. 
During  this  period  glycosuria  and  hyperglycemia 
are  present  and  one  is  apt  to  encounter  reactions 
following  this  period,  especially  if  the  insulin 
dosage  has  been  increased  daily.  If  one  is  cogni- 
zant of  this  “latent  period  of  action”  and  con- 
servative in  prescribing  insulin  dosage  hypogly- 
cemia is  less  frequently  encountered.  Protamine 
insulin  therapy  has  led  to  a diminution  of  the 
daily  blood  sugar  fluctuations,  and  for  the  first 
time  in  many  of  the  severe  cases  the  fasting  blood 
sugar  may  be  maintained  at  a normal  level.  The 
enlarged  liver  encountered  in  some  patients  with 
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diabetes  can  be  reduced  to  normal  size,  according 
to  Hanssen12. 

In  one  patient  local  allergic  reactions  occurred 
following  injections  of  protamine  insulin,  but 
were  not  sufficient  to  warrant  discontinuing  it. 
Long11  reported  one  marked  allergic  reaction  to 
protamine.  In  the  nine  months  that  we  have  ad- 
ministered protamine  insulin  we  have  not  ob- 
served any  local  abscesses  or  areas  of  fat  atrophy, 
nor  have  any  patients  complained  of  pain  at  the 
site  of  injection. 

Reactions  occur  with  protamine  insulin  but  on 
the  whole  they  appear  to  be  milder  and  more  in- 
sidious in  their  onset.  Severe  reactions  have  oc- 
curred with  our  patients  in  the  hospital,  especially 
following  the  “latent  period  of  action,”  when  we 
have  unwisely  increased  the  dosage  of  insulin.  In 
several  instances  patients  were  found  to  be  in  a 
hypoglycemic  state  early  in  the  morning,  so  that 
at  present  these  patients  are  closely  watched  dur- 
ing the  night.  The  characteristic  train  of  hypo- 
glycemic symptoms  accompanying  insulin  re- 
actions in  some  of  our  patients  who  have  taken 
regular  insulin  over  a long  period  of  time,  have 
been  absent  in  reactions  following  the  use  of  pro- 
tamine insulin. 

It  has  been  necessary  to  re-educate  patients  re- 
garding the  insidious  approach  of  protamine  in- 
sulin hypoglycemia.  Two  children,  who  had  regu- 
larly developed  the  usual  signs  and  symptoms  of 
hypoglycemic  reactions  following  injections  of 
regular  insulin,  developed  none  of  the  classical 
signs  and  symptoms  of  hypoglycemia  following 
injections  of  protamine  insulin,  but  did  develop 
drowsiness.  As  soon  as  it  was  recognized  that  the 
drowsiness  was  a manifestation  of  a reaction  to 
protamine  insulin,  this  peculiar  symptom  of 
hypoglycemia  was  overcome  by  the  administration 
of  orange  juice.  It  has  been  found  by  some 
authors  that  patients  taking  protamine  insulin 
have  a tendency  to  attain  a lower  blood  sugar 
level  without  evidence  of  reaction.  Reactions  have 
occurred  during  and  following  a meal  and  it  has 
been  necessary  to  instruct  all  patient  taking  pro- 
tamine insulin  of  this  possibility.  One  patient  de- 
veloped a reaction  19  hours  after  an  injection  of 
protamine  insulin. 

On  the  whole  we  have  found  larger  amounts  of 
orange  juice  are  required  to  alleviate  the  re- 
actions due  to  protamine  insulin.  Wilder5  advo- 
cates some  form  of  carbohydrate  requiring  a 
longer  period  for  absorption  in  counteracting  these 
reactions,  such  as  crackers  or  milk.  Occasionally 
we  have  noted  that  two  or  three  reactions  follow 
one  another  despite  the  administration  of  orange 
juice.  We  never  have  had  to  administer  glucose 
intravenously  for  a reaction.  Following  the 
period  of  regulation  we  have  noted  only  one  severe 
reaction.  Nearly  all  of  the  patients  had  been  sub- 
ject to  severe  reactions  with  regular  insulin.  With 
but  one  exception  all  patients  have  expressed  a 


decided  preference  for  the  new  form  of  insulin 
therapy.  The  parents  of  the  diabetic  children  have 
been  relieved  to  a great  extent  of  the  necessity 
for  constant  watchfulness  for  the  danger  signals 
of  hypoglycemia  and  hyperglycemia. 

While  protamine  insulin  is  not  advocated  where 
a prompt  effect  is  needed  it  has  been  combined 
with  regular  insulin  in  the  treatment  of  coma  and 
other  complications,  such  as  infections.  Such 
treatment  should  be  carried  out  only  under  the 
direction  of  the  attending  physician,  since  hyper- 
glycemia may  rapidly  develop  unless  the  regular 
insulin  dosage  is  increased.  One  of  our  patients, 
on  a well  regulated  dietary  program,  with  prota- 
mine insulin  combined  with  regular  insulin  before 
breakfast,  developed  a carbuncle  on  her  back  in 
an  area  where  a spinal  brace  had  irritated  an 
abrasion.  Rapidly  increasing  hyperglycemia  and 
glycosuria  occurred.  In  this  case,  as  in  others 
when  necessary,  regular  insulin  may  be  used  to 
supplement  protamine  insulin  until  the  infection 
subsides. 

SUMMARY  AND  CONCLUSIONS 

1.  Our  experiences  with  protamine  insulin  in- 
dicate that  this  new  agent  provides  an  important 
addition  to  the  therapy  of  diabetes  mellitus.  Its 
use  has  greatly  simplified  the  management  of 
diabetic  patients  who  did  not  respond  adequately 
to  ordinary  insulin  therapy. 

2.  It  has  been  possible  to  diminish  the  marked 
fluctuations  of  the  blood  sugar  levels  and  to  main- 
tain the  fasting  blood  sugar  at  a normal  level  for 
the  first  time  in  many  of  our  patients. 

3.  In  view  of  the  fact  that  protamine  insulin 
therapy  must  be  individualized  it  is  our  belief  that 
the  regulation  of  diabetes  mellitus  by  this  method 
should  be  a hospital  procedure. 

4.  Up  to  the  present  time  a sufficiently  large 
number  of  patients  has  not  been  studied,  nor  has 
sufficient  time  elapsed,  to  determine  the  most  de- 
sirable method  of  administration  of  protamine  in- 
sulin. In  those  cases  in  which  it  is  possible,  the 
administration  of  protamine  insulin  alone,  or  in 
combination  with  regular  insulin,  once  in  24  hours 
has  distinct  advantages. 

5.  The  psychologic  improvement  in  many  of 
our  patients  who  have  been  placed  on  the  new 
regime  has  been  remarkable. 

6.  While  hypoglycemic  reactions  have  been  com- 
mon during  the  period  of  regulation  in  the  hos- 
pital, they  have  been  infrequent  and  relatively 
mild  following  hospitalization.  It  has  been  neces- 
sary to  instruct  patients  carefully  regarding  all 
of  the  details  of  protamine  insulin  therapy. 
Patients  require  re-education  as  to  the  difference 
in  the  symptoms  and  signs  of  the  reactions  to  the 
new  form  of  insulin  therapy.  No  unfavorable  re- 
actions have  followed  the  proper  administration 
of  protamine  insulin. 

7.  The  advent  of  protamine  insulin  therapy 
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marks  a distinct  advance  in  the  management  of 
diabetes  mellitus.  Of  even  greater  importance 
is  the  fact  that  it  has  stimulated  medical  re- 
searchers to  seek  new  and  better  methods  for  the 
treatment  of  this  disease. 
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Keep  Physically  Fit 

In  the  practice  of  medicine  it  is  often  hard  to 
keep  in  good  physical  trim;  yet  it  is  important,  if 
for  no  other  reason,  in  order  to  help  inspire  the 
confidence  so  necessary  to  success.  It  is  certainly 
harder  to  be  contagiously  cheerful,  optimistic,  and 
confident  when  worn  out  physically.  At  the  risk 
of  repetition,  let  me  emphasize  the  importance  of 
securing  enough  rest  and  recreation  to  keep  you 
from  going  stale  in  your  work.  This  may  be  done 
by  frequent  vacations,  which  need  not  be  long  nor 
expensive;  often  a week-end  will  do  much  to  re- 
store one’s  vitality.  Attending  medical  meetings 
and  occasional  weeks  of  browsing  around  hos- 
pitals and  clinics  help  to  sharpen  your  profes- 
sional acumen,  and  give  zest  to  your  work.  One  of 
the  most  helpful  habits  is  to  take  one  afternoon  a 
week  off,  to  be  spent  in  the  most  profitable  way. 
If  tired  out  or  short  on  sleep,  several  hours  may 
well  be  spent  in  bed.  Often  a trip  to  a neighbor- 
ing town  or  to  a relative  helps.  The  wife  and 
family  will  enjoy  little  outings,  with  a picnic 
supper  or  a meal  at  a hotel,  according  to  the  con- 
dition of  the  family  treasury. — Wingate  M. 
Johnson,  M.D.,  Page  140,  “The  True  Physician”, 
The  Macmillan  Co.,  1936. 


As  houses  well  stored  with  provisions  are 
likely  to  be  full  of  mice,  so  the  bodies  of  those 
that  eat  much  are  full  of  diseases. — Diogenes. 


Treatment  of  Peptic  Ulcer 

For  intractable  cases,  or  those  suffering  com- 
plications such  as  repeated  hemorrhage,  plyoric 
stenosis,  perforation  or  carcinomatous  suspects, 
surgical  intervention  is  highly  advisable,  if  not 
most  often  obligatory.  When  operation  is  in- 
dicated, partial  resection  is  the  method  of  choice, 
given  a favorable  subject  and  an  adept  surgeon. 
By  producing  an  anacidity  in  all  gastric  cases  and 
most  (66  per  cent)  of  duodenal  ulcer  cases,  recur- 
rences of  ulcer  are  avoided.  Women  fare  better 
than  men,  since  recurrences  in  women,  after  re- 
section are  most  exceptional.  The  partial  re- 
section for  ulcer  is  far  more  satisfactory  than 
gastro-enterostomy  with  its  high  percentages  of 
anastomotic  recurrent  ulcers,  a rate  varying  ac- 
cording to  the  several  writers  of  from  2 to  30  per 
cent.  While  the  operative  mortality  resection 
(11  per  cent  to  14  per  cent)  is  higher  than  that  of 
gastro-enterostomy  (2  per  cent  to  8 per  cent),  its 
end-results,  when  an  anacidity  is  produced,  is 
permanent  cure. 

The  mortality  and  risk  is  much  too  high  for 
routine  employment  of  operative  procedures,  re- 
currences far  too  many  for  reassurance  of  durable 
cure.  Surgery  should  be  restricted  to  well  chosen 
cases  and  employed  only  as  a relief  from  con- 
scientious and  protracted  medical  treatment 
which  fails  of  its  purpose. 

The  problem  of  ulcer  is  truly  one  between  a 
hypersensitive,  irritable,  often  neuropathic  in- 
dividual, with  his  acid  gastric  factor,  and  his 
physician.  The  internist  can  “cure”  the  ulcer; 
the  permanency  of  the  result  lies  with  the  patient. 
In  the  long  run  it  is  a problem  of  the  patient 
with  himself.  Given  a docile  individual,  mentally 
well-disciplined,  willing  and  able  to  cooperate  over 
the  course  of  his  lifetime  with  dietary  precaution, 
with  avoidance  of  nervous  anxieties  and  excessive 
work;  given  a patient  who  learns  the  philosophy 
of  life  and  can  take  reverses  and  conflicts  in  his 
stride,  and  a durable  result  is  most  likely.  Given 
again  a patient  who  can  prevent  recurrent  in- 
fections, who  realizes  the  dangers  of  the  abuse 
of  alcohol  and  tobacco,  and  a good  prognosis  as 
to  time  and  as  to  cure  are  vouchsafed. 

To  the  patient  we  must  say,  as  we  say  to  a 
diabetic, — “Once  an  ulcer  case,  always  a potential 
ulcer  case”,  and  so  having  led  the  patient  out  of 
his  ulcer  crisis  and  guided  him  in  the  path  of 
proper  care  and  precaution,  we  return  the  prob- 
lem to  himself  for  the  durability  of  his  well-being. 
— B.  R.  Crohn,  New  York,  N.  Y.,  Jour,  of  Conn. 
St.  Med.  Soc.,  1:92,  Nov.,  1936. 


Great  hospitals  with  their  schools  are  some- 
thing more  than  blocks  of  buildings  where  pa- 
tients are  doctored,  and  students  and  nurses 
taught.  I do  believe  in  the  spirit  of  the  place. — 
Stephan  Paget. 


AURICULAR  FIBRILLATION 
MECHANISM,  DIAGNOSIS,  AND  TREATMENT 

By  EDWARD  E.  CAMPBELL,  M.D.,  Columbus,  Ohio 


IN  his  presidential  address  before  the  Ameri- 
can Society  of  Clinical  Pathologists  Walter 
Simpson  expressed  the  thought  that  “Recur- 
ring discussion  of  commonly  encountered  diseases 
is  of  much  greater  importance  than  emphasis  on 
the  presentation  of  rare  and  unusual  ones.” 

Auricular  fibrillation  represents  approximately 
50  per  cent  of  all  arrythmias.  In  order  to  under- 
stand this  condition  better,  it  probably  would  be 
well  to  consider  the  circus  movement  in  the  heart. 
The  Sino-auricular  node  or  “pace  maker”,  as  it 
was  named  by  Lewis,  lies  at  the  junction  of  the 
superior  vena  cava  and  right  auricle1:  Histologic- 
ally, it  is  composed  of  special  neuro-muscular 
tissue  approximately  2 mm.  in  thickness  and  ex- 
tends downward  along  the  sulcus  terminalis  for  a 
distance  of  2 cm.  The  fibres  are  small,  being  but 
a half  or  a third  the  breadth  of  those  of  auricular 
fibres.  In  a normal  acting  heart  the  impulse 
originates  in  the  pace  maker,  spreading  through 
the  rings  of  muscle  in  both  a clock  and  counter 
clockwise  direction,  until  both  auricles  are  in  a 
state  of  contraction.  If  another  impulse  should 
develop  during  this  period  it  will  find  great  diffi- 
culty in  following  a definite  course,  as  a large  part 
of  the  muscle  tissue  is  in  a refractory  state  and 
can  not  respond.  Consequently,  this  impulse 
must  follow  a sinuous  and  constantly  changing 
path,  which  will  consume  a varying  length  of 
time  for  the  completion  of  the  circuit.  With  this 
meagre  description  we  can  readily  see  that  with  an 
additional  number  of  impulses  the  auricle  is  soon 
thrown  into  a state  of  turmoil  and  it  will  be  im- 
possible to  establish  any  definite  relation  between 
auricular  cycles  and  ventricular  responses. 

In  auricular  fibrillation  the  auricles  are  in  a 
constant  state  of  diastole,  with  the  rate  of  the 
circus  rhythm  somewhere  between  400  and  600 
per  minute,  depending  on  the  variability  in  the 
length  of  the  path.  It  is,  of  course,  impossible  for 
the  auricles  to  contract  at  any  such  rate.  Con- 
sequently, we  find  the  muscle  bundles  in  a quiver. 
If  all  of  the  impulses  from  the  auricle  were  trans- 
mitted to  the  ventricle  it  would  then  produce 
fibrillation  of  the  ventricle,  which  condition  is  not 
compatible  with  life5.  In  man  the  healthy  muscle 
of  the  junctional  tissues  will  not  transmit  im- 
pulses faster  than  250  to  300  per  minute.  It  is 
believed  that  this  is  due  to  the  fact  that  the  re- 
fractory period  of  the  node  is  30  per  cent  longer 
than  that  of  the  auricular  muscle.  In  fibrillation 
the  impulses  are  not  only  irregular,  due  to  the 
disturbed  circus  movement,  but  undoubtedly  en- 
counter interference  in  their  course  to  the  node 
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of  Tawara,  where  many  of  them  are  blocked  and 
the  rest  transmitted  irregularly;  which  results 
usually  in  a rapid,  and  always  in  a grossly  ir- 
regular ventricular  response. 

The  actual  etiology  of  auricular  fibrillation  is 
obscure,  although  we  do  know  with  what  under- 
lying pathological  conditions  it  is  usually  asso- 
ciated. Parkinson2  says  five  etiological  groups 
should  be  considered:  first,  by  far  the  greatest 
number  are  due  to  rheumatic  heart  disease  and 
especially  those  with  mitral  stenosis;  second, 
hyperthyroidism;  third,  result  of  coronary  artery 
disease;  fourth,  hypertension,  and  fifth,  an  ill- 
defined  group  said  to  be  due  to  myosclerosis  with 
hypertension  and  renal  involvement. 

In  my  experience  I have  not  found  rheumatic 
heart  disease  so  common  in  Central  Ohio  as  has 
been  reported  in  the  New  England  States,  the 
Rocky  Mountain  area  and  a large  part  of  Northern 
United  States.  It  is  extremely  prevalent  in  Lon- 
don, England,  and  is  said  to  be  quite  infrequent 
in  Central  Africa.  When  obtaining  our  history 
we  must,  by  all  means,  include  chorea  and  grow- 
ing pains  under  rheumatic  disease.  In  a recent 
article  by  Levine3  he  emphasized  the  fact  that  in 
all  cases  of  auricular  fibrillation,  either  with  or 
without  failing  compensation,  the  thyroid  gland 
should  be  thoroughly  investigated,  keeping  in 
mind  the  point  that  the  mere  fact  that  the  gland 
seems  small  to  the  touch  does  not  by  any  means 
prove  it  innocent.  Personally,  I have  had  two  cases 
referred  to  me  within  the  last  year  with  a diag- 
nosis primarily  of  heart  disease,  both  of  whom 
had  toxic  goiters,  the  removal  of  which  cured  their 
heart  trouble.  One  case  bears  emphasizing,  as  the 
thyroid,  although  in  a very  slender  neck,  was  so 
small  that  I could  scarcely  palpate  it,  and  it  was 
only  after  six  weeks’  observation  and  repeated 
basal  metabolism  tests  that  I became  convinced 
as  to  the  actual  cause  of  the  fibrillation.  While 
this  was  an  extreme  case,  it  goes  to  show  that 
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they  do  occur.  This  man  was  62  years  of  age,  the 
operation  was  done  under  local  anesthesia  and  a 
very  small  amount  of  nitrous  oxide  gas.  It  has 
now  been  nine  months  since  the  operation  and  he 
is  able  to  work  every  day  and  is  practically  free 
from  heart  symptoms,  with  the  exception  of  an 
occasional  extra  systole. 

In  so  far  as  pathological  changes  are  concerned 
in  auricular  fibrillation  we  may  say  there  are 
none,  as  the  pathology  is  always  that  of  the  under- 
lying disease. 

Fibrillation  is  most  prevalent4  between  the 
twentieth  and  fortieth  years.  In  the  non-rheu- 
matic group  it  is  very  much  more  dependent  upon 
advancing  years,  and  is  found  to  be  more  preva- 
lent in  the  sixties.  In  other  words,  rheumatic 
fever  which  is  the  most  frequent  cause  of  auri- 
cular fibrillation,  especially  when  complicated  by 
mitral  stenosis,  occurs  as  we  all  know  more  often 
in  early  life,  whereas  myocardial  degeneration  is 
more  often  a disease  of  later  life. 

In  considering  transient  fibrillation  as  it  occurs 
in  acute  infectious  diseases  and  in  acute  toxemias, 
we  are  all  aware  that  it  tends  to  disappear  with 
the  return  of  health,  and  I believe  that  under 
these  conditions  we  must  say  that  it  is  dependent 
upon  an  abnormal  physiological  state  rather  than 
upon  definite  structural  changes  in  the  heart. 

In  considering  the  subjective  symptoms  of 
auricular  fibrillation,  it  is  surprising  how  few 
people  complain  of  any  heart  symptoms.  This 
applies,  of  course,  only  to  those  who  are  enjoying 
full  compensation.  The  usual  complaints  are 
dyspnoea  on  exertion,  at  times  an  irregular  throb- 
bing in  the  region  of  the  heart  and  possibly  a 
fluttering  in  the  region  of  the  chest  and  neck. 
When  compensation  is  impaired  then  we  have  the 
usual  sequelae  of  symptoms  applicable  to  that 
condition0.  Cases  of  auricular  fibrillation  are  re- 
latively free  from  pain  and  this  is  true  in  the  type 
which  occurs  in  coronary  disease.  So  far  as  I 
know,  there  has  never  been  reported  a case  of 
coronary  thrombosis  superimposed  upon  one  of 
auricular  fibrillation. 

In  those  patients  suffering  from  the  paroxysmal 
form  of  fibrillation,  occurring  possibly  once  a 
month  or  once  a year,  we  may  find  some  of  them 
manifesting  serious  disturbances,  such  as  marked 
shortness  of  breath,  venous  stagnation,  orthopnoea 
and  all  the  symptoms  indicating  an  increasing 
dilatation  of  the  heart.  These  symptoms  may 
occur  in  any  degree  from  the  mildest  to  the  most 
severe,  always  dependent  upon  the  underlying 
damage  to  the  cardiac  muscle  and  the  rapidity  of 
the  ventricular  action.  There  are  few  symptoms 
when  the  ventricles  are  beating  slowly,  but  the 
gravity  of  the  symptoms  will  increase  proportion- 
ately as  the  ventricular  rate  increases.  A large 
percentage  of  the  cases  of  auricular  fibrillation 
can  be  diagnosed  clinically,  but  in  a certain  pro- 
portion of  them  it  is  necessary  to  make  use  of  the 


electrocardiograph  in  order  to  make  a positive 
diagnosis. 

In  the  ordinary  type  of  fibrillation  the  heart 
will  beat  from  110  to  160  per  minute,  irregular 
both  as  to  time  and  force.  The  pulse,  if  the  heart 
remains  rapid,  will  be  quite  irregular  and  the  more 
turbulant  it  is  the  more  certain  we  can  be  of  the 
diagnosis.  On  the  other  hand,  if  the  heart  rate  is 
slow,  with  a resulting  slow  pulse,  the  irregularity 
will  be  much  less  and  the  clinical  diagnosis  much 
more  difficult.  Under  those  conditions  it  would  be 
wise  to  try  moderate  exercise  if  compensation  is 
intact,  and  in  that  manner  produce  an  increased 
ventricular  rate.  In  all  conditions  the  exercise 
would  increase  the  heart  rate,  but  in  fibrillation  it 
would  decidedly  accentuate  the  irregularity  of  the 
heart.  Whereas,  if  the  irregularity  had  been  due 
to  extra  systoles,  the  condition  would  be  improved 
or  completely  relieved  as  the  result  of  the  in- 
creased ventricular  rate.  After  a rest  the  reverse 
would  be  true.  The  fibrillation,  if  it  resumed  its 
slow  rate,  would  become  almost  regular  again, 
while  the  other  type  of  case  would  resume  its 
irregularity. 

Again  we  must  remember  that  the  chronic 
fibrillator  will  continue  as  such  until  death,  be 
that  one  year  or  ten  years,  unless  relieved  by 
proper  medication.  The  presence  or  absence  of 
cardiac  dilatation  and  hypertrophy  depends  en- 
tirely upon  the  condition  of  the  heart  muscle. 

The  heart  sounds  are  of  great  interest  and  like- 
wise importance,  especially  if  mitral  stenosis  is 
the  underlying  cause7.  Here  it  is  well  to  remem- 
ber that  auricular  fibrillation  is  quite  uncommon 
in  syphilitic  aortic  insufficiency  and  in  other  types 
of  syphilitic  aortic  diseases.  It  is  also  uncommon 
in  subacute  bacterial  endocarditis.  The  heart 
sounds  vary  greatly  in  intensity,  depending  en- 
tirely upon  the  tone  of  the  muscle.  The  first  and 
second  sounds  are  always  present,  except  where 
the  contraction  of  the  ventricle  is  insufficient  to 
produce  a radial  pulse.  In  this  case  the  second 
sound  is  absent  due  to  the  pressure  within  the 
aorta  being  less  than  the  intraventricular  pres- 
sure. 

In  considering  mitral  stenosis  which  is  the  most 
common  underlying  cause  of  auricular  fibrillation, 
I believe  that  we  had  better  approach  it  in  its  un- 
complicated forms,  or  rather,  before  fibrillation 
begins.  It  is  usually  associated  with  mitral  regur- 
gitation and  the  distinct  systolic  murmur  which 
accompanies  the  latter  lesion  makes  it  quite  easy 
to  overlook  the  faint  short  presystolic  murmur  of 
stenosis.  It  is  not  always  constant,  disappearing 
and  reappearing  without  any  known  cause.  It 
may  be  present  in  the  upright  posture,  being  more 
marked  after  exercise  and  disappearing  in  the 
prone  position,  although  the  latter  posture,  with 
rotation  to  left  is  most  likely  to  bring  forth  the 
characteristic  murmur.  The  above  is  sufficient 
reason  for  us  to  examine  cardiac  patients  in  both 
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positions.  Cabot  has  recommended  the  use  of 
amyl  nitrite  to  stimulate  the  heart  action  and  in- 
tensify the  murmur.  This  applies  only  in  the  ab- 
sence of  decompensation.  When  the  heart  is  de- 
compensated the  murmur  may  disappear,  to  re- 
appear under  rest  and  medication. 

In  considering  the  morbid  anatomy  of  mitral 
stenosis  we  note  that  the  first  change  is  in  the 
left  auricle  which  undergoes  hypertrophy  and  then 
later,  when  it  is  unable  to  completely  empty  itself, 
a secondary  dilatation  develops.  The  strain  is  then 
thrown  upon  the  right  ventricle  which  likewise 
undergoes  hypertrophy  and  rapidly  becomes 
dilated  owing  to  its  thin  walls,  and  following  this, 
involvement  of  the  right  auricle  ensues.  An 
X-ray  examination  of  the  heart  at  this  time  will 
show  in  90  per  cent  of  the  cases  an  outline  typical 
of  mitral  stenosis.  The  characteristic  murmur  of 
mitral  stenosis  uncomplicated  by  fibrillation  oc- 
curs at  the  end  of  diastole,  and  has  always  been 
described  as  pre-systolic  in  time,  beginning  as  a 
faint  murmur  and  increasing  in  intensity  with  a 
peculiar  crescendo  terminating  in  a sharp  first 
sound  of  the  heart.  Recently  an  electric  instrument 
used  in  recording  the  heart  sounds  apparently  has 
proved  that  the  crescendo  description  of  the  mur- 
mur is  a fallacy  and  does  not  exist.  Evidently, 
our  observations  have  been  based  upon  the  sharp 
first  sound  in  which  the  murmur  ends. 

Let  me  repeat  that  the  murmur  of  mitral 
stenosis  is  best  heard  with  the  patient  in  the 
prone  position  and  that  it  may  entirely  disappear 
with  the  patient  in  the  upright  posture.  It  is  quite 
often  absent  in  a rapidly  fibrillating  heart.  Under 
these  conditions  I believe  we  are  justified  in 
making  a probable  diagnosis  of  mitral  stenosis, 
provided  we  have  a history  of  rheumatism  and 
the  presence  of  a very  sharp  snappy  first  sound 
at  the  apex.  The  murmur  is  heard  in  a very  cir- 
cumscribed area  at  the  apex  and  is  not  trans- 
mitted. Occasionally  in  aortic  regurgitation  we 
may  hear  a presystolic  murmur  at  the  apex, 
which  is  known  as  the  Austin  Flint  murmur  and, 
I believe,  it  will  be  much  better  if  we  never  con- 
sider this  as  indicative  of  a true  mitral  stenosis. 

The  mechanism  of  the  murmur  in  mitral 
stenosis  is  dependent  upon  the  narrowing  of  the 
orifice,  the  velocity  of  the  blood,  and  the  ven- 
tricular rate. 

“It  is  customary  to  allude  to  the  disappearance 
of  the  presystolic  murmur  when  the  auricle  fibril- 
lates  but  this  statement  is  not  exact9.  The  change 
in  the  characters  of  the  murmurs  at  the  onset  of 
fibrillation  is  often  impressive  but  it  varies  ac- 
cording to  the  heart  rate  and  the  degree  of 
stenosis.  If  there  is  a short  pre-systolic  murmur 
while  the  heart  beats  regularly,  this  murmur 
usually  vanishes  when  fibrillation  begins,  espe- 
cially if  the  rate  during  fibrillation  is  rapid.  If 
the  presystolic  murmur  is  long  and  rough  a mur- 
mur of  similar  character  is  preserved  during 


fibrillation  but  the  time  relations  are  altered. 
Attention  should  concentrate  upon  the  time  of  the 
second  sound  at  the  apex.  When  the  auricle  is 
fibrillating  the  diastolic  murmur  has  a fixed  time 
relation  to  this  sound.  If  the  heart  is  rapid  the 
murmur  begins  early  in  diastole  and  fills  the 
whole  gap  to  the  first  sound  of  the  succeeding 
beat.  If  the  heart  rate  is  less  rapid  the  murmur 
maintains  its  relation  to  the  second  sound  but 
falls  short  of  the  succeeding  first  sound  during 
the  longest  ventricular  pauses. 

“If  the  heart  rate  is  slow  a long  though  vary- 
ing interval  separates  the  end  of  the  murmur  and 
the  next  first  sound.  The  murmur  is  then  confined 
to  early  diastole  and  often  acquires  a softer 
quality,  making  it  difficult  to  distinguish  from 
that  of  aortic  regurgitation.  The  whole  series  of 
murmur  arrangments  may  be  observed  in  a single 
case  which  exhibits  different  heart  rates  from 
time  to  time.  The  reason  of  the  changes  will  be 
clear  when  the  pressures  and  mechanism  are  con- 
sidered. The  diastolic  murmur  of  mitral  stenosis 
is  dependent  upon  the  flow  through  the  constricted 
orifice  and  the  rate  of  flow  is  controlled  by  the 
difference  of  pressure  in  auricle  and  ventricle  at 
any  given  moment.  Now  although  the  auricular 
pressure  exceeds  the  ventricular  during  the  whole 
of  diastole,  the  excess  is  greatest  at  two  phases 
namely,  when  the  auricle  is  in  contraction  and 
directly  after  the  opening  of  the  auriculo-ven- 
tricular  valves.  When  the  auricle  contracts  in 
normal  manner,  mitral  diastolic  murmurs  are  in 
chief  evidence.  They  are  found  mainly  in  early 
diastole  when  the  auricle  is  virtually  paralyzed, 
especially  when  the  heart  rate  being  slow,  stasis 
raises  the  ventricular  pressure  during  the  last 
phase  of  diastole.” 

There  are  complications  that  may  arise  during 
fibrillation  which  we  should  ever  bear  in  mind, 
namely,  embolism,  thrombosis  and  infarction. 
While  they  are  not  common  there  is  ever  present 
a definite  predisposing  cause. 

In  studying  a number  of  hearts  and  the  path- 
ological records  of  a still  larger  number,  it  was 
quite  evident  that  ante-mortem  clots  in  the 
auricles  were  much  more  common  in  those  hearts 
which  had  fibrillated  during  life  than  in  those 
which  had  not.  This  is  easily  explained  when  we 
consider  that  the  auricles  are  practically  paralyzed 
in  fibrillation  and  always  in  a state  of  diastole. 
Consequently,  they  never  empty  completely,  with 
a resulting  stagnation  of  blood.  Evidently  the 
reason  for  fewer  cases  of  embolism  is  due  to  the 
fact  that  in  chronic  fibrillators  the  auricles  sel- 
dom resume  their  normal  rythm.  We  know  that 
it  is  quite  common  in  mitral  stenofeis  to  encounter 
hemoptysis,  yet  this  condition  is  no  more  fre- 
quent where  fibrillation  exists  than  when  the 
normal  rythm  is  preserved. 

Permit  me  to  impress  upon  you  the  importance 
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of  always  ruling  out  mitral  stenosis  in  a young 
person  giving  a history  of  hemoptysis. 

In  considering,  a little  later,  the  treatment  of 
fibrillation  we  will  see  that  one  of  the  objections 
brought  forward  to  the  use  of  quinidin  was  the 
fear  of  producing  emboli  as  the  result  of  restoring 
normal  rhythm  to  the  auricles. 

In  summing  up  a few  of  the  more  salient  points 
in  the  clinical  diagnosis  of  auricular  fibrillation,  I 
believe  the  most  outstanding  feature  is  a ven- 
tricle beating  irregularly  at  a rate  of  120  or  more 
with  a discrepancy  in  the  pulse  rate  and  the  ac- 
centuation of  the  irregularity  after  exercise.  To 
recognize  the  slow  fibrillator,  without  evidence  of 
gross  cardiac  failure,  is  not  so  easy.  Given  a ven- 
tricular rate  of  80  or  less,  and  the  lower  the  rate 
the  more  difficult  it  will  be,  it  may  be  necessary  to 
resort  to  the  electroeardiagram  to  make  certain 
of  the  diagnosis.  Auricular  fibrillation  is  not  al- 
ways pure,  it  may  be  transitional  with  flutter, 
complicated  with  partial  or  complete  block, 
bundle  branch  lesions,  extra  systoles  or  tachy- 
cardias. It  is  in  such  conditions  the  the  electro- 
cardiagram  becomes  essential. 

In  considering  the  prognosis,  it  will  be  neces- 
sary to  subject  the  underlying  myocardial  damage 
to  close  scrutiny.  In  one  broad  statement  I be- 
lieve we  can  say  that  auricular  fibrillation,  in  the 
absence  of  an  already  existing  decompensation,  is 
a rapid  fore-runner  of  cardiac  failure.  According 
to  Lewis,  few  patients  survive  its  onset  for  more 
than  10  years.  If  we  divide  our  cases  of  fibrilla- 
tion into  two  groups,  rheumatic  and  non-rheu- 
matic, I believe  we  will  have  a better  approach,  at 
least  so  far  as  prognosis  is  concerned. 

Formerly  it  was  believed  that  the  outlook  was 
better  in  the  rheumatic  group  but  in  recent  study 
and  survey  of  the  cases  at  the  London  hospital 
which  was  made  and  reported  by  Cookson10  it  was 
found  that  the  average  duration  of  life  in  the 
rheumatic  group  after  the  outset  of  arrythmia 
was  514  years.  In  the  non-rheumatic  group  the 
average  duration  was  seven  years.  Quoting  from 
the  same  article,  it  is  interesting  to  note  the  time 
of  onset  of  failure.  This  being  rather  a difficult 
conclusion  at  which  to  arrive  accurately,  I pre- 
sume, accounts  for  the  small  series  of  cases 
which  he  reports.  In  32  rheumatic  cases  failure 
coincided  with  the  inception  of  fibrillation  in  13, 
preceded  it  in  eight,  and  followed  it  in  11.  In  12 
cases  of  the  non-rheumatic  type  failure  occurred 
with  the  onset  in  eight,  preceded  it  by  a year  in 
one,  and  had  not  appeared  during  the  period  in 
three.  These  figures  show  a higher  proportion  of 
cases  developing  failure  at  the  onset  of  fibrilla- 
tion in  the  non-rheumatic  than  in  the  rheumatic. 

At  the  present  time  I have  two  cases  belonging 
to  the  non-rheumatic  group  which  have  been 
under  treatment  for  slightly  over  three  years  and 
which,  so  far,  have  shown  no  evidence  of  failure. 


One  of  these  cases  responded  to  quinidin  and  the 
other  is  controlled  with  digitalis. 

On  the  other  hand,  cardiac  failure  with  fibrilla- 
tion, regardless  of  the  underlying  cause,  has  a 
better  outlook  than  cardiac  failure  without  fibril- 
lation. It  might  be  well  to  mention  here  that 
auricular  fibrillation,  rheumatic  in  origin,  occur- 
ring in  children  is  rapidly  fatal. 

In  auricular  fibrillation,  complicated  with  a 
sufficient  degree  of  partial  heart  block  to  maintain 
the  ventricular  rate  within  normal  bounds,  the 
prognosis  is  better  than  where  digitalis  is  neces- 
sary to  control  the  rate.  In  the  presence  of  com- 
plete heart  block,  auricular  fibrillation  does  not 
seem  to  add  to  the  gravity  of  the  case.  In  fact,  in 
three  cases  studied  at  the  London  hospital  the 
attacks  of  Adams-Stokes  syndrome  completely 
ceased.  Bundle  branch  block  adds  greatly  to  the 
gravity  of  the  case,  making  the  prognosis  ex- 
ceedingly bad.  Willius11  in  a series  of  28  cases  of 
branch  block  found  the  mortality  to  be  63.4  per 
cent  and  the  average  time  from  examination  till 
death  nine  months. 

In  100  cases  of  coronary  thrombosis  reported 
by  Parkinson  and  Bedford12  paroxysmal  fibrilla- 
tion occurred  in  seven.  Undoubtedly  this  added 
greatly  to  the  unfavorableness  of  the  prognosis. 
Sudden  death  is  not  at  all  uncommon  in  auricular 
fibrillation  and  in  all  probability  is  due  to  fibrilla- 
tion of  the  ventricles. 

In  summing  up  the  prognosis,  outside  of  the 
points  which  I have  detailed,  I believe  the  most 
important  criterion,  broadly  speaking,  is  whether 
or  not  we  can  control  the  speed  of  the  heart  and 
maintain  it  within  its  normal  rate. 

As  to  treatment,  there  are  but  two  drugs, 
digitalis  and  quinidin,  and  the  choice  depends  on 
the  condition  of  the  patient.  If  there  is  congestive 
failure  or  very  serious  heart  disease,  quinidin 
should  not  be  used  but  absolute  rest  should  be  en- 
forced and  full  digitalization  cai'ried  out  as  rapidly 
as  deemed  necessary.  According  to  White,  at 
least  two-thirds  of  all  suitable  cases  treated  with 
quinidin  are  restored  to  normal  and  over  half  of 
them  remain  so  for  periods  of  several  months  to 
as  long  as  five  years.  Quinidin  should  not  be  given 
to  an  ambulatory  patient  during  the  effort  to  con- 
trol fibrillation,  as  it  is  essential  that  the  patient 
be  in  bed  under  close  observation,  and  where 
electrocardiagrams  are  available  twice  a day.  It 
is  safe  to  give  an  initial  dose  of  three  grains  to 
test  the  patient  for  undue  sensitiveness  before 
resorting  to  the  therapeutic  dose  which  should  be 
30  grains  every  24  hours,  given  in  divided  doses 
for  a period  not  to  exceed  10  days,  depending  en- 
tirely upon  the  results  obtained.  If  the  fibrillation 
does  not  yield  under  the  first  period  of  treatment, 
it  may  be  instituted  again  in  three  or  four  weeks 
and  if  failure  marks  the  second  trial  a few  months 
should  elapse  before  making  the  third  attempt. 
It  is  worthy  of  note  that  when  failure  is  met  the 
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first  time  success  quite  often  follows  with  either 
the  second  or  third  attempt. 

463  East  Town  Street. 
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General  Preventive  Measures  Against 
Occupational  Skin  Diseases 

1.  Abundant  facilities  for  washing  purposes. 

2.  Inspection  by  experienced  observers  of  hands 
and  arms  of  workers  in  known  irritating  agents 
to  enforce — 

a.  Cleanliness. 

b.  Proper  use  of  preventive  measures. 

c.  Early  treatment. 

3.  Emphasis  on  use  of  rubber  gloves,  pants, 
aprons,  and  so  forth  or  on  proper  method  of 
mechanical  handling  of  irritant  substances. 

4.  Complete  removal  from  skin,  by  harmless 
methods,  of  irritants  several  times  per  shift. 

5.  Prevention  of  maceration  of  skin  by  liquids, 
sweat,  and  so  forth. 

6.  Prevention  of  dust  and  irritation  therefrom. 

7.  Use  of  oily  substances  before  and  after 
work,  especially  on  workers  in  degreasing  agents. 

8.  Care  to  prevent  the  use  of  agents  for  pro- 
tection in  which  poisonous  substance  can  be  dis- 
solved or  through  which  it  penetrates. 

9.  Prevention  of  workers  with  pus  infection 
from  entering  work  or  from  using  towels,  and  so 
forth  of  other  workers,  especially  those  working 
with  poisonous  substances. 

10.  Extreme  care  in  use  of  agents  to  remove 
substances  from  skin. 

11.  Selection  of  resistant  employees  in  occupa- 
tions where  substances  are  apt  to  irritate. 

12.  Detailed  study  of  occupation  with  object  of 
devising  preventive  measures. 

13.  Inspection  of  new  employees  and  those  re- 
turning from  sickness  and  accidents. 

14.  Instructions  to  foremen  concerning  early 
reporting  for  early  treatment. — C.  G.  Lane,  M.D., 
Boston,  Mass.,  N.E.J.M.,  215:859,  Nov.  5,  1936. 


Professional  Fitness 

How  can  the  busy  practitioner  best  retain  “pro- 
fessional fitness”?  Enrollment  in  regular  post- 
graduate courses  of  instruction  is  too  time-con- 
suming and  costly  for  the  majority.  Extension 
courses,  such  as  those  sponsored  by  the  Massa- 
chusetts Medical  Society,  are  excellent,  but  are 
naturally  very  limited  in  the  amount  of  ground 
that  can  be  covered.  Medical  books,  particularly 
the  so-called  “systems”,  are  satisfactory,  if  kept 
up-to-date  by  new  editions  or  supplements,  but 
expensive.  Medical  journals  and  district  and  state 
medical  society  meetings  are  the  agencies  on 
which  the  physician  is  most  dependent.  Unfor- 
tunately, such  articles  and  addresses  are  too  fre- 
quently of  little  value  to  the  practicing  physician. 
He  should  be  interested  neither  in  the  reports  of 
progress  in  experimental  and  research  medicine 
nor  in  the  therapeutic  results  of  new,  but  rela- 
tively untried,  therapeutic  agents,  however  bril- 
liant they  may  be.  What  he  needs  and  should  de- 
mand are  authoritative  papers  and  talks  in  which 
the  known  facts  concerning  the  etiology  and 
course  of  disease  and  the  tried  and  approved 
methods  of  treatment  are  simply  and  clearly  re- 
viewed. 

Assuming  that  extension  courses  are  available, 
that  up-to-date  books  are  at  hand,  that  the  con- 
tents of  articles  and  talks  are  proper  and  that 
appropriate  literature  is  furnished  by  an  active 
state  health  agency,  no  alibi  for  “professional 
unfitness”  remains.  While  it  is  true  that  these 
facilities  are  not  available  to  all  and  that  many 
opportunities  are  presented  that  are  of  little  value 
to  the  practicing  physician,  the  means  of  keeping 
“professionally  fit”,  in  one  form  or  another,  is 
within  the  reach  of  all  and  failure  to  seize  the 
opportunity  is  evidence  of  an  inexcusable  lack  of 
responsibility  on  the  part  of  the  physician. 

At  present  such  “professional  fitness”  is  a 
purely  personal  matter,  but  at  some  future  date 
it  may  be  demanded  by  a public  that  is  becoming 
more  and  more  educated  in  medical  matters.  It  is 
true  that  a large  proportion  of  those  who  event- 
ually allow  themselves  to  become  “professionally 
unfit”  could  and  should  be  eliminated  by  stricter 
regulations. 

It  does  not  seem  unreasonable  to  postulate  that, 
in  the  future,  re-examination  at  stated  intervals, 
such  as  that  required  of  the  doctors  of  the  United 
States  Army  and  Navy  and  that  recommended  for 
the  members  of  at  least  one  of  the  recently  or- 
ganied  “specialty”  medical  associations,  may  be 
suggested. — N.  E.  J.  M.,  215:887,  Nov.  5,  1936. 


No  conception  can  be  understood  except 
through  its  history. — Comte. 


We  all  labor  against  our  own  cure,  for  death  is 
the  cure  for  all  diseases. — Sir  Thomas  Browne. 
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POSTOPERATIVE  pulmonary  atelectasis  may 
be  defined  as  a collapse  of  one  or  more  sub- 
divisions of  the  lung  following  some  surgical 
procedure,  with  which  the  lungs  are  not  concerned, 
and  in  which  a general  inhalation  anesthesia  has 
usually  been  used.  The  condition  is  most  often 
mistaken  for,  and  is  often  improperly  called,  post- 
operative or  ether  pneumonia.  It  is  of  importance 
to  note  that  the  situation  most  often  arises  fol- 
lowing an  abdominal  operation;  the  significance 
of  this  statement  will  become  apparent  later  in 
this  presentation.  The  condition  is  referred  to  as 
massive  pulmonary  collapse  when  the  process  is 
of  such  extent  as  to  involve  a lobe  or  the  whole 
lung. 

The  pathology  of  postoperative  atelectasis  is 
the  presence  of  thick  tough  tenacious  secretion 
obstructing  a bronchus.  This  secretion  may  be- 
come so  thick  that  it  entirely  obstructs  the 
bronchus  by  forming  a firm  plug.  Before  the 
secretion  completely  obstructs  the  bronchus  there 
has  been  a check-valve  action  of  this  mass  of 
secretion  which  leads  to  an  obstructive  emphy- 
sema. This  emphysema  will  persist  until  the  ob- 
struction becomes  complete  and  then  the  remain- 
ing air  is  soon  reduced  by  absorption  through  the 
pulmonary  circulation  until  within  a short  period 
of  time  the  involved  area  contains  practically  no 
air.  The  extent  of  the  process  is  dependent  upon 
the  bronchus  or  bronchial  subdivision  which  is  ob- 
structed. The  atelectatic  area  therefore  may  vary 
from  a lobule  to  a whole  lobe  or  even  the  whole 
lung.  Once  the  bronchus  is  obstructed  there  is  a 
retention  of  secretion  beyond  the  obstruction  and 
an  inevitable  infection  which  may  lead  to  a chronic 
pulmonary  abscess. 

The  etiology  has  been  partially  explained  by 
describing  the  pathology  of  postoperative  pulmon- 
ary atelectasis.  It  most  often  occurs  in  individuals 
whose  respiratory  system  is  entirely  free  of  any 
acute  disease.  A fairly  large  percentage  of  cases 
give  the  history  of  having  had  some  acute  upper 
respiratory  infection  or  an  acute  bronchitis  in  the 
recent  past.  The  condition  more  often  follows 
ether  anesthesia  rather  than  other  inhalation 
anesthesia  because  of  the  drying  effect  of  ether 
upon  the  bronchial  mucosa  and  because  of  the 
general  dehydrating  effect  of  such  an  anesthetic. 

The  incidence  of  postoperative  atelectasis  is 
greater  in  those  patients  who  by  reason  of  their 
illness  before  operation  are  dehydrated.  The  use 
of  morphine  either  before  or  after  the  operation 
also  contributes  to  the  etiology  by  its  action  of 
drying  the  mucosa  and  by  suppression  of  the 
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cough  reflex  which  prevents  the  patient  from 
coughing  secretions  out.  The  pain  experienced  by 
the  patient  in  the  operative  wound  area  upon 
coughing  also  tends  to  a voluntary  suppression  of 
cough  and  expectoration.  The  patient  also  in- 
voluntarily remains  quiet  in  bed  and  breathes 
shallowly  as  possible  in  order  to  prevent  pain  in 
the  wound  area  which  would  be  occasioned  by 
moving  about  or  by  deep  respirations.  Another 
important  item  contributing  to  pulmonary  atelec- 
tasis postoperatively  is  the  limitation  of  fluid  in- 
take in  the  first  few  hours  after  operation. 

DIAGNOSIS 

The  clinical  picture  in  pulmonary  atelectasis  is 
quite  characteristic  and  should  not  be  mistaken  if 
foreign  body  inspiration  can  be  ruled  out.  The 
onset  is  usually  within  the  first  24  or  36  hours 
postoperatively  and  is  characterized  by  extreme 
dyspnea  and  very  often  pain  in  the  affected  area. 
There  may  be  cough  depending  upon  whether 
morphine  or  other  antitussives  have  been  used. 
Any  secretion  which  is  expectorated  is  very  thick 
and  tenacious  and  is  of  semi-solid  consistency. 
Within  an  hour  or  two  of  the  onset  there  will  be 
a rapid  rise  in  temperature  up  to  103  or  103.5  de- 
grees and  a proportionate  rise  in  the  pulse  and 
respiration  rates.  The  temperature  and  pulse  re- 
main elevated  until  aeration  of  the  involved  lung 
area  is  re-established.  Respirations  are  likewise 
quite  rapid  and  shallow.  Cyanosis  is  frequently 
present  in  the  more  severe  cases. 

The  physical  findings  of  postoperative  atelec- 
tasis vary  according  to  the  stage  in  which  the  con- 
dition is  seen.  Upon  inspection  there  is  a lagging 
of  the  involved  side  on  inspiration.  There  is  re- 
traction of  the  intercostal  spaces  and  of  the  supra- 
sternal area.  The  percussion  note  is  impaired  over 
the  atelectatic  area  and  if  it  is  a massive  right- 
sided involvement  the  liver  dullness  extends 
higher  than  usual.  If  the  lower  lobe  alone  is  in- 
volved the  percussion  note  above  is  hyper-reson- 
ant, and  flat  over  the  affected  lobe.  The  lung  on 
the  unaffected  side  is  always  hyperresonant.  The 
breath  sounds  at  first  are  quite  distant  and  as  the 
condition  progresses  there  may  be  an  entire  ab- 
sence of  breath  sounds.  The  intensity  of  the 
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voice  sounds  are  reduced.  Rales  are  rather  often 
heard  at  this  stage.  As  the  bronchus  is  completely 
occluded  by  the  plug  of  secretion  the  breath  sounds 
are  absent  and  the  percussion  note  becomes  flat. 
If  the  atelectasis  involves  a whole  lobe  or  the 
entire  lung  the  heart  is  displaced  toward  the 
affected  side  and  this  can  readily  be  determined 
by  locating  the  apex  beat.  This  is  the  most  im- 
portant single  factor  in  the  differential  diagnosis. 

The  diagnosis  can  readily  be  confirmed  by  hav- 
ing X-ray  pictures  taken  at  full  inspiration  and 
full  expiration.  In  cases  involving  a lobe  or  more 
the  following  points  are  characteristic;  rather 
extreme  density  of  the  shadow  over  the  affected 
area  and  best  demonstrated  on  the  film  at  full 
inspiration;  displacement  of  the  heart  and 
mediastinum  toward  the  affected  side  on  in- 
spiration and  a shift  back  to  normal  position  on 
full  expiration;  elevation  of  the  diaphragm  on  the 
affected  side. 

treatment 

The  treatment  of  this  condition  consists,  if  pos- 
sible, in  its  prevention.  If  the  surgeon  will  avoid 
the  use  of  morphine  both  preoperatively  and  post- 
operatively  except  as  urgently  necessary  a large 
step  will  be  taken  in  prevention.  The  fluid  intake 
should  be  maintained  at  a high  level  to  prevent 
postoperative  dehydration  and  to  make  up  for 
any  previous  loss  of  fluids.  Another  precaution 
of  value  in  prevention  is  to  have  the  position  of 
the  patient  shifted  frequently  after  operation. 

With  the  condition  already  present  treatment 
consists  of  discontinuance  of  all  morphine  or 
opiates.  If  the  condition  of  the  patient  will  allow 
it  an  abundance  of  liquids  should  be  given  by 
mouth;  fluids  should  be  administered  by  the  sub- 
cutaneous or  intravenous  route.  The  patient  should 
be  placed  on  his  side  to  favor  postural  drainage, 
with  the  involved  side  uppermost,  and  the  position 
should  be  changed  often  as  this  shifting  of  the 
patient  favors  drainage.  A moist  atmosphere  as 
can  be  provided  by  a croup  kettle  or  by  hanging- 
wet  sheets  in  the  room  is  also  quite  beneficial. 

If  the  obstruction  to  the  bronchus  is  not  re- 
lieved within  a short  time  then  these  secretions 
must  be  removed  by  bronchoscopic  aspiration.  The 
patient  is  very  promptly  cured  in  this  manner. 
Bronchoscopy  is  a procedure  which  in  trained 
hands  is  devoid  of  risk,  consumes  only  a small 
amount  of  time,  and  is  done  with  a minimum  of 
discomfort  to  the  patient.  When  one  considers  the 
consequences  of  failure  to  otherwise  provide 
aeration  of  the  involved  lung  then  bronchoscopy 
becomes  a procedure  which  must  be  employed. 

SUMMARY 

1.  Postoperative  pulmonary  atelectasis  (mas- 
sive collapse)  is  a condition  often  seen  in  dehy- 
drated patients  following  usually  an  abdominal 
operation.  It  is  often  mistaken  for  postoperative 
pneumonia. 


2.  The  condition  is  due  to  tough  tenacious  se- 
cretions obstructing  a bronchus  of  a lobule,  a lobe, 
or  a lung. 

3.  Prompt  recognition  and  differentiation 
from  pneumonia  is  necessary  for  proper  treat- 
ment. The  most  important  differential  point  is 
displacement  of  the  heart  toward  the  affected  side. 

4.  The  condition  may  often  be  successfully  com- 
bated in  its  early  stages  by  the  discontinuance  of 
all  opiates  and  the  administration  of  fluids  by 
mouth,  beneath  the  skin,  or  into  the  vein. 

5.  Bronchoscopy  for  the  removal  of  the  offend- 
ing secretions  not  only  cures  but  also  serves  as  a 
piophylaetic  of  chronic  pulmonary  suppuration 
which  must  follow  failure  to  re-establish  aeration 
of  the  involved  lung. 


Drug  Eruptions 

Eruptions  caused  by  different  drugs  given  in- 
ternally for  the  treatment  of  some  systemic  con- 
dition are  not  uncommon.  However,  with  the 
exception  of  iodine,  bromine,  phenolphthalein  and 
one  or  two  others,  these  eruptions  are  seldom  dis- 
tinctive or  characteristic  enough  to  make  the 
diagnosis  by  appearance  alone. 

There  are  over  two  hundred  drugs  capable  of 
causing  eruptions  and  cause  practically  every 
type  of  lesion — one  drug  producing  several  dif- 
ferent types  of  lesions,  or  different  drugs  may 
cause  similar  types  of  eruptions. 

Iodides:  Common — erythematous,  papular,  nod- 
ular, pustular,  bullous,  carbuncular,  vegetating — 
commonest  acneiform. 

Bromides:  Fairly  common — develops  slowly, 

usually  persistent.  Erythematous,  papular,  pustu- 
lar, bullous,  furuncular,  urticarial  condylaform 
and  vegetating.  Sometimes  suggest  lues. 

Belladonna:  Not  uncommon.  Erythematous  or 
scarlatiniform.  Sometimes  intensely  itchy. 

Babiturates:  Exanthematous  rashes  with  fever. 

Antitoxins:  Urticarial. 

Arsenicals:  Particularly  pentavalent  series. 

Eczematous  followed  by  desquamation,  also  kera- 
toses. 

Novocaine:  Vesicular,  intensely  itchy;  differ- 
entiate from  fungus. 

Phenolphthalein:  Fixed  pigmented  areas,  single 
or  multiple,  bullous. 

Silver:  Argyria. 

Thallium  Acetate:  Alopecia. 

Treatment:  Withdrawal  of  drug  often  sufficient. 
Local  remedies  for  palliation  of  symptoms 
(itching,  burning,  infection,  etc.)  but  sometimes 
necessary  to  aid  elimination  by  use  of  other  in- 
ternal treatment  (sodium  chloride  for  bromine 
and  iodine  intravenously;  sodium  thiosulphate  for 
other  heavy  metals). — H.  T.  Phillips,  Wheeling, 
W.  Va.,  W.  Va.  Med.  Jour.,  32:568,  Dec.,  1936. 
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ENDOMETRIOSIS  can  no  longer  be  regarded 
as  a rare  disease.  During  the  past  six 
years  48  cases  of  endometriosis  have  been 
encountered  at  the  Miami  Valley  Hospital;  18  of 
these  cases  were  discovered  during  1935.  During 
the  six  year  period  2,152  surgical  operations  on 
pelvic  structures  of  women  were  done.  This  repre- 
sents an  incidence  of  endometriosis  in  2.23  per 
cent  of  all  women  patients  who  were  operated 
upon  for  pelvic  disease.  It  is  of  particular  interest 
to  observe  that  one  surgeon  contributed  32  cases 
of  endometriosis  in  587  pelvic  operations;  an  in- 
cidence of  5.8  per  cent.  In  somewhat  more  than 
one-half  of  these  32  cases  this  surgeon’s  pre- 
operative diagnosis  was  endometriosis.  During 
the  past  decade  the  clinical  diagnosis  of  endome- 
triosis has  been  made  with  ever-increasing  fre- 
quency. It  is  quite  apparent  that  the  most  im- 
portant consideration  in  arriving  at  a clinical 
diagnosis  of  endometriosis  is  a knowledge  of  the 
characteristic  train  of  symptoms  and  signs  usually 
produced  by  this  disease  process. 

Considerable  doubt  still  exists  as  to  the  origin 
of  the  abnormally  situated  deposits  of  endome- 
trial tissue.  Rokitansky  (1860),  Von  Reckling- 
hausen (1895),  Cullen  (1896)  and  Russell  (1898) 
first  aroused  interest  in  the  clinical  and  patho- 
logical significance  of  these  ectopic  masses  of 
endometrial  tissue.  Von  Recklinghausen  at- 
tributed their  origin  to  adult  remnants  of  the 
Wolffian  body.  Cullen  and  Russell  expressed  the 
belief  that  they  originated  from  aberrant  rem- 
nants of  the  Mullerian  duct  system.  To  Sampson1, 
perhaps  more  than  to  any  other  individual,  should 
go  the  credit  for  arousing  the  interest  of  surgeons 
and  pathologists  in  the  importance  and  the  fre- 
quent occurrence  of  this  pathologic  state.  Samp- 
son believes  that  fragments  of  uterine  or  tubal 
mucosa  may  escape  during  menstruation  by  retro- 
grade passage  through  the  lumina  of  the  fallopian 
tubes  into  the  peritoneal  cavity.  According  to 
Sampson’s  theory,  regurgitated  fragments  of 
viable  endometrial  tissue  may  implant  themselves 
upon  the  peritoneum  of  various  pelvic  structures. 
He  accounted  for  their  location  at  sites  which 
could  not  be  explained  by  retrograde  menstruation 
on  the  basis  of  lymphatic  and  venous  dissemina- 
tion. 


From  the  Diagnostic  Laboratories  of  the  Miami  Valley 
Hospital,  Dayton,  Ohio. 
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clinical  records  and  for  their  helpfulness  in  the  preparation 
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Other  investigators,  notably  Novak2,  Weller'5, 
Spitz1,  and  Enzer5,  reject  Sampson’s  theory  on  the 
basis  that  it  does  not  provide  an  adequate  ex- 
planation for  the  location  of  ectopic  endometrial 
tissue  in  the  umbilicus  and  other  distant  areas. 
Novak  contends  that  there  is  strong  evidence  to 
support  his  belief  that  the  aberrant  islands  of 
endometrium  are  derived  from  the  celomic 
epithelium  of  the  primitive  peritoneum.  Novak 
explains  that  the  mucous  membranes  of  the  gen- 
ital structures  have  a common  origin  in  the 
primitive  peritoneum  on  the  ventral  surface  of 
the  Wolffian  body.  An  invagination  of  this 
epithelium  produces  the  Mullerian  canal,  from 
which  the  mucosa  of  the  fallopian  tubes,  uterus 
and  vagina  is  formed.  In  other  words,  the  ovarian 
germinal  epithelium,  tubal  mucosa,  endometrium, 
endocervix,  and  vaginal  musoca  all  represent  a 
developmental  modification  of  the  primitive 
peritoneum.  Occasionally  one  may  encounter 
areas  of  tubal  mucosa  in  the  endometrium  or,  con- 
versely, islands  showing  endometrial  architecture 
in  the  endosalpinx.  Similarly  the  ovarian  ger- 
minal epithelium  may  differentiate  into  its  sister 
tissues,  namely  endometrium  or  endosalpinx. 

Weller11  has  directed  attention  to  the  similarity 
in  the  regional  distribution  of  endometriosis  and 
ectopic  decidual  reactions  of  the  serosal  stroma. 
A decidual  reaction  has  been  described  for  the 
interglandular  stroma  of  endometriosis  in  almost 
every  location,  including  the  umbilicus,  cervix  and 
vagina.  Under  appropriate  hormonal  stimulation, 
exactly  similar  decidual  cells  may  develop  from 
the  cellular  elements  (apparently  of  connective 
tissue  origin)  which  lie  immediately  beneath  the 
serosal  cells  over  a wide  area  in  the  lower  ab- 
domen and  pelvis.  The  subserous  stroma  cells 
apparently  possess  pluripotentiality  in  differen- 
tiation, so  that  either  the  ectopic  decidual  re- 
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action  or  ectopic  endometrial  stroma  may  develop 
in  the  subserosa.  The  mesothelial  cells  of  the 
peritoneal  surface  apparently  possess  similar 
latent  potentiality  in  differentiation  and,  under 
proper  hormonal  stimuli,  provide  the  epithelial 
elements  in  the  abnormally  situated  islands  of 
endometrial  tissue.  Such  similarities  and  identities 
of  morphology  and  function  provide  strong  sup- 
port to  the  serosal  theory  of  the  origin  of  en- 
dometriosis. 

Whatever  the  actual  developmental  mechanism 
of  endometriosis  may  be,  it  is  quite  apparent  that 
ovarian  hormonal  activity  is  reflected  in  the 
growth  cycle  of  ectopic  endometrial  tissue  in  the 
same  manner  as  it  occurs  in  the  endometrium 
proper.  Witherspoon7  believes  the  etiological 
background  of  endometriosis  to  be  an  excessive 
production  of  estrogenic  hormone  with  a corre- 
sponding lack  of  corpus  luteum  hormone.  This 
belief  is  strengthened  by  the  fact  that  the  aber- 
rant islands  of  endometrial  tissue  usually  present 
the  microscopic  picture  of  endometrial  hyper- 
plasia. The  recent  work  of  Counseller  and  Her- 
rell8, and  Herrell  and  Broders9  provides  evidence 
that  the  term  “endometrial  hyperplasia”  is  vague 
and  inadequate.  They  have  devised  a more  ac- 
curate method  of  appraising  endometrial  changes 
during  the  various  phases  of  the  menstrual  and 
intermenstrual  cycle.  We  have  confirmed  the  ob- 
servations of  Counseller,  Herrell  and  Broders  as 
they  relate  to  the  cyclic  phases  in  the  endome- 
trium proper.  Furthermore,  we  have  found  that 
the  same  cyclic  changes  occur  in  the  islands  of 
ectopic  endometrium.  If  these  nodules  are  re- 
moved during  pregnancy  the  stroma  will  exhibit 
the  same  decidual  reaction  as  occurs  in  the 
endometrium  proper.  Following  the  menopause 
the  same  atrophic  changes  occur  in  the  ectopic 
endometrium  as  in  the  normal  uterine  endome- 
trium. 

PATHOLOGY 

Endometriosis  may  occur  in  the  uterine  wall, 
fallopian  tube,  ovary,  mesovarian,  broad  ligament, 
round  ligament,  vagina,  cervix,  bladder  wall,  rec- 
tum, sigmoid  colon,  cecum,  mesocolon,  appendix, 
small  intestine,  retroperitoneal  and  inguinal 
lymphnodes,  umbilicus  and  laparotomy  scars.  It 
will  be  noted  that  endometriosis  rarely,  if  ever, 
occurs  above  the  level  of  the  umbilicus.  Weller6, 
who  has  recently  reviewed  the  literature  pertain- 
ing to  endometriosis  of  the  umbilicus  (menstruat- 
ing umbilical  tumors),  found  records  of  over  70 
cases.  Smooth  muscle  was  not  present  in  the 
lesions  of  endometriosis  of  the  umbilicus  in  many 
of  the  reported  cases;  this  is  also  often  true  of 
the  lesions  of  endometriosis  in  other  areas.  Hence 
the  older  designation  of  these  masses  as 
“adenomyoma”  is  quite  inappropriate. 

In  our  series  of  cases  of  ectopic  growths  of 
endometrial  tissue  could  be  classified  as  discrete 


in  34  instances.  They  occurred  in  the  following 
structures: 


Structures 

No.  of  Cases 

Ovaries 

11 

Both  ovaries 

3 

One  ovary 

8 

Uterus 

9 

Fallopian  tubes 

4 

Broad  ligament 

2 

Rectosigmoid  junction 

1 

Cervix 

1 

Vagina 

1 

Umbilicus 

2 

Operative  scars 

3 

In  the  other  14  cases  the  growths  were  multiple 
and  so  scattered  that  definite  classification  was 
not  feasible. 

The  gross  appearance  of  pelvic  endometriosis  is 
usually  so  characteristic  that  the  surgeon  or 
pathologist  encounters  little  difficulty  in  its 
macroscopic  recognition.  The  growths  usually  ap- 
pear as  multiple  reddish-brown  or  purplish  no- 
dules, scattered  over  the  peritoneum.  They  may 
vary  in  size  from  small  match-head  or  pea  size 
nodules  to  large  cyst-like  structures  several  cen- 
timeters in  diameter.  The  characteristic  reddish, 
brownish  or  purplish  color  is  due  to  the  repeated 
menstrual  hemorrhages  which  have  occurred  in 
and  around  the  islands  of  ectopic  endometrium. 
These  masses  are  usually  surrounded  by  dense 
adhesions.  If  excessive  repeated  menstrual  hemor- 
rhages have  occurred  the  adhesions  may  be  very 
extensive  in  which  case  they  may  produce  vary- 
ing degrees  of  mechanical  obstruction  of  the 
bowel. 

In  the  ovary  endometriosis  frequently  results 
in  the  formation  of  cysts,  varying  in  size  from 
one-half  to  5 or  6 cm.  in  diameter.  These  cysts 
almost  invariably  contain  reddish-brown,  purplish, 
or  brownish-black  altered  blood.  These  so-called 
“chocolate-cysts”  are  to  be  differentiated  from 
large  corpora  hemorrhagica  or  so-called  corpus 
hemorrhagicum  cysts;  these  may  usually  be  dis- 
tinguished from  endometriosis  by  the  presence  of 
the  peripheral  border  of  yellowish  lutein  cells.  On 
section  these  growths  usually  show  multiple  ir- 
regular spaces  containing  altered  blood,  sur- 
rounded by  dense  fibrous  tissue.  The  gross  ap- 
pearance and  location  of  these  masses  is  so  char- 
acteristic that  there  is  usually  little  room  for 
doubt  in  distinguishing  these  areas  from  car- 
cinoma. 

The  microscopic  appearance  is  highly  charac- 
teristic. The  islands  of  ectopic  endometrial  tissue 
possess  the  same  histologic  structure  as  the  nor- 
mally situated  uterine  endometrium.  The  lumina 
of  the  glands  may  be  empty,  but  more  often  they 
are  filled  with  epithelial  debris  and  old  and  recent 
hemorrhage.  In  the  stroma  and  fibrous  tissue  sur- 
rounding the  glands  reticulo-endothelial  phago- 
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cytes,  filled  with  finely  divided  brownish  hemosi- 
derin pigment,  are  commonly  observed.  There  is 
usually  evidence  of  extensive  fibroblastic  organi- 
zation of  the  areas  of  older  hemoriTiage,  together 
with  the  development  of  adhesions  and  scar  tissue. 
Less  commonly  the  epithelium  and  stroma  re- 
sembles that  of  the  endosalpinx.  The  adhesions 
are  often  most  marked  at  the  site  of  previous  per- 
foration of  the  cystic  blood-filled  areas.  When 
such  perforation  occurs  varying  quantities  of 
blood  escape  and  stimulate  the  development  of 
new  adhesions. 

One  difficulty  in  arriving  at  an  accurate  pre- 
operative clinical  diagnosis  arises  from  the  fact 
that  there  are  often  other  pathological  conditions 
associated  with  endometriosis,  such  as  uterine 
fibromyomata,  cervicitis,  salpingitis,  or  ovarian 
tumors.  In  our  series  there  were  12  cases  in 
which  there  was  no  apparent  pathology  other  than 
endometriosis.  In  the  remaining  36  cases  one  or 
more  of  the  following  associated  pathological  con- 
ditions were  found: 


No.  of  Cases 

Fibromyomata — one  case 

showing 

leiomyosarcoma 

24 

Cervicitis 

12 

Salpingitis 

9 

Parovarian  cystadenoma 

5 

Dermoid  cyst 

1 

Ovarian  fibromyoma 

1 

A review  of  the  clinical  symptomatology  of  the 
cases  in  which  associated  pathological  conditions 
were  found  indicates  that  the  symptoms  and  signs 
of  endometriosis  were  present  in  practically  every 
instance  even  though  they  were  often  obscured  by 
the  coexistence  of  the  other  pathological  con- 
ditions. 

CLINICAL  OBSERVATIONS 

The  clinical  symptomatology  of  endometriosis 
will  vary,  depending  upon  the  location  and  extent 
of  the  endometrial  masses  and  upon  the  coexis- 
tence of  complicating  pathological  conditions  such 
as  uterine  or  ovarian  tumors,  or  the  presence  of 
extensive  adhesions.  The  disease  occurs  most  fre- 
quently in  women  between  25  and  45  years  of  age. 
Perhaps  the  most  important  single  factor  in  per- 
mitting one  to  arrive  at  a clinical  diagnosis  of 
endometriosis  is  the  careful  recording  of  a de- 
tailed history.  The  occurrence  of  acquired  dys- 
menorrhea associated  with  a history  of  intermit- 
tent lower  abdominal  or  pelvic  pain,  with  in- 
creased discomfort  at  the  time  of  the  menses; 
pain  in  the  region  of  the  rectum  or  bladder  dur- 
ing and  immediately  followed  the  menstrual 
period;  sacral  or  lumbosacral  back  pain;  the  his- 
tory of  acquired  dyspareunia ; and  the  failure  to 
obtain  relief  following  prolonged  hot  douches, 
Elliott  therapy,  or  other  forms  of  local  heat 
therapy,  should  cause  one  strongly  to  suspect  the 


existence  of  endometriosis.  In  some  cases  the  ac- 
quired dysmenorrhea  will  not  appear  until  the 
patient  is  past  30  years  of  age.  In  many  instances 
the  dysmenorrhea  is  associated  with  menorrhagia 
or  metrorrhagia,  or  both.  Some  women  will  com- 
plain of  a sense  of  fullness  in  the  rectum  and  pain 
during  the  passage  of  the  stool.  Endometriosis  of 
the  umbilicus  and  laparotomy  scars  are  character- 
ized by  painful  swelling  and  more  vivid  purplish 
discoloration  at  the  time  of  the  menses;  in  some 
instances  there  is  a discharge  of  blood  from  these 
lesions  at  the  time  of  the  menstrual  cycle.  There 
is  sometimes  a history  of  absolute  or  relative 
sterility.  Most  writers  on  the  subject  feel  that 
there  is  a definite  lowering  of  the  reproductive 
capacity.  In  several  instances  it  has  been  noted 
that  a long  interval  has  elapsed  since  the  birth  of 
the  last  child. 

The  essential  information  to  be  derived  from 
the  history  of  a patient  with  endometriosis  is  the 
extraordinary  monthly  periodicity  of  the  symp- 
toms. In  some  instances  the  symptoms  may  per- 
sist throughout  the  month,  but  are  distinctly  ac- 
centuated during  the  menstrual  period. 

In  cases  of  extensive  pelvic  endometriosis  the 
uterus  and  adnexa  are  usually  firmly  adherent  on 
one  or  both  sides.  If  the  ectopic  endometrial  tis- 
sue is  present,  as  it  is  commonly,  on  the  posterior 
surface  of  the  uterus  and  along  the  utero-sacral 
ligaments,  the  uterus  will  be  firmly  fixed  pos- 
teriorly. Deep  digital  examination  in  the  pos- 
terior vaginal  fornix  or  rectum  may  reveal  the 
presence  of  nodular  masses  in  the  culdesac.  Man- 
ipulation of  these  masses  is  generally  quite  pain- 
ful and  even  under  light  anesthesia  may  at  times 
elicit  a cry  and  deep  breathing.  Because  such 
masses  are  frequently  mistaken  for  malignant 
disease  of  the  rectum  or  bladder,  proctoscopic  or 
cystoscopic  examination  is  often  necessary. 

Unless  there  has  been  considerable  hemorrhage, 
laboratory  diagnostic  studies  are  chiefly  of  value 
in  eliminating  the  possibility  of  salpingitis  or 
other  forms  of  pelvic  inflammatory  disease.  Ordi- 
narily the  sedimentation  rate  and  leucocyte  count 
are  within  normal  limits. 

TREATMENT 

Surgical  removal  of  the  ectopic  masses  of  endo- 
metrial tissue  appears  to  be  the  treatment  of 
choice  in  most  cases.  This  is  particularly  true 
during  the  child-bearing  period.  In  women  ap- 
proaching the  menopause  bilateral  oophorectomy 
will  produce  gradual  regression  of  the  lesions.  If, 
however,  extensive  adhesions  have  produced  ob- 
structive symptoms  involving  the  bowel,  bladder 
or  ureter,  resection  of  the  involved  tissue  will  be 
necessary.  It  is  rarely,  if  ever,  necessary  to  resect 
a portion  of  the  bowel.  In  the  mild  cases,  and 
especially  in  young  women,  the  treatment  should 
be  conservative.  If  a unilateral  mass  is  found, 
involving  the  fallopian  tube  or  ovary,  or  both,  the 
other  ovary  should  be  conserved  because  of  the 
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possibility  of  future  pregnancy.  Bowing10  has  re- 
ported favorable  results  utilizing  X-ray  and 
radium  therapy,  with  and  without  supplementary 
surgery.  It  is  quite  possible  that  the  recent  de- 
velopments in  endocrine  therapy  may  provide  an 
additional  therapeutic  aid  in  the  management  of 
this  disease. 

SUMMARY  AND  CONCLUSIONS 

1.  Recent  developments  provide  evidence  that 
endometriosis  is  a much  more  common  disease 
than  is  generally  believed. 

2.  The  etiologic  background  of  endometriosis 
is  still  obscure,  but  accumulating  evidence  appears 
to  favor  the  theory  of  serosal  origin  rather  than 
the  belief  that  these  aberrant  islands  of  endome- 
trial tissue  develop  as  the  result  of  retrograde 
menstruation  through  the  fallopian  tubes  with 
implantation  upon  the  peritoneal  surfaces. 

3.  Even  though  the  diagnosis  of  endometriosis 
is  seldom  made  preoperatively,  a more  or  less 
characteristic  train  of  symptoms  should  lead  more 
frequently  to  the  clinical  diagnosis  of  endome- 
triosis. The  most  important  factor  in  arriving  at 
a clinical  diagnosis  of  endometriosis  is  the  monthly 
periodicity  of  pelvic  symptoms  coincident  with  the 
menses. 

4.  The  surgeon  should  ordinarily  encounter  lit- 
tle difficulty  in  arriving  at  an  accurate  diagnosis 
at  the  time  of  operation.  The  lesions  of  endome- 
triosis present  a highly  characteristic  gross  ap- 
pearance. 

5.  Surgical  removal  of  the  aberrant  endo- 
metrial tissue  appears  to  be  the  treatment  of 
choice  in  cases  of  extensive  pelvic  endometriosis. 
In  those  cases  with  extensive  infiltration  of  the 
rectum,  bladder,  or  other  viscera,  bilateral 
oophorectomy  or  menopausal  doses  of  X-ray  or 
radium  may  be  required. 
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We  Sometimes  Forget --- 

THE  ideal  method  of  treating  a fracture 
would  be  to  immobilize  the  fragment  ends, 
and  keep  the  motor  apparatus  of  the  limb 
such  as  the  muscles,  ligaments,  and  joints,  mobile. 
This  would  bring  about  early  union  and  early  re- 
turn of  function.  Unfortunately  our  skill  has  not 
advanced  to  such  a point,  and  therefore  we  must 
use  two  procedures  which  in  action  are  rather 
antagonistic.  They  are : 

1.  Immobilization  of  the  fracture  (fragment 
ends) . 

2.  The  task  of  retaining  or  restoring  the 
mobility  of  the  part. 

Immobilization  has  been  accomplished  by 
splints  and  casts,  and  has  included  generally  the 
joints  below  and  above  the  fracture.  What  has 
this  done?  It  has  immobilized  the  fragments.  It 
has  also  caused  a muscle  atrophy  with  its  result- 
ant weakness  from  disuse;  and  also  stiffness  in 
the  joints  about  the  fracture.  This  has  been  very 
annoying  and  the  restoration  of  function  following 
the  removal  of  the  splints  has  been  long  and 
tedious. 

How  can  this  be  avoided?  By  instituting  the 
second  procedure.  This  will  help  to  retain  the 
mobility  of  the  motor  apparatus.  It  should  start 
with  heat  and  massage  very  early  in  the  course  of 
the  treatment,  in  some  fractures  long  before  union 
of  the  fragments  has  occurred.  Massage  tends  to 
increase  blood  supply  and  keep  the  muscle  tone. 
This  can  either  be  accompanied  or  soon  fol- 
lowed by  motion  in  the  adjacent  joints.  Time  and 
function  are  saved  in  some  fractures  of  the  lower 
extremities  by  the  use  of  ambulatory  apparatus. 

When  should  we  start  this  process  of  mobiliza- 
tion of  the  limb  ? As  soon  as  one  can  consistently 
apply  these  procedures  without  too  much  danger 
of  displacing  the  position  of  the  fragments  of  the 
fracture.  It  will  be  seen  that  each  case  must  be 
judged  upon  its  own  merits,  and  must  be  under 
the  strict  surveillance  of  the  physician  in  charge. 

Therefore  the  treatment  should  attack  the  prob- 
lem more  from  the  standpoint  of  function,  and 
treat  the  deformity  in  its  relationship  to  function. 
The  treatment  of  a fracture  does  not  end  until  the 
maximum  amount  of  function  has  been  obtained. 
— Barney  J.  Hein,  M.D.,  F.A.C.S.,  Toledo,  Ohio. 


Now,  no  one  will  argue  that  there  is  too  little 
published  in  the  literature  of  medicine.  No  reader 
can  survey  all  the  printed  matter,  worthy  and 
unworthy.  Nevertheless,  the  physician  must  at- 
tempt some  reading  every  day,  if  he  would  grow 
in  professional  stature.  The  good  that  we  derive 
from  occasional  encounters  with  sound  ideas 
which  are  new  to  us,  far  outweighs  in  any  balance 
frequent  meetings  with  unsound  ones. — R.  K. 
Updegraff,  Jr.,  M.D.,  Bulletin  of  Cleve.  Acad,  of 
Med.,  20:10,  Dec.,  1936. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

H.  L.  REINHART,  M.D. 

AN  INFECTION  OF  THE  HAND 


This  is  the  thirteenth  of  a series  of  cases  to  be  published 
under  the  heading,  “Case  Record  Presenting  Clinical  Prob- 
lems.” The  cases  presented  are  selected  by  Dr.  Harry  L. 
Reinhart  as  the  most  instructive  among  those  discussed  at 
the  weekly  pathologic  conferences  at  Starling-Loving  Hos- 
pital, Ohio  State  University,  Columbus,  Ohio. 

CASE  HISTORY 

A WHITE  housewife,  48  years  old,  was  ad- 
mitted to  the  hospital  complaining  of  pain, 
swelling  and  discharge  from  the  palm  of 
the  left  hand.  Nine  days  prior  to  admission  she 
noticed  a small  reddened  area  on  the  palm  of  the 
left  hand  which  she  picked  with  a needle.  Almost 
immediately  the  hand  began  to  swell  and  she 
noticed  a red  streak  running  up  her  arm  to  the 
elbow,  which  disappeared  following  the  use  of  hot 
compresses.  Four  days  before  admission  she  con- 
sulted a physician,  who  lanced  the  swollen  area 
with  the  release  of  a small  amount  of  pus.  The 
swelling  and  pain  increased  and  she  was  advised 
to  enter  the  hospital. 

Her  health  before  the  onset  of  the  present  ill- 
ness had  been  fairly  good.  She  stated  that  she 
had  “blood  poisoning’’  in  her  right  hand  four 
years  ago,  which  apparently  healed  without  any 
residua]  effects.  Her  mother  died  of  tuberculosis 
and  her  father  of  “blood  poisoning”. 

Physical  examination  revealed  a middle-aged 
white  woman  lying  in  bed  complaining  of  being 
hot,  and  of  the  odor  from  her  left  hand.  She  was 
very  restless  and  uncomfortable.  The  lung  fields 
were  clear  to  percussion  and  auscultation  and  the 
heart  was  normal  in  size.  The  heart  rate  was 
rapid  but  there  were  no  murmurs,  arrhythmia  or 
thrills.  The  pulse  was  bounding  and  128  per 
minute.  The  abdomen  was  of  normal  contour, 
neither  tender  nor  rigid  and  no  masses  were  pal- 
pable. The  deep  reflexes  were  physiological,  the 
neck  was  not  rigid,  Kemig’s  and  Brudzinki  were 
normal.  The  right  hand  presented  a reddened 
area  at  the  metacarpo-phalangeal  joint  of  the 
middle  finger  on  the  palmar  surface,  in  the  mid- 
dle of  which  area  was  a small  scar.  The  left  hand 
was  markedly  swollen,  the  swelling  extending  to 
the  wrist;  it  was  red  but  not  particularly  painful. 
Movements  of  the  fingers  did  not  produce  pain. 

Laboratory  examination  revealed  a total  W.B.C. 
count  of  18,000  with  50  per  cent  segmenters,  40 
per  cent  bands,  3 per  cent  lymphocytes,  and  7 
per  cent  monocytes.  The  Hb.  was  90  per  cent, 
R.B.C.  4,500,000.  Urine — not  remarkable. 

COURSE  IN  THE  HOSPITAL:  The  admission 
temperature  was  102.6,  pulse  110  and  respirations 
20.  The  palmar  surface  of  the  affected  hand  was 
denuded,  with  extension  of  the  existing  incision 
and  hot  magnesium  sulfate  compresses  applied. 
The  arm  was  elevated  and  immobilized.  The  in- 
fection appeared  to  be  deep,  extending  toward 
the  dorsal  surface  of  the  hand  in  the  region  of 
the  third  finger.  The  patient  felt  somewhat  bet- 
ter. Fluids  were  forced  and  she  was  typed  for 
transfusion.  Her  general  condition  appeared  fair, 
but  the  day  after  admission  she  became  drowsy. 
The  third  day  she  became  irrational,  incontinent, 
and  developed  rigidity  of  the  neck.  Kernig’s  and 
Brudzinski’s  signs  were  positive  and  the  patient 
cried  out  with  pain  when  moved.  A spinal  punc- 
ture revealed  a cloudy  spinal  fluid.  Examination 


of  the  spinal  fluid  revealed  310  cells,  98  per  cent 
of  which  were  neutrophiles  and  2 per  cent 
lymphocytes.  A smear  revealed  staphylococcus. 
A cistern  puncture  was  performed  and  a catheter 
inserted  into  the  spinal  canal  for  irrigation  and 
drainage.  She  became  steadily  worse  and  expired 
four  days  after  admission. 

Dr.  Verne  A.  Dodd,  Commentator: 

The  case  presented  is  but  another  example  of 
the  tragedy  that  may  come  from  an  apparently 
insignificant  wound  of  the  hand.  As  we  review 
the  history  we  find  that  the  train  of  events  have 
had  their  origin  in  a tiny,  red  spot  in  the  distal 
palm  of  the  left  hand.  Although  there  is  no  his- 
tory of  a puncture  wound  or  other  trauma  of  the 
hand,  undoubtedly  a breach  in  the  skin  was  the 
entrance  point  for  bacterial  invasion.  In  its  be- 
ginning it  was  not  one  of  the  rapidly  advancing 
and  overwhelming  infections  that  we  frequently 
observe  in  the  septic  hand.  The  symptoms  of  in- 
flammation were  evidently  not  so  severe  as  to 
cause  the  patient  to  consult  a doctor  until  four 
days  prior  to  her  entrance  to  the  hospital.  At  this 
relatively  late  time,  a physician  lanced  the  focal 
area  and  evacuated  a small  amount  of  pus.  Upon 
her  entrance  to  the  hospital,  nine  days  after  the 
first  sign  of  infection,  examination  revealed  a 
swollen  and  reddened  hand  but  with  some  volun- 
tary movement  of  fingers.  There  is  no  notation 
that  any  one  of  the  fingers  was  rigid  and  painful. 
There  is  no  mention  of  exquisite  tenderness, 
bulging  or  fluctuation  in  any  given  area  of  the 
hand  or  forearm.  I would  assume,  therefore,  that 
the  infection  was  still  confined  to  the  skin  and 
subcutaneous  tissues  as  in  reticular  lymphangitis. 

The  general  physical  examination  of  the  pa- 
tient was  essentially  negative,  except  for  the  con- 
stitutional symptoms  of  fever,  elevated  pulse  rate 
and  leucocytosis  which  would  signify  a marked 
but  not  profound  toxemia.  There  is  no  mention  of 
tender  enlargement  of  the  lymphatic  glands  about 
the  elbow  or  axilla.  There  is  nothing  in  the  his- 
tory or  physical  examination  that  would  lead  one 
to  suppose  that  the  patient  suffered  from  any- 
thing more  than  a localized  septic  process. 

It  is  the  duty  of  the  physician  who  is  charged 
with  the  responsibility  for  the  care  of  an  infected 
hand  to  make  an  exact  diagnosis  as  to  the  type 
of  infection  at  the  earliest  possible  moment,  in 
order  that  adequate  treatment  may  be  instituted 
for  the  particular  lesion  found. 

Treatment  differs  widely  in  the  various  types 
of  infection  and  meddlesome  surgery  may  sacri- 
fice the  subsequent  usefulness  of  the  hand,  if  it 
does  not  initiate  greater  disaster.  » 

The  usual  hand  infection  when  first  seen  shows 
evidence  of  lymphangitis  of  the  reticular  type 
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spreading  from  a small  wound.  There  is  a diffuse, 
reddened  area  with  more  or  less  marked  edema  on 
the  dorsum  of  the  hand  with  or  without  red 
streaks  outlining  the  infected  lymphatic  trunks 
in  the  forearm.  This  condition  does  not  require 
incision,  but  is  to  be  treated  by  rest  in  bed  with 
loose  splinting  of  the  entire  hand  and  arm  after 
its  envelopment  in  wet,  hot  packs.  The  solutions 
used  vary  somewhat  according  to  the  ideas  of  the 
surgeon.  It  is  my  personal  belief  that  no  great 
importance  need  be  attached  to  this  selection  as 
moisture  and!  heat  are  the  most  important  fac- 
tors. It  is  my  custom  to  use  an  evaporating 
lotion  which  is  somewhat  dehydrating,  mildly 
antiseptic  and  soothing  to  inflammed  surface,  the 
components  being  80  parts  of  a saturated  solu- 
tion of  boracic  acid,  10  parts  each  of  alcohol  and 
glycerine.  The  usual  case  of  lymphangitis  is  im- 
proved within  48  hours  under  this  management. 

Continued  local  disturbance  about  the  wound 
may  indicate  abscess  formation  in  the  subcutane- 
ous tissue.  This  demands  superficial  incision, 
with  great  care  that  the  knife  penetrates  only 
into  the  pus  collection.  Injudicious  incision  may 
implant  organisms  in  surrounding  non-infected 
structures  with  most  serious  results.  Remember- 
ing that  from  these  superficial  infections,  deep 
infections  may  arise,  the  physician  should  fre- 
quently examine  the  hand  in  order  that  he  may  be 
apprised,  at  the  earliest  possible  time,  of  such  ex- 
tension. This  examination  consists  of  gentle  move- 
ment of  the  digits  to  ascertain  whether  infection 
has  reached  the  tendon  sheaths. 

In  the  event  that  a tendon  sheath  is  infected, 
the  finger  is  held  in  partial  flexion,  is  rigid  and 
the  slightest  movement  causes  exquisite  pain. 
There  is  definite  tenderness  on  palpation  along 
the  course  of  the  tendon.  Continuity  of  the  tendon 
sheaths  with  the  bursae  in  the  case  of  the  thumb 
and  little  finger  is  to  be  borne  in  mind.  The  ten- 
derness then  extends  over  the  thenar  or  hypothe- 
nar  eminence  and  above  the  annular  ligament  in 
the  wrist.  The  fascial  spaces  of  the  palm  may 
give  evidence  of  infection  confined  to  either  of 
them.  If  this  condition  exists  there  is  a tender 
bulging  over  the  area  conforming  to  their  posi- 
tion. If  the  attending  physician  is  reasonably 
convinced  that  there  is  an  extension  of  the  in- 
fection into  these  sheaths  or  spaces,  active  sur- 
gical intervention  is  indicated. 

Exploration  should  be  done  under  general 
anesthesia  with  the  hand  rendered  bloodless*  by 
the  use  of  a tourniquet  applied  above  the  elbow. 
The  serous  cavities  should  be  approached  cau- 
tiously and  inspected  before  they  are  incised.  If 
definite  evidence  of  infection  is  found,  the  sheath 
or  space  should  be  opened  widely  to  permit  ade- 
quate drainage.  Very  prompt  attention  to  con- 
fined infection,  particularly  about  the  tendon 
sheaths  is  of  the  utmost  necessity.  The  products 
of  infection  held  under  tension  increases  toxemia, 


destroys  relatively  early  such  avascular  tissues  as 
the  tendons  and  tends  to  rupture  through  definite 
points  of  least  resistance  with  resultant  spread  of 
deep  infection.  The  threat  to  ultimate  function 
of  the  hand  and  to  life  itself  is  greatly  increased 
with  any  delay  of  adequate  surgical  drainage. 

In  the  case  under  discussion,  there  seems  to 
have  been  no  extension  of  infection  into  the  ten- 
don sheaths  or  spaces  at  any  time.  Subsequent 
events  indicate  metastasis  of  infection  to  the 
meninges.  One  would  assume  that  the  interval 
between  the  hand  and  meningeal  infection  was 
bridged  by  septicemia.  Inasmuch  as  the  staphy- 
loccus  was  the  organism  recovered  from  the  spinal 
canal,  we  might  reason  that  a symbiotic  relation- 
ship of  streptococcus  and  staphylococcus  was 
prominent  in  this!  case.  The  description  of  the 
early  symptoms  would  lead  one  to  believe  that 
the  original  lymphangial  infection  was  streptococ- 
cal in  type,  probably  of  the  non-hemolytic  variety. 
The  localized  abscess  in  the  subcutaneous  tissue 
of  the  palm  with  thick  pus  and  slower  develop- 
ment would  lead  one  to  the  belief  that  the 
staphylococcus  was  responsible  for  this  local  pro- 
cess. 

From  the  location  of  the  lesion  in  the  palm  at 
the  base  of  the  middle  finger,  we  might  well  be- 
lieve that  the  ascending  infection  through  lymph- 
atic channels  led  directly  to  the  supraclavicular 
area  with  immediate  deposition  of  organisms  in 
the  blood  stream.  It  is  known  that  the  middle 
finger  and  the  palm  about  its  base  occasionally 
drain  into  lymphatic  trunks  that  do  not  pass 
through  the  barrier  of  epitrochlear  or  axillary 
glands  which  usually  stand  in  the  way  of  direct 
implantation  in  the  blood  stream.  Thrombo- 
phlebitis with  infected  emboli  must  always  be  con- 
sidered as  a possible  origin  for  blood  stream  and 
pyemic  infection.  Inasmuch  as  the  lymphatic 
channels  lie  in  a very  superficial  position  over  and 
along  the  veins,  permeation  and  extension  of  in- 
fection into  the  wall  of  the  veins  may  be  readily 
accomplished. 

The  tendency  to  pyemia  in  staphylococcic  in- 
fections must  be  borne  in  mind.  It  would  not  be 
surprising  if  abscesses  of  other  tissues  or  organs 
of  the  body  may  have  occurred  in  this  case.  Ab- 
scess of  the  brain  with  a secondary  leak  infecting 
the  meninges  may  well  be  considered  as  an  ex- 
planation of  the  widespread  meningeal  infection 
here  demonstrated. 

Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Acute  purulent  ulceration,  palm  of  left  hand. 

2.  Acute  ulcerative  endocarditis. 

3.  Septico-pyemia:  embolic  abscess  of  heart, 
brain,  kidneys,  spleen  and  pancreas. 

4.  Acute  purulent  meningitis. 

An  abscess  of  the  skin  at  the  site  of  bacterial 
inoculation  with  outward  discharge  of  pus  is  man- 
ifestation of  protection.  This  manifestation  was 
epitomized  as  “laudable  pus”.  An  abscess  of  the 
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heart  with  ulceration  of  the  endocardium  and  dis- 
charge of  pus  into  the  blood  stream  is  a serious 
menace.  The  formation  and  evolution  of  the  ab- 
scess is  the  same  wherever  it  occurs.  The  prog- 
nosis is  determined  by  the  site  of  the  abscess  and 
the  direction  of  the  discharge  of  pus.  The  prin- 
ciples of  surgical  drainage  of  pus  are  largely 
based  on  these  factors,  whether  it  be  an  abscess 
of  the  skin,  an  acute  osteomyelitis  or  a purulent 
meningitis.  The  symptomatology  and  fatal 
termination  of  this  case  was  determined  by  the 
location  of  the  abscesses  and  the  purulent  dis- 
charge from  them.  The  initial  small  lesion  of 
the  hand,  inward  extension  of  bacteria  along  the 
lymph  vessel  manifested  by  the  red  streak  and 
general  septic  condition  clinically  over-shadowed 
the  secondary  abscesses  of  the  heart  and  acute 
ulcerative  endocarditis  with  constant  discharge  of 
pus  into  the  blood  stream.  The  resultant  embolic 
abscesses  of  various  organs  were  likewise  re- 
latively silent  until  pus  was  discharged  into  the 
subarachnoid  space  from  the  brain  abscesses,  with 
the  attendant  acute  purulent  meningitis. 

The  original  site  of  bacterial  inoculation  was 
the  palm  of  the  left  hand  and  was  attended  by 
slight  inflammatory  reaction.  Inward  extension 
of  the  bacteria  was  manifested  by  the  lymphan- 
gitis or  red  streak,  extending  up  the  arm.  Tem- 
porary lowering  of  tissue  immunity,  feeble  in- 
flammatory reaction  and  massive  inoculation  of 
bacteria  by  the  “needle  pricks”  were  probable 
factors  in  the  initial  dissemination.  The  small 
painful  red  spot  was  a manifestation  of  the  suc- 
cessful establishment  of  the  bacteria  in  a new 
soil  with  attendant  capabilities  of  rapid  multi- 
plication, in  other  words  an  increase  in  virulence. 
If  the  small  “pimple”  is  always  regarded  as  an 
established  focus  of  virulent  bacteria  which  may 
be  widely  disseminated  by  “needle  pricks”,  trau- 
matic manipulation  or  injudicious  cutting,  many 
cases  of  blood  poisoning  may  be  avoided. 


PRACTICAL  PREVENTIVE 
MEDICINE 

THE  possibility  of  prevention  of  gall  tract 
disease  is  rarely  mentioned  although  the 
condition  is  enormously  prevalent.  The 
exact  sequence  of  events  in  the  pathogenesis  of 
the  disease  is  not  clear.  However,  recent  studies 
indicate  that  there  are  three  main  etiological 
factors  all  of  which  are  subject  to  a certain  de- 
gree of  control.  In  addition  there  is  a definite 
hereditary  predisposition  which  should  serve  to 
warn  the  predisposed  individual  especially  the 
overweight  multiparous  woman.  These  three 
etiological  factors  with  their  preventive  implica- 
tions are  as  follows: 

1.  Obesity  and  faulty  fat  metabolism. 

Increasing  emphasis  is  being  placed  on  faulty 


fat  metabolism  and  the  practical  importance  of 
excessive  fat  intake.  There  is  evidence  that  a dis- 
turbance of  the  normal  cholesterol  bile  salt  ratio 
in  the  bile  leads  to  the  disposition  of  calculi.  This 
may  result  either  from  increase  in  the  cholesterol 
or  decrease  in  the  bile  salt  concentration.  Exces- 
sive fat  intake  is  one  cause  of  hyper-choles- 
terolemia.  Low  fat  intake  does  not  promptly  re- 
duce this  excess  on  account  of  its  slow  transit 
through  the  thoracic  duct  but  prolonged  low  fat 
feeding  does  help  to  control  it.  Pathological 
statistics  show  that  the  incidence  of  gall  bladder 
disease  increases  with  the  degree  and  duration  of 
obesity.  Gall  stones  occur  in  a very  high  per- 
centage of  people  in  an  extreme  state  of  obesity, 
which,  as  Newburgh  has  shown,  is  largely  a mat- 
ter of  excessive  fat  and  total  food  intake.  Hence 
diet  may  be  regarded  as  a practical  control  of  one 
etiological  factor  in  gall  bladder  disease.  There  is 
probably  a functional  stage  of  the  disease  also  in 
which  the  choleretic  action  of  bile  salt  prepara- 
tions such  as  decholin  will  be  helpful  in  preven- 
tion, since  animal  experimentation  shows  con- 
clusively that  bile  salts  by  mouth  promptly  reduce 
chloesterol  in  the  blood  and  increase  it  in  the  bile 
by  facilitating  its  excretion  through  the  liver 
cells. 

2 —  Infection. 

Infection  is  a second  great  factor.  It  may  often 
be  secondary,  occurring  after  the  soil  has  been 
prepared  by  metabolic  disease.  Foci,  especially 
chronically  infected  teeth,  should  be  removed 
when  found  in  the  health  examination  and  all  dead 
teeth  should  be  X-rayed.  Gastroduodenal  and 
colonic  infection  should  be  controlled  further  by 
dietetic  and  hygienic  measures,  since  infection 
may  extend  directly  through  the  lymphatic  or  the 
portal  circulation,  to  the  biliary  tract. 

3 —  Stasis. 

Stagnation  of  the  biliary  outflow  favors  both 
the  above  processes.  Sedentary  habits,  compres- 
sion and  fixation  of  the  gall  bladder  and  ducts  by 
a huge  abdomen,  whether  due  to  fat  or  the  preg- 
nant uterus  or  other  conditions  restrict  the  normal 
mobility  of  the  liver  and  free  drainage  from  its 
ducts.  Tonic  nervous  spasm  of  the  duodenal  wall 
and  the  sphincter  of  Oddi  may  maintain  a pro- 
longed obstruction.  Suitable  exercise  and  avoid- 
ance of  gastric  irritants  and  control  of  marked 
nervous  inhibitions  also  will  be  helpful  in  preven- 
tion during  the  functional  stage  of  the  disorder. 

The  doctor  interested  in  real  preventive  service 
can  individualize  with  his  intelligent  and  co- 
operative patient  and  render  a very  important  ser- 
vice not  only  in  relation  to  gall  tract  disease  but 
also  with  other  diseases  associated  with  obesity  or, 
in  fact,  with  gall  tract  disease,  such  as  diabetes 
and  some  forms  of  hypertension. — V.  C.  Rowland, 
M.D.,  Cleveland,  Ohio. 
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A Review  For  Physicians  Issued  by  the  National  Tuberculosis  Association  and  Distributed 
by  Its  Component  Society,  the  Ohio  Public  Health  Association 


THE  prevention  of  relapse  among  arrested 
cases  of  tuberculosis  is  a chief  concern  of 
those  engaged  in  tuberculosis  work.  Var- 
ious schemes  such  as  sheltered  workshops,  con- 
valescent homes  and  camps  have  been  set  up  from 
time  to  time  but  they  reach  only  about  one  out  of 
every  seventy-five  patients  who  need  such  service. 
It  is  essential  that  some  practical  program  be 
worked  out  that  can  be  applied  on  a much  wider 
scale. 

In  an  effort  to  escape  from  theory  and  opinion 
and  to  build  a program  based  on  the  actual  needs 
of  patients,  a factual  study  was  made  of  5,000 
patients  over  16  years  of  age  in  40  sanatoria  in 
15  states.  The  results  show  that  the  majority  of 
sanatorium  patients  are  young;  with  limited 
schooling;  with  occupational  experience  largely 
in  the  semi-skilled  or  unskilled  group;  in  need  of 
vocational  guidance;  with  definite  desires  for 
further  study  and  training.  In  the  light  of  these 
findings  it  was  decided  to  stop  using  the  term 
“after-care”  since  by  waiting-  until  after  the 
patient  has  been  discharged  from  the  sanatorium, 
opportunity  for  guidance  and  training  is  lessened 
and  sometimes  lost.  “Social  and  vocational  re- 
habilitation” more  accurately  describes  the  ulti- 
mate goal,  which  is  “to  return  each  patient  to  that 
place  in  society  where  he  can  obtain  the  greatest 
amount  of  happiness  for  himself,  at  the  same  time 
that  he  is  giving  his  best  to  the  common  life 
around  him.” 

Guidance  involves  a knowledge  of  the  individual 
to  be  guided  and  a knowledge  of  the  community 
in  which  he  is  to  live.  Proficiency  in  a certain  type 
of  work  and  enjoyment  of  that  work  usually  go 
together.  It  is  important  to  find  each  patient’s 
strong  points  and  to  give  him  all  the  training 
he  can  take  in  line  with  his  best  abilities.  Voca- 
tional adjustment,  important  for  everyone  may 
be  a deciding  factor  between  illness  and  health 
in  the  case  of  the  tuberculosis  patient. 

While  aptitude  tests  are  of  great  help  in  coun- 
seling much  can  be  accomplished  without  them. 
Careful  study  of  school  life,  in  terms  of  subjects 
liked  and  disliked;  of  occupational  experience  in 
terms  of  satisfaction  or  dissatisfaction;  of  leisure 
time  including  favorite  sports  and  amusements, 
preferred  magazines  and  newspapers,  will  throw 
a great  deal  of  light  on  the  patient’s  abilities.  It 
is  equally  important  to  get  at  the  patient’s  tastes, 
and  his  hopes  and  ambitions  for  the  future. 
Knowledge  of  work  opportunities  in  the  com- 
munity is  of  course  essential  to  the  giving  of 
sound  vocational  advice. 


The  methods  outlined  above  are  called  “social 
and  vocational  diagnosis”.  Just  as  medical  treat- 
ment is  undertaken  only  after  a complete  medical 
diagnosis  has  been  made,  so  social  plans  should 
be  made  only  on  the  basis  of  a diagnosis  of  his 
social  and  vocational  needs. 

Complete  physical  rest  cannot  be  obtained  with- 
out peace  of  mind.  Planning  for  the  future  often 
lays  most  of  the  patient’s  persistent  worries, 
thus  facilitating  the  medical  cure.  Planned  study 
is  proving  its  therapeutic  value  in  many  sana- 
toria. Teachers  are  furnished  by  the  sanatorium, 
through  WPA  funds,  depending  on  the  resources 
of  the  community.  Instruction  is  brought  to  the 
bedside  by  tutors  and  through  radio.  Some  sana- 
toria have  their  own  broadcasting  system  so  that 
patients  in  the  different  wards  throughout  the 
hospital  can  be  included  in  classes.  Regular  grade 
school  work,  high  school  and  college  subjects  and 
ai  number  of  vocational  courses  are  being  taught. 

After  discharge  the  study  begun  at  the  sana- 
torium is  carried  on  through  outside  agencies 
notably  through  the  State  Rehabilitation  Bureaus 
which  exist  in  44  states.  These  bureaus  have 
public  Federal  and  state  funds  for  the  retraining 
of  people  who  because  of  accident  or  illness  should 
not  return  to  their  old  occupations. 

But  the  best  guidance  and  training  is  barren  un- 
less it  results  in  actual  placement  on  a job.  The 
widening  Public  Employment  Service  is  deeply 
interested  in  fitting  people  who  have  recovered 
from  tuberculosis  into  suitable  employment.  The 
recovered  patient  is  not  treated  as  a handicapped 
individual.  His  assets  not  his  liabilities  are 
stressed.  In  days  of  vast  unemployment  it  is 
more  than  ever  essential  that  the  recovered  pa- 
tient be  trained  along  the  line  of  his  greatest 
capacity. 

Patients  are  often  told  to  return  to  their  old 
occupations,  but  for  a very  large  number  of  them 
this  is  not  possible.  A recent  study  of  more  than 
800  patients  revealed  that  two-thirds  of  them 
must  be  trained  for  new  occupations.  There  is 
no  simple  formula  for  this  solving  of  the  problem 
of  rehabilitating  the  tuberculous.  The  problem  is 
social  as  well  as  medical.  Medical  diagnosis  and 
social  diagnosis,  treatment  and  training,  re- 
covery and  placement  in  a suitable  occupation  are 
essential  elements  in  the  solution  of  the  problem 
of  rehabilitation  and  the  prevention  of  relapse. — 
Rehabilitation  of  Sanatorium  Patients  in  the  U. 
S.  A.,  Beulah  W.  Burhoe,  Ph.D.,  Bull.  De  L’Union 
Internationale  Contre  La  Tuberculose,  Yol.  XIII, 
No.  1,  Jan.,  1936. 
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Kept  by  David  A.  Tucker,  Jr.,  M.D.,  Cincinnati,  Ohio 

CHOLERA  IN  CINCINNATI 

By  Edwin  W.  Mitchell,  M.D.,  Cincinnati,  Ohio 


A WORLD-WIDE  epidemic  of  cholera,  begin- 
ning in  India  in  1826,  reached  Russia  in 
1829,  England  in  1831,  and  was  brought  to 
this  country  in  1832  by  immigrants  landing  in 
Quebec. 

Dr.  Drake  with  characteristic  foresight  pub- 
lished early  in  1832  a paper  on  cholera,  its  causes, 
symptomology  and  treatment.  The  first  case  in 
Cincinnati  was  that  of  a passenger  on  a steam- 
boat from  Portsmouth.  He  had  left  Kingston, 
Canada,  nine  days  before.  The  epidemic  spread 
in  the  city  very  rapidly  and  caused  great  con- 
sternation. Dr.  Drake  estimated  that  4 per  cent 
of  the  population  was  destroyed  in  the  three 
years,  1832,  1833  and  1834.  The  number  of  deaths 
in  the  first  year  was  571.  The  total  for  three  years 
was  831.  In  his  paper  on  the  disease  he  held  the 
view  that  it  was  not  contagious.  He  reviews  the 
various  causes  of  the  disease,  mentioning  among 
others  the  “animalicular”.  “I  think  it  explains 
more  of  the  facts  than  other  of  the  hypotheses,” 
he  said.  We  recall  that  in  his  great  work  he  sug- 
gests the  same  cause  for  malaria.  There  was  an 
animated  discussion  as  to  its  being  contagious. 
Dr.  Drake  contended  it  was  not. 

It  became  a problem  to  care  for  the  numerous 
orphans  left  by  the  epidemic.  Benevolent  ladies 
of  the  city  founded  the  Cincinnati  Orphan  Asylum 
with  funds  contributed  by  the  Masonic  Lodge  and 
others.  The  city  gave  a building  on  the  ground 
which  is  now  Lincoln  Park.  The  asylum  was  later 
removed  to  Mount  Auburn. 

SECOND  EPIDEMIC 

A second  epidemic  occurred  in  1848  and  1850. 
The  epidemic  of  1832  was  described  by  several 
papers  in  the  Western  Journal  of  Medical  and 
Physical  Sciences.  Our  best  description  of  the 
second  epidemic  is  found  in  two  papers.  One,  a 
report  read  by  Dr.  George  Mendenhall  at  the 
annual  meeting  of  the  American  Medical  Associa- 
tion in  Charleston,  South  Carolina,  in  May,  1851, 
and  published  in  the  transactions.  The  other 
paper  was  by  Dr.  Thomas  Carroll  and  published 
in  The  Western  Lancet  beginning  with  the  June 
number  of  1854.  He  writes:  “As  early  as  De- 
cember 25,  1848,  patients  laboring  under  cholera 
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arrived  at  our  landing  from  the  South  and  were 
hurried  through  our  midst  to  our  Commercial 
Hospital.  The  decks  of  many  steamboats  on  the 
Mississippi  became  chamal  houses  at  an  early 
period”. 

From  December  25  to  January  10,  14  cases  came 
from  the  river  and  there  were  seven  or  eight 
from  the  city.  There  were  few  deaths  up  to  May 
10.  Judge  Brough,  a prominent  citizen,  died  of 
the  disease.  This  produced  general  alarm  and 
consternation.  Between  this  date  and  June  15,  75 
people  died.  “Death  seemed  to  stare  everyone  in 
the  face  for  the  next  36  days.”  In  one  family, 
out  of  eight  attacked,  six  died  within  10  to  12 
days.  In  a comparatively  small  house  there  were 
14  deaths.  In  a small  district  in  the  region  of 
Clarke  and  Rittenhouse  Streets,  69  out  of  a 
population  of  300  died.  The  crest  of  the  wave  was 
reached  in  July,  there  being  on  the  Fourth  of 
July,  130  deaths,  on  the  Fifth,  137.  From  May  1 
to  August  30,  there  were  4114  deaths  from 
cholera — total  deaths  from  all  diseases  for  the 
whole  period  being  6,459  (Mendenhall). 

The  population  of  the  city  was  estimated  at  this 
time  at  about  100,000.  It  is  not  strange  that  there 
should  have  been  a great  deal  of  confusion  and 
dissatisfaction  with  the  Board  of  Health  and  con- 
troversy about  method  of  treatment.  There  was 
quite  a war  between  the  regulars  (so-called)  and 
irregulars,  pamphlets  being  published  by  each 
side  as  well  as  numerous  newspaper  articles.  Dr. 
Carroll  states:  “Often  the  alarm  of  the  moment 

was  the  occasion  for  patients  being  thrown  in  the 
hands  of  quacks”.  Drs.  Pulte  and  Ehrman,  lead- 
ing homeopathic  practitioners,  published  claims 
for  the  homeopathic  treatment  of  1,116  patients 
(60  to  70  of  whom  were  in  deep  collapse  when 
coming  under  treatment)  with  only  35  deaths. 
Dr.  Latta,  editor  of  The  Methodist  Expositor, 
after  having  carried  on  the  dispute  for  some  time 
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in  his  journal,  issued  a bulletin  claiming  to  show 
gross  misinterpretation  of  the  above  report.  On 
the  24th  of  May  the  old  board  of  health  was  dis- 
placed by  a new  one  composed  of  one  lawyer,  one 
editor,  one  dealer  in  spirits  and  one  mechanic. 

TREATMENT  DESCRIBED 

The  treatment  employed  at  the  Cholera  Hos- 
pital is  described  by  Dr.  Mendenhall  as  follows: 
Calomel  in  one-half  draehm  doses  with  three 
draehms  of  camphor  every  half  hour.  After  second 
half  hour,  camphor  given  with  brandy,  the  calo- 
mel given  three  to  five  times  only.  Cataplasm  of 
mustard  applied  over  the  abdomen  as  long  as  the 
patient  could  endure  it,  then  emplastrum  can- 
tharides  was  substituted ; cramps  relieved  by  fric- 
tion with  flannel  wrung  out  of  oil  of  turpentine; 
warmth  restored  to  extremities  by  putting  lumps 
of  lime  in  a stone  pot,  water  poured  over  the  lime 
and  the  pot  placed  between  the  patient’s  feet 
which  were  enveloped  in  a blanket.  In  the  most 
severe  cases,  in  addition  to  the  calomel,  unguen- 
tum  hydrargyri  was  applied  externally.  Opium 
given  guardedly.  This  does  not  differ  greatly 
from  the  treatment  of  1832  although  bleeding  is 
less  frequently  mentioned.  Dr.  Drake’s  dose  of 
calomel  was  20  to  60  grains  and  was  “always  re- 
quired”. The  homeopaths  gave  camphor  in  small 
doses  frequently  repeated.  The  Eclectic  Medical 
Journal  (February,  1849)  advises  opium,  cordial 
stimulants,  perspiration  induced,  by  external  heat, 
mild  warm  diluent  drinks  given  freely. 

THE  OUTBREAK  OF  1866 

The  epidemic  in  1866  was  milder  in  degree  and 
less  extensive  in  this  country  than  the  two  preced- 
ing epidemics.  It  also  came  from  the  South.  In 
the  Lancet  and  Observer  (September,  1866),  Dr. 
Carroll  describes  the  disease  as  it  occurred  in 
Cincinnati.  The  invasion  began  about  the  last  of 
July  and  reached  its  height  in  August,  there 
being  on  the  5th,  90  deaths,  the  greatest  number 
for  any  one  day.  In  the  treatment  we  find  that 
calomel  was  still  given  but  instead  of  one-half 
draehm  doses,  one  or  perhaps  five  grains  was  used. 
Dr.  Carroll’s  treatment  of  the  epidemic  was  as 
follows:  In  the  first  stage,  calomel,  five  grains, 
opium,  one  grain  at  bedtime,  followed  the  next 
morning  by  castor  oil  or  rhubarb.  After  the 
bowels  had  moved,  bluepill,  five  grains  at  bedtime, 
every  night  or  every  other  night,  with  one-fourth 
grain  of  opium.  After  the  irritation  of  the 
stomach  and  bowels  had  subsided,  the  patient  was 
put  upon  the  compound  tincture  of  bark  and 
brandy,  T.I.D. 

When  the  patient  was  first  seen  in  the  second 
stage,  five  grains  of  calomel  with  one-half  grain 
of  opium  every  ten  minutes  until  twenty  and  two 
grains  respectively  had  been  taken.  With  each 
dose  a teaspoonful  of  brandy.  Other  practitioners 
gave  small  doses  of  calomel  frequently  repeated 
and  various  combinations  of  capsicum,  piperine, 
bismuth  and  tannin.  Most  physicians  used  opium 


though  some  objected  to  it.  Professor  Bartholow 
published  an  interesting  article  in  the  Lancet  and 
Observer  (1866 — page  652),  “Observations — Path- 
ological and  Experimental  in  Cholera”.  He  re- 
ports a number  of  experiments  on  dogs  with 
rather  indefinite  results.  The  laboratory  era  had 
begun.  As  routine  treatment  Dr.  Bartholow  ad- 
vised a prescription  as  follows : Dilute  sulfuric 

acid,  2 draehms,  tincture  opii  camph.,  six  draehms, 
aquae  eamphorae,  one  ounce,  a teaspoonful  every 
fifteen  minutes  to  one  hour. 

CINCINNATI’S  LAST  EPIDEMIC 

On  August  16,  Mercy  Hospital  was  opened  for 
the  care  of  cholera  patients  and  closed  on  Septem- 
ber 1.  Dr.  David  Judkins  was  Chairman  of  the 
Committee  in  charge.  Dr.  George  Courtright  was 
attending  physician.  Fifty  patients  were  treated 
in  this  hospital  with  25  deaths.  The  number  of 
deaths  during  this  epidemic  was  2,038,  a number 
smaller  relative  to  the  population  than  in  the 
preceding  epidemic.  The  disease  last  visited  Cin- 
cinnati in  1873.  The  epidemic  was  less  extensive 
and  less  fatal  than  any  of  the  preceding.  The 
number  of  deaths  in  the  United  States  was  7,336; 
in  Ohio,  740  deaths;  in  Cincinnati,  207.  The  epi- 
demic was  most  severe  in  the  Mississippi  Valley. 
In  1874  Dr.  J.  J.  Quinn,  Health  Officer,  published 
a report  of  82  pages  with  maps  and  charts  (pre- 
viously read  to  the  Academy  of  Medicine) . 

At  the  first  session  of  the  Forty-Third  Congress 
a resolution  was  passed,  approved  by  the  Presi- 
dent on  March  25,  1874:  “Whereas  an  epidemic  of 
cholera  had  prevailed  during  1873  in  various  parts 
of  the  United  States  causing  deplorable  mortality, 
it  was  ordered  that  a medical  officer  of  the  Army 
in  connection  with  the  supervising  surgeon  of  the 
Marine  Hospital  Service,  should  ascertain  the 
facts  and  make  a detailed  report  on  or  before 
January  1,  1875.” 

This  work  was  carried  on  under  Assistant 
Surgeon  Ely  McClellan  and  Dr.  John  M.  Wood- 
worth,  Supervising  Surgeon  of  the  Marine  Hos- 
pital Service.  The  exhaustive  report  covered 
1,000  pages.  Dr.  John  S.  Billings  contributed  a 
full  bibliography  of  cholera  up  to  that  date.  Dr. 
William  Clendenin,  late  Health  Officer  of  Cincin- 
nati, contributed  a report  on  the  epidemic  in 
Cincinnati.  This  report  with  recommendation  had 
so  great  an  influence  in  improving  sanitary  and 
quarantine  administration  that  the  disease  has 
never  gained  a foothold  in  this  country  since  1873. 
During  this  time,  and  including  1873,  much  was 
written  about  meterologic  and  geologic  conditions, 
overcrowding,  bad  food  and  various  causes. 

In  1850  many  observers  drew  attention  to  water 
as  a means  of  conveying  the  disease.  By  1873  con- 
tamination of  the  water  supplies  was  generally 
recognized  as  a source  of  infection  and  the  belief 
in  its  bacterial  origin  common  among  the  ad- 
vanced thinkers,  Koch’s  announcement  of  the  dis- 
covery of  the  causative  organism  came  in  1884. 


PROCEEDINGS  OF  THE  COUNCIL 


Preliminary  Plans  for  1937  Annual  Meeting,  Dayton,  April  28  and  29,  Are 
Completed  at  November  29  Meeting;  Budget  for  Next  Year  Approved 


THE  Council  of  the  Ohio  State  Medical  As- 
sociation met  in  regular  session,  Sunday, 
November  29,  1936,  in  the  State  Head- 
quarters Office,  Columbus,  with  the  following 
present:  President  Huston,  President-Elect  Al- 

corn, Past-President  Hendershott,  Treasurer 
Beer;  Councilors  Smith,  Hogue,  Klotz,  Hein, 
Jenkins,  Skipp,  Kirkland,  Brush,  Seiler  and  Sher- 
burne; Dr.  Stone,  chairman,  Committee  on  Public 
Relations  and  Economics;  Dr.  Upham,  Dr.  Platter, 
Dr.  Forman,  Dr.  Tate,  Dayton;  Executive  Secre- 
tary Nelson  and  Assistant  Executive  Secretary 
Saville. 

On  motion  by  Dr.  Klotz,  seconded  by  Dr.  Seiler 
and  carried,  the  minutes  of  the  October  6 meet- 
ing of  the  Council,  published  on  pages  1122-1124 
of  the  November,  1936,  issue  of  The  Journal,  were 
approved  as  published. 

REPORTS  OF  THE  COUNCILORS 
First  District — Dr.  Smith  reported  that  he  had 
attended  two  county  society  meetings  since  the 
last  meeting  of  the  Council,  and  that  all  counties 
in  his  district  were  active  and  in  good  condition. 

Second  District — Dr.  Hogue  reported  he  had 
visited  each  society  in  his  district,  with  one  ex- 
ception, during  the  year;  that  all  societies  were 
active  and  were  studying  some  of  the  important 
problems  confronting  the  medical  profession. 

Third  District — Several  societies  have  been 
visited  by  him  since  the  last  Council  meeting,  Dr. 
Klotz  reported.  He  complimented  the  Editor  of 
The  Journal  on  the  clinical  case  reports  and 
recommended  that  they  be  continued. 

Fourth  District — Dr.  Hein  discussed  the  recent 
postgraduate  assembly  held  at  Toledo  University 
and  a conference  held  in  Toledo  for  employers, 
physicians  and  representatives  of  the  State  In- 
dustrial Commission. 

Fifth  District — Dr.  Jenkins  reported  on  a visit 
to  the  Erie  County  Medical  Society  and  stated  he 
is  planning  to  visit  other  societies  in  the  near 
future. 

Sixth  District — Dr.  Skipp  discussed  briefly  his 
visits  to  the  following  county  societies:  Stark, 

Wayne,  Richland,  Summit,  Holmes,  Ashland  and 
Mahoning.  He  commented  on  the  renewed  in- 
terest of  the  societies  in  his  district  in  the  acti- 
vities of  the  State  Association. 

Seventh  District — A visit  to  the  Coshocton 
County  Medical  Society  was  reported  by  Dr. 
Kirkland. 

Eighth  District — Dr.  Brush  discussed  the  Fall 
meeting  of  the  Eighth  District  at  Athens. 


Ninth  District — A resume  of  the  recent  Ninth 
District  meeting  at  Gallipolis  was  presented  by 
Dr.  Seiler. 

Tenth  District — Dr.  Sherburne  reported  he  had 
been  unable  to  attend  any  county  society  meet- 
ings since  October,  but  that  he  has  scheduled 
several  visits  for  the  near  future. 

APPOINTMENT  OF  SPECIAL  COMMITTEES 

The  following  special  Council  committees  were 
appointed  by  President  Huston: 

Committee  on  Auditing  and  Appropriations — 
Dr.  B.  J.  Hein,  chairman,  Toledo;  Dr.  E.  R.  Brush, 
Zanesville;  Dr.  Parke  G.,  Smith,  Cincinnati. 

Judicial  Committee — Dr.  John  B.  Alcorn,  chair- 
man, Columbus;  Dr.  0.  P.  Klotz,  Findlay;  Dr.  D. 
W.  Hogue,  Springfield. 

On  motion  by  Dr.  Beer,  seconded  by  Dr.  Jenkins 
and  carried,  the  foregoing  appointments  were  con- 
firmed by  the  Council. 

REPORT  OF  COMMITTEE  ON  PUBLIC  RELATIONS 
AND  ECONOMICS 

Dr.  Stone,  chairman  of  the  Committee  on  Pub- 
lic Relations  and  Economics,  presented  a com- 
prehensive report  on  a meeting  and  series  of  con- 
ferences held  by  the  committee  in  Columbus  on 
Saturday  and  Sunday,  November  14  and  15,  1936. 

Approval  of  the  following  appointments  made 
by  him  to  the  following  sub-committees  was 
asked  by  Dr.  Stone: 

Sub-Committee  on  Legislation — Dr.  D.  C. 
Houser,  chairman,  Urbana;  Dr.  I.  B.  Harris,  Co- 
lumbus; Dr.  H.  V.  Dutrow,  Dayton;  Dr.  H.  S. 
Davidson,  Akron;  Dr.  J.  C.  Larkin,  Hillsboro;  Dr. 
0.  J.  Walker,  Youngstown. 

Sub-Committee  on  Workmen’s  Compensation — 
Dr.  D.  B.  Lowe,  chairman,  Akron;  Dr.  B.  J.  Hein, 
Toledo;  Dr.  J.  Craig  Bowman,  Upper  Sandusky; 
Dr.  Malcolm  Cook,  Hamilton;  Dr.  Chas.  E.  Hol- 
zer,  Gallipolis;  Dr.  John  A.  Caldwell,  Cincinnati. 

Sub-Committee  on  Poor  Relief — Dr.  L.  Howard 
Schriver,  chairman,  Cincinnati;  Dr.  W.  K.  Stewart, 
Youngstown;  Dr.  Chas.  H.  Tate,  Dayton;  Dr.  R. 
M.  Knoble,  Sandusky;  Dr.  Paul  H.  Beaver,  Lee- 
tonia;  Dr.  L.  D.  Allard,  Portsmouth. 

Sub-Committee  on  X-Ray — Dr.  D.  B.  Lowe, 
chairman,  Akron;  Dr.  Wm.  M.  Doughty,  Cincin- 
nati; Dr.  Charles  F.  Bowen,  Columbus;  Dr.  Harry 
W.  Burnett,  Dayton;  Dr.  John  T.  Murphy,  Toledo; 
Dr.  John  Heberding,  Youngstown;  Dr.  E.  P.  Mc- 
Namee,  Cleveland. 

By  way  of  explanation  Dr.  Stone  stated  that  the 
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Sub-Committee  on  X-Ray  would  serve  in  an  ad- 
visory capacity  to  Dr.  Sidney  M.  McCurdy,  medical 
supervisor,  State  Industrial  Commission,  on  X-ray 
problems  arising  from  Workmen’s  Compensation 
claims,  and  would  be  under  the  direct  supervision 
of  Dr.  Lowe,  chairman  of  the  Sub-Committee  on 
Workmen’s  Compensation. 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Jenkins  and  carried,  the  Council  approved  the 
foregoing  appointments. 

Legislative  Problems — Numerous  legislative 
problems  were  discussed  by  Dr.  Stone,  including 
various  cult  and  anti-medical  proposals,  poor  re- 
lief measures,  taxation  bills,  etc.  He  announced 
that  copies  of  the  Legislative  Reference  Hand- 
book would  be  distributed  in  the  near  future  to 
members  of  the  Ohio  General  Assembly  and  to 
local  legislative  committeemen. 

Lien  Law  Bill — High  spots  of  a lien  law  bill, 
which  will  be  sponsored  by  the  Ohio  State  Medi- 
cal Association  at  the  regular  session  of  the  Gen- 
eral Assembly  starting  in  January,  were  reviewed. 
Dr.  Stone  announced  that  the  committee  had 
recommended  that  representatives  of  the  dental 
and  nursing  professions  and  hospitals  should  be 
notified  of  this  proposed  legislation  and  be  per- 
mitted to  participate  in  the  benefits  provided  by 
the  proposal,  if  they  cared  to  do  so. 

Workmen’s  Compensation  Conferences  — Dr. 
Stone  reported  that  the  committee  had  discussed  a 
number  of  Workmen’s  Compensation  questions 
such  as  revision  of  the  C-3  blanks,  difficulties 
arising  from  compromises  in  disputed  cases,  pos- 
sibility of  the  organization  of  a state  medical 
advisory  council  to  the  State  Industrial  Commis- 
sion, unethical  and  unprofessional  practices  on 
the  part  of  a few  physicians  handling  Workmen’s 
Compensation  cases,  etc. 

Also,  Dr.  Stone  discussed  the  dinner  conference 
held  on  the  evening  of  November  14  at  the  Desh- 
ler-Wallick  Hotel  and  attended  by  members  of  the 
committee,  members  of  the  State  Industrial  Com- 
mission and  several  of  the  departmental  heads  of 
the  Commission  including  Dr.  McCurdy,  medical 
supervisor,  Dr.  Secrest,  assistant  medical  super- 
visor, and  Mr.  Caddell,  secretary  of  the  Commis- 
sion. 

Physical  Examination  Proposal — A resume  of  a 
conference  held  by  the  committee  with  Prof.  Nor- 
man D.  Lattin,  representing  the  State  Commis- 
sion on  Marriage,  Divorce  and  Separation,  was 
presented  by  Dr.  Stone.  He  pointed  out  that  the 
Commission  is  preparing  a bill  which  would  re- 
codify the  laws  on  marriage,  divorce  and  separa- 
tion and  which  would  contain  a provision  requir- 
ing an  applicant  for  a marriage  license  to  present 
a physical  examination  certificate  as  a prere- 
quisite to  securing  the  license.  Dr.  Stone  stated 
that  the  committee  had  suggested  some  revisions 


in  the  proposed  bill  and  that  further  conferences 
would  be  held  on  the  matter. 

Social  Security  Program — High  spots  of  con- 
ferences held  by  the  committee  with  Judge  Henry 
Robison,  chief  of  the  State  Division  of  Public 
Assistance,  regarding  the  medical  and  public 
health  activities  under  the  Social  Security  Act, 
and  Mr.  R.  E.  Miles,  director,  Ohio  Institute,  which 
is  sponsoring  a county  welfare  department  bill, 
were  presented  by  Dr.  Stone. 

Reports  on  miscellaneous  questions  considered 
by  the  committee  at  the  two-day  conference  were 
made  by  Dr.  Stone,  who  announced  that  another 
meeting  of  the  committee  and  the  sub-commit- 
tees probably  would  be  held  in  the  near  future. 

On  motion  by  Dr.  Hendershott,  seconded  by  Dr. 
Sherburne  and  carried,  the  Council  accepted,  with 
appreciation,  the  report  of  the  committee. 

REPORT  ON  CLEVELAND  MEETING 

Dr.  Smith,  chairman  of  the  Committee  on  Scien- 
tific Work,  reported  that  the  total  revenue  from 
the  sale  of  Technical  Exhibit  space  and  appropria- 
tions from  State  Association  funds  for  the  1936 
Annual  Meeting  was  $6,103.50,  and  that  the  total 
disbursements  were  $5,855.13,  leaving  a balance 
in  the  Annual  Meeting  fund  of  $247.37. 

Following  a general  discussion  of  the  Cleveland 
meeting,  on  motion  by  Dr.  Smith,  seconded  by 
Dr.  Hein  and  carried,  the  Council  expressed  ap- 
preciation to  the  Cleveland  Academy  of  Medicine 
and  the  Local  Committees  on  Arrangements  for 
the  efficient  manner  in  which  they  had  handled 
Annual  Meeting  details,  and  for  the  hospitality 
accorded  those  who  attended  the  meeting. 

1937  ANNUAL  MEETING 

On  behalf  of  the  Committee  on  Scientific  Work, 
Dr.  Smith  submitted  the  following  report  and 
recommendations : 

Since  the  1936  Annual  Meeting  in  Cleveland, 
the  new  Committee  on  Scientific  Work  has  held 
two  meetings.  At  this  time  it  is  the  desire  of  the 
committee  to  report  to  the  Council  on  the  ar- 
rangements made  to  date  for  the  1937  meeting, 
and  to  obtain  action  by  the  Council  on  certain 
recommendations  agreed  upon  by  the  committee: 

1.  The  committee  recommends  to  the  Council 
that  the  1937  Annual  Meeting  be  a two-day  meet- 
ing and  that  it  be  held  on  Wednesday  and  Thurs- 
day, April  28  and  29,  at  the  Biltmore  Hotel, 
Dayton. 

2.  The  committee  recommends  that  no  session 
of  the  Section  on  Public  Health  and  Preventive 
Medicine  be  held  at  the  1937  meeting,  and  in 
place  of  a meeting  of  that  section  a Public  Health 
Round-Table  Conference  luncheon  be  scheduled 
for  noon,  April  28.  This  recommendation  is  in  line 
with  action  taken  by  those  attending  the  session 
of  the  section  at  the  Cleveland  Annual  Meeting. 
It  was  the  feeling  of  those  interested  in  the  field 
of  Public  Health  and  Preventive  Medicine  that 
physicians  especially  interested  in  that  branch  of 
medicine  should  be  utilized  on  the  programs  of 
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some  of  the  other  scientific  sections  and  that  the 
luncheon  meeting  would  provide  sufficient  time 
for  informal  discussion  among  those  particularly 
interested  in  preventive  medicine. 

3.  The  committee  desires  permission  to  invite 

four  out-of-state  guest  speakers  for  the  1937 
meeting.  , 

4.  The  following  setup  for  the  1937  Annual 
Meeting  program  is  recommended  for  discussion 
and  action  by  the  Council: 


10:00  A.M. 

12:00  Noon 
1:00  P.M. 
2:00  P.M. 

8:00  P.M. 
9:00  A.M. 

12:00  Noon 
1:00  P.M. 

3:00  P.M. 
7:00  P.M. 


WEDNESDAY,  APRIL  28 

First  General  Session.  First  session 
of  the  House  of  Delegates.  Annual 
address  of  the  President  and  Busi- 
ness session. 

Public  Health  Round  Table  Lunch- 
eon. Fraternity  and  Class  Lunch- 
eons. 

Formal  opening  of  the  Scientific  Ex- 
hibit and  Clinical-pathological  con- 
ferences in  the  Exhibit. 

Second  General  Session.  Program  by 
out-of-state  guest  speaker  and  three 
Ohio  physicians,  recommended  by 
three  of  the  Scientific  Sections. 
Third  General  Session.  Scientific 
addresses  by  two  distinguished  out- 
of-state  guest  speakers. 

THURSDAY,  APRIL  29 
Sessions  of  the  following  Scientific 
Sections:  Medicine;  Surgery;  Eye, 

Ear,  Nose  and  Throat;  Obstetrics 
and  Gynecology;  Pediatrics;  Nervous 
and  Mental  Diseases. 

Luncheon  for  members  of  the  House 
of  Delegates. 

Fourth  General  Session.  Final  ses- 
sion of  the  House  of  Delegates. 
Clinical-pathological  conferences  in 
Scientific  Exhibit  and  Inspection  of 
Exhibit. 

Fifth  General  Session.  Addresses 
by  out-of-state  guest  speaker  and 
three  Ohio  physicians,  recommended 
by  three  of  the  Scientific  Sections. 
Sixth  General  Session.  Annual  Ban- 
quet. Introduction  of  incoming  Pres- 
ident and  the  new  President-Elect. 
Presentation  o f Past-President’s 
gavel  to  retiring  President.  Enter- 
tainment provided  by  Montgomery 
County  Medical  Society. 


5.  It  is  recommended  that  the  customary  regu- 
lations pertaining  to  essayists,  discussants  and 
time  limit  for  papers  shall  govern  the  1937  meet- 
ing. 

6.  The  committee  recommends  the  following 
rules  with  respect  to  the  Scientific  Exhibit  and 
Scientific  Exhibitors: 

(a)  The  Scientific  Exhibit  and  the  Technical 
Exhibit  shall  be  open  from  8:00  A.M.  to 
7:00  P.M.  daily. 

(b)  Arrangements  shall  be  made  with  the 
Geo.  E.  Fern  Company,  Cincinnati,  for 
construction  and  handling  of  both  ex- 
hibits. 

(c)  The  scientific  exhibitor  or  someone  rep- 
resenting him  shall  be  present  when  the 
Scientific  Exhibit  is  open  for  special 
demonstrations. 

(d)  Efforts  shall  be  made  by  the  Sub-Com- 
mittee on  Scientific  Exhibit  to  eliminate 


“repeat  exhibits”.  In  this  instance  the 
committee  shall  pass  its  judgment  on 
evidence  of  additional  work  and  new  ex- 
periments on  the  part  of  the  exhibitor. 
If  an  exhibitor  has  new  material  and 
data  to  offer,  he  may  be  permitted  to 
exhibit  at  two  consecutive  meetings. 

(e)  No  awards  to  scientific  exhibitors  shall 
be  made  at  this  time. 

7.  It  is  recommended  by  the  committee,  in  com- 
pliance with  suggestions  made  by  members  of  the 
Dayton  medical  profession,  that  Dr.  Charles  H. 
Tate  be  designated  by  the  Council  as  the  General 
Chairman  of  the  Local  Committee  on  Arrange- 
ments for  the  1937  Annual  Meeting. 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Seiler  and  carried,  the  foregoing  report  and 
recommendations  of  the  committee  were  approved. 

FINANCIAL  REPORT  AND  1937  BUDGET 

Dr.  Hein  submitted  the  following  report  and 
recommendations  of  the  Committee  on  Auditing 
and  Appropriations: 

Section  5 of  Chapter  8 of  the  By-Laws  of  the 
State  Association  provides  that  the  Committee  on 
Auditing  and  Appropriations  shall  annually  pre- 
pare and  present  to  the  Council  a budget  provid- 
ing for  the  necessary  expenses  of  the  Association. 

The  committee  is  ready  at  this  time  to  present 
a proposed  budget  for  the  calendar  year  1937. 

Before  doing  so,  the  committee  desires  to  call 
to  the  attention  of  the  Council  the  following  facts: 

1.  The  present  membership  of  the  State  Asso- 
ciation— more  than  5600 — is  the  largest  in  its 
history. 

2.  Interest  in  the  activities  of  the  State  Asso- 
ciation throughout  the  state  at  large  has  in- 
creased remarkably  during  the  past  year. 

3.  The  State  Association  at  present  is  offering 
more  benefits  and  services  for  all  members  and 
carrying  on  more  activities  in  the  interest  of  the 
membership  than  ever  before. 

4.  Additional  activities  are  being  planned  and 
will  be  started  during  the  coming  year  if  con- 
ditions permit. 

5.  A glance  at  the  future  indicates  an  ever- 
increasing  need  for  stronger  and  more  aggressive 
organization  of  the  medical  profession. 

The  State  Association  has  made  progress  dur- 
ing the  past  year  because  of  the  excellent  field 
work  done  by  members  of  the  Council,  the  fine  im- 
provements in  The  Journal  which  has  stimulated 
greater  interest  in  the  Association,  the  increase  in 
the  number  of  services  rendered  by  the  Headquar- 
ters Office,  and  the  additional  activities  under- 
taken for  the  benefit  of  the  membership  in  gen- 
eral. 

This  is  primarily  a service  organization.  If  we 
are  going  to  maintain  the  interest  and  support  of 
our  members  and  make  the  Association  increas- 
ingly valuable  to  them,  we  must  keep  our  services 
on  an  efficient  basis,  constantly  expanding  their 
scope  and  adding  new  services  when  the  occasion 
demands.  Good  service  cannot  be  rendered  un- 
less we  use  our  funds  to  the  best  advantage  and 
maintain  competent  personnel  to  carry  out  the 
work  and  activities  recommended  by  the  Council 
and  the  various  committees  of  the  Association. 

The  committee  had  these  things  in  mind  when  it 
formulated  the  proposed  1937  budget  after  a 


74 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  1 


careful  check-up  of  anticipated  revenues  and  ac- 
tivities for  the  ensuing  year. 

ANTICIPATED  INCOME  FOR  1937 

It  is  believed  that  the  total  income  of  the  State 
Association  for  1937  can  be  conservatively  esti- 
mated as  approximately  $37,300,  itemized  as  fol- 


lows: 

1937  Membership  Dues $27,500.00 

Interest  on  Reserve  Fund 1,800.00 

Available  funds  in  excess  of  stationary 
Reserve  Fund  of  $72,000  agreed  upon 
by  The  Council  in  December,  1935 8,000.00 


Total  $37,300.00 

PROPOSED  BUDGET  FOR  1937 

1.  Ohio  State  Medical  Journal $10,000.00 

2.  Executive  Secretary,  salary  _ 5,600.00 

3.  Executive  Secretary,  expenses 800.00 

4.  Asst.  Executive  Secretary,  salary^  4,200.00 

5.  Asst.  Executive  Secretary,  expenses  300.00 

6.  President’s  expenses  400.00 

7.  Treasurer,  salary  300.00 

8.  Council  expense  600.00 

9.  District  subsidy  2,000.00 

10.  Annual  Meeting  1,000.00 

11.  Com.  on  Auditing  and  Approp.  ..  ___  100.00 

12.  Com.  on  Public  Relations  and  Econ.  2,000.00 

13.  Com.  on  Medical  Defense  3,000.00 

14.  Miscellaneous  committees  expense..  1,500.00 

15.  Stationery,  supplies,  misc. 

printing,  etc.  1,000.00 

16.  Postage,  telegraph  and  telephone..  1,200.00 

17.  Stenographer  1,200.00 

18.  Speakers’  Bureau  650.00 

19.  New  equipment  and  replacements 

(on  special  authorization) 500.00 

20.  Railroad  expenses  of  A.M.A.  dele- 

gates   350.00 


Total  $36,700.00 


EXPLANATORY  NOTES 

For  the  information  of  the  Council  the  follow- 
ing explanation  of  the  proposed  budget  is  pre- 
sented: 

Ilem  1 — The  amount  appropriated  for  The 
Ohio  State  Medical  Journal  is  the  same  as  the 
budget  for  1936.  Doubtless  the  expenses  of  The 
Journal  will  be  somewhat  larger  during  1937  than 
during  the  past  year.  However,  an  increase  in 
advertising  revenue  is  anticipated.  The  Journal 
should  close  its  books  this  year  with  a small  cash 
balance. 

Items  2 and  4 — Increases  in  the  salaries  of  the 
Executive  Secretary  and  the  Assistant  Executive 
Secretary  are  recommended.  Their  services  have 
been  of  increasing  value  to  the  work  of  the  Asso- 
ciation. It  is  the  belief  of  the  committee  that  the 
standard  of  the  services  rendered  by  the  State 
Headquarters  Office  is  in  direct  ratio  to  the  ability 
and  competence  of  the  personnel  of  the  office.  The 
Association  must  maintain  the  sound  business 
principle  of  retaining  competent  personnel  and 
employes  of  proven  ability,  increasing  their  re- 
muneration when  their  value  to  the  work  of  the 
Association  justifies  such  increases.  The  work  of 
our  State  Headquarters  Office  is  being  carried  on 
by  a smaller  staff  than  other  associations  of  simi- 
lar size  and  importance.  However,  the  work  of 
our  office  is  being  conducted  efficiently  and  satis- 
factorily because  we  have  seen  fit  to  stress  quality 


rather  than  quantity  with  respect  to  our  Head- 
quarters Office  personnel. 

Item  3 — The  amount  budgeted  for  the  expenses 
of  the  Executive  Secretary  is  the  same  as  in  1936. 

Item  5 — The  amount  recommended  for  the  ex- 
penses of  the  Assistant  Executive  Secretary  re- 
mains the  same. 

Item  6 — The  same  as  in  1936. 

Item  7 — The  same  as  in  1936. 

Item  8 — The  same  as  in  1936. 

Item  9 — An  amount  identical  to  that  budgeted 
in  1936  is  recommended  for  the  district  subsidy. 

Item  10 — Ai?  increase  of  $500.00  is  recom- 
mended for  Annual  Meeting  expense.  Due  to  the 
fact  that  the  1937  meeting  at  Dayton  will  be  held 
in  the  Spring  with  an  interval  of  only  six  months 
from  the  time  of  the  1936  meeting,  we  may  be 
confronted  with  difficulty  in  disposing  of  Technical 
Exhibit  space.  If  this  situation  prevails  the 
revenue  from  the  sale  of  booths  may  be  con- 
siderably curtailed.  Also,  as  revealed  in  the 
financial  report  of  the  recent  Cleveland  Annual 
Meeting,  enlargement  of  the  scientific  exhibit  has 
made  necessary  the  expenditure  of  considerable 
money  which  represented  a profit  at  many  Annual 
Meetings  held  during  the  past  15  years.  There- 
fore, it  is  the  belief  of  the  Committee  that  a some- 
what larger  amount  should  be  budgeted  for  this 
activity  which,  in  our  opinion,  is  one  of  the  most 
important  of  the  many  activities  of  the  Associa- 
tion. 

Item  11 — This  item  is  $50.00  less  than  in  1936 
when  a more  detailed  audit  was  necessary  because 
of  the  rebates  given  to  members  on  1935  dues. 

Item  12 — An  increase  of  $500.00  is  recom- 
mended in  the  amount  budgeted  for  the  activities 
of  the  Committee  on  Public  Relations  and  Eco- 
nomics. Next  year  will  be  a legislative  year  which 
will  mean  increased  work  on  the  part  of  this  com- 
mittee, including  frequent  meetings  of  the  com- 
mittee here  in  Columbus  and  additional  printing 
and  mailing  costs  arising  from  publication  of 
special  pamphlets,  bulletins,  circulars,  etc.,  on 
legislative  matters. 

Item  13 — The  same  as  in  1936. 

Item  14 — An  increase  of  $600.00  in  the  amount 
budgeted  for  miscellaneous  committees  expense 
is  recommended.  The  Committee  on  Education, 
headed  by  Dr.  C.  L.  Cummer,  Cleveland,  is  plan- 
ning to  submit  to  the  Council  in  the  near  future  a 
suggested  program  of  activities  in  the  field  of 
postgraduate  education.  If  the  program  formu- 
lated by  the  committee  is  placed  in  operation, 
funds  should  be  available  to  defray  necessary  ex- 
penses. This  fund  also  would  be  available  for  the 
work  of  any  new  special  committees  which  might 
be  formed  to  meet  emergency  situations. 

Item  15 — Because  of  the  large  increase  in  the 
amount  of  correspondence  and  special  bulletins 
handled  by  the  State  Headquarters  Office,  a small 
increase  is  recommended  for  stationery,  supplies, 
miscellaneous  printing,  etc. 

Item  16 — For  reasons  similar  to  those  cited  in 
Item  15,  a small  increase  is  recommended  for  the 
postage,  telegraph,  telephone,  etc.,  account. 

Item  17 — The  same  as  in  1936. 

Item  18 — The  same  as  in  1936. 

Item  19 — A slight  decrease  is  recommended  for 
the  account  “New  equipment  and  replacement”. 
The  purchase  of  new  equipment  is  not  contem- 
plated at  this  time.  At  the  same  time,  it  would  be 
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advisable  to  include  such  an  account  in  the  budget 
where  it  would  be  available  to  purchase  new 
equipment  on  special  authorization. 

Item  20 — This  is  a new  account.  It  is  the  belief 
of  this  committee  that  the  Ohio  State  Medical 
Association  should  be  well  represented  at  every 
session  of  the  American  Medical  Association  and 
that  the  Association  should  bear  part  of  the  ex- 
penses of  the  official  delegates.  Therefore,  we 
recommend  that  an  amount  sufficient  to  defray 
the  actual  railroad  expense  of  Ohio  delegates  to 
the  Atlantic  City  meeting  of  the  A.M.A.  in  1937 
should  be  appropriated  by  the  Council.  In  our 
opinion  it  is  just  as  important  for  this  Associa- 
tion to  be  properly  represented  in  the  House  of 
Delegates  of  the  A.M.A.  as  it  is  for  each  Councilor 
district  to  be  properly  represented  at  regular 
meetings  of  this  Council,  and  that  by  the  same 
token  the  traveling  expenses  of  A.M.A.  delegates 
should  be  paid  by  the  Association. 

ADDITIONAL  RECOMMENDATIONS 

During  the  past  year  there  has  been  an  almost 
miraculous  improvement  in  the  content  and  ap- 
pearance of  The  Ohio  State  Medical  Journal.  It 
is,  at  this  time,  one  of  the  best  (if  not  the  best) 
state  medical  journals.  Its  rejuvenation  has 
done  much  to  stimulate  renewed  interest  on  the 
part  of  the  membership  in  the  work  and  purposes 
of  the  State  Association.  Dr.  Forman,  the  editor, 
is  deserving  of  most  of  the  credit.  He  has  given 
much  time  and  effort  to  improving  and  building 
up  The  Journal  and,  in  our  opinion,  the  honorar- 
ium which  he  receives  should  be  increased.  There- 
fore, we  recommend  that  his  honorarium  for  the 
ensuing  year  be  increased  to  $1,000.00.  This 
amount  is  paid  out  of  The  Journal  account. 

Due  to  the  resignation  of  Miss  Helfrich,  it  was 
necessary  to  make  a readjustment  in  the  person- 
nel of  the  State  Headquarters  Office.  The  work 
performed  by  Miss  Helfrich  has  been  taken  over  by 
Miss  Florence  Okert,  who  has  been  a member  of 
the  Headquarters  staff  since  January  1,  1936. 
Because  of  increased  responsibility  and  work,  we 
recommend  that  her  salary  for  the  ensuing  year 
be  increased  from  $100.00  to  $125.00  per  month. 

On  motion  by  Dr.  Hein,  seconded  by  Dr.  Hender- 
shott  and  carried,  the  foregoing  report  and  recom- 
mendations of  the  committee  were  approved. 

MISCELLANEOUS 

Matthews  Hearing — On  motion  by  Dr.  Beer, 
seconded  by  Dr.  Brush  and  carried,  the  recom- 
mendation of  the  Judicial  Committee  that  Dr.  R. 
A.  Matthews,  Barberton,  be  invited  to  attend  the 
February  meeting  of  the  Council  for  the  purpose 
of  discussing  a disciplinary  question,  was  adopted. 

Cincinnati  Amendments — On  motion  by  Dr. 
Brush,  seconded  by  Dr.  Seiler  and  carried,  amend- 
ments to  Article  IV,  Section  4,  and  Article  VII, 
Section  1 (F)  of  the  By-Laws  of  the  Academy  of 
Medicine  of  Cincinnati  were  approved. 

Letters  of  Appreciation — Letters  of  apprecia- 
tion from  Mrs.  R.  R.  Hendershott  for  the  flowers 
presented  to  her  by  the  Council  at  the  Cleveland 
Annual  Meeting,  and  from  Dr.  Charles  Hill, 
deputy  medical  secretary,  British  Medical  Asso- 
ciation, for  the  hospitality  accorded  him  during 
the  Cleveland  meeting,  were  read. 

A.  M.  A.  Conference — A resume  of  the  recent 


conference  of  state  association  secretaries  and 
editors,  held  by  the  American  Medical  Association 
in  Chicago,  which  was  attended  by  Executive 
Secretary  Nelson  and  Assistant  Executive  Secre- 
tary Saville,  was  presented  by  Mr.  Saville. 

Membership  Statistics — It  was  reported  that 
the  membership  of  the  State  Association  as  of 
November  28,  1936,  was  5605  compared  to  a total 
membership  in  1935  of  5494,  the  present  figure 
representing  an  all-time  membership  record. 

The  Council  adjourned  to  meet  at  the  call  of 
the  President. 

Attest:  Charles  S.  Nelson, 

Executive  Secretary. 


COMING  MEETINGS 

Ohio  State  Medical  Association,  Dayton,  April 
28-29. 

American  Medical  Association,  Atlantic  City, 
June  7-11. 

American  Academy  of  Orthopedic  Surgeons, 
Cleveland,  January  11-13. 

American  Association  of  Anatomists,  Toronto, 
March  25-27. 

American  Association  of  Pathologists  and  Bac- 
teriologists, Chicago,  March  25-26. 

American  Clinical  and  Climatological  Associa- 
tion, Baltimore,  October  11-13. 

American  Ophthalmological  Society,  Hot 
Springs,  Va.,  June  3-5. 

American  Physiological  Society,  Memphis, 
Tenn.,  April  21-24. 

American  Proctologic  Society,  Atlantic  City, 
June  6-8. 

American  Urological  Association,  Minneapolis, 
June  29-July  1. 

Associated  Anesthetists  of  the  United  States 
and  Canada,  Atlantic  City,  June  7-11. 

Association  of  American  Physicians,  Atlantic 
City,  May  4-5. 

First  International  Conference  on  Fever  Ther- 
apy, New  York,  March  29-31. 

National  Tuberculosis  Association,  Milwaukee, 
May  31-June  3. 


Health  Program  on  Blue  Network 

The  dramatized  health  broadcasts  presented  by 
the  American  Medical  Association  and  the  Na- 
tional Broadcasting  Company  under  the  title 
“Your  Health”,  will  be  broadcast  over  the  Blue 
Network  of  the  NBC,  instead  of  the  Red,  as  orig- 
inally announced  by  the  A.  M.  A.  The  time  of  the 
broadcast  is  Tuesday  afternoon  at  5 o’clock.  Ohio 
stations  through  which  the  program  is  available 
include:  WGAR,  Cleveland;  WLW,  WSAI  and 

WCKY,  Cincinnati;  WHIO,  Dayton,  and  WCOL, 
Columbus. 


PHYSICIANS  EMPLOYING  OFFICE  HELP  SUBJECT  TO  PAYROLL 
TAX  UNDER  SOCIAL  SECURITY  ACT;  PROCEDURE  OUTLINED 


THE  Federal  Social  Security  Act,  which  was 
approved  August  14,  1935,  provides  for  two 
distinct  sets  of  taxes  on  employers:  (1)  a 
tax  on  employers  of  eight  or  more  persons;  (2)  a 
tax  on  employers  of  one  or  more  persons. 

Physicians,  as  such,  are  not  exempted  from  the 
provisions  of  the  Act. 

Exempted  employments  are:  agricultural  labor; 
domestic  service  in  a private  home;  casual  labor 
not  in  the  course  of  the  employer’s  trade  or  busi- 
ness; service  by  those  past  the  age  of  65;  service 
of  officers  and  crew  of  United  States  vessels;  em- 
ployment in  the  United  States,  the  State  Govern- 
ment or  any  subdivision  thereof;  employment  in 
religious,  charitable,  scientific,  literary,  or  edu- 
cational activities,  and  for  the  prevention  of 
cruelty  to  children  or  animals  where  no  part  of 
the  net  earnings  of  the  organization  is  for  the 
benefit  of  any  private  individual. 

Few  Ohio  physicians  will  be  subject  to  the  Un- 
employment Compensation  tax,  under  Title  9,  im- 
posed on  employers  of  eight  or  more  and  due  Jan- 
uary 31,  1937,  on  1936  payrolls. 

However,  every  physician  employing  one  or 
more  persons  in  his  office,  and  not  engaged  in 
exempted  employment,  will  be  taxed  under  Title 
8,  which  deals  with  old-age  benefits. 

VARIOUS  FORMS  USED 

Under  Title  8,  a physician  who  was  an  employer 
on  November  16,  1936,  was  required  to  report  that 
fact  prior  to  November  21  to  the  local  postmaster. 
He  must  also  have  made  application  on  Form  SS-4 
for  an  “identification  number”,  to  be  used  in  con- 
nection with  the  collection  of  taxes  under  the  act. 

A physician  who  failed  to  do  this  should  ascer- 
tain from  his  local  postmaster  what  procedure 
should  be  followed  in  making  the  delayed  ap- 
plication. 

Persons  who  were  employees  on  November  24 
were  required  to  file  application  blanks  on  Form 
SS-5  for  “account  numbers”  with  the  local  post- 
master on  or  before  December  15. 

Physicians  generally  are  considered  independent 
contractors  under  the  regulations  and  therefore 
are  not  subject  to  the  taxes  on  employees.  How- 
ever, physicians  who  are  employed  on  a full-time 
or  part-time  salary  basis  are  employees,  and  must 
file  application  for  account  numbers  on  Form  SS-5, 
unless  engaged  in  one  of  the  exempted  employ- 
ments, such  as  government  service. 

Beginning  with  the  month  of  January,  1937, 
each  employer  must  file  a monthly  tax  return  with 
the  collector  of  internal  revenue  of  his  district,  on 
Form  SS-1.  The  first  returns  must  be  filed  by 


February  28,  1937,  covering  wages  paid  during 
January,  1937. 

During  1937  each  employer  must  pay  a monthly 
tax  of  1 per  cent  on  the  first  $3,000  of  each  em- 
ployee’s wage.  He  must  deduct  the  same  amount 
from  the  wages  of  each  employee,  and  transmit 
the  total  amount  to  the  collector  of  internal 
revenue.  This  tax  rate  increases  every  three  years 
until  it  reaches  a maximum  of  3 per  cent  in  1949. 


Ohio  joined  the  list  of  states  which 
have  Unemployment  Insurance  Acts 
on  December  17  when  Governor 
Davey  signed  House  Bill  608  estab- 
lishing an  unemployment  insurance 
system  in  line  with  the  Federal  Social 
Security  Act. 

Ohio  physicians  who  employ  less 
than  eight  persons  will  not  be  affected 
at  this  time  by  the  Ohio  act  as  it  ex- 
empted employers  of  less  than  eight 
employes  for  the  year  1936. 

However,  beginning  January  1, 
1937,  employers  of  three  or  more 
must  comply  with  the  Ohio  act,  and 
pay  a payroll  tax. 

As  soon  as  regulations  governing 
the  operation  of  the  Ohio  act  are 
issued  this  information  will  be  carried 
in  The  Journal. 


For  the  period  of  January  1 to  June  30,  1937,. 
and  quarterly  thereafter,  an  employer  must  make 
an  initial  information  return  on  Forms  SS-2  and 
SS-2a. 

Form  SS-2  contains  a summary  of  taxable 
wages  paid  to  employees  and  of  the  taxes  with 
respect  to  such  wages.  Form  SS-2a,  used  for  each 
employee  who  received  taxable  wages  during  the 
period,  must  be  attached  to  Form  SS-2. 

MUST  KEEP  RECORDS 

The  regulations  require  that  an  employer  com- 
ing within  the  scope  of  the  Act  must  keep  ac- 
curate records  of  all  remuneration  paid  to  his 
employees.  No  particular  form  of  keeping  these 
records  is  prescribed  but  the  record  must  show  the 
following  details  concerning  each  employee:  name 
and  address  and  “account  number”  assigned  to 
the  employee  under  the  Act;  occupations;  salary 
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or  wages  paid  and  amounts  deducted  for  the  em- 
ployee’s portion  of  the  tax. 

Copies  of  all  forms,  and  of  Regulations  No.  91 
covering  the  details  of  the  taxing  provisions  of 
the  Social  Security  Act,  may  be  obtained  from  the 
collectors  of  internal  revenue  of  the  respective 
Ohio  districts. 

Severe  penalties  are  provided  for  failure,  with- 
out reasonable  cause,  to  file  returns  within  the 
prescribed  time,  and  for  false  or  fraudulent  re- 
turns. 

Museum  of  Health  and  Hygiene  Project 
In  Cleveland  Gains  Momentum 

Plans  of  the  Academy  of  Medicine  of  Cleveland 
for  the  establishment  of  a Museum  of  Health  and 
Hygiene  received  a decided  impetus  with  the  re- 
cent announcement  that  Mrs.  Francis  F.  Prentiss 
has  donated  her  former  residence  at  8811  Euclid 
Avenue  to  house  the  museum. 

This  spacious  residence  was  used  by  Huron 
Road  Hospital  until  that  institution  moved  to 
East  Cleveland  in  August,  1935. 

The  gift,  which  is  subject  to  the  approval  of 
the  board  of  trustees  of  the  proposed  museum 
contains  two  provisos:  That  sufficient  funds  be 
raised  to  maintain  the  museum  and  in  the  event 
the  association  ceases  to  function  within  a five- 
year  period  the  property  will  revert  to  Mrs. 
Prentiss. 

The  theme  of  the  museum,  originated  by  a com- 
mittee of  the  Academy  headed  by  Dr.  T.  Wingate 
Todd,  professor  of  anatomy,  Western  Reserve 
University  School  of  Medicine,  stipulates  that  the 
museum  will  further  “the  health  of  the  human 
being  in  the  community.” 

While  other  agencies  will  participate  it  is  ex- 
pected that  the  Academy  through  its  Foundation 
can  give  proper  direction  to  the  movement  and 
maintain  a reasonable  amount  of  scientific  con- 
trol over  the  material  to  be  accumulated  and  dis- 
played to  the  public. 

The  project  will  be  administered  by  a non-profit 
corporation  to  be  known  as  “The  Cleveland 
Museum  of  Health  and  Hygiene”. 

Incorporators  selected  at  a recent  conference 
of  the  interested  groups  were:  Dr.  Lester  Tay- 
lor, Dr.  Hubert  C.  King,  Dr.  James  A.  Doull, 
Howard  W.  Green  and  H.  Van  Y.  Caldwell,  ex- 
ecutive secretary  of  the  Academy  of  Medicine  of 
Cleveland. 


Pollution  Commission  Appointed 

Members  of  the  recently  appointed  Ohio  Com- 
mission for  Flood  Control  and  Stream  Pollution 
Prevention  are:  Frank  E.  Sheehan,  city  manager, 
Portsmouth;  Fred  H.  Waring,  chief  engineer, 
State  Department  of  Health;  and  W.  F.  Wiley, 
editor  of  the  Cincinnati  Enquirer.  The  Ohio  com- 
mission will  meet  soon  with  the  commissioners  of 
other  states  to  attempt  to  draw  up  state  pacts  on 
the  subjects  of  flood  control  and  stream  pollution. 


Do  You  Know  - - - 

How  to  make  use  of  the  package  library  ser- 
vice of  the  American  Medical  Association? 

The  Library  of  the  American  Medical  Associa- 
tion has  collected  published  material,  in  the  form 
of  reprints  and  pages  from  periodicals,  on  many 
phases  of  medicine  and  surgery. 

This  material  will  be  loaned  to  members  of  the 
Association  or  to  - subscribers  to  its  publications 
for  a small  charge,  covering  merely  the  cost  of 
collecting  the  material  and  the  postage. 

The  collection  does  not  contain  articles  in  for- 
eign languages,  or  articles  on  highly  specialized 
topics,  but  these  may  be  supplied  when  especially 
requested. 

Requests  for  packages  must  be  in  writing  and 
should  be  addressed  to  “The  Library,  American 
Medical  Association,  535  N.  Dearborn  St.,  Chi- 
cago,. 111”. 

Only  one  package  may  be  borrowed  at  one  time,, 
and  packages  must  not  be  kept  longer  than  six 
days. 

Twenty-five  cents  in  stamps  must  be  enclosed 
to  cover  postage  and  part  of  the  expense  of  col- 
lecting the  material. 

The  Bureau  of  Health  and  Instruction  of  the 
American  Medical  Association  also  offers  physi- 
cians assistance  in  the  compilation  of  material 
for  addresses  on  health  topics  before  lay  groups, 
supplying  abstracts  and  illustrative  material. 

The  State  Headquarters  Office  of  the  Ohio  State 
Medical  Association  has  accumulated  much  ma- 
terial from  periodicals  and  newspapers  on  in- 
numerable subjects  of  interest  to  physicians. 
Much  of  this  material  could  be  utilized  by  physi- 
cians in  preparing  addresses  to  be  presented  to 
non-professional  groups. 

The  service  outlined  above  is  one  of  the  many 
available  to  members  of  the  Ohio  State  Medical 
Association  and  the  American  Medical  Associa- 
tion. 


Congress  on  Medical  Education 

The  Annual  Congress  of  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical 
Association  will  be  held  at  the  Palmer  House, 
Chicago,  February  15-16.  The  Federation  of  State 
Medical  Boards  of  the  United  States  will  par- 
ticipate in  the  congress. 

The  following  Ohioans  will  appear  on  the  pro- 
gram: William  E.  Wickenden,  president,  Case 
School  of  Applied  Science,  Cleveland,  “The  Regu- 
lation of  the  Professions  in  the  Public  Interest”; 
Dr.  Torald  Sollmann,  dean,  Western  Reserve  Uni- 
versity School  of  Medicine,  Cleveland,  “Aptitude 
Test”;  and  Dr.  Howard  T.  Karsner,  director,  In- 
stitute of  Pathology,  Cleveland,  “Philosophical 
Comments  on  Examinations”. 


RIGHTS  OF  OHIO  OSTEOPATHS  IN  USE  OF  ANESTHETICS  AND 
ANTISEPTICS  DEFINED  BY  ATTORNEY  GENERAL  BRICKER 


AN  osteopath  in  Ohio  may  not  prescribe  or 
administer  anesthetics  and  antiseptics  or 
other  remedies  in  conditions  which  are  not 
surgical  or  treated  by  kneading  or  manipulation, 
such  as  the  internal  administration  of  urinary  or 
intestinal  antiseptics  or  the  use  of  intravenous 
medication,  serums  or  antitoxins,  according  to  an 
opinion  rendered  December  10,  1936,  by  Attorney 
General  John  W.  Bricker,  in  answer  to  a com- 
munication submitted  to  him  on  behalf  of  the 
State  Medical  Board  by  Dr.  H.  M.  Platter,  secre- 
tary of  the  board. 

Mr.  Bricker’s  opinion  clarifies  the  question  of 
just  what  an  osteopath  can  or  cannot  do  under 
the  license  issued  to  him  under  the  provisions  of 
the  Ohio  Medical  Practice  Act. 

Moreover,  it  overrules  the  contention  made  by 
some  osteopaths  that  they  may  prescribe  or  ad- 
minister anesthetics  and  antiseptics  without  re- 
striction in  all  types  of  disabilities  encountered  in 
their  practice. 

For  example,  an  osteopath  may  treat  pneu- 
monia by  manipulation  but  not  by  medication. 
He  cannot  give  intravenous  injections  under  the 
claim  that  such  remedies  are  antiseptics. 

The  opinion,  the  full  text  of  which  follows, 
points  out  that  “an  osteopathic  physician  is  not 
required  to  have  the  same  educational  qualifica- 
tions as  a practitioner  of  medicine  and  surgery”; 
that  “the  Legislature  . . . considered  the  practice 
of  osteopathy  as  separate  and  distinct  from  the 
practice  of  medicine  and  surgery”;  that  “it  is 
apparent  that  the  practice  of  osteopathy  does  not 
contemplate  the  use  of  medicine  and  drugs  in  the 
treatment  and  cure  of  disease”;  and  that  “the 
Legislature  intended  the  practice  of  osteopathy  to 
be  subject  to  certain  limitations”: 

TEXT  OF  OPINION 

Hon.  H.  M.  Platter, 

Secretary,  State  Medical  Board, 

Columbus,  Ohio. 

Dear  Sir: 

This  will  acknowledge  receipt  of  your  recent 
communication,  which  reads  as  follows: 

“The  State  Medical  Board  directs  me  to  ask  for 
an  interpretation  of  the  provisions  of  Section  1288 
of  the  medical  practice  act  of  Ohio.  The  Board  is 
of  the  opinion  that  this  section  grants  to  the 
osteopathic  physician  the  right  to  use  anesthetics 
and  antiseptics  in  the  practice  of  osteopathy  and 
surgery  only,  but  does  not  permit  the  use  of  these 
drugs  or  other  remedies  in  the  general  practice  of 
medicine.  In  arriving  at  this  conclusion,  the 
Board  has  relied  upon  the  definition  of  osteopathy 
in  the  case  of  State  vs.  Gravett  65  Ohio  State  289, 
as  well  as  the  definition  set  forth  in  standard  dic- 
tionaries. Is  such  interpretation  correct  and,  if 
correct,  may  the  osteopathic  physician  prescribe  or 


administer  anesthetics  and  antiseptics  or  other 
remedies  in  conditions  which  are  not  surgical  or 
treated  by  kneading  or  manipulation,  such  as  the 
internal  administration  of  urinary  or  intestinal 
antiseptics  or  the  use  of  intravenous  medication, 
under  the  claim  that  the  remedies  employed  are 
antiseptics.” 

The  Medical  Practice  Act,  sections  1262  to 
1295-20,  General  Code,  provides  for  the  practice  of 
medicine  and  surgery  and  limited  branches 
thereof. 

Sections  1273  and  1274  of  the  General  Code, 
which  deal  with  the  examination  of  applicants  for 
certificates  to  practice  medicine  and  surgery,  read 
as  follows: 

Section  1273. 

“The  examinations  of  applicants  for  certificates  to 
practice  medicine  or  surgery  shall  be  conducted 
under  rules  prescribed  by  the  state  medical  board. 
Each  applicant  shall  be  examined  in  anatomy, 
physiology,  pathology,  chemistry,  materia  medica 
and  therapeutics,  the  principles  and  practice  of 
medicine,  diagnosis,  surgery,  obstetrics  and  such 
other  subjects  as  the  board  requires.  The  ap- 
plicant shall  be  examined  in  materia  medica  and 
therapeutics  and  principles  and  practice  of  medi- 
cine of  the  school  of  medicine  in  which  he  desires 
to  practice,  by  the  number  of  members  of  the 
board  representing  such  school.” 

Section  1274. 

“If  the  applicant  passes  such  examination,  and 
has  paid  the  fee  required  by  law,  the  state  medical 
board  shall  issue  its  certificate  to  that  effect, 
signed  by  its  president  and  secretary,  and  at- 
tested by  its  seal.  Such  certificate  when  deposited 
with  the  probate  judge  as  required  by  law,  shall 
be  conclusive  evidence  that  the  person  to  whom  it 
is  issued  is  entitled  to  practice  medicine  or  sur- 
gery in  this  state.  An  affirmative  vote  of  not  less 
than  five  members  of  the  board  is  required  for  the 
issuance  of  a certificate.” 

Section  1274-1,  General  Code,  provides  for  the 
examination  and  licensing,  of  persons  desiring  to 
practice  any  limited  branch  or  branches  of  medi- 
cine and  surgery. 

Section  1288  of  the  General  Code,  deals  with 
the  practice  of  osteopathy  and  reads  as  follows: 

“The  provisions  of  this  chapter  shall  not  apply 
to  an  osteopathic  physician  who  passes  an  ex- 
amination before  the  state  medical  board  in  the 
subject  of  anatomy,  physiology,  obstetrics,  sur- 
gery and  diagnosis  in  the  manner  required  by  the 
board,  receives  a certificate  from  such  board,  and 
deposits  it  with  the  probate  judge  as  required  by 
law  in  the  case  of  other  certificates.  Such  cer- 
tificate shall  authorize  the  holder  thereof  to  prac- 
tice osteopathy  and  surgery  in  this  state,  but  shall 
not  permit  him  to  prescribe  or  administer  drugs, 
except  anesthetics  and  antiseptics.  No  osteo- 
pathic physician  holding  a license  to  practice 
osteopathy  at  the  time  of  the  passage  of  this  act, 
shall  be  permitted  to  practice  major  surgery, 
which  shall  be  defined  to  mean  the  performance  of 
those  surgical  operations  attended  by  mortality 
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from  the  use  of  the  knife  or  other  surgical  instru- 
ments, until  he  shall  have  passed  the  examination 
in  surgery  given  by  the  State  Medical  Board,  but 
he  may  practice  minor  and  orthopedic  surgery,  not 
in  conflict  with  the  definition  of  major  surgery  in 
this  act.  The  certificate  of  an  osteopathic  physi- 
cian may  be  refused,  revoked  or  suspended  as  pro- 
vided in  section  1275  of  the  General  Code  of 
Ohio.” 

EDUCATIONAL  QUALIFICATIONS  DIFFER 

It  will  be  noted  from  the  above  that  persons 
desiring  to  practice  medicine  and  surgery  are  re- 
quired to  pass  an  examination  which  covers  many 
more  subjects  than  the  examination  for  a cer- 
tificate to  practice  as  an  osteopathic  physician. 

From  the  above  it  is  apparent,  that  an  osteo- 
pathic physician  is  not  required  to  have  the  same 
educational  qualifications  as  a practitioner  of 
medicine  and  surgery.  Furthermore,  it  is  evident 
that  the  Legislature  in  the  enactment  of  sections 
1274  and  1288,  supra,  considered  the  practice  of 
osteopathy  as  separate  and  distinct  from  the  prac- 
tice of  medicine  and  surgery.  As  further  evidence 
of  this  fact  it  will  be  noted  that  the  unlawful 
practice  of  medicine  and  surgery  and  the  unlawful 
practice  of  osteopathy  are  treated  in  different  sec- 
tions of  the  General  Code.  Setcion  12694,  General 
Code,  provides  in  part  as  follows: 

“Whoever  practices  medicine  or  surgery  or  any 
of  its  branches  before  obtaining  a certificate  from 
the  State  Medical  Board  in  the  manner  pro- 
vided by  law,  . . . shall,  for  the  first  offense  be 
fined,”  etc. 

Section  12696  of  the  General  Code,  provides  in 
part: 

“Whoever  announces  or  advertises  himself  as 
an  osteopath  or  practices  as  such  without  comply- 
ing with  all  the  provisions  of  law  relating  to  the 
practice  of  osteopathy  . . . shall  be  fined,”  etc. 

DEFINITION  OF  OSTEOPATHY 

Osteopathy  has  been  defined  as  “rubbing  and 
kneading  the  body  for  the  treatment,  cure  and  re- 
lief of  a certain  infirmity  or  disease.”  See  State 
vs.  Gravett,  65  0.  S.  289;  State  vs.  Liffring,  61 
O.  S.  39. 

Webster’s  International  Dictionary  defines 
“osteopathy”  as  “A  system  of  treatment  based  on 
the  theory  that  diseases  are  chiefly  due  to  de- 
ranged mechanism  of  the  bones,  nerves,  blood- 
vessels and  other  tissues  and  can  be  remedied  by 
manipulation  of  these  parts.” 

In  addition  to  the  practice  of  osteopathy  as 
above  defined,  it  will  be  noted  that  section  1288, 
supra,  provides  that  an  osteopathic  physician  may, 
if  licensed  subsequent  to  the  passage  of  said 
statute,  practice  surgery,  and  if  licensed  prior  to 
the  passage  of  said  statute,  practice  only  minor 
and  orthopedic  surgery. 

In  an  opinion  rendered  by  this  office  on  De- 
cember 14,  1933,  Opinions  of  the  Attorney  Gen- 
eral for  1933,  page  1930,  it  was  held  that  the 
“passage  date”  of  an  act  is  the  date  on  which  the 
Governor  signed  said  act.  Section  1288,  supra,  in 


its  present  form  was  signed  by  the  Governor  on 
April  22,  1919.  Therefore,  said  date  is  the  date  of 
the  passage  of  said  statute. 

USE  OF  DRUGS  NOT  CONTEMPLATED 

From  the  above,  it  is  apparent  that  the  practice 
of  osteopathy  does  not  contemplate  the  use  of 
medicine  and  drugs  in  the  treatment  and  cure  of 
disease.  In  fact  the  statute  (section  1288,  supra) 
provides  that  “a  certificate  issued  to  an  osteo- 
pathic physician  shall  not  permit  him  to  prescribe 
and  administer  drugs,  except  anesthetics  and  anti- 
septics.” 

Bearing  in  mind  that  the  practice  of  medicine 
and  the  practice  of  osteopathy  are  not  one  and 
the  same  and  that  the  certificate  of  licensure 
issued  to  an  osteopathic  physician  does  not  au- 
thorize him  to  practice  medicine,  it  must  neces- 
sarily follow  that  the  administering  of  anesthetics 
and  antiseptics  by  an  osteopath  may  be  done  only 
in  connection  with  the  practice  of  osteopathy  and 
surgery. 

It  is  clear  that  the  Legislature  intended  the 
practice  of  osteopathy  to  be  subject  to  certain 
limitations  and,  therefore,  if  the  language  of  the 
statute  were  construed  so  as  to  permit  osteopathic 
physicians  to  administer  anesthetics  and  anti- 
septics generally,  the  limitations  placed  upon  such 
practice  by  the  Legislature  would,  at  least  to 
some  extent,  be  removed. 

The  rule  of  construction  applicable  in  the  in- 
stant case  is  stated  in  Ohio  Jurisprudence,  Volume 
37,  pages  777  and  778  (section  449),  as  follows: 

The  implication  may  be  clear  in  particular 
cases  that  a statute,  or  section  thereof,  was  in- 
tended to  be  subject  to  certain  limitations.  Hence, 
it  does  not  follow  that  a statuory  provision  is  un- 
limited because  granted  in  general  terms  and  with- 
out words  of  limitation.  Such  general  terms  are 
not  necessarily  to  be  regarded  as  of  universal  ap- 
plication, but  may  sometimes  be  limited.  They 
may  be  restrained  to  the  sense  in  which  they  were 
used  by  the  legislature  in  adopting  the  law.  All 
words,  if  they  are  general  and  not  express  or  pre- 
cise, may  in  proper  cases,  be  limited,  qualified,  re- 
stricted, or  restrained  by  reference  to  specific 
terms  with  which  they  are  associated,  to  other 
parts  of  the  same  statute,  to  the  spirit  of  the 
statute,  to  the  subject-matter,  persons  or  objects 
to  which  it  is  apparent  the  legislature  intended  to 
apply  the  terms,  or  to  other  circumstances  or 
facts  existing  at  the  time  to  which  the  terms  re- 
late.” 

The  above  text  is  supported  by  the  following 
cases: 

Greene  County  vs.  Harbine,  74  0.  S.  318; 

Brown  County  vs.  Martin,  50  0.  S.  197; 

Goodall  vs.  Gerke  Brewing  Co.,  56  0.  S.  257; 

Buckeye  Pipe  Line  Co.,  vs.  Fee,  62  0.  S.  543; 

Ironton  vs.  Wiehle,  78  O.  S.  41; 

Brigel  vs.  Starbuck,  34  0.  S.  280. 

In  the  case  of  Board  of  Education  vs.  Board  of 
Education,  46  0.  S.  595,  it  was  held: 

“General  words  used  in  one  section  of  the 
statute  may  be  restrained  to  particular  subjects, 
where  the  letter  of  the  words  would  make  it  im- 
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practicable  to  accomplish  a special  object  au- 
thorized by  another  section  of  the  same  statute.” 

Therefore,  in  specific  answer  to  your  question, 
it  is  my  opinion  that: 

1.  Under  the  terms  of  section  1288  of  the  Gen- 
eral Code,  an  osteopathic  physician  may,  in  ad- 
dition to  the  practice  of  osteopathy,  if  licensed 
prior  to  April  22,  1919,  engage  in  the  practice  of 
only  minor  and  orthopedic  surgery,  and  if  licensed 
subsequent  to  such  date  may  engage  in  the  prac- 
tice of  surgery,  provided,  however,  that  an  osteo- 
pathic physician  licensed  prior  to  the  above  date, 
may  submit  to  an  examination  in  surgery,  given 
by  the  State  Medical  Board,  and  upon  passing  the 
same,  may  then  practice  surgery. 

2.  An  osteopathic  physician  may  prescribe  and 
administer  anesthetics  or  antiseptics  only  in  the 
practice  of  osteopathy,  or  in  connection  with  the 
practice  of  surgery  as  above  permitted. 

3.  An  osteopathic  physician  is  not  permitted  to 
prescribe  or  administer  anesthetics  or  antiseptics 
in  cases  which  are  not  surgical  or  treated  by 
kneading  or  manipulation. 

Respectfully, 

John  W.  Bricker, 
Attorney  General. 


Professional  Men  Less  Susceptible  Than 
Laborers,  Servants  To  Tuberculosis 

The  chances  of  physicians,  lawyers  and  other 
professional  men  of  dying  from  tuberculosis  are 
less  than  one-seventh  as  great  as  those  of  laborers, 
teamsters  or  servants,  according  to  publicity  re- 
leased by  the  Ohio  Public  Health  Association. 

Results  of  a survey  made  recently  reveal  that 
among  professional  men  the  death  rate  from 
tuberculosis  is  28  per  100,000  persons,  while 
among  unskilled  workers  it  is  183  to  each  100,000 
persons.  Clerks  show  a rating  of  62,  skilled  work- 
ers 74  and  semi-skilled  workers  98. 

It  was  also  pointed  out  that  tuberculosis  among 
negroes  is  one  of  the  most  serious  health  problems 
in  Ohio. 

Records  compiled  by  the  state  of  Ohio  show 
that  in  1931,  911  negroes  died  from  tuberculosis 
with  a death  rate  of  305.1  per  100,000;  1932,  863 
with  a death  rate  of  256.5;  1933,  814  deaths  with 
a death  rate  of  233.6;  1934,  832  with  a death  rate 
of  230.9,  and  1935,  875  deaths  with  a death  rate 
of  234.6  per  100,000.  Of  negroes  between  the  ages 
of  25  and  45  who  died  last  year,  the  deaths  of  601 
were  due  to  tuberculosis,  while  315  deaths  were 
attributed  to  heart  disease. 

While  the  white  population  in  Ohio  is  18  times 
the  negro  population,  the  number  of  deaths  from 
tuberculosis  was  only  three  times  as  great. 
Figures  for  1934  show  that  2,679  white  persons 
died  of  tuberculosis  in  Ohio,  compared  with  832 
deaths  among  colored  persons. 


Interesting  Point  on  Malpractice  Found 
in  Recent  Court  Decision 

A recent  issue  of  The  Ohio  Bar  Association  Re- 
port contains  an  appellate  decision  (53  Ohio  App. 
229)  which  is  of  especial  interest  to  physicians. 

The  action  arose  out  of  a suit  for  alleged  mal- 
practice, in  which  the  plaintiff  claimed  that  the 
defendant — a physican— “did  not  use  due  and 
proper  care  or  skill  in  endeavoring  to  discover  the 
cause  of  plaintiff’s  illness  in  making  a diagnosis 
thereof,  examining  her  and  recommending  the 
kind  of  treatment  necessary  to  cure  plaintiff  of 
said  illness”. 

In  the  lower  court,  the  defendant  moved  for  an 
instructed  verdict  for  acquittal.  This  motion  was 
overruled.  The  jury  disagreed.  Counsel  for  the 
physician  carried  the  case  to  the  district  court  of 
appeals,  claiming  that  the  lower  court  erred  in 
refusing  to  direct  a verdict  in  his  favor. 

A syllabus  of  the  decision  of  the  appellate 
court  in  upholding  the  lower  court  and  remanding 
the  case  for  further  proceedings,  follows: 

1.  A physician  may  be  liable  for  damage  in  a 
malpractice  case  as  a result  of  a wrong  diagnosis, 
honestly  arrived  at,  when  that  diagnosis  is  fol- 
lowed by  treatment  for  the  incorrect  ailment 
which  injures  his  patient.  He  may  act  through 
ignorance  of  what  are  ordinary  care  and  dili- 
gence, yet  be  honest  in  his  motive,  his  conclusions 
and  his  diagnosis,  or  he  might  stubbornly  disre- 
gard the  conclusion  of  many  other  medical  men, 
yet  be  honest  in  his  interpretation  of  the  patient’s 
symptoms. 

2.  Where  a physician  incorrectly  diagnoses  his 
patient’s  pregnancy  as  gall  bladder  trouble  and 
subsequently  treats,  or  causes  his  patient  to  be 
treated  for  the  incorrect  ailment  whereby  the  pa- 
tient is  injured,  the  question  as  to  whether  the 
physician  has  used  due  care  and  diligence  in 
making  the  diagnosis  is  one  of  fact  for  the  jury 
where  there  is  more  than  scintilla  of  evidence 
which  tends  to  indicate  the  absence  of  such  care 
and  diligence.  Evidence  that  the  physician,  knew 
that  other  medical  men  had  diagnosed  the  symp- 
toms differently  is  more  than  such  scintilla  of 
evidence. 


Dr.  Schiller  to  Lecture  in  Toledo 

Dr.  Walter  Schiller,  professor  of  obstetrics, 
gynecology  and  endocrinology,  University  of 
Vienna,  will  present  a series  of  lectures  on  ob- 
stetrical pathology,  gynecological  pathology,  in- 
cluding early  diagnosis  of  ovarian  tumors,  and 
obstetrical  and  gynecological  endocrinology,  on 
the  Thirteenth  Postgraduate  Course  of  the  Toledo 
Academy  of  Medicine  during  the  week  of  Jan- 
uary 11. 

Dr.  A.  A.  Brindley  is  chairman  of  the  Post- 
graduate Committee.  Additional  details  concern- 
ing the  course  can  be  obtained  by  writing  to  the 
office  of  the  academy. 


PUBLIC  HEALTH  AND  WELFARE  ACTIVITIES  IN  OHIO  AS  PART  OF 
FEDERAL  SOCIAL  SECURITY  PROGRAM  REVIEWED 


SINCE  the  enactment  of  the  Ohio  General 
Assembly  in  April,  1936,  of  enabling  legisla- 
tion to  make  state  statutes  conform  to  the 
Federal  Social  Security  Act,  public  health  and 
public  assistance  phases  of  the  social  security  pro- 
gram have  been  placed  in  effect  in  Ohio  and  are 
operating  on  a state-wide  basis. 

Supervision  of  the  program  is  divided  between 
two  state  departments.  The  Department  of  Wel- 
fare supervises  the  activities  dealing  with  aid  to 
the  aged,  to  the  blind,  crippled  children  and  de- 
pendent children.  The  public  health  features  come 
under  the  jurisdiction  of  the  State  Department  of 
Health.  This  includes  aid  to  local  health  districts; 
child  and  maternal  health,  and  special  health 
problems  such  as  research  in  occupational  dis- 
eases; control  of  venereal  diseases  and  an  educa- 
tional campaign  in  dental  hygiene. 

The  welfare  programs  are  being  supervised  by 
Judge  Henry  J.  Robison,  chief  of  the  Ohio  Division 
of  Public  Assistance.  Local  administration  re- 
mains with  the  county  commissioners  and  the 
juvenile  court. 

At  the  request  of  Judge  Robison,  many  counties 
have  formed  a local  advisory  board  to  aid  the 
various  county  administrators  in  charge  of  the  de- 
pendent children,  blind  relief  and  old  age  pension 
programs.  Each  advisory  board  has  a minimum 
of  four  members  including  the  county  juvenile 
judge,  a county  commissioner,  and  two  lay  mem- 
bers, the  latter  receiving  their  appointments  from 
the  State  Division  of  Public  Assistance.  In  some 
counties  one  of  these  members  is  a physician. 

RESUME  OF  PUBLIC  ASSISTANCE  ACTIVITIES 

Following  are  brief  descriptions  of  these  social 
security  programs  as  they  are  operating  in  Ohio 
at  this  time: 

Old  Age  Pensions:  Approximately  98,000  needy 
persons  over  65  years  of  age  are  receiving  pen- 
sions averaging  $25  per  month  from  the  Division 
of  Aid  for  the  Aged,  of  which  Henry  J.  Berrodin 
is  chief.  Appropriations  for  this  purpose  amount 
to  $2,250,000  monthly,  one-half  of  this  amount 
bing  supplied  by  the  Federal  Government  and 
one-half  from  state  funds.  No  special  provision 
is  made  for  the  medical  care  of  recipients  of  old 
age  pensions.  They  are  expected  to  provide  medi- 
cal services  out  of  pension  funds  or  to  apply  for 
medical  care  through  regular  official  relief 
agencies. 

Aid  to  the  Blind.  Ohio’s  blind  relief  program  is 
being  supervised  by  the  Ohio  Commission  for  the 
Blind.  William  E.  Bar  tram  is  executive  secretary. 

For  a number  of  years  blind  relief  has  been  ad- 
ministered, without  state  supervision,  by  the  88 


counties.  This  resulted  in  a great  variation  of 
standards.  In  some  counties  no  medical  examina- 
tions were  required  of  applicants  for  blind  pen- 
sions. Since  the  Commission  for  the  Blind  was 
placed  in  charge  of  this  relief  problem,  examina- 
tions by  “a  licensed  physician  skilled  in  the  dis- 
eases of  the  eye”  are  required  before  applicants 
can  be  certified  for  blind  relief.  Strict  observance 
of  this  requirement  has  resulted  in  the  removal  of 
nearly  1200  persons  from  the  blind  relief  rolls  in 
Ohio  since  July  1.  Persons  eligible  for  old  age 
pensions  have  also  been  taken  from  the  blind  re- 
lief rolls,  so  that  during  November  there  were 
3,459  blind  persons  receiving  aid  in  Ohio,  as  com- 
pared with  6,300  on  July  1. 

The  Commission  has  requested  the  county  com- 
missioners in  each  county  to  ask  their  local  county 
medical  society  to  furnish  a list  of  physicians 
qualified  to  conduct  examinations  of  applicants 
for  blind  relief.  Such  a list  is  then  given  to  each 
applicant  who  makes  his  own  selection.  The  Com- 
mission is  insistent  that  the  right  of  freedom  of 
choice  of  physician  be  preserved.  In  one  county, 
the  commissioners  hired  a physician  to  make  all 
examinations.  This  practice  was  discontinued  by 
order  of  the  Commission.  In  another  county,  the 
commissioners  sent  all  applicants  to  one  physi- 
cian— a procedure  which  was  stopped  by  the  Com- 
mission. 

In  some  counties,  which  formerly  did  not  have 
money  to  pay  for  medical  examinations  of  ap- 
plicants for  blind  pensions,  social  security  funds 
are  now  avalable,  through  the  Commission  for 
the  Blind,  for  this  purpose. 

An  advisory  committee  of  ophthalmologists 
works  closely  with  the  Commission  in  considering 
the  medical  aspects  of  its  activities. 

The  Commission  is  pioneering  by  requiring  a 
closer  correlation  of  preventive  measures  with 
blind  relief.  County  commissioners  are  being 
specifically  required  to  provide  operative  service 
in  cases  where  rehabilitation  can  be  accomplished. 

During  the  last  three  months  of  1936,  approxi- 
mately $250,000  was  appropriated  for  blind  relief 
in  Ohio,  of  which  the  Federal  Government  will  re- 
imburse 50  per  cent  of  the  total  expenditure — 
state  and  local — to  approved  cases.  The  amount 
expended  for  pensions  during  November  was 
$57,231.25. 

Aid  to  Dependent  Children.  The  program  for 
the  care  of  dependent  children  living  in  the  homes 
of  parents  or  relatives  is  administered  by  the 
Bureau  of  Aid  to  Dependent  Children  of  which 
Miss  Esther  McClain  is  chief.  The  burden  of  this 
program,  which  was  known  as  “Mothers  Pen- 
sions”, formerly  rested  upon  counties.  Local  ad- 
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ministration  remains  in  the  office  of  the  county 
juvenile  judge.  One-third  of  the  cost  of  the  pro- 
gram is  paid  by  the  Federal  Government,  and  two- 
thirds  by  the  state  and  the  various  counties.  The 
Federal  appropriation  for  the  period  of  July  21 
to  December  31,  1936,  was  $685,000.  Approxi- 
mately 35,000  dependent  Ohio  children  are  re- 
ceiving aid  from  this  bureau.  No  part  of  the 
Federal  appropriation  may  be  used  for  medical 
care.  However  this  question  is  now  being  con- 
sidered by  state  officials  and  the  Committee  on 
Public  Relations  and  Economics  of  the  Ohio  State 
Medical  Association. 

Aid  to  Crippled  Children.  As  of  December  1, 
2,072  needy  Ohio  crippled  children  were  under  the 
care  of  the  Crippled  Children’s  Bureau.  Miss 
Mabel  E.  Smith,  R.N.,  is  chief  of  the  bureau.  The 
purpose  of  this  program  is  to  provide  proper  sur- 
gical care  for  crippled  children  whose  parents  can- 
not afford  to  pay  for  such  care.  Local  administra- 
tion is  vested  in  the  juvenile  courts.  Surgical 
treatment  is  provided  by  a group  of  recognized 
orthopedic  surgeons  who  meet  the  Bureau’s  re- 
quirements. The  Federal  Government  granted 
$151,657.50  for  the  crippled  children  program  in 
Ohio  for  the  period  ending  June  30,  1937,  which 
amount  will  be  matched  by  the  state  and  various 
counties.  This  program  is  virtually  the  same  plan 
which  has  been  in  operation  in  Ohio  for  the  past 
10  or  15  years. 

PUBLIC  HEALTH  PROGRAM  ANALYZED 

FEDERAL  funds  for  the  public  health  and 
maternal  and  child  health  phases  of  the 
Social  Security  Program  are  allotted  to  the  states 
on  the  basis  of  population,  special  health  problems 
and  financial  need.  Through  the  United  States 
Public  Health  Service,  Ohio  was  allotted  $237,045 
for  public  health  projects  in  1936  and  $56,885.20 
was  appropriated  through  the  Children’s  Bureau 
for  the  maternal  and  child  health  section. 

Activities  made  possible  with  the  aid  of  these 
funds  include:  Assistance  with  institutes  for 

public  health  nurses  throughout  the  state;  health 
education  in  cooperation  with  the  Department  of 
Education;  a field  nursing  training  center  in  co- 
operation with  Western  Reserve  University;  in- 
vestigations of  the  presence  of  mottled  enamel  in 
northwestern  Ohio  and  the  prevalence  of  trachoma 
in  Lawrence  County,  and  later  in  other  counties; 
assistance  in  over  100  preschool  conferences  at 
which  more  than  2,500  children  were  examined; 
purchase  of  needed  supplies,  books,  equipment, 
etc.,  for  the  Bureau.  Activities  planned  are  a 
study  of  maternal  deaths  in  Ohio  hospitals;  tuber- 
culosis survey  of  high  school  students;  study  in 
rural  districts  of  causes  for  failure  to  correct 
physical  defects  found  in  children;  organization 
of  refresher  courses  in  obstetrics  and  pediatrics 
with  local  medical  societies  and  an  educational 
nutrition  program. 


ADDITIONAL  PERSONNEL  EMPLOYED 

So  that  the  State  Department  of  Health  could 
function  properly  in  carrying  on  its  existing  ac- 
tivities and  the  added  activities  under  the  Social 
Security  Act,  the  following  additional  personnel 
was  added  to  the  central  office  through  funds 
provided  by  the  U.  S.  Public  Health  Service:  5 
physicians,  2 dentists,  4 dental  hygienists,  1 
chemical  engineer,  1 chemist,  3 nurses,  2 engi- 
neers, 2 milk  sanitarians,  1 assistant  health  edu- 
cator, 3 laboratory  technicians,  2 laboratory  as- 
sistants, 2 statisticians  and  16  clerks  and  stenog- 
raphers. In  addition  47  physicians,  engineers, 
chemists,  and  nurses  have  been  sent  away  for 
special  training  in  various  phases  of  public  health 
work.  Funds  have  also  been  used  to  replace  old 
and  worn-out  equipment  and  to  furnish  new  equip- 
ment and  needed  supplies. 

A brief  description  of  the  various  activities 
being  conducted  by  the  State  Department  of 
Health,  through  the  use  of  Social  Security  funds, 
follows. 

Aid  to  Local  Health  Districts.  Federal  funds  for 
the  purpose  of  paying  wages,  salaries  and  travel- 
ing expenses  are  being  provided  38  health  dis- 
tricts. These  funds  are  granted  only  to  districts 
which  have  a full-time  health  commissioner,  a 
sanitary  officer,  one  or  more  nurses,  and  a clerk. 
Federal  allotments  must  be  matched  dollar-for- 
dollar  by  local  funds.  This  program  is  in  charge 
of  Dr.  R.  W.  DeCrow,  chief  of  the  Bureau  of 
Health  Organization. 

Venereal  Disease  Control.  Intensive  educational 
work  is  being  carried  on  by  the  Bureau  of 
Venereal  Disease  Control.  In  the  absence  of  Dr. 
W.  P.  Johnson,  chief  of  the  Bureau,  who  is  taking 
a postgraduate  course  at  Johns  Hopkins  Univer- 
sity School  of  Medicine,  this  activity  is  in  charge 
of  Dr.  Finley  Van  Orsdall,  chief  of  the  Division  of 
Communicable  Diseases.  Two  physicians  who 
have  been  added  to  the  staff  of  the  bureau  are 
doing  field  work  and  explaining  the  Ohio  plan  for 
the  control  of  venereal  diseases  at  meetings  of 
county  medical  societies  and  before  lay  groups. 
Funds  are  available  so  that  through  the  local 
health  commissioners,  the  State  Department  of 
Health  will  furnish  arsenicals  for  the  treatment 
of  syphilis.  The  Department  requires  that  plans 
for  the  establishment  of  a venereal  clinic  in  any 
county  must  first  have  the  approval  of  the  county 
medical  society. 

Research  in  Occupational  Diseases.  A new 
laboratory  has  been  established  by  the  Bureau  of 
Occupational  Diseases  for  the  purpose  of  investi- 
gation and  research  into  hazards  for  industrial 
employees.  This  program  is  in  charge  of  Dr. 
Emery  R.  Hayhurst,  chief  of  the  Division  of 
Hygiene  and  consultant  in  Occupational  Diseases, 
who  has  stated  that  “research  is  to  be  the  general 
character  of  the  policy  pursued”. 

Maternal  and  Child  Health.  Through  the  U.  S. 
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Children’s  Bureau  $102,719.34  will  be  available 
annually  in  Ohio  for  the  purpose  of  improving’  the 
health  of  mothers  and  children,  through  an  edu- 
cational program,  especially  in  rural  areas.  These 
funds  have  provided  the  following  additional  per- 
sonnel in  the  Bureau  of  Child  Hygiene,  which  will 
administer  the  program:  1 pediatrician,  2 field 

nurses,  1 health  educator,  1 nutritionist,  and  2 
stenographers.  Local  health  districts  have  been 
supplied  with  21  nurses,  2 clerks  and  funds  for 
special  training  for  7 nurses.  An  advisory 
committee  of  physicians  has  assisted  the  Bureau 
in  formulating  its  program. 

Federal  funds  have  been  used  for  the  re-estab- 
lishment of  a Bureau  of  Dental  Hygiene.  This 
bureau,  directed  by  Dr.  Homer  C.  Brown,  is  con- 
ducting an  educational  program  in  dental  health. 

A Division  of  Nursing,  with  Miss  S.  Gertrude 
Bush,  R.N.,  as  its  chief,  has  been  formed  to  direct 
Ohio’s  public  health  nursing  program. 


Cincinnati  Hospital  Selects  Interns 

Appointment  of  40  interns  for  the  year  be- 
ginning July  1,  1937,  was  recently  announced  by 
the  Cincinnati  General  Hospital.  The  appoint- 
ments, an  increase  of  four,  are  divided  equally  be- 
tween University  of  Cincinnati  medical  students 
and  students  from  other  medical  schools. 

Cincinnati  appointees  are:  H.  George  Gateman, 
John  R.  Cummings,  Leon  E.  Fierer,  William  M. 
Fischbach,  John  H.  Guss,  William  F.  Hunting,  J. 
Harold  Kotte,  Frank  Kugler,  Abraham  Levine, 
John  Lutz,  Morris  Osherwitz,  Stanley  Peal,  Wil- 
liam F.  Shannon,  Harry  E.  Shilling,  Jr.,  Earl 
Simendinger,  Nathan  Shapiro,  C.  Calvin  Skinner, 
Sabro  Toshiro,  Norman  H.  Weinberg  and  Carl  I. 
Wyler. 

Out-of-town  students  and  their  colleges  are: 
Sarah  Louise  Cockrell,  Baylor;  Harvey  C.  Gunder- 
son, Rush;  Paul  D.  Hahn,  Ohio  State;  H.  Philip 
Hampton,  Emory;  Samuel  B.  Harper,  Wisconsin; 
Sumpter  W.  Hawkins,  Tulane;  John  W.  Hender- 
son, Nebraska;  Carroll  W.  Huffman,  Washington; 
Samuel  P.  Hunt,  Columbia;  Betty  Moody,  Texas; 
William  H.  Price,  Tennessee;  Mayo  R.  Purple, 
Yale;  G.  Edward  Schnug,  Iowa;  Russell  Schramm, 
West  Ontario;  W.  D.  Snively,  Jr.,  Northwestern; 
H.  St.  George  Tucker,  Virginia;  Richard  Vilter, 
Harvard;  Edward  E.  Vincent,  Cornell;  Benjamin 
S.  Wells,  Iowa,  and  Carl  L.  Wheeler,  Jr.,  Louis- 
ville. 

Alternates  named  were  Franklin  Geiger,  Earl 
Glicklich  and  Ralph  P.  Panzer,  all  of  Cincinnati; 
E.  R.  Blower,  Yale;  G.  G.  Durst,  South  Carolina; 
Samuel  Gingold,  Syracuse;  Thomas  A.  Gonder, 
Jr.,  Duke;  Maurice  E.  Green,  Boston;  Jeanne  Hib- 
bard, Michigan;  Raymond  R.  Sessions,  Emory, 
and  Joseph  A.  Ravenel,  South  Carolina. 


Dr.  Hayhurst  Appointed 

The  appointment  of  Dr.  Emery  R.  Hayhurst, 
Columbus,  as  a member  of  the  Committee  to  Study 
Air  Conditioning  was  announced  at  a meeting  of 
the  Board  of  Trustees  of  the  American  Medical 
Association  in  Chicago,  November  15-16. 


Postgraduate  Training  For  Physicians  of 
Mental  Hygiene  Hospitals  Planned 

Mrs.  Margaret  M.  Allmann,  director,  State  De- 
partment of  Welfare,  is  planning  to  establish  a 
course  of  postgraduate  training  in  mental  hygiene 
and  allied  branches  of  medicine  for  physicians  of 
state  institutions.  The  course  would  consist  of 
two  15-day  semesters,  and  possibly  would  be  con- 
ducted at  the  Columbus  State  Hosptal  in  con- 
junction with  Ohio  State  University. 

The  objectives: 

1.  To  establish  uniformity  in  the  diagnosis, 
care  and  treatment  of  the  mentally  ill; 

2.  To  provide  a practical  clinical  course,  con- 
sisting of  lectures,  demonstrations  and  laboratory 
work  which  would  present  a review  of  the  basic 
fundamentals  of  medicine  as  well  as  the  newer 
aspects  in  mental  therapy; 

3.  To  serve  primarily  as  a basic  and  funda- 
mental approach  to  a state-wide  education  pro- 
gram in  mental  hygiene; 

4.  To  provide  a comprehensive  course  of  in- 
struction and  study,  available  to  all  state  physi- 
cians, and  mandatory  to  all  new  physicians  enter- 
ing the  service,  and 

5.  To  establish  a merit  system  whereby  the 
physicians  could  advance  in  accordance  with  their 
training,  experience  and  adaptability  to  the  ser- 
vice. 


Participate  In  Radiological  Meeting 

The  following  Ohio  physicians  appeared  on  the 
program  of  the  22nd  Annual  Meeting  of  the 
Radiological  Society  of  North  America,  as  speak- 
ers, discussants  or  participants  in  the  scientific 
exhibit,  December  1-4,  at  the  Netherland  Plaza 
Hotel,  Cincinnati:  Dr.  Alfred  Friedlander,  Dr. 

Samuel  Brown,  Dr.  Archibald  Fine,  Dr.  Sidney 
Lange,  Dr.  Henry  K.  Dunham,  Dr.  Charles  J.  Mc- 
Devitt,  Dr.  Samuel  Iglauer,  Dr.  James  M.  Pierce, 
Dr.  Leon  J.  Schiff,  Dr.  George  Lyford,  Dr.  Justin 
E.  McCarthy,  Cincinnati;  Dr.  Ursus  V.  Portmann, 
Dr.  Bernard  H.  Nichols,  Dr.  E.  N.  Collins,  Dr.  J C. 
Root,  Dr.  Harry  Hauser,  Dr.  Sidney  E.  Wolpaw, 
Cleveland;  Dr.  John  T.  Murphy,  Toledo;  Dr.  Edgar 
C.  Baker,  Youngstown,  and  Dr.  Maurice  A. 
Loebell,  Zanesville.  Dr.  Ellis  R.  Bader,  chairman 
of  the  Cincinnati  Committee  on  Arrangements, 
was  named  first  vice-president  of  the  society  at 
its  closing  session. 


Supplement  For  A.  M.  A.  Journal 

The  Board  of  Trustees,  American  Medical  Asso- 
ciation, has  voted  to  discontinue  publication  of 
the  American  Medical  Association  Bulletin  and  to 
publish  a supplement  to  The  Journal  of  the 
A.M.A.,  each  week  to  be  devoted  to  organizational 
affairs,  medical  economics,  the  social  aspects  of 
medical  practice  and  similar  material. 


ECONOMICS  -PROFESSIONAL  RELATIONS 
ORGANIZATION  PRORLEMS 


On  January  4 the  Ninety-Second  Ohio  General 
Assembly  will  convene  in  regular  session  at  Co- 
lumbus. 


Her$  is  a Warning  and 
a Job  for  Each  Member 
of  Organized  Medicine 


The  House  of  Rep- 
resentatives will  con- 
sist of  105  Demo- 
crats and  33  Repub- 
licans. The  Senate 
has  31  Democratic 


members  and  5 Republicans. 

An  unusually  large  number  of  members  of  the 
next  General  Assembly  will  be  serving  their  first 
terms.  This  will  add  to  the  difficulties  of  groups 
having  a constructive  interest  in  legislative  mat- 
ters and  are  in  a position  to  supply  legislators 
with  information  on  pending  proposals. 

At  a caucus  of  the  Democratic  majority  in  the 
House,  Frank  R.  Uible,  Cleveland,  floor  leader  in 
the  Ninety-First  General  Assembly,  was  nomi- 
nated for  Speaker  of  the  incoming  House  of 
Representatives.  His  election  when  the  General 
Assembly  convenes  is  a certainty.  The  majority 
floor  leader  of  the  House  of  Representatives  of 
the  new  Legislature  will  be  Jacob  E.  Davis, 
Waverly.  William  E.  McCulloch,  Piqua,  Republi- 
can floor  leader  of  the  House  of  the  Ninety-First 
General  Assembly  will  serve  in  a similar  capacity 
during  the  next  two  years,  having  been  nominated 
at  the  caucus  of  the  33  Republican  members  of 
the  House. 

Organization  of  the  Democratic  majority  in  the 
Senate  had  not  been  completed  at  the  time  this 
was  written.  However,  the  five  Republican  Sen- 
ators met  in  mid-December  and  selected  Senator 
Verner  E.  Metcalf,  Marietta,  as  minority  floor 
leader. 

A flood  of  proposed  legislation  of  direct  interest 
to  the  medical  profession  of  Ohio  may  be  antici- 
pated during  the  next  regular  session  of  the  Gen- 
eral Assembly. 

The  cults  and  anti-medical  groups  were  un- 
usually active  during  the  campaign  which  pre- 
ceded the  November  election.  Since  the  election, 
lobbyists  for  the  osteopaths,  chiropractors  and 
Christian  Scientists  have  been  interviewing  mem- 
bers-elect  of  both  branches  of  the  General  As- 
sembly and  using  all  kinds  of  pressure  to  obtain 
commitments  on  bills  which  they  are  planning  to 
have  introduced. 

Numerous  proposals  to  amend  the  Ohio  Work- 
men’s Compensation  Act  undoubtedly  will  be  in- 
troduced and  many  of  them  will  be  of  direct  in- 
terest to  the  medical  profession. 

Changes  in  some  of  the  public  health  laws  will 
be  requested.  Proposals  dealing  with  poor  relief 


and  Social  Security  programs  will  be  introduced, 
some  of  which  will  have  medical  and  public  health 
angles.  Although  the  Ninety-First  General  As- 
sembly in  special  session  succeeded  in  enacting 
revenue-producing  measures  for  the  next  two 
years,  the  Ninety-Second  General  Assembly  will 
be  confronted  with  new  and  additional  taxation 
problems  which  will  add  to  the  difficulties  of  the 
next  session.  An  Unemployment  Insurance 
Act  was  enacted  on  December  17  but  the  next 
General  Assembly  will  be  called  upon  to  enact  cor- 
rective supplementary  legislation  on  this  subject. 

The  Committee  on  Public  Relations  and  Eco- 
nomics, the  Sub-Committee  on  Legislation  and  the 
Sub-Committee  on  Workmen’s  Compensation  of 
the  Ohio  State  Medical  Association  have  been  in 
close  touch  with  the  legislative  situation.  Con- 
ferences have  been  held  with  allied  groups  and 
with  other  organizations  planning  to  sponsor  bills 
having  medical  or  public  health  aspects. 

A special  effort  has  been  made  to  stimulate  in- 
terest among  physician’s  in  every  county.  Bulle- 
tins have  been  sent  frequently  to  the  legislative 
committeemen  and  occasionally  to  county  society 
secretaries.  Copies  of  the  Legislative  Reference 
Handbook  published  by  the  State  Association 
have  been  sent  to  legislative  committeemen, 
county  society  secretaries  and  members-elect  of 
the  Ninety-Second  General  Assembly.  The  hand- 
book summarizes  the  policies  of  the  State  Associa- 
tion on  governmental  and  legislative  questions. 

It  is  of  utmost  importance  that  all  members  of 
the  incoming  Legislature  be  interviewed  by  physi- 
cians from  their  respective  counties  and  districts. 
Their  attitude  on  medical  and  public  health  pro- 
posals and  other  measures  of  a direct  interest  to 
the  medical  profession  will  be  based  for  the  most 
part  on  the  advice  and  information  furnished 
them  by  their  physician-constituents.  All  legisla- 
tors should  be  seen  frequently.  They  should  be 
made  to  understand  that  the  medical  profession  is 
the  best  informed  group  on  medical  and  public 
health  subjects.  Accurate  information  should  be 
given  them  by  their  physician  friends  and  ac- 
quaintances. They  should  be  requested  to  discuss 
all  medical  and  public  health  proposals  with  rep- 
resentatives of  their  local  medical  society  before 
casting  their  vote. 

Physicians  must  take  a more  active  interest  in 
legislative  matters  than  the  cults  and  others  who 
have  a selfish  interest  in  the  work  of  the  General 
Assembly.  They  must  keep  themselves  posted  on 
various  proposals  so  they  can  discuss  them  intelli- 
gently with  members  of  the  Legislature.  They 
must  make  members  of  the  General  Assembly 
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HAVE  YOU  PAID  YOUR  1937  STATE  ASSOCIATION 
MEMBERSHIP  DUES? 

If  Not,  Send  a Check  to  the  Secretary-Treasurer  of  Your 
County  Medical  Society,  Immediately. 

* * * * * 

This  is  Important.  You  Cannot  Afford  to  Become  Delinquent  in  Medical  Organization 
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Medical  Defense 

The  Ohio  State  Medical  Journal 

Workmen's  Compensation  Investigating  Service 

Attend  the  Annual  Meeting;  county  and  district  meetings 

Use  of  data  from  the  Headquarters  Office  files 

Numerous  personal  services  by  the  state  office 

Good  standing,  professionally  and  legally 

Membership  in  the  American  Medical  Association 


You  Need  the  Benefits  of  Medical  Organization;  Medical  Organization  Needs  You. 


realize  that  the  medical  profession  is  the  best  in- 
formed group  on  medical  and  public  health  sub- 
jects and  is  ready  to  use  its  influence  to  back  up 
its  stand  on  such  matters. 

Numerous  difficulties  and  dangers  are  ahead. 
The  only  way  the  interests  of  the  public  and  those 
of  the  medical  profession  can  be  Safeguarded  is 
for  every  physician  to  take  a personal,  active  part 
in  the  big  job  confronting  organized  medicine  in 
Ohio  as  the  Ninety-Second  General  Assembly 
starts  operation. 

The  main  hope  of  organized  medicine  lies  in  the 
integrity  of  the  basic  unit — the  county  medical 
society. — Journal  of  the  Michigan  State  Medical 
Society. 

The  Journal,  after  lo  these  many  years,  has 
had  its  face  lifted  and  a rejuvenated  countenance 
substituted.  We  hope  our  readers  will  approve 

of  the  change. 

The  Journal  Can  Make  Incidentally,  we 

hope,  also,  that 
members  of  the 
with  Your  Support  State  Association 

will  continue  to 
give  the  Editor  and  his  associates  at  the  State 
Headquarters  Office  the  kind  of  cooperation  which 
has  been  received  during  the  past  year,  and  that 
all  members  will  feel  free  at  any  time  to  offer 
suggestions  and  criticism  concerning  The  Journal. 


Additional  Progress 


We  believe  we  have  made  some  progress  dur- 
ing the  past  12  months  toward  our  ultimate  goal 
— to  give  to  the  members  of  the  Ohio  State  Medi- 
cal Association  a publication  which  they  will  en- 
joy reading;  which  contains  practical  sugges- 
tions; and  which  presents  material  in  a concise, 
intelligent  manner.  With  more  help  on  the  part 
of  a greater  number  of  members  during  the  en- 
suing year,  we  can  make  more  forward  steps. 

This  is  an  opportune  time  to  emphasize  the  fact 
that  the  value  and  success  of  The  Journal  depend 
on  local  interest  and  initiative. 

It  is  our  hope  that  some  month  we  will  have 
the  privilege  of  publishing  a report  from  each 
of  the  component  county  medical  societies.  County 
society  reports  are  of  prime  importance.  Meaty 
items  about  county  society  activities  stimulate  in- 
terest in  medical  and  organization  affairs.  Each 
report  presents  some  idea  which  can  be  utilized 
to  advantage  by  some  other  county  society. 

Activities  of  local  committees  should  be  writ- 
ten up  and  sent  in  for  publication  in  The  Journal. 
Each  county  society  which  is  alert  and  aggressive 
likes  to  know  what  is  going  on  and  what  is  be- 
ing accomplished  in  other  counties. 

If  an  address  of  interest  and  practical  value  is 
made  before  a society,  the  secretary  should  recom- 
mend to  the  Editor  that  it  be  obtained  for 
analysis  and  possible  publication.  The  secretary 
must  be  the  key-man  and  the  go-between.  We 
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must  depend  on  him  for  help  in  assembling  local 
news  for  The  Journal.  Many  secretaries  have 
been  quite  cooperative.  The  result  has  been  a 
bigger  and  better  publication.  Help  us  improve 
Volume  33  (1937)  of  your  Journal. 


When  you  have  your  stationery  printed,  when 
you  sign  your  name,  do  not  precede  it  with 
“Doctor”  or  the  abbrevation  “Dr.”,  but  use  the 
letters  “M.D.”,  which  you  have  earned  the  right 
to  add  to  your  name,  and  which  will  immediately 
establish  your  proper  status. — Journal  of  the  In- 
diana State  Medical  Association. 


sanitation  there  must  be  persons  with  a working 
knowledge  of  the  principles  involved. 

“The  point  is — adding  a lot  of  letters  to  a 
Health  Officer’s  title  does  not  always  insure  effi- 
ciency in  these  various  lines. 

“The  health  executive’s  training,  as  a physician, 
and  his  experience  in  the  actual  practice  of  medi- 
cine, give  him  an  insight  into  human  needs  that 
can  be  acquired  in  no  other  way. 

“Young  xibysicians  contemplating  entering  the 
health  field  should  not  be  discouraged  by  a lot  of 
highbrow  requirements.  Their  own  fundamental 
training  is  the  best  foundation  for  a career  in 
this  field.  With  this  fundamental — and  with  the 
power  to  broaden  with  experience — they  are  safe 
to  enter  upon  a health  career.” 


Expansion  of  public  health  work  has  created  a 
demand  for  a greater  number  of  physicians  in 
this  particular  field  of  medicine. 


Highbrow  Requirements 
and  Special  Titles 
Not  Always  Guarantees 


As  a result,  more 
young  physicians 
are  planning  to 
take  up  public 
health  work  as  a 
career  than  was 


the  case  some  years  back. 

The  question  of  qualifications  and  training  has 
been  raised.  On  one  side  are  found  those  who  be- 
lieve every  public  health  man  must  be  an  expert 
and  possess  a considerable  amount  of  academic 
training  in  public  health  administration;  on  the 
other,  are  those  who  feel  that  common  sense,  plus 
a medical  degree  and  experience  in  private  prac- 
tice, are  adequate  qualifications. 

For  the  information  of  physicians  who  may  be 
contemplating  entering  public  health  work,  the 
following  comments  by  Dr.  A.  O.  Peters,  veteran 
health  commissioner  of  the  City  of  Dayton,  pub- 
lished in  a recent  issue  of  the  bulletin  issued  by 
the  Division  of  Health,  Dayton,  are  published  as 
an  example  of  the  final  conclusions  reached  by  one 
whose  experience  fits  him  to  speak  advisedly: 


“In  this  matter  of  preparation  for  health  work 
much  has  been  said  and  written  in  recent  months. 
Most  of  the  comment  and  recommendation  cen- 
ters round  the  expression  ‘special  training’.  We 
take  issue  with  some  of  the  recommendations. 


“Here  are  the  fundamentals  for  a Good  Health 
Executive : 


“1.  An  M.D.  degree  with  the  usual  fifth  year 
in  hospital  work. 

2.  At  least  five  years’  experience  in  the  general 
practice  of  medicine. 

“3.  An  understanding  sympathy  with  the 
duties  of  workers  in  other  fields  of  social  welfare. 

“4.  And  of  course — a goodly  degree  of  ex- 
ecutive ability  in  his  make-up. 

“All  this  does  not  belittle  the  need  for  technical 
knowledge  in  different  branches  of  health  work. 
Of  course  bacteriologists  must  have  special  knowl- 
edge in  their  field:  statisticians  need  to  be  ac- 
quainted with  efficient  methods  of  tabulating  sta- 
tistics so  that  helpful  conclusions  may  be  drawn 
therefrom.  Food  inspectors  need  to  have  knowl- 
edge in  the  fields  of  veterinary  medicine  and  food 
establishment  administration.  And  in  the  field  of 


The  future  of  mankind  does  not  depend  upon 
political  or  economic  theory,  nor  yet  upon  meas- 
ures of  social  amelioration,  but  upon  the  pro- 
duction of  better  minds  in  sounder  bodies. — Prof. 
Earnest  A.  Hooten  at  Harvard  Tercentenary. 


On  page  1129  of  the  November,  1936,  issue  of 
The  Journal,  there  was  published  the  text  of  a 
communication  which  was  sent  by  the  State 

Medical  Board  to 
all  Ohio  hospitals 
employing  interns. 

Because  of  the 
importance  of  the 
communication  and 
for  fear  some  physicians  on  staffs  of  such  hos- 
pitals may  have  overlooked  the  article  mentioned, 
it  is  reprinted  herewith: 

“The  State  Medical  Board  recognizing  hospital 
internship  as  furthering  the  better  medical  edu- 
cation of  prospective  practitioners,  desires  to  pro- 
mote such  service  in  all  legal  ways.  At  the  same 
time  the  Board  deems  it  wise  to  advise  hospitals 
that  practice  for  a compensation,  direct  or  indi- 
rect, is  not  legal  without  licensure  (Section 
1286).  Medical  graduates  in  intern  service  with- 
out licensure  are  legally  medical  students  who 
cannot  sign  birth  or  death  certificates  nor  pre- 
scribe narcotic  drugs.  Such  men  must  work 
under  the  direction  and  supervision  of  the  staff 
of  the  hospital.  Under  such  interpretation,  the 
hospital  and  the  staff  members  are  responsible 
for  their  acts.” 

Careful  reading  of  the  above  statement  by  the 
State  Medical  Board  should  serve  as  a warning 
to  staff  members  of  hospitals  providing  intern 
training. 

Physicians  who  are  being  assisted  by  interns 
who  do  not  hold  a license  to  practice  medicine 
and  surgery  in  Ohio  should  realize  that  they 
are  in  part  responsible  for  the  acts  of  those  as- 
sistants. They  should  make  their  intern-assistants 
realize  the  danger  of  doing  illegal  acts  although 
such  acts  may  be  done  in  good  faith  and  inno- 
cently. 

It  has  been  suggested  by  some  that  the  safest 
course  for  interns  to  pursue  would  be  for  them 


Physician  Responsible 
for  Acts  of  Unlicensed 
Intern- Ass  is  tan  ts 
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to  secure  a license  as  soon  as  possible  after 
graduation  and  before  starting  an  internship,  if 
possible.  There  may  be  obstacles  to  this  in  some 
cases.  Nevertheless,  it  is  a recommendation 
worthy  of  serious  thought. 

However,  in  the  final  analysis,  the  staff  phy- 
sician must  realize  his  responsibilities  in  this 
matter  and  how  important  it  is  for  him  to  keep 
a controlling  hand  on  the  work  of  the  intern 
without  benefit  of  licensure.  After  some  unfor- 
tunate situation  develops  will  be  too  late  for  the 
physician  to  claim  ignorance  of  his  legal  responsi- 
bilities and  obligations. 


The  intensely  individualistic  doctor  is  the  most 
critical  of  his  county  medical  society  and  is  the 
most  ready  to  seek  its  assistance  when  he  is  in 
trouble. — Journal  of  the  Medical  Society  of  New 
Jersey. 


Upon  glancing  through  the  membership  rolls  of 
the  State  Association,  one  finds  a considerable 
number  of  physicians  of  ability  and  influence  who 

are  not  taking  as 

Too  Many  Physicians  on  active  a Part  as 
, e-ii-  ■ they  should  in  the 

the  Sidelines  in  County  act;vities  of  or_ 

Society  Activities  ganized  medicine. 

To  remedy  this 

situation  should  be  one  of  the  chief  objectives  of 
the  present  officials  of  each  component  county 
medical  society. 

Most  of  those  taking  but  a half-hearted  in- 
terest, if  any,  in  the  affairs  of  organized  medicine 
belong  to  two  groups.  One  group  comprises  those 
who  are  content  to  let  accommodating  men  with 
unusual  energy  and  initiative  shoulder  the  re- 
sponsibilities of  county  and  state  organization 
activities  as  long  as  they  can  participate  in  the 
benefits  accruing  from  the  hard  and  earnest 
work  of  these  volunteers.  The  second  group  is 
composed  of  physicians  who  are  devoting  so 
much  time  and  effort  to  the  affairs  of  special 
medical  or  scientific  societies  or  groups  that  they 
nave  little  opportunity  or  inclination  to  take  part 
in  the  activities  of  their  county  medical  society 
and  the  State  Association. 

It  is  time  that  men  who  are  badly  needed  in 
the  organized  functions  of  the  medical  profession 
in  Ohio  be  made  to  realize  that  medical  organiza- 
tion will  not  be  able  to  present  a solid  front  in 
attacking  serious  questions  constantly  arising 
unless  this  lazy  attitude  on  the  part  of  some  and 
the  scattering  of  devotion  on  the  part  of  others 
are  corrected. 

Those  willing  to  give  this  question  the  thought 
it  deserves  surely  must  agree  with  the  editor  of 
The  West  Virginia  Medical  Journal  that: 

“The  medical  profession  cannot  stand  together 
as  a solid  front  so  long  as  its  individual  members 


squander  their  allegiance  in  hybrid  medical  or- 
ganizations”. 

Quoting  further : 

“There  is  a recognized  place  in  our  modern 
medical  scheme  for  many  of  the  specialized  or- 
ganizations that  are  now  in  existence.  Many  of 
them  unquestionably  play  a part  in  the  advance- 
ment of  medical  science.  But  they  should  be 
considered  only  as  hors  d’oeuvres  on  the  dinner 
table  of  organized  medicine.  Choosing  between 
the  two  honors,  this  writer  would  rather  be  a 
member  of  his  county  medical  society  than  presi- 
dent of  all  the  off-shoot  medical  organizations  in 
America,  Haiti  and  Guam.” 

It  is  up  to  the  leaders  of  the  various  county 
societies  and  academies  to  convince,  if  necessary, 
useful  and  competent  men  that  their  influence 
and  knowledge  are  indispensable  to  organization 
activities.  Moreover,  every  possible  effort  should 
be  made  to  make  use  of  their  talent,  influence  and 
resourcefulness  in  the  plans  and  programs  of  the 
local  society.  Before  organized  medicine  will  be 
adequately  prepared  for  impending  battles,  it 
must  undertake  some  missionary  work  within  the 
profession  itself. 


No  malpractice  suit  could  be  instituted  without 
the  assistance  of  a medical  man,  whose  activity 
in  the  first  place  appears  as  a purposeful  or  per- 
haps unintentional  reflection  upon  his  predecessor. 
— Northwest  Medicine. 


A plan  proposed  to  the  County  Commissioners 
of  Jefferson  County  for  the  establishment  of  a 
venereal  disease  clinic  in  Steubenville  in  all 

probability  will 
not  materialize 
because  of  vigor- 
ous opposition  on 
the  part  of  the 
Jefferson  County 
Medical  Society  which  declared  that  following  a 
two-year  study  of  the  problem  it  was  convinced 
that  the  venereal  disease  problem  could  be  han- 
dled more  effectively  and  for  the  better  interest 
of  patients  by  a plan  calling  for  treatment  by 
physicians  in  private  practice. 

The  position  taken  by  the  medical  society  was 
supported  by  the  health  commissioner  of  Steu- 
benville who  declared  indigent  venerals  should  be 
treated  by  private  physicians  and  the  physicians 
remunerated  for  their  services. 

Here  is  another  example  of  effective  action  on 
the  part  of  a unit  of  medical  organization.  It 
proves  what  has  been  said  on  numerous  occasions 
that  the  medical  profession  through  medical  or- 
ganization can  control  the  medical  and  health 
activities  of  a county  if  it  has  the  courage  and 
initiative  to  do  so. 

The  State  Department  of  Health  has  been  care- 


County  Medical  Society 
Can  Sit  in  Driver  s 
Seat  if  Only  It  Will 
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ful  to  provide  that  any  veneral  disease  program 
carried  on  locally  with  funds  at  the  disposal  of 
the  department  must  have  the  approval  of  the 
local  medical  society. 

Each  county  medical  society  should  remember 
this.  It  should  demand  that  it  be  given  an  oppor- 
tunity to  express  its  views  on  a venereal  disease 
program,  or  any  other  medical  or  public  health 
program,  for  that  matter. 

The  county  medical  society  should  play  the 
guiding  role  in  these  matters.  It  can  do  so  un- 
less it  goes  to  sleep  at  the  switch  or  eliminates 
itself  from  the  picture  by  refusing  to  actively 
cooperate  in  projects  which  are  for  the  public’s 
good — and,  incidentally,  for  the  good  of  physicians 
in  private  practice. 


and  economic  problems  relating  to  sickness  and 
medical  service,  if  advice  and  leadership  are  sup- 
plied by  representatives  of  the  medical  profes- 
sion. 

Oratory  qn  the  part  of  physicians  may  not 
make  sick  people  well  but  it  may  do  a lot  to  pre- 
vent the  deterioration  of  the  means  which  have 
been  used  to  accomplish  that  goal. 


Public  health  in  the  light  of  present  scientific 
knowledge  goes  far  beyond  environmental  sanita- 
tion. It  must  necessarily  be  concerned  with  all 
factors  which  make  for  healthful  living. — Surgeon 
General  Thomas  Parran. 


With  a medical  profession  such  as  we  have  now, 
with  the  standard  of  living  such  as  is  now  avail- 
able for  the  vast  majority  of  the  American  people, 
with  a government  ready  to  assume  responsibility 
for  the  care  of  the  indigent  sick,  the  determina- 
tion of  the  kind  of  medical  service  they  want 
should  be  left  to  the  people  of  the  country  and  to 
the  medical  profession,  the  only  group  qualified 
by  training,  by  experience  and  law  to  say  how 
medicine  should  be  practiced. — Morris  Fishbein, 
M.D. 


It  is  encouraging  to  note  that  a greater  num- 
ber of  Ohio  physicians  are  appearing  daily, 
weekly,  monthly,  on  the  programs  presented  at 

meetings  o f 

It’s  Time  for  Members  civic,  fraternal 

of  the  Medical  Profession  and'or? 

To  Speak — and  How  ganizations. 

This  is  as  it 

should  be.  Who  will  present  information  on 
medical  and  health  subject  to  the  laity,  if  the 
medical  profession  shirks  its  responsibility?  The 
promoter  and  propagandist. 


The  public  must  be  told  of  the  need  for  efficient 
public  health  and  medical  services.  It  must  be 
told  repeatedly  about  the  progress  civilization  has 
made  because  of  the  sacrifices  and  work  of  the 
medical  profession.  It  must  be  acquainted  with 
the  problems  of  medical  service  and  medical 
practice.  It  must  be  made  to  understand  that  the 
innumerable  benefits  it  enjoys  because  of  scientific 
medicine  have  been  produced  and  distributed 
through  a system  of  medical  service  which  is 
based  on  the  principles  of  competitive  private 
practice  and  individual  initiative. 

There  is  hardly  a physician  who  does  not  belong 
to  some  club,  some  fraternal  group,  some  civic 
organization,  some  society,  consisting  of  influen- 
tial laymen  who  would  be  quite  willing  to  follow 
the  advice  and  leadership  of  the  medical  pro- 
fession in  attempts  to  solve  some  of  the  social 


It  might  be  smart  for  members  of  the  medical 
profession  to  get  better  acquainted  with  those  who 
have  been  elected  to  represent  Ohio  in  the  next 

regular  session  of 
Health  Insurance  May  tlie  Umted  States 

Be  Major  Issue  in  '‘jSging  from 

Next  U.  S.  Congress  gossip  here  and 

there,  legislation 
that  will  be  of  direct  interest  to  the  medical  pro- 
fession will  be  proposed  in  Washington  after 
Congress  gets  into  full  swing. 

Here  are  the  straws  in  the  wind: 


1.  On  November  23,  1936,  the  New  York 
Herald-Tribune  published  an  article  signed  by 
Albert  L.  Warner,  staff  correspondent  at  Wash- 
ington, stating  that  the  Social  Security  Board 
“has  initiated  a study  looking  to  possible  pro- 
posal of  a major  addition  to  the  social  security 
system  in  the  shape  of  health  insurance”. 


2.  On  November  30,  1936,  various  metropolitan 
newspapers  published  an  article  signed  by  John 
T.  Flynn,  syndicate  feature  writer,  stating  that 
“the  President’s  Committee  on  Economic  Insur- 
ance (sic)  has  made  a report  on  health  insur- 
ance”, adding:  “It  prepared  a plan  of  such  in- 
surance and  announced  that  it  was  making  fur- 
ther study”. 

3.  On  November  16,  1936,  the  Executive  Coun- 
cil of  the  American  Federation  of  Labor  recom- 
mended “that  the  convention  of  the  American 
Federation  of  Labor  urge  the  federal  government 
to  create  a commission  to  study  and  recommend 
plans  for  coordination  and  improvement  of  our 
provisions  for  social  security  and  their  expansion 
to  include  compensation  and  medical  care  for 
sickness”. 

4.  On  December  14,  1936,  the  Cincinnati  En- 
quirer carried  a copyrighted  article  from  Uni- 
versal Service,  Inc.,  declaring  “establishment  of  a 
new  Federal  Department  of  Public  Welfare,  con- 
solidating the  vast  spending  agencies  of  the 
government,  is  to  be  recommended  to  President 
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Roosevelt  by  his  reorganization  committee  on  his 
return  from  South  America”.  The  new  depart- 
ment would  include,  it  was  pointed  out,  the  Social 
Security  Board,  Works  Progress  Administration, 
United  States  Public  Health  Service,  etc.  It  was 
predicted  Harry  L.  Hopkins,  WPA  administrator, 
would  head  the  new  department. 

That  is  the  situation  as  Washington  prepares 
for  another  spasm  of  lawmaking,  if  these  reports 
can  be  taken  at  their  face  value. 

Several  pertinent  questions  immediately  arise: 

1.  Will  the  Supreme  Court  invalidate  the  Social 
Security  Act,  thus  slowing  up  any  campaign  for 
sickness  insurance? 

2.  Will  Congress  feel  it  advisable  to  inaugurate 
another  social  insurance  scheme  even  more  costly 
than  those  now  in  operation? 

3.  What  will  be  the  answer  of  the  President 
who  said  before  election : “The  medical  profession 
can  rest  assured  that  the  federal  administration 
contemplates  no  action  detrimental  to  their  in- 
terests”? 

4.  If  Mr.  Flynn  is  correct,  where  is  the  report 
made  by  the  President’s  commission  and  what 
does  it  contain  ? 

5.  Is  the  public  ready  to  accept  a bureaucratic 
system  of  socialized  or  state  medicine? 

6.  Is  the  medical  profession  prepared  to  pro- 
vide members  of  Congress,  and  especially  the 
public,  with  information  on  this  issue  and  prove 
the  merit  of  the  principles  which  have  been  formu- 
lated by  the  medical  profession  as  necessary  in 
any  method  of  medical  practice  or  medical  ser- 
vice? 

These  are  some  of  the  serious  problems — one 
big  problem,  in  fact — which  confront  the  medical 
profession  as  it  starts  the  New  Year. 

What  is  done  or  not  done  will  not  be  decided 
by  the  medical  profession.  The  public  will  be  the 
judge.  Nevertheless,  the  medical  profession  can, 
if  it  will,  steer  and  mold  public  opinion  regarding 
this  subject.  It  can  do  much  to  create  a demand 
on  the  part  of  the  public  that  the  fundamental 
principles  as  laid  down  by  organized  medicine  in 
an  effort  to  safeguard  the  interests  of  the  bene- 
ficiaries of  medical  care  are  given  primary  con- 
sideration in  all  deliberations  and  insist  that  they 
be  adhered  to  at  all  times. 


We  should  remember,  always,  that  the  real 
issue  in  the  midst  of  all  these  social  changes,  is 
that  of  providing  people  with  a living  wage.  Most 
of  the  economic  questions  that  confront  us  today 
would  be  solved  automatically  if  there  was  enough 
money  in  the  majority  of  pay  envelopes  to  permit 
people  to  pay  their  own  way. — R.  G.  Leland,  M.D., 
director,  Bureau  of  Medical  Economics,  American 
Medical  Association. 


By  this  time  most  of  the  county  medical  socie- 
ties have  organized  for  the  coming  year.  The 
importance  of  selecting  well-qualified  and  alert 

officers  has  been 

Committee  Work  emphasized  in 

these  columns. 
Now,  it  would 
County  Society  Activity  seem  appropriate 

to  say  a word 
about  committees,  committee  appointments  and 
committee  activities. 

Following  are  some  points  which  should  be  borne 
in  mind  by  those  charged  with  the  responsibility 
of  appointing  committees  and  those  selected  to 
serve  on  them: 

1.  As  many  members  as  possible  should  be 
utilized  for  committee  service.  Give  a member 
something  to  do  and  he  will  be  a more  valuable 
member  of  his  society. 

2.  At  the  same  time,  unnecessary  committees 
should  not  be  appointed.  If  a committee  has  noth- 
ing to  do,  members  will  lose  interest.  Too  many 
committees  make  organization  machinery  cum- 
bersome. 

3.  When  a member  takes  a committee  assign- 
ment he  should  be  prepared  to  undertake  the 
work  in  a serious  manner  or  retire.  Each  commit- 
tee is  obligated  to  serve  faithfully  and  do  some- 
thing worth  while. 

4.  Every  committee  member  should  be  willing 
to  do  his  share  of  the  work  and  not  let  a few 
faithful  members  shoulder  all  the  duties  and 
responsibilities. 

5.  Personal  feelings  should  be  subordinated  in 
favor  of  decisions  for  the  best  interests  of  the 
profession  as  a whole. 

6.  Committee  meetings  should  be  attended  reli- 
giously. 

7.  Members  should  familiarize  themselves  with 
the  topics  scheduled  for  discussion  before  the 
meeting,  if  possible,  to  facilitate  proceedings. 

8.  Frank  discussions,  carried  on  without  per- 
sonal prejudice  and  bias,  will  lead  to  greater  effi- 
ciency and  accomplishments. 


The  future  that  lies  before  medicine  is  in  in- 
dividual health  protection. — Charles  Gordon  Heyd, 
M.D. 


Is  Vital  Part  of 


You  may  have  heard  the  story  about  the 
farmer’s  daughter  but  have  you  heard  the  one 
about  the  medicine  sample  racket? 

It  may  be  an 

Knock , Knock , Who’s 
There?  The  Medicine 


old  gag  but  it  has 
taken  on  new  life 
recently  in  sev- 
eral parts  of  the 
state. 

The  sample  racketeer  enters  the  physician’s 
office,  waves  a sizeable  check  and  offers  to  pur- 
chase samples  of  medicine  which  have  been  sent 
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to  the  physician  by  various  drug  firms.  If  he 
wins,  he  disappears.  Maybe  the  check  is  good; 
maybe  not.  What  happens  to  the  samples?  It 
is  hard  to  tell  but  he  probably  disposes  of  them 
at  a nice  profit.  What  harm  is  done?  Plenty, 
if  the  medicine  is  sold  to  the  laity. 

Another  point  which  should  impress  phy- 
sicians is  that  made  by  Dr.  L.  G.  Coe,  president 
of  the  Mahoning  County  Medical  Society,  in  an 
article  in  the  Mahoning  County  Medical  Society 
Bulletin,  warning  members  of  the  society  of  this 
newest  scheme: 

Wrote  Dr.  Coe: 

“Stop  and  think!  It  must  be  a racket.  How 
does  he  dispose  of  these  varied  and  diverse 
products  at  a profit?  Will  they  be  handled  and 
dispensed  ethically?  It  is  certainly  unethical  for 
physicians  to  sell  such  samples  for  it  is  break- 
ing faith  with  the  manufacturers.” 

We  don’t  know  how  extensive  this  racket  really 
is.  We  have  a feeling  that  it  will  turn  out  to 
be  a “bust”  as  we  still  have  enough  faith  in 
the  honesty  and  intelligence  of  the  medical  pro- 
fession to  believe  that  there  must  be  only  a few 
physicians  who  would  lend  any  support  to  an 
unethical  and  dangerous  scheme  of  this  type. 


The  interest  of  the  public  and  profession  alike 
are  best  served  by  a strict  adherence  to  ethical 
publicity  and  recognition  of  the  fact  that  the 
physician’s  sole  and  proper  advertisement  is  that 
of  a reputation  for  honest  and  efficient  work, 
which  spreads  from  one  satisfied  patient  to  an- 
other.— Bulletin  of  the  Fulton  County  Medical 
Society,  Atlanta,  Ga. 


Cleveland  Has  Low  Maternal  Mortality 
Rate 

During  the  third  quarter  of  1936,  Cleveland 
reached  the  lowest  level  of  maternity  mortality  it 
has  ever  seen.  There  were  4123  births  during 
July,  August  and  September;  yet  only  3.63  per 
thousand  of  the  mothers  died,  and  even  this  low 
figure  includes  those  who  perished  from  septic 
abortions  and  the  like.  The  rate  has  been  falling 
steadily  since  1931,  when  the  puerperal  mortality 
was  7.6  per  thousand.  The  present  figure  has 
seldom  been  bettered  by  any  large  city  in  the 
nation,  and  is  in  marked  contrast  to  the  6.5  to  7 
per  thousand  maternal  mortality  which  is  usually 
stated  to  be  the  rate  for  the  country  as  a whole. 
All  this  means  that  today  about  sixty  of  Cleve- 
land’s 1936  mothers  will  live  who  would  have  died 
had  the  mortality  rate  of  1931  persisted.  Surely, 
this  is  a cause  for  profound  thanksgiving. 

The  work  of  the  Hospital  Obstetrical  Society 
of  Cleveland  is  becoming  a powerful  factor  in 
enabling  this  city  to  give  the  “little  stranger”  a 
safe  welcome  into  our  midst. — J.  T.  Smith,  M.D., 
Bulletin  of  Cleve.  Acad,  of  Med.,  20:11,  Dec.,  1936. 


Hospital  and  Sanatorium  Staff  Chiefs 
Selected  By  Cincinnati  U.  Board 

Directors  of  service  on  the  staffs  of  General 
Hospital,  the  Hamilton  County  Tuberculosis  Sana- 
torium and  Chronic  Disease  Hospital,  Cincinnati, 
were  reappointed  for  1937  at  a recent  meeting  of 
the  University  of  Cincinnati  Board  of  Directors. 

The  only  changes  were  to  fill  vacancies  caused 
by  the  deaths  of  Dr.  Clarence  King,  director  of 
ophthalmologic  service,  and  Dr.  William  B. 
Wherry,  director  of  bacteriologic  service.  Dr. 
Derrick  T.  Vail  was  named  to  succeed  Dr.  King. 
Dr.  Lee  Foshay  was  appointed  acting  director  of 
bacteriologic  service.  Other  directors  were  re- 
appointed as  follows: 

Medical,  Dr.  M.  A.  Blankenhorn;  attending  staff, 
Hamilton  County  Tuberculosis  Sanatorium,  Dr. 
H.  K.  Dunham;  consulting  staff  of  the  sanatorium, 
Dr.  Alfred  Friedlander;  surgical,  Dr.  Mont  R. 
Reid;  gynecologic,  Dr.  Frank  M.  Coppock;  uro- 
logic,  Dr.  Gordon  F.  McKim;  pediatric,  Dr.  A. 
Graeme  Mitchell. 

Obstetric,  Dr.  Henry  L.  Woodward;  psychiatric, 
Dr.  Emerson  A.  North;  orthopedic  surgery,  Dr. 
Albert  H.  Freiberg;  otolaryngologic,  Dr.  Samuel 
Iglauer;  dermatologic,  Dr.  Elmore  B.  Tauber; 
radiologic,  Dr.  Sidney  Lange;  pathologic,  Dr. 
Richard  S.  Austin;  biochemistry,  Dr.  Albert  P. 
Mathews;  Chronic  Disease  Hospital,  Dr.  Fried- 
lander; dental,  Dr.  Robert  M.  Schell;  Out-Patient 
Department,  Dr.  Julien  E.  Benjamin. 


Hospital  Insurance  Study  Launched 

A gift  of  $100,000  to  the  American  Hospital 
Association  for  the  study  and  development  of 
voluntary  hospital  insurance  was  announced  by 
Edwin  R.  Embree,  president  of  the  Julius  Rosen- 
wald  Fund,  at  the  annual  meeting  of  the  Fund 
held  in  Chicago.  The  program  of  the  American 
Hospital  Association  will  be  carried  forward 
through  a special  Committee  on  Hospital  Service 
of  which  C.  Rufus  Rorem  of  Chicago  becomes  ex- 
ecutive director.  The  chairman  of  the  Committee 
is  Dr.  Basil  C.  MacLean  of  Rochester,  New  York, 
and  other  members  are  Dr.  R.  C.  Buerki,  Madison, 
Wisconsin;  Dr.  S.  S.  Goldwater,  New  York  City; 
Msgr.  Maurice  F.  Griffin,  Cleveland,  Ohio;  and 
Dr.  Claude  W.  Munger,  president  of  the  American 
Hospital  Association. 


Prevention  of  Blindness  Meeting 

Ohio  physicians  took  a prominent  part  in  the 
program  of  the  1936  annual  conference  of  the 
National  Society  for  the  Prevention  of  Blindness, 
Inc.,  which  was  held  at  the  Deshler-Wallick  Hotel, 
Columbus,  December  3-5.  They  included  Dr.  Paul 
G.  Moore  and  Dr.  Albert  D.  Ruedemann,  Cleve- 
land; Dr.  R.  W.  Bradshaw,  Oberlin;  Dr.  A.  D. 
Frost  and  Dr.  Claude  S.  Perry,  Columbus. 


THE  IMPORTANCE  OF  ITEMIZED  STATEMENTS 

By  L.  R.  EFFLER,  M.D.,  Toledo,  Ohio 


HERE  is  a subject  of  office  economics  that 
may  be  treated  either  pro  or  con.  Either 
way,  we  shall  find  enthusiastic  proponents. 
This  subject  gives  another  illustration  of  the 
uncertainty  in  which  our  medical  profession  finds 
itself  on  the  matter  of  any  problem  of  medical 
economics.  Medical  practice  is  not  today  the  cut- 
and-dried  item  of  public  service  which  it  once 
was.  Keen  competition  and  the  high  cost  of  living 
have  made  the  collection  of  accounts  of  para- 
mount importance.  Besides,  there  has  been  a 
change  in  trends  toward  commercialism  with  the 
recovery  from  the  Great  Depression.  As  a result, 
medical  economic  problems  are  forcing  themselves 
more  and  more  to  the  forefront  in  the  daily  grind 
of  every  practitioner. 

There  are  far  more  vital  problems  confronting 
Medicine  than  the  itemization  or  non-itemization 
of  statements.  Nevertheless,  this  little  detail  may 
prove  of  practical  importance  in  the  physician- 
patient  relationship.  Some  may  decide  in  favor  of 
itemization.  We  have  decided  against  it. 

SHOULD  DISCUSS  COSTS  WITH  PATIENT 
For  some  time  we  have  had  printed  on  our 
monthly  statements  this  little  item:  “Medicine  is 
not  a trade  but  a profession.  For  this  reason,  we 
do  not  itemize  our  statements.” 

Now,  this  little  item  could  be  interpreted  as  a 
very  haughty  attitude  on  the  part  of  a physician 
if  it  were  not  accompanied  by  a verbal  explana- 
tion. On  the  occasion  of  a patient’s  first  profes- 
sional visit  to  us,  the  approximate  charges  for 
first  and  succeeding  office  visits,  home  visits,  hos- 
pital visits,  and  the  like  are  all  discussed.  A 
further  statement  to  the  effect  that  operation 
fees  and  post-operation  charges  are  always  set- 
tled in  advance  leaves  the  question  open  right 
at  the  outset  for  acceptance  or  refusal  and 
for  continuance  or  non-continuance  of  the  case. 
In  other  words,  the  relationship  gets  off  on  the 
right  foot  with  plain  and  simple  understandings 
and  without  equivocations  of  any  sort. 

By  the  way,  it  is  our  experience  that  most  later 
misunderstandings  arise  from  just  this  point.  If 
more  doctors  or  all  doctors  would  discuss  approxi- 
mate fees  and  charges  with  patients  in  advance, 
there  would  be  less  opportunity  for  grievances 
later  in  the  shape  of  fewer  court  battles  or  settle- 
ments out  of  court.  As  long  as  Medicine  has  no 
fixed  policy  on  “the  standardization  of  fees”  and 
some  doctors  will  take  advantage  of  this  fact  to 
render  a bill  later  that  a patient  may  justly  con- 


Editor’s  Note:  From  time  to  time.  The  Journal  will 

publish  articles  similar  to  the  accompanying  article,  for  the 
purpose  of  acquainting  readers  with  the  methods  used  by 
some  of  their  colleagues  in  the  conduct  of  everyday  office 
procedure. 


sider  exorbitant,  the  only  safe  policy  for  most  of 
us  is  to  insist  on  a discussion  of  fees  in  advance. 
Later  bad  feeling,  reprisals,  and  desertion  to  the 
cults  should  thereby  pass  our  doors  and  the  public 
estimation  of  Medicine  as  a distinguished  profes- 
sion should  also  be  raised  to  a higher  level. 

SERVICES  OF  PRIMARY  IMPORTANCE 

To  get  back  to  our  point!  It  is  our  policy  at  our 
first  meeting,  in  discussing  the  question,  to  let 
it  be  known  also  that  arguments  about  money  are 
distasteful  to  us.  If  they  can  be  dispensed  with, 
more  time  is  left  for  healthful  appetite,  sounder 
sleep,  and  a more  spontaneous  service  by  at  least 
the  party  of  the  first  part. 

In  this  new  trend  of  commercialism  in  Medi- 
cine, we  try  to  keep  ever  before  the  patient’s 
mind  that  services  and  not  dollars  are  the  prime 
consideration.  Sincerity  in  this  direction  has  a 
way  always  of  being  quickly  evidenced  or  proven. 
By  all  means,  though,  a reminder  to  the  effect  that 
attention  by  the  patient  before  the  tenth  of  the 
following  month  to  each  monthly  statement  for 
services  will  make  for  better  feeling  and  fewer 
misunderstandings. 

Timely  reminders  of  this  kind  which,  are  aided 
and  abetted  by  actions,  that  speak  louder  than 
words,  will  yield  dividends.  Specifically,  should  a 
question  arise  on  the  correctness  of  a bill  and  the 
patient  have  a legitimate  cause  and  the  correct 
arbitrational  approach,  a policy  of  “splitting  the 
difference”  will  always  end  in  amicable  relations. 

This  attitude  proves  both  your  distaste  for 
argument  and  the  fact  that  you  place  satisfactory 
service  before  pinching  finance.  At  the  same  time, 
it  proves  further  that  Medicine  is  a profession  and 
not  a trade.  In  a profession,  there  should  be  no 
haggling. 

MAY  LEAD  TO  QUIBBLING 

Our  observation  is  that  when  a patient  asks  for 
an  itemization,  he  is  only  looking  for  a chance  to 
quibble  and  has  no  intention  of  paying  any  sooner. 
Most  people  keep  a pretty  good  private  record  of 
their  own  on  dates  and  expense  of  doctor-visits. 

If,  despite  all,  you  expect  to  introduce  the 
itemization  plan  into  your  office  practice,  you  must 
remember  that  you  will  face  increased  expense  in 
office  personnel.  You  will  have  to  employ  a book- 
keeper in  addition  to  your  office  nurse.  Com- 
paratively few  doctors  can  stand  this  financial 
drain. 

All  things  considered,  we  prefer  to  think  that 
“itemized  statements”  are  a needless  expense  in 
time  and  money.  Most  patients  will  not  insist  on 
them — much  less  think  of  them— if  you  give  them 
no  excuse  for  suspicion  of  your  business  methods 
or  mercenary  motives. 
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THIRTY-TWO  MEDICAL  SCHOOL  GRADUATES  TAKE  EXAMINA 
TIONS  AT  DECEMBER  BOARD  MEETING;  QUESTIONS  ASKED 


LICENSES  to  practice  medicine  and  surgery 
in  Ohio  were  sought  by  32  medical  school 
graduates  who  took  the  semi-annual  exami- 
nations given  by  the  State  Medical  Board  in 
Columbus,  December  2-4. 

There  were  also  four  applicants  for  osteopathic 
licenses  and  49  applicants  for  limited  practice 
certificates. 

Among  the  limited  practice  applicants  were  10 
chiropractors,  22  mechano-therapists,  12  mas- 
seurs, 1 cosmetic-therapist  and  4 chiropodists. 

The  results  of  the  examinations  will  be  certified 
at  the  next  meeting  of  the  Board,  scheduled  for 
January  12. 

Questions  asked  those  who  took  the  medical 
and  surgical  examinations  were  as  follows: 

ANATOMY 

1.  Describe  the  uterus  in  detail,  including  relations, 
ligaments,  blood  supply,  possible  displacements  and  average 
size. 

2.  In  amputation  of  the  leg  a hand’s  breadth  below  the 
knee,  what  arteries,  muscles  and  nerves  would  be  involved? 

3.  Describe  the  fifth  cranial  nerve,  including  superficial 
origin,  chief  branches  and  general  distribution. 

4.  Contrast  the  right  and  left  lungs  as  to  lobes,  bronchial 
arrangement  and  arterial  arrangement. 

5.  Discuss  the  position  and  relations  of  the  right  kidney. 

PHYSIOLOGY 

1.  State  the  accepted  theory  regarding  the  mechanism  of 
the  secretion  of  urine. 

2.  What  are  the  consequences  of  the  complete  removal 
of  the  thyroid  gland?  In  what  conditions  is  it  used 
clinically  ? 

3.  Explain  the  physiological  responses  of  the  pancreas 
to  a full  meal  of  mixed  composition. 

4.  _ List  the  responses  you  would  expect  to  follow  upon 
faradic  stimulation  of  the  pneumogastric  nerve  at  the  mid- 
cervical  level. 

5.  Discuss  the  augmentation  of  spinal  reflexes. 

6.  Explain  the  fact  that  in  voluntary  muscular  activity 
it  is  possible  to  grade  the  contraction  to  the  desired  effort. 

7.  _ State  the  current  views  of  the  functions  of  the 
anterior  lobe  of  the  pituitary  body. 

8.  Discuss  the  physiology  of  sleep  and  other  uncon- 
scious states. 

9.  Explain  the  interchange  of  gases  in  the  lungs  and 
tissues  and  their  transportation  by  the  blood. 

10.  Discuss  acidosis  and  alkalosis  from  the  physiological 
point  of  view. 

DIAGNOSIS 

1.  Both  pupils  irregular,  unequal  and  fixed ; what  is  the 
cause  ? 

2.  Percussion  and  auscultation  of  chest  over  lung  area — 
(1)  flat  note  and  distant  breath  sound 
(2)  resonant  note  distant  breath  sound 
Give  causes. 

3.  Define  heart  block,  pulsus  alternans,  paroxysmal 
tachycardia,  extra  systoles  and  designate  the  most  serious 
of  above  conditions. 

4.  Give  symptoms  of  slowly  failing  heart  muscle. 

5.  Differentiate  symptomatically  cholelithiasis  and  deuo- 
denal  ulcer. 

6.  Differentiate — acute  ruptured  stomach  ulcer  and  acute 
haemorrhagic  pancreatitis. 

7.  Give  symptoms,  physical  findings  and  positive  labora- 
tory tests  in  typhoid  fever  and  undulant  fever. 

8.  Blood  findings  in  pernicious  and  aplastic  anemia. 

9.  Would  an  examination  of  the  blood  show  any  differ- 
ence in  glomerular  nephritis  and  so-called  essential  hyper- 
tension ? 

10.  Are  general  arterio  sclerosis  and  hypertension  neces- 
sarily associated  ? 

CHEMISTRY 

1.  Give  a summary  of  nutritional  disturbances  where 
vitamin  deficiencies  exist. 

2.  List  the  important  functions  of  glucose. 

3.  What  is  the  chemical  composition  of  proteins  ? 

4.  Explain  the  bleaching  and  disinfectant  action  of 
chlorine. 


5.  Give  names  and  characteristics  of  two  oxides  of  car- 
bon and  their  uses. 

MATERIA  MEDICA 

1.  What  are  the  indications  for  the  use  of  diuretics? 
Name  three  and  give  adult  dose. 

2.  Discuss  the  actions  of  hypnotic  drugs  and  name  three 
official  preparations  and  give  the  dose  of  each. 

3.  Apomorphine  hydrochloride — discuss  the  uses  and 
dosage. 

4.  Bismuth — name  official  preparation  with  dosage.  Give 
the  clinical  signs  of  bismuth  poisoning  and  treatment. 

5.  Give  the  action  and  uses  of  the  following : 

(a)  castor  oil  (c)  cod  liver  oil 

(b)  olive  oil  (d)  croton  oil 

6.  Enumerate  the  toxic  symptoms  which  may  be  en- 
countered in  the  employment  of 

(a)  thyroid  extract  (b)  insulin 

7.  Name  four  drugs  with  dose  used  to  lessen  gastric 
irritation  and  vomiting. 

8.  What  drugs  would  you  use  to  strengthen  the  heart 
action  and  to  accelerate  the  pulse?  Give  dose  of  each. 

9.  Give  the  preparation,  uses,  action  and  doses  of 
capsicum. 

10.  List  toxic  reactions  which  may  follow  the  adminis- 


tration  of  a 

rsphenanine.  How 

would  you 

treat  them? 

MATERIA 

MEDICA 

(Homeopathic) 

1.  How 

long  should  each 

decimal  of 

any  dilution  be 

triturated  ? 

2.  From 

what  are  the  following  drugs 

derived : 

(a) 

Agaricus 

(f) 

Secale  Cornutum 

(b) 

Allium  Cepa 

(g) 

Sepia 

(c) 

Apis  Mellifica 

(h) 

Causticum 

(d) 

Digitalis 

(i) 

Gelsemium 

(e) 

Lycopodium 

(:) 

Ipecaeuanha 

3.  Who  wrote  the  “Materia  Medica  Pura”? 

4.  What  do  you  understand  by  the  “proving  of  a drug”? 

5.  Name  all  of  the  drugs  from  which  we  derive  serpent 
poisoning. 

6.  What  are  the  mental  symptoms  of  belladonna? 

7.  When  would  you  use  byrona  in  a case  of  arthritis  ? 
When  would  you  use  rustox  ? 

8.  What  are  the  throat  symptoms  for  the  relief  of  which 
you  would  prescribe  sponga  ? 

9.  What  is  the  action  of  thuja  upon  the  skin  ? 

10.  Does  silica  have  any  action  upon  bony  structure? 
If  so,  what? 

PRACTICE 

1.  Discuss  three  possibilities  of  enlarged  cervical  glands 
in  a child,  their  significance  and  briefly  outline  the  treatment 
of  each. 

2.  Discuss  the  early  diagnosis  of  whooping  cough  and 
give  three  important  complications  with  time  of  probable 
appearance. 

3.  Outline  the  artificial  feeding  of  an  infant  of  four 
months,  giving  two  acceptable  methods. 

4.  What  is  meant  by  essential  hypertension? 

What  organic  changes  result,  and  what  is  the  usual 
termination  ? 

5.  Discuss  the  treatment  of  post-scarlatinal  nephritis. 

6.  Give  the  etiology,  treatment  and  prognosis  of  Bell’s 
palsy  (facial  paralysis). 

7.  Discuss  the  treatment  of  a case  of  pneumonia  sick  5 
days  ; temp.  103°,  respiration  38,  pulse  140  and  finger  nails 
a dusky  color. 

8.  How  would  you  recognize  the  presence  of  a duodenal 
ulcer,  and  outline  the  treatment. 

9.  Outline  the  procedure  of  committing  a patient  to  the 
state  hospital  for  the  insane. 

10.  Discuss  the  objects  and  value  of  physical  examination 
of  those  about  to  be  married. 

BACTERIOLOGY,  PATHOLOGY  AND  HYGIENE 

1.  Discuss  the  ordinary  clinical  examinations  of  the  urine 
with  significance  of  appearance,  chemical  reaction,  specific 
gravity,  albuminuria,  glycosuria  and  microscopic  examina- 
tion. 

2.  Discuss  the  significance  of  pleural  fluid  obtained  by 

“tapping”  the  chest:  (a)  serous  (b)  bloody  (c)  purulent. 

3.  Discuss  the  value  of  diphtheria  immunization  and  your 
method  of  choice. 

4.  What  three  pathologic  conditions  may  cause  a hemi- 
plegia and  how  may  they  be  diagnosed  presumptively  ? 

5.  Describe  the  colon  bacillus,  and  under  what  circum- 
stances may  it  become  pathogenic  ? 

6.  How  would  you  recognize  the  tubercle  bacillus  in  the 
urine,  and  discuss  the  significance  of  such  a finding. 

7.  What  is  a reportable  disease  and  name  the  more 
important  ones. 

8.  Name  the  ordinary  source  of  undulant  fever  and  what 


92 


January,  1937 


Medical  Board  Examinations 


93 


steps  should  be  taken  to  check  an  outbreak  in  a rural  com- 
munity ? 

9.  Discuss  the  legal  restrictions  governing  autopsies. 

10.  Define  a carbuncle  and  give  dangers  of  one  develop- 
ing on  the  face  or  neck. 

SURGERY 

1.  If  Koch’s  Bacillus  is  found  in  the  urine,  outline  the 
necessary  steps  before  treatment  is  instituted. 

2.  What  principles  should  be  observed  in  the  treatment 
of  varicose  veins  ? 

3.  Give  the  diagnostic  signs  and  treatment  of  liver 
abscess. 

4.  Give  the  typical  history  of  a case  of  acute  appendicitis 
with  treatment. 

5.  Give  the  diagnosis  and  treatment  of  breast  tumors. 

6. . If  a patient  enters  your  office  with  severe  pain  in 

the  tip  of  the  right  index  finger  which  later  turned  out  to 
be  a felon,  describe  your  treatment  from  the  time  you  first 
saw  him  till  it  is  better. 

7.  What  are  the  indications  for  a pneumonectomy? 

8.  Give  the  differential  diagnosis  of  a severe  upper  ab- 
dominal pain. 

9.  A spiral  fracture  of  both  bones  of  the  leg  presents 
what  problem?  Outline  treatment. 

10.  Give  the  diagnosis  and  treatment  of  an  early  case  of 
•carcinoma  of  the  cervix. 

OBSTETRICS 

1.  What  factors  favor  abnormal  presentations  at  times? 

2.  Divide  pregnancy  into  three  periods  and  describe  com- 
plications likely  to  occur  in  each  period.  Give  treatment 
for  each. 

3.  What  is  the  effect  of  premature  rupture  of  the  mem- 
branes upon  the  course  of  labor?  Would  you  rupture  the 
membranes  ? If  so,  when  ? 

4.  Which  diameters  of  the  pelvis  are  of  special  im- 
portance and  why? 

5.  What  forms  of  hemorrhage  are  met  with  before,  dur- 
ing and  after  labor?  Give  treatment  of  each. 

SPECIALTIES 

1.  Show  by  a diagram  the  focus  of  parallel  rays  of  light 
in  emmetropia,  myopia  and  hyperopia. 

2.  What  is  hearing?  What  are  the  mechanics  of  hear- 
ing ? 

3.  Outline  your  treatment  for  an  acute  ethmoditis. 

4.  Explain  the  mechanics  of  accommodation. 

5.  Give  symptoms  of  spheno-palatine  neuralgia. 


Prize  For  Best  Goiter  Essay 

The  American  Association  for  the  Study  of 
Goiter  again  offers  the  Van  Meter  Prize  Award 
of  $300.00  and  two  honorable  mentions  for  the 
best  essays  submitted  concerning  experimental 
and  clinical  investigations  relative  to  the  thyroid 
gland.  This  award  will  be  made  at  the  discretion 
of  the  society  at  its  next  annual  meeting  to  be 
held  in  Detroit,  Michigan,  June  14,  15,  and  16. 
The  competing  manuscripts,  which  should  not  ex- 
ceed 3,000  words  in  length,  must  be  presented  in 
English  and  a typewritten  double  spaced  copy 
sent  to  the  Corresponding  Secretary,  Dr.  W. 
Blair  Mosser,  133  Biddle  Street,  Kane,  Pennsyl- 
vania, not  later  than  April  1,  1937.  Manuscripts 
received  after  this  date  will  be  held  for  com- 
petition the  following  year  or  returned  at  the 
author’s  request. 


National  Social  Hygiene  Day 

February  3,  1937,  has  been  designated  as  the 
first  National  Social  Hygiene  Day,  by  the  Ameri- 
can Social  Hygiene  Association,  New  York  City. 
On  this  day,  state  and  community  voluntary  or- 
ganizations interested  in  the  control  of  syphilis 
and  gonorrhea  and  other  social  hygiene  problems, 
with  the  advice  of  health  authorities  and  the 
medical  and  allied  professions,  are  planning  to 
hold  meetings  all  over  the  United  States. 


Rules  on  Staff  Positions 

Principles  governing  appointment  to  and  pro- 
motion of  the  staff  of  Cincinnati  General  Hospital, 
unanimously  adopted  by  members  of  the  medical 
staff  and  approved  by  the  Board  of  Directors  of 
the  University  of  Cincinnati,  are  as  follows: 

“(1) — The  term  attending  physician  to  be  given 
to  those  responsible  for  the  general  supervision 
of  the  department  other  than  that  assumed  by  the 
director. 

“(2) — The  term  assistant  attending  physician 
to  be  used  for  those  who  assist  the  attending  phy- 
sician under  the  direction  of  the  director. 

“(3) — The  term  emeritus  to  be  used  as  an  hon- 
orary title  in  recognition  for  past  services  to  a 
physician  who  is  not  actively  used  as  a consultant. 

“(4) — The  term  consultant  to  be  used  only  for 
those  who  are  actively  employed  as  consultants. 

“(5) — When  an  assistant  attending  physician 
has  held  his  position  for  five  years  without  ad- 
vancement, the  director  shall  be  called  upon  to 
state  his  reason  to  the  directing  medical  staff. 

“(6) — The  above  definitions  relating  to  attend- 
ing and  assistant  attending  physicians  in  the  Cin- 
cinnati General  Hospital  shall  apply  to  clinicians 
and  assistant  clinicians  in  the  out-patient  dis- 
pensary. 

“(7) — Such  of  the  rules  proposed  by  this  com- 
mittee as  may  be  adopted  by  the  directing  medical 
staff  and  approved  by  the  Board  of  Directors  of 
the  University  of  Cincinnati  shall  be  sent  to  all 
members  of  the  staff.” 


Industrial  Medical  Problems  Discussed 

The  first  of  a series  of  meetings  in  Toledo 
sponsored  by  the  Division  of  Safety  and  Hygiene, 
Department  of  Industrial  Relations,  was  held 
November  19,  at  the  Secor  Hotel. 

Approximately  150  physicians,  nurses,  person- 
nel directors  and  industrial  executives  were  ad- 
dressed by  John  W.  Beall,  member  of  the  State 
Industrial  Commission;  Dr.  Sidney  M.  McCurdy, 
medical  supervisor,  and  Dr.  Roy  J.  Secrest,  as- 
sistant medical  supervisor. 

Mr.  Beall  spoke  on  “Honesty,  in  Its  Relation- 
ship to  the  Presentation  of  Claims”.  Dr.  Mc- 
Curdy’s topic  was  “Pre-employment  Examinations 
and  Medical  Reconstruction  as  Related  to  In- 
dustrial Employment”.  Dr.  Secrest  discussed 
“Psycho-Neurosis”. 


Special  Exhibit  on  Heart  Disease 

The  Committee  on  Scientific  Exhibit  of  the 
American  Medical  Association  has  announced  that 
an  exhibit  symposium  on  heart  disease  will  be 
held  at  the  Atlantic  City  session,  June  7-11,  1937. 
The  symposium,  which  will  cover  all  phases  of 
the  subject,  will  be  presented  by  various  individ- 
uals who  may  have  suitable  material  to  offer  and 
the  exhibits  will  be  open  to  awards.  Application 
blanks  for  space  may  be  obtained  from  the  Di- 
rector, Scientific  Exhibit,  535  North  Dearborn 
Street,  Chicago. 


THE  PHYSICIAN’S  BOOKSHELF 

All  unsigned  reviews  are  from  the  pen  of  the  Editor. 


Theory  and  Practice  of  Psychiatry,  by  Wil- 
liam S.  Sadler,  M.D.  $10.00.  Pp.  1231.  The  C. 
V.  Mosby  Co.,  St.  Louis,  1936. 

“To  deliver  it  from  sectarian  clamorings  and 
the  mystifications  of  its  multifarious  teachings,” 
Dr.  Sadler  fashions  a text  on  psychiatry,  present- 
ing the  subject  from  the  point  of  view  of  a “mid- 
dle-of-the-road” psychiatrist,  who  looks  upon  his 
specialty  with  eclective  reserve  and  sober  ortho- 
doxy. 

For  this  reason  he  shall  be  assailed  by  those 
with  fractional  interests,  those  whose  views  are 
narrowed  by  cultistic  zeal.  In  1231  pages  of  good 
clear  diction,  with  a very  useful  glossary,  this 
unwieldy  subject  is  handled  remarkably  well  and 
with  the  individualistic  stamp  of  the  writer’s  own 
personality  and  experience  permeating  it  through- 
out. 

Dr.  Sadler  has  given  a generous  portion  over  to 
the  subject  of  personality  disorders,  that  vague 
borderline  or  sub-neurotic  grouping  of  variants 
about  which  much  is  written  but  little  is  actually 
done.  It  is  here  that  in  attempting  to  be  forceful 
he  has  at  times  contaminated  himself  with  the 
shallow  enthusiasms  of  popular  Sunday-supple- 
ment  psychologies.  It  is  quite  a strain  to  the 
credulity  of  a medical  mind  to  be  told  that  an  in- 
dividual with  an  “efficient  personality”  rises  early, 
breathes  deeply,  keeps  a diary,  is  scrupulously 
groomed,  goes  to  bed  promptly  and  drops  to  sleep 
with  the  pull  of  his  lamp  cord,  when  clinical  ex- 
perience tells  us  that  these  “virtues”  are  the  very 
hall-marks  of  many  a meticulous  neurotic. 

The  chapters  on  the  neuroses  are  informative, 
the  matter  being  illuminated  with  good  case  re- 
ports, and  theorizing  is  kept  to  the  background. 
The  writer’s  long  experience  with  the  true 
psychoses  is  reflected  in  the  clear  description  of 
these  diseases  and  incorporates  the  best  ideas  of 
the  American  or  Meyerian  school.  The  chapters 
on  psychotherapeutics  merit  special  scrutiny,  be- 
cause this  covers  a range  from  the  simplest 
medicinal  treatment  to  the  instillation  of  the 
broadest  philosophies  in  guiding  the  patient 
through  the  complexities  of  contemporary  living. 

The  book  is  too  massive  for  a students’  text;  it 
is  very  satisfactory  as  a reference  on  the  prac- 
titioner’s shelf. — L.  J.  Kamosh,  M.D. 

Wilhelm  Conrad  Riintgen  and  The  Early 
Development  of  the  Roentgen  Rays,  by  Otto 
Glasser,  Ph.D.,  Cleveland,  Ohio.  $6.00.  Pp. 
494.  C.  C.  Thomas,  Springfield,  111. 

A wealth  of  information  which  should  be  fa- 
miliar to  every  student  of  modern  medicine.  Well 


written  and  richly  illustrated.  All  into  a book  in 
the  customarily  superb  design  and  craftsmanship 
of  Thomas. 

Diseases  of  the  Coronary  Arteries  and 
Cardiac  Pain.  Edited  by  Robert  L.  Levy,  M.D. 
Fourteen  contributors,  Pp.  446.  $6.00.  The 
Macmillan  Company,  New  York  City.  1936. 

This  is  an  excellent  and  most  useful  treatise  on 
this  very  common  condition.  The  book  contains 
contributions  from  fourteen  outstanding  men  in 
the  field  covered.  The  anatomy,  physiology  and 
pathology  of  the  coronary  circulation  is  concisely 
and  clearly  described.  There  is  an  interesting  chap- 
ter devoted  to  the  treatment  of  coronary  disease. 
Here  the  relative  values  of  the  various  drugs  in 
common  use  are  discussed  as  well  as  the  value  of 
the  various  surgical  procedures  advocated  by 
some.  The  mechanism  of  the  production  of  pain 
is  very  interesting.  Many  electrocardiograms 
showing  the  various  phases  of  coronary  disease 
are  included. — E.  J.  Gordon,  M.D. 

International  Clinics  IV — 41st  Series,  De- 
cember, 1936.  $3.00  per  volume.  J.  P.  Lippin- 
cott  Co.,  Philadelphia.  Edited  by  Louis  Ham- 
man,  M.  D. 

The  last  volume  of  this  quarterly  review  has 
maintained  the  high  standard  of  the  series  and 
contains  some  very  practical  papers  on  post- 
operative myxedema,  trichinosis,  purpura,  the 
medical  treatment  of  gall-bladder  disease,  emphy- 
sema, collapse  therapy  in  pulmonary  tuberculosis, 
and  an  even  dozen  other  well  written  and  in- 
structive articles.  The  review  of  the  subject  of 
acne  impressed  the  reviewer  as  one  of  the  best 
things  which  he  has  read  in  a long  time. 

Yang  and  Yin,  by  Alice  Tisdale  Hobart, 
$2.50.  Pp.  366.  Bobbs-Merrell,  Indianapolis. 

The  author  of  “Oil  for  the  Lamps  of  China”  has 
produced  another  thoroughly  fascinating  book.  It 
is  the  story  of  an  American  physician  in  China, 
and  has  for  its  major  theme  the  impact  of  oriental 
philosophy  and  way  of  life  upon  the  mind  of  the 
western  medical  missionary.  This  is  developed 
with  so  much  skill  that  I was  compelled  to  read 
the  whole  book  at  once,  and  came  back  to 
my  office  the  next  morning  with  the  feeling 
that  I was  actually  returning  from  China.  Then 
there  is  the  conflict  between  personality  of  the 
physician  and  that  of  the  wife.  With  the  death  of 
the  children  during  an  epidemic,  the  wife  recoils 
upon  making  the  discovery  of  the  age-old  truth 
that  for  the  male  love  of  mate  is  all  that  matters 
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while  with  the  female  it  is  love  of  offspring.  The 
mate  is  to  her  after  all  only  the  father  of  her 
children.  This  minor  theme  and  its  development  is 
most  skillfully  woven  into  the  interplay  of  the 
larger  theme  that  it  makes  a perfect  unity. 

The  Future  of  Marriage  in  Western  Civiliza- 
tion. Edward  Westermarck,  Ph.D.,  LL.D.  280 
pages;  $2.50.  The  Macmillan  Company,  New 
York  City,  1936. 

No  one  is  better  fitted  to  evaluate  the  present 
status  of  the  institution  of  marriage  than  the 
author  of  that  monumental  book,  “History  of 
Human  Marriage”.  Here  he  reviews  briefly  the 
history  of  the  institution  and  discusses  the  extent 
to  which  sex  relationships  have  changed  in  modern 
society.  He  goes  into  detail  about  the  things 
which  have  become  operative  against  a happy 
marriage — sexual  maladjustment;  adultery  and 
jealousy;  the  friction  of  community  life;  the  lack 
of  common  interests;  difference  in  temperament; 
discrepancies  in  age;  individualistic  tendencies  of 
mates;  emancipation  of  women;  and  the  troubles 
arising  from  the  presence  of  children. 

Following  this,  there  are  chapters  devoted  to 
polygamy,  divorce,  free  love,  concubinage,  trial 
and  companionate  marriages. 

From  a consideration  of  all  these  things  this 
author  goes  forward  to  predict  the  position  of  the 
institution  of  marriage  in  the  years  to  come.  It 
seems  unnecessary  to  say  that  this  book  is  of  im- 
mediate need  to  every  physician  interested  in 
sociology. 

Medicine  and  Mankind.  A Collection  of  the 
Lectures  to  the  Laity  at  the  New  York  Acad- 
emy of  Medicine.  Contributors:  Benjamin  P. 
Waton,  Howard  W.  Haggard,  Harlow  Brooks, 
George  Draper,  Foster  Kennedy,  Elmer  V.  Mc- 
Collum and  Alexis  Carrel.  P.  217;  $2.00.  D. 
Appleton-Century  Co.,  New  York  City,  1936. 

This  series  of  lectures  represents  an  attempt  on 
the  part  of  the  Academy  “to  admit  the  public  be- 
hind the  scenes  and  to  reveal  to  them  the  in- 
fluences which  direct  the  working  of  the  medical 
mind”.  It  is  most  important  for  the  race  that  the 
average  mind  should  learn  why  science  and 
scientific  thought  are  the  determining  factors  in 
the  chief  problems  of  progress.  Each  of  these 
authorities  contribute  to  this  purpose  in  their  own 
characteristic  style  and  in  a manner  that  matches 
his  scientific  knowledge. 

Being  Born.  Frances  Bruce  Strain.  P.  145. 
$1.50.  D.  Appleton-Century  Co.,  New  York 
City,  1936. 

This  is  the  story  of  human  reproduction  written 
by  an  experienced  teacher  for  pre-adolescent  boys 
and  girls.  Omitting  preaching,  moralization,  and 
cautions,  it  is  intended  that  the  book  shall  be 
given  to  children  to  own  and  keep,  to  accept  if 


they  are  interested  or  to  leave  for  some  later  date 
when  they  come  to  feel  its  need.  A book  which  for 
its  text  and  its  illustrations  we  recommend  to 
every  parent. 

A Text  Book  of  Medicine,  by  Charles  Phil- 
lips Emerson,  M.D.,  professor  of  research 
medicine,  Indiana  University.  $8.00.  Pp.  1269. 
J.  P.  Lippincott,  Philadelphia. 

Those  of  us  who  were  reared  on  Emerson’s 
Laboratory  Diagnosis  expected  great  things  when 
we  learned  that  the  University  had  made  it  pos- 
sible for  him  to  write  a practice  of  medicine.  We 
have  not  been  dsappointed.  He  has  produced  a 
book  that  is  worthy  of  his  reputation  as  a teacher 
and  clinician. 

Dr.  Emerson  has  portrayed  with  unusual  clear- 
ness the  syndrome  which  each  disease  presents 
with  the  contributions  of  the  preclinical  sciences 
and  biographical  data  on  associated  names  segre- 
gated into  footnotes  and  special  paragraphs.  This 
arrangement  makes  for  handy  reference.  Each  of 
these  syndromes  is  presented  with  special  em- 
phasis on  its  defensive  aspects  and  finally,  as  we 
would  expect  from  the  author  of  “The  Nervous 
Patient”,  the  emotional  reaction  of  the  patient 
and  its  background  is  never  neglected. 

Pituitary  Body,  Hypothalmus,  and  Para- 
sympathetic Nervous  System.  Collected  papers 
by  Harvey  Cushing.  $5.00.  Pp.  234.  C.  C. 
Thomas,  Springfield,  111.  1932. 

The  importance  of  these  structures  as  related 
to  development  of  personality,  and  therefore  their 
importance  to  all  phases  of  medical  practice, 
makes  these  essays  from  the  master  a necessity  in 
any  working  library. 

Eugenical  Sterilization.  Report  by  the  Com- 
mittee of  the  American  Neurological  Associa- 
tion for  the  Investigation  of  Eugenical  Sterili- 
zation— Abraham  Myerson,  James  B.  Ayers, 
Tracy  J.  Putnam,  Clyde  E.  Keeler  and  Leo 
Alexander.  211  pages,  $3.00.  The  Macmillan 
Company,  New  York,  1936. 

Apparently  most  of  the  legislation  which  has 
been  proposed  in  our  own  state  and  enacted  in 
other  states,  has  been  based  upon  a desire  to 
elevate  the  human  race  rather  than  the  necessary 
facts.  The  committee  has  attempted  to  evaluate 
in  a critical  manner  both  the  facts  and  the 
theories  which  constitute  the  subject  matter  of 
the  inheritance  of  mental  disease,  feebleminded- 
ness, epilepsy,  and  crime,  and  to  make  recom- 
mendations with  the  political  and  social  com- 
plexion of  the  United  States  in  mind.  For  this 
reason,  the  recommendations  of  the  committee 
should  be  of  interest  to  every  physician  who 
wishes  to  be  posted  on  sterilization  (not  castra- 
tion) as  a factor  in  social  control. 


BUCKEYE  NEWS  NOTES 


Warren — Dr.  George  W.  Stimson  recently  ad- 
dressed the  members  of  the  local  post  of  the 
American  Legion  on  “Developments  in  the  Amer- 
ican Medical  Profession”. 

Oberlin — The  principal  address  at  the  recent 
annual  meeting  of  the  Lorain  County  Tuberculosis 
and  Health  Association  was  delivered  by  Dr. 
George  M.  Curtis,  Columbus,  on  the  subject  “Com- 
pression Therapy”. 

Cleveland — Among  the  speakers  at  the  20th 
birthday  anniversary  of  Mt.  Sinai  Hospital  were 
Dr.  Harry  L.  Rockwood  and  Dr.  M.  E.  Blahd. 

Massillon — Dr.  R.  H.  Clunk  spoke  on  “Keeping 
Fit”  at  a meeting  of  the  Hi-Y  Club. 

Columbus— Friends  and  associates  of  Dr.  W.  D. 
Inglis,  president  of  the  Urban  League,  presented 
him  with  a silver  picture  frame  on  his  birthday 
anniversary,  in  honor  of  his  25  years’  active 
service  in  local  social  service  work. 

Fremont— Dr.  Lester  N.  Bates  gave  an  illus- 
trated talk  on  Skin  Diseases”  at  the  first  Fall 
meeting  of  the  local  Parent-Teachers’  Association. 

Ashtabula— At  the  recent  district  meeting  of  the 
Ohio  State  Nurses’  Association,  Dr.  A.  W.  Thomas 
spoke  on  “Ninety  Years  of  Pediatrics”. 

Zanesville — Dr.  Edmund  R.  Brush  discussed 
“Medical  Economics”  at  a recent  meeting  of  the 
Rotary  Club. 

Columbus — Dr.  Charles  A.  Doan  addressed  the 
Ohio  County  Medical  Society  at  Wheeling,  W.  Va., 
recently,  on  the  subject:  “Diseases  of  the  Blood 
and  Blood-Forming  Organs”. 

Port  Clinton — Dr.  C.  R.  Wood,  health  commis- 
sioner of  Ottawa  County,  has  been  appointed  a 
first  lieutenant  in  the  United  States  Army  Medical 
Reserve  Corps. 

Columbus — Dr.  Carl  A.  Hyer  was  the  speaker 
at  a recent  meeting  of  the  medical  health  group  of 
the  Central  Y.  W.  C.  A. 

Cleveland — Dr.  Myron  Metzenbaum  partici- 
pated in  two  diagnostic  and  surgical  clinics  at  the 
recent  clinical  congress  of  the  American  College 
of  Surgeons  at  Philadelphia. 

Xenia — Dr.  Nathan  W.  Manow,  Cleveland,  has 
been  appointed  camp  surgeon  at  Camp  Greene, 
CCC  camp  west  of  Xenia,  succeeding  Dr.  David  K. 
Framer,  who  has  been  transferred  to  a similar 
camp  at  Bledsoe,  Ky. 

Massillon — Dr.  Walter  Urben,  a member  of  the 
medical  staff  of  the  Massillon  State  Hospital  for 
five  years,  has  been  appointed  assistant  superinten- 
dent, succeeding  Dr.  Carlos  D.  Rian,  who  will  enter 
private  practice  in  Massillon.  Dr.  Chas.  A.  Bogue 
also  left  the  hospital  staff  November  1 to  become 


a member  of  the  anesthesia  staff  of  Polyclinic 
Hospital,  New  York. 

Cincinnati — Dr.  Richard  S.  Austin,  head  of  the 
department  of  pathology,  University  of  Cincinnati 
College  of  Medicine,  has  been  appointed  a mem- 
ber of  the  Cincinnati  Board  of  Health.  Dr.  Austin 
is  president  of  the  Public  Health  Federation. 

Cincinnati — Officers  of  the  Cincinnati  Social 
Hygiene  Society  include:  Dr.  William  S.  Keller, 
president;  Dr.  Elizabeth  Campbell,  vice-president; 
Dr.  E.  W.  Mitchell,  second  vice-president,  and  Dr. 
Carl  A.  Wilzbach,  secretary. 

Fremont — Staff  officers  of  the  Memorial  Hos- 
pital are:  Dr.  C.  I.  Kuntz,  president;  Dr.  R.  A. 
Eyestone,  Gibsonburg,  vice-president,  and  Dr.  C. 
R.  Wood,  Port  Clinton,  secretary-treasurer. 

Piqua — Dr.  William  T.  Wilkins  spoke  on  “Some 
Interesting  Facts  on  Modern  Medical  Topics”,  at 
a recent  meeting  of  the  Lions  Club. 

Wooster — Dr.  W.  B.  Turner,  practicing  physi- 
cian here  for  11  years,  and  president  of  the 
Wayne  County  Medical  Society  for  two  terms,  has 
accepted  a post  on  the  medical  staff  of  the  relief 
department  of  the  Pennsylvania  Railroad  Com- 
pany, with  headquarters  in  Columbus. 

Lima — Speakers  at  a district  meeting  of  the 
Ohio  State  Nurses’  Association  held  here  recently 
included:  Dr.  E.  H.  Hedges,  Dr.  W.  W.  Beau- 
champ and  Dr.  P.  I.  Tussing,  Lima,  and  Dr.  B.  L. 
Good,  Van  Wert. 

Hamilton — Dr.  John  F.  Borelli  has  been  elected 
president  of  the  Hamilton  Doctor’s  Club. 

Toledo — “Diagnosis  and  Surgical  Treatment  of 
Gall  Bladder  Diseases,”  was  the  subject  discussed 
by  Dr.  Frederick  P.  Osgood  at  a recent  meeting 
of  the  Toledo  Medical  Study  Club. 

Bradford — The  local  P.T.A.  was  recently  ad- 
dressed by  Dr.  John  F.  Beachler,  Piqua. 

Columbiana — Dr.  Paul  H.  Beaver,  Leetonia, 
spoke  on  “Health,  Disease  and  Medicine”,  at  a 
recent  meeting  of  the  Kiwanis  Club. 

Middletown — -“Some  Common  Infections”  was 
the  topic  of  a talk  made  by  Dr.  Mabel  E.  Gardner 
at  a recent  meeting  of  the  P.T.A. 

Cedar  Point — The  1937  convention  of  the  Ohio 
State  Eclectic  Medical  Association  will  be  held 
here  June  23-24. 

Dayton — Speakers  at  a recent  meeting  spon- 
sored by  the  staff  of  Good  Samaritan  Hospital 
were  Dr.  M.  A.  Blankenhorn,  Cincinnati,  and  Dr. 
Max  Cutler,  Chicago. 

Cincinnati— Dr.  William  M.  Doughty,  new  mem- 
ber of  the  Board  of  Directors  of  the  University 
of  Cincinnati,  was  guest  of  honor  at  a recent 
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meeting  of  the  University  of  Cincinnati  Alumni 
Association  Committee  of  One  Hundred. 

Cleveland — Dr.  George  W.  Crile  spoke  on  “An 
African  Safari  with  a New  Objective”,  at  a re- 
cent meeting  of  the  Shaker  Heights  Junior  High 
P.T.A. 

Dayton — At  a meeting  of  the  Society  of  Dayton 
Pre-Meds  recently,  Dr.  Howard  R.  Campbell  ex- 
plained the  various  types  of  insanity. 

Canton — Dr.  L.  W.  Yule,  superintendent  of  the 
Apple  Creek  State  Sanitarium  for  Feeble-Minded, 
has  resigned  because  of  ill  health. 

Cleveland — Dr.  Harry  V.  Paryzek  and  Dr. 
Harry  S.  Cohn  discussed  “Socialization  of  Medi- 
cine”, at  a recent  meeting  of  the  Current  Events 
Club  of  the  Council  Educational  Alliance. 

Carrollton — Dr.  and  Mrs.  C.  R.  Ziegler  recently 
celebrated  their  60th  wedding  anniversary. 

Massillon — A practicing  physician  here  for 
more  than  40  years.  Dr.  Seth  Hattery  was  re- 
cently cited  by  the  national  Kiwanis  organization 
as  being  the  oldest  active  Kiwanian  in  the  United 
States. 

Cincinnati — “To  What  Extent  Shall  the  United 
States  Have  Socialized  Medicine,”  was  the  topic 
discussed  by  Dr.  Charles  J.  McDevitt,  president 
of  the  Cincinnati  Academy  of  Medicine,  and  Dr. 
Ellery  F.  Reed,  associated  with  the  Community 
Chest,  at  a recent  meeting  of  the  Monday  Night 
Forum  of  the  Western  Hills  Branch,  Y.M.C.A. 

Norwalk — Dr.  George  F.  Linn  was  one  of  the 
speakers  at  a district  conference  of  county  home 
managers  held  here  recently. 

Cleveland — Maternity  Hospital,  a unit  of  Uni- 
versity Hospitals,  has  been  renamed  “McDonald 
House”  in  honor  of  Calvina  McDonald  who  was 
its  superintendent  for  19  years. 

Columbus — Dr.  Wayne  Brehm  was  presented 
with  a past  commander’s  badge  at  a recent  meet- 
ing of  the  Upper  Arlington  American  Legion 
Post. 

Cleveland — Dr.  Maxwell  Harbin  recently  ad- 
dressed the  Kiwanis  Club. 

Cincinnati — Speakers  at  a recent  regional  meet- 
ing of  the  American  Academy  of  Pediatrics  in- 
cluded Drs.  Robert  H.  Kotte,  Paul  Hoxworth,  Leo 
S.  Friedman,  J.  Victor  Greenebaum,  Henry  Frei- 
berg, Albert  H.  Freiberg,  Lee  Foshay,  Josef 
Warkany  and  A.  Graeme  Mitchell. 

Bellefontaine — Dr.  W.  H.  Carey  has  been  ap- 
pointed vice-president  of  the  city  Board  of  Health. 

Akron — Officers  of  the  Medical  Round  Table 
for  1937  are:  Dr.  R.  T.  Allison,  president;  Dr.  G. 
A.  Palmer,  president-elect  and  Dr.  E.  C.  Pickard, 
secretary. 

Cincinnati  — Dr.  L.  Howard  Schriver  spoke 
against  the  socialization  of  medical  care  in  the 
United  States  through  the  cooperative  system,  at 
a recent  meeting  of  the  Cincinnati  Forum.  The 


affirmative  side  of  the  question  was  upheld  by  Dr. 
Gerald  P.  Lawrence,  Westerville. 

Cleveland — “Reflection  on  the  Focal  Infection 
Problem”,  was  the  subject  discussed  by  Dr.  Rus- 
sell L.  Haden  at  a meeting  of  the  Kansas  City, 
Mo.,  Dental  Society,  December  14. 

Columbus — Dr.  George  M.  Curtis  spoke  on  “The 
Surgical  Significance  of  the  Accessory  Spleen”,  at 
the  46th  annual  meeting  of  the  Western  Surgical 
Association  at  Kansas  City,  Mo.,  December  11-12. 

Dayton — The  medical,  surgical  and  sociological 
aspects  of  cleft  lip  and  palate  were  discussed  by 
Dr.  J.  0.  Beavis  at  a recent  meeting  of  the  Dayton 
Dental  Society. 

Reynoldsburg — Dr.  John  Edwin  Brown,  Jr.,  Co- 
lumbus, spoke  on  “The  History  of  Medicine  and 
Surgery  from  the  Time  of  the  Babylonians”,  at  a 
recent  meeting  of  the  local  P.  T.  A. 

Wilmington — The  state’s  program  for  the  con- 
trol of  venereal  diseases  was  discussed  by  Dr. 
Paul  R.  Harris,  State  Department  of  Health,  Co- 
lumbus, at  a recent  meeting  of  the  Rotary  Club. 

New  Philadelphia — Dr.  C.  A.  Bennett  was  re- 
elected health  commissioner  of  Tuscarawas  County 
at  the  annual  organization  meeting  of  the  county 
health  board. 

Logan — Dr.  Walter  B.  Lacock,  Hocking  County 
health  commissioner,  has  been  appointed  a cap- 
tain in  the  Medical  Reserve  Corps,  United  States 
Army. 

Sandusky — Dr.  B.  C.  Pilkey  has  been  reap- 
pointed health  commissioner  of  Huron  County  for 
the  next  two  years. 

Chillicothe — The  Federal  Government  has  ac- 
cepted a recent  offer  made  by  the  city  for  the  use 
of  the  laboratory  at  the  new  sewage  disposal  plant 
in  Chillicothe  as  headquarters  for  a study  of  pol- 
lution of  the  Scioto  river. 

Kent — Dr.  A.  0.  DeWeese  participated  in  a dis- 
cussion of  “State  Medicine”  at  a recent  meeting 
of  the  University  Club. 

Bellaire — Dr.  Homer  E.  Ring  is  chief  of  staff 
at  Bellaire  Hospital  for  the  coming  year.  Dr. 
Myers  Creamer  is  secretary. 

Cincinnati — At  a recent  meeting  of  the  Univer- 
sity of  Cincinnati  student  branch  of  the  American 
Institute  of  Chemical  Engineers,  Dr.  Leon  Schiff, 
spoke  on  “Looking  Into  Your  Stomach”. 

Cleveland — Dr.  George  Crile,  Jr.,  is  a resident 
physician  at  Roosevelt  Hospital  in  New  York. 

Columbus — “These  Changing  Times”,  was  the 
subject  discussed  by  Dr.  J.  H.  J.  Upham  at  a re- 
cent meeting  of  the  Mercator  Club. 

Columbus — Dr.  Hugh  A.  Baldwin  was  elected 
vice-president  of  the  Association  of  Surgeons  of 
the  Chesapeake  and  Ohio  Railway  at  its  annual 
meeting,  November  6-7,  at  White  Sulphur  Springs, 
W.  Va. 


IN  MEMORIAM 


William  E.  Baker,  M.D.,  Bucyrus;  Starling  Med- 
ical College,  Columbus,  1895;  aged  71;  member  of 
the  Ohio  State  Medical  Association  and  the  Amer- 
ican Medical  Association;  died  December  5,  of 
heart  disease.  Dr.  Baker  had  practiced  in  Bucyrus 
for  15  years,  after  having  been  in  Pleasantville 
for  26  years.  He  was  a member  of  the  Masonic 
Order  and  the  Lutheran  Church.  Surviving  are 
his  widow,  two  daughters,  a brother  and  two 
sisters. 

Edward  Monroe  Clark,  M.D.,  Dayton;  Ohio 
State  University  College  of  Medicine,  1909;  aged 
55;  died  November  18.  Dr.  Clark  had  been  a 
member  of  the  medical  staff  of  the  National  Mili- 
tary Home  at  Dayton  for  20  years.  His  death  re- 
sulted from  a bullet  wound  inflicted  by  a former 
patient  of  the  institution.  His  widow  survives. 

Ellen  Maria  Kirk,  M.D.,  Cincinnati;  New  York 
Medical  College  and  Hospital  for  Women,  1877; 
aged  88;  died  November  29,  1935.  Dr.  Kirk  prac- 
ticed in  Cincinnati  for  57  years.  She  was  presi- 
dent of  the  Ohio  Hospital  for  Women  and  Chil- 
dren there  for  15  years. 

John  L.  Quinn  Lauer,  M.D.,  Elida;  Medical  Col- 
lege of  Indiana,  Indianapolis,  1890;  aged  68;  died 
December  4.  Dr.  Lauer  had  practiced  in  Elida  for 
many  years,  and  at  the  time  of  his  death  was 
mayor  of  the  town.  Surviving  are  his  widow,  a 
daughter  and  two  sisters. 

William  H.  Lemmon,  M.D.,  Cadiz;  Starling  Med- 
ical College,  Columbus,  1888;  aged  71;  former 
member  of  the  Ohio  State  Medical  Association  and 
the  American  Medical  Association;  died  Novem- 
ber 18,  following  a heart  attack.  Dr.  Lemmon 
was  widely  known  in  Harrison  County  and  Cadiz, 
where  he  had  practiced  48  years.  He  was  a mem- 
ber of  the  Methodist  Church. 

Evelyn  Eichar  Littell,  M.D.,  Dayton;  Cleveland 
Medical  College,  Homeopathic,  1894;  aged  75;  died 
November  13.  Dr.  Littell  had  practiced  in  Dayton 
for  38  years.  Her  husband.  Dr.  Frank  Littell, 
Dayton,  survives. 

Roy  Hayinan  McKay,  M.D.,  Akron;  Medical  Col- 
lege of  Ohio,  Cincinnati,  1906;  aged  53;  member 
of  the  Ohio  State  Medical  Association,  Fellow  of 
the  American  Medical  Association  and  the  Ameri- 
can College  of  Surgeons;  died  November  28,  fol- 
lowing an  accidental  fall  at  Miami,  Florida,  where 
he  had  opened  an  office  September  1.  Dr.  McKay 
practiced  in  Akron  for  30  years.  He  was  a past 
president  of  the  Summit  County  Medical  Society, 
and  was  a member  of  the  staff  of  People’s  and 
City  Hospitals.  Dr.  McKay  was  a member  of  the 
Masonic  Order.  His  widow  and  a son  survive. 

William  A.  Melick,  M.D.,  Zanesville;  Bellevue 
Hospital  Medical  College,  New  York,  1884;  aged 


77;  member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  December  1.  Dr.  Melick  was  prominent  in  the 
profession  at  Zanesville  for  over  50  years,  and 
maintained  an  active  interest  in  the  affairs  of  the 
Muskingum  County  Academy  of  Medicine  and  the 
State  Association.  For  a number  of  years  he  was 
chief  of  staff  of  Bethesda  Hospital,  and  at  the 
time  of  his  death  was  a member  of  the  staffs  at 
Bethesda  and  Good  Samaritan  Hospitals.  Dr. 
Melick  was  a member  of  the  Methodist  Church, 
the  Masonic  Order  and  the  Exchange  Club.  Sur- 
viving are  his  widow  and  two  daughters. 

Frederick  Brown  Snyder,  M.D.,  Rittman;  Tem- 
ple University  School  of  Medicine,  Philadelphia, 
1917;  aged  47;  member  of  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association;  died  November  10.  Dr.  Snyder  was 
acting  health  commissioner  of  Wayne  County  at 
the  time  of  his  death.  He  had  practiced  in  Ritt- 
man for  14  years.  He  was  a charter  member  of 
the  Rittman  Rotary  Club,  and  was  a member  of 
the  Presbyterian  Church.  Surviving  are  his  widow, 
a son,  a daughter,  a brother  and  a sister. 

Thompson  R.  Terwilliger,  M.D.,  Lima;  Medical 
College  of  Ohio,  Cincinnati,  1887;  aged  75;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association; 
died  November  26.  Dr.  Terwilliger  was  the  dean 
of  Lima  physicians.  Forced  by  ill  health  to  re- 
tire six  months  ago,  he  had  practiced  there  for 
nearly  50  years.  Dr.  Terwilliger  had  been  promi- 
nent in  the  activities  of  the  Lima  Academy  of 
Medicine,  and  was  a member  of  the  staff  of  St. 
Rita’s  and  Memorial  Hospitals.  He  is  survived  by 
his  widow. 

Edwin  F.  Todhunter,  M.D.,  Washington  C.  H.; 
Starling  Medical  College,  Columbus,  1900;  aged 
64;  member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  No- 
vember 15.  Dr.  Todhunter  was  president  of  the 
Fayette  County  Medical  Society.  He  had  practiced 
in  Washington  C.  H.  for  36  years,  and  during  the 
World  War  was  a lieutenant  in  the  Medical  Corps 
of  the  U.  S.  Army.  He  was  a member  of  the 
Masonic  Order  and  the  Methodist  Church.  Sur- 
viving are  his  widow,  a daughter,  a son,  three  sis- 
ters and  four  brothers. 

Ralph  Warren  Van  Horn,  M.D.,  Findlay;  Eclec- 
tic Medical  College,  Findlay,  1889;  aged  69;  for- 
mer member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  No- 
vember 20,  of  arteriosclerosis.  Dr.  Van  Horn 
practiced  in  Findlay  for  46  years.  He  was  a mem- 
ber of  the  I.O.O.F.  He  is  survived  by  a sister  and 
a brother. 
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CONSERVATION  OF  ESSENTIAL  ELEMENTS  IN 

PROTECTIVE  FOODS 

I.  MINERALS 


© Considerable  differences  may  exist  be- 
tween the  mineral  contents  of  foods  from 
both  the  qualitative  and  quantitative  stand- 
points. In  fact,  variation  in  mineral  content 
has  been  noted  even  in  the  same  plant 
variety;  such  variations  being  dependent, 
among  other  factors,  upon  soil  or  climatic 
conditions  (1). 

A striking  example  of  the  influence  of  one 
of  these  factors  is  the  relative  richness  in 
iodine  of  field  crops  raised  in  certain  coastal 
regions  of  this  country  where  the  soil  is  also 
high  in  iodine. 

From  the  point  of  view  of  those  concerned 
with  human  nutrition,  interest  in  the  min- 
eral content  of  the  food  supply  is  usually 
centered  around  calcium,  iron  and  iodine; 
since  it  is  generally  agreed  that  of  all  the 
essential  minerals,  these  are  the  ones  most 
apt  to  be  inadequately  supplied  by  the 
average  varied  diet.  Conservation  of  these 
minerals  in  foods  is,  therefore,  a matter  of 
considerable  practical  interest. 

Unlike  the  vitamins,  minerals  are  not  lost 
during  storage  of  fruits  and  vegetables. 
However,  solution  losses  during  cooking 
may  be  severe,  due  to  the  fact  that  most 
minerals,  as  they  occur  in  the  plant,  are 
soluble,  or  at  least  are  extractable,  by  the 
water  in  which  they  are  cooked.  For  ex- 
ample, cabbage  cooked  by  the  usual  home 
method  has  been  shown  to  lose  from  21  to 


72  per  cent  of  its  calcium  (2). 

As  exemplified  by  these  studies,  solution 
losses  of  minerals  in  leafy  vegetables  are 
usually  high.  Losses  in  vegetables  as  a class 
are  not,  however,  so  excessive,  as  indicated 
by  an  average  reported  loss  of  19.5  per 
cent  of  the  calcium  in  seven  common  vege- 
tables (3). 

The  average  decrease  during  cooking  in  the 
ash  content  of  five  common  vegetables  has 
been  found  to  approximate  37  per  cent  (4) . 

While  the  extent  of  mineral  loss  during 
ordinary  home  cooking  methods  will  vary 
with  the  particular  element  under  consider- 
ation as  well  as  the  food  in  which  it  is  con- 
tained, sufficient  evidence  is  at  hand  to  in- 
dicate that  such  losses  may  be  considerable. 
It  is  further  apparent  that  discarding  the 
cooking  water— the  usual  home  practice- 
entails  a loss  of  valuable,  essential  mineral 
components  of  food. 

Modern  practice  in  commercial  canning 
goes  far  in  preventing  these  solution  losses 
of  minerals.  Canned  foods  are  cooked  by  the 
heat  process  accorded  them  while  still  con- 
tained within  the  hermetically  sealed  can. 
A minimum  of  water  is  used  which  also 
remains  within  the  can,  conserving  for  the 
consumer’s  use  those  extractable  essential 
mineral  elements  which  may  be  lost  to  the 
cooking  water  during  home  preparation  of 
market  varieties  of  foods. 


AMERICAN  CAN  COMPANY 


230  Park  Avenue,  New  York  City 


CO  1936  J.  Nutrition  11,  53. 


CO  1936  J.  Home  Econ.  28, 18. 
1925  Ibid,  17,  265 


C3)  1935  J.  Home  Econ.  27,  376 
C4)  1917  Amer.  J.  Dis.  Child,  14, 34 


This  is  the  tiventieth  in  a series  of  monthly  articles,  which  will  summar- 
ize, for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  Neiv  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 
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First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

BUTLER 

Dr.  Esther  B.  Tietz,  Longview  Hospital,  Cincin- 
nati, presented  lantern  slides,  motion  pictures  and 
exhibits  and  a talk  on  ‘“Paper  Diagnosis  of 
Psychoses”  at  a meeting  of  the  Butler  County 
Medical  Society,  November  4,  at  Hamilton. — News 
clipping. 

CLERMONT 

Officers  of  the  Clermont  County  Medical  So- 
ciety for  1937  are:  Dr.  James  K.  Ashbum, 

Batavia,  president;  Dr.  John  A.  DeBold,  Loveland, 
vice-president;  Dr.  J.  M.  Coleman,  Loveland,  sec- 
retary-treasurer; Dr.  Thomas  Longworth,  Felicity, 
legislative  committeeman;  Dr.  F.  H.  Lever,  Love- 
land, medical  defense  committeeman;  Dr.  Ash- 
burn,  delegate,  and  Dr.  Coleman,  alternate. — J.  M. 
Coleman,  M.D.,  secretary. 

CLINTON 

The  following  are  the  officers  of  the  Clinton 
County  Medical  Society  for  1937 : Dr.  T.  E.  Craig, 
Sabina,  president;  Dr.  V.  E.  Hutchens,  Wilming- 
ton, secretary- treasurer;  Dr.  Elizabeth  Shrieves, 
Wilmington,  correspondent  for  The  Journal ; Dr. 
Frank  A.  Peelle,  Wilmington,  legislative  commit- 
teeman, and  Dr.  Robert  Conard,  Wilmington,  dele- 
gate.— -V.  E.  Hutchens,  M.D.,  secretary. 

FAYETTE 

A motion  picture  on  syphilis  was  presented  at  a 
meeting  of  the  Fayette  County  Medical  Society 
at  Washington  C.  H.,  December  3. 

The  following  officers  were  elected  for  the  en- 
suing year:  Dr.  J.  H.  Persinger,  president;  Dr.  M. 
N.  Reiff,  vice-president;  Dr.  James  F.  Wilson, 
secretary-treasurer;  Dr.  A.  D.  Woodmansee,  legis- 
lative committeeman;  Dr.  J.  M.  Harsha,  medical 
defense  committeeman;  Dr.  A.  S.  Stemler,  dele- 
gate, and  Dr.  Wilson,  alternate,  all  of  Washing- 
ton C.  H. — James  F.  Wilson,  M.D.,  secretary. 

HAMILTON 

Officers  of  the  Academy  of  Medicine  of  Cincin- 
nati for  1937  are:  Dr.  Charles  J.  McDevitt,  presi- 
dent; Dr.  Charles  D.  Heisel,  vice-president;  Dr. 
Ellis  R.  Bader,  secretary;  Dr.  Charles  E.  Howard, 
treasurer;  Dr.  Emil  R.  Swepston,  chairman,  legis- 
lative committee;  Dr.  Thomas  A.  Ratliff,  chair- 
man, medical  defense  committee;  Dr.  Louis  Feid, 
Jr.,  Dr.  Otto  Seibert,  Dr.  E.  0.  Swartz,  Dr.  Henry 
B.  Freiberg,  Dr.  V.  Bradley  Roberts,  Dr.  Ralph 
Wm.  Good  and  Dr.  M.  M.  Zinninger,  delegates; 
Dr.  H.  H.  Shook,  Dr.  Ratliff,  Dr.  H.  Jerry  Laven- 
der, Dr.  Wm.  J.  Topmoeller,  Dr.  Charles  D.  Heisel, 


Dr.  Geo.  Jenner,  Jr.,  and  Dr.  Joseph  Lindner,  alter- 
nates.— R.  A.  Swink,  executive  secretary. 

The  following  programs  were  presented  by  the 
academy  during  December: 

December  1 — “The  Field  of  Roentgenology  in 
the  Diagnosis  and  Treatment  of  Colonic  Disorder”, 
by  Dr.  James  T.  Case,  Chicago,  111. 

December  8 — “Disease,  Gadfly  of  the  Mind, 
With  Special  Reference  to  the  Stimulating  In- 
fluence of  Skin  Diseases,”  by  Dr.  William  Allen 
Pusey,  Chicago,  111. 

December  15 — Symposium  o.n  the  State  Indus- 
trial Commission.  “Our  Medical  Relations  With 
Each  Other”,  by  Dr.  Sidney  M.  McCurdy,  medi- 
cal supervisor;  “Compensable  Injuries  from  the 
Medical  Standpoint”,  by  Dr.  R.  J.  Secrest,  as- 
sistant medical  supervisor;  “Problems  Encoun- 
tered in  the  Administration  of  Workmen’s  Com- 
pensation”, by  Thomas  M.  Gregory,  chairman, 
State  Industrial  Commission. — Bulletin. 

HIGHLAND 

Four  physicians  who  have  been  in  practice  for 
more  than  40  years  were  honored  at  a meeting  of 
the  Highland  County  Medical  Society,  November 
11,  at  Hillsboro.  Those  honored  were  Dr.  J.  C. 
Larkin,  Hillsboro;  Dr.  T.  W.  Roberds,  Belfast; 
Dr.  Robert  Jones  and  Dr.  J.  A.  Mercer,  Green- 
field. The  meeting  was  arranged  by  Dr.  J.  D. 
McBride,  Hillsboro,  and  Dr.  R.  R.  Remark,  Sink- 
ing Spring.  Speakers  included  Dr.  E.  M.  Huston, 
Dayton,  President  of  the  Ohio  State  Medical 
Association;  Dr.  John  A.  Caldwell  and  Dr.  Robert 
Carothers,  Cincinnati,  past-presidents  of  the 
Association  and  Dr.  Parke  G.  Smith,  Councilor 
for  the  First  District. 

Colonel  Robert  D.  Maddox,  medical  reserve 
corps,  and  Major  A.  J.  Zerbee,  field  artillery,  both 
of  Cincinnati,  addressed  a meeting  of  the  society, 
December  2,  at  Hillsboro. — News  clipping. 

WARREN 

Dr.  James  O.  Beavis,  Dayton,  spoke  at  a meet- 
ing of  the  Warren  County  Medical  Society,  No- 
vember 10,  at  Lebanon. — News  clipping. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

CLARK 

Members  of  the  local  dental  society  and  mem- 
bers of  the  medical  societies  in  surrounding 
counties,  were  guests  of  the  Clark  County  Medical 
Society  at  a meeting  in  Springfield,  November  11. 
The  program  was  furnished  by  three  Youngstown 
physicians — Dr.  Wm.  M.  Skipp,  Dr.  W.  K.  Stewart 


100 


January,  1937 


Activities  of  County  Societies 


101 


Mary  Lou  had  rickets  when  she  was  a baby. 
Once  that  might  have  made  her  easy  to 
identify!  But  now  doctors  know  how  to  treat 
rickets  effectively,  and  they  know  what  to  do 
to  prevent  it.  Promptly  treated, 
rickets  seldom  results  in  bow 
legs  or  knock  knees.  So  the 
answer  to  our  puzzle  is — you 
can’t  pick  out  Mary  Lou! 

Fewer  children  with  iron 
braces!  More  children  with  legs 
as  straight  and  handsome  as 
young  saplings!  Fewer  hollow 
chests!  More  well-shaped  jaws  and  pleasing  little 
profiles  ! These  are  some  oj  the  advantages  which 
modern  developments  in  vitamin  medication — es- 
pecially vitamins  A and  D — have  made  possible. 

Here  is  something  we’d  like  to  have  you 
keep  in  mind:  Problems  involving  vitamins 


have  been  studied  in  the  Parke-Davis  Labora- 
tories every  day  for  over  twenty  years — a rich 
background  of  experience.  For  your  young 
patients  or  old,  it  is  a sensible  precaution  to 
specify  “Parke-Davis.” 

Parke-Davis  Haliver  Oil 
with  Viosterol  is  supplied  in 
5-cc.  and  50-cc.  vials  with 
dropper,  and  in  boxes  of  25, 
50,  100,  and  250  three-minim 
capsules. 

Haliver  Oil  is  the  original 
halibut  liver  oil  preparation 
introduced  to  the  medical  profession  in 
February,  1932. 

PARKE,  DAVIS  & CO. 

Home  Offices  and  Laboratories 

DETROIT;  MICHIGAN 
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and  Dr.  0.  J.  Walker — who  discussed  the  plan 
used  in  Youngstown  for  medical  care  of  the  in- 
digent. Following  the  discussion,  a buffet  lunch- 
eon was  served. 

At  a meeting  of  the  society  December  10,  reso- 
lutions were  adopted  in  memory  of  Dr.  C.  M.  Hie- 
stand. 

The  following  officers  were  elected  for  the  en- 
suing year:  Dr.  Albert  K.  Howell,  president;  Dr. 
G.  E.  M.  Finney,  vice-president;  Dr.  G.  M.  Lane, 
secretary;  Dr.  F.  P.  Anzinger,  treasurer  and 
medical  defense  committeeman;  Dr.  H.  A.  Mc- 
Knight,  legislative  committeeman;  Dr.  D.  W. 
Hogue  and  Dr.  Anzinger,  delegates,  all  of  Spring- 
field. — G.  M.  Lane,  M.D.,  secretary. 

DARKE 

“Chronic  Lung  Infections  in  Children”,  was  the 
subject  presented  by  Dr.  Wallace  B.  Taggart, 
Dayton,  at  a meeting  of  the  Darke  County  Medi- 
cal Society,  November  20,  at  Greenville. — W.  D. 
Bishop,  M.D.,  secretary. 

MIAMI 

Through  the  courtesy  of  the  Mead  Johnson 
Company,  films  on  “Breast  Surgery”  and  “Epi- 
demic Meningitis  Infant”,  were  shown  at  a meet- 
ing of  the  Miami  County  Medical  Society  at  Piqua, 
December  4. 

The  following  officers  were  elected  for  1937: 
Dr.  R.  D.  Spencer,  Piqua,  president;  Dr.  J.  F.  Hill, 
West  Milton,  vice-president;  Dr.  G.  A.  Wood- 
house,  Pleasant  Hill,  secretary-treasurer;  Dr.  E. 
A.  Yates  and  Dr.  I.  C.  Kiser,  Piqua,  legislative 
committeemen;  Dr.  Yates,  medical  defense  com- 
mitteeman; Dr.  Woodhouse,  delegate,  and  Dr.  Hill, 
alternate. — G.  A.  W oodhouse,  M.D.,  secretary. 

MONTGOMERY 

Dr.  Paul  B.  Magnuson,  professor  of  orthopedics, 
Northwestern  University  Medical  School,  Chicago, 
111.,  presented  an  illustrated  lecture  on  “Some 
Personal  Views  on  Types  and  Cases  of  Arthritis”, 
at  a meeting  of  the  Montgomery  County  Medical 
Society,  December  4,  at  Dayton. 

At  a special  Yule-Tide  dinner  meeting  of  the 
Society,  December  17,  Dr.  Walter  M.  Simpson 
spoke  on  “Some  Observations  of  the  Medical 
Practice  in  Europe”. 

Officers  of  the  society  for  the  ensuing  year  are: 
Dr.  R.  S.  Binkley,  president;  Dr.  H.  M.  James, 
vice-president;  Mildred  E.  Jeffrey,  secretary- 
treasurer;  Dr.  H.  V.  Dutrow,  legislative  commit- 
teeman and  medical  defense  committeeman;  Dr. 
A.  W.  Carley,  Dr.  A.  O.  Peters  and  Dr.  H.  V. 
Dutrow,  delegates;  Dr.  E.  M.  Smith,  Dr.  C.  J. 
Derby  and  Dr.  G.  C.  Grout,  alternates. — Mildred 
E.  Jeffrey,  executive  secretary. 

SHELBY 

Dr.  Carl  H.  Reuter  was  the  speaker  at  a meet- 
ing of  the  Shelby  County  Medical  Society  at  Sid- 
ney, November  13. — News  clipping. 


Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

ALLEN 

Officers  of  the  Academy  of  Medicine  of  Lima 
and  Allen  County  for  1937  are:  Dr.  E.  H.  Hedges, 
Lima,  president;  Dr.  Ezra  Burnett,  Delphos,  pres- 
ident-elect; Dr.  F.  G.  Maurer,  Lima,  secretary; 
Dr.  J.  B.  Poling,  Lima,  treasurer;  Dr.  Wm.  Roush, 
Lima,  legislative  committeeman  and  medical  de- 
fense committeeman;  Dr.  J.  R.  Johnson,  Lima, 
delegate,  and  Dr.  Frank  Morris,  Lima,  alternate. 
— H.  C.  Weisenbarger,  M.D.,  retiring  secretary. 

AUGLAIZE 

Dr.  Paul  J.  Steuber,  Lima,  presented  a paper  on 
“Upper  Respiratory  Tract  Infections”,  at  a meet- 
ing of  the  Auglaize  County  Medical  Society,  De- 
cember 10,  at  St.  Marys.  Dr.  Steuber  considered 
especially  allergic  affections,  ear  complications 
and  sinus  diseases.  The  following  officers  were 
elected:  Dr.  E.  F.  Heffner,  Wapakoneta,  presi- 
dent; Dr.  H.  J.  Gudenkauf,  Minster,  vice-presi- 
dent; Dr.  Chas.  C.  Berlin,  Wapakoneta,  secretary- 
treasurer;  Dr.  Guy  E.  Noble,  St.  Marys,  chairman, 
legislative  committee;  Dr.  Harry  S.  Noble,  chair- 
man, medical  defense  committee;  Dr.  George  B. 
Faulder,  Wapakoneta,  delebate,  and  Dr.  Carl  W. 
Ekermeyer,  New  Bremen,  alternate. 

The  following  resolution  was  adopted  without  a 
dissenting  vote:  Resolved,  that  the  Auglaize 

County  Medical  Society  heartily  favors  the  general 
immunization  and  tests  of  school  children  against 
various  contagious  diseases,  if  the  work  is  con- 
ducted by  the  trained  physicians  of  the  county; 
but  it  consistently  opposes  such  immunizations  or 
treatment  being  done  by  the  State  Board  of 
Health  or  any  subsidiaries. — Chas.  C.  Berlin,  M.D., 
secretary. 

HANCOCK 

Dr.  R.  S.  Rilling  presented  a paper  on  “Treat- 
ment of  Fractures”,  at  a meeting  of  the  Hancock 
County  Medical  Society  at  Findlay,  November  5. 
— R.  S.  Rilling,  M.D.,  secretary. 

HARDIN 

Dr.  George  T.  Harding,  Columbus,  was  the 
speaker  at  a meeting  of  the  Hardin  County  Medi- 
cal Society,  November  19,  at  Kenton. — News 
clipping. 

LOGAN 

“Floating  Caecum”,  was  the  subject  of  an 
illustrated  address  made  by  Dr.  Andre  Crotti,  Co- 
lumbus, at  a meeting  of  the  Logan  County  Medi- 
cal Society  at  Bellefontaine,  December  4. 

Officers  of  the  society  for  the  ensuing  year  are: 
Dr.  H.  L.  Mikesell,  West  Liberty,  president;  Dr. 
O.  C.  Amstutz,  Bellefontaine,  vice-president;  Dr. 
F.  Blair  Webster,  Bellefontaine,  secretary-treas- 
urer; Dr.  J.  P.  Harbert,  Belelfontaine,  legislative 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


PLASTIC  REPARATIVE 
SURGERY 

This  course  includes  diagnosis  and  determination 
of  treatment;  pre-operative  preparation;  anes- 
thesia; operative  technique;  dressings;  post-oper- 
ative care;  with  special  reference  to  utilization  of 
the  skin  and  other  tissues  in  correction  of  dis- 
figurement and  replacement  of  loss,  congenital  or 
acquired.  Operations  on  the  cadavar.  Particular 
attention  is  given  to  lectures,  studies  and  demon- 
strations of  advances  in  surgical  anatomy,  path- 
ology, etc.,  with  special  reference  to  the  problem 
actually  under  consideration. 


THORACIC  SURGERY 

An  intensive  course.  Surgical  treatment 
of  chronic  suppuration  of  the  lung  (pul- 
monary tuberculosis,  abscess  of  the  lung, 
bronchiectasis)  and  tumors  of  the  lung. 
Surgical  lesions  of  the  esophagus,  heart 
and  diaphragm.  Empyemas.  Witnessing 
of  operations,  cadaver  operations,  path- 
ologic physiology,  experimental  surgery 
and  bedside  rounds.  Indications  for  sur- 
gical treatment,  pre-operative  care  and 
post-operative  management. 


FOR  INFORMATION  ADDRESS 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 


CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 


COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course  first  of  every  week  ; In- 
tensive Personal  Courses. 

SURGERY — General  Course  One,  Two,  Three  and  Six 
Months ; Intensive  Course  Surgical  Technique 
every  two  weeks ; Special  Courses. 

GYNECOLOGY— Three  Months  Course ; Intensive  Two 
Weeks  Course  starting  February  15,  1937. 

OBSTETRICS— Informal  Course ; Intensive  Two  Weeks 
Course  starting  February  1,  1937. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Intensive  Ten  Day 
Course  starting  February  15,  1937. 

EAR,  NOSE  & THROAT — Informal  Course;  Personal 
Courses  ; Intensive  Two  Weeks  Course  starting 
April  5,  1937. 

OPHTHALMOLOGY — Intensive  Two  Weeks  Course 
starting  April  19,  1937 

UROLOGY — General  Course  Two  Months  ; Intensive 
Course  Two  Weeks ; Special  Courses. 

CYSTOSCOPY — Intensive  Course  every  two  weeks  (at- 
tendance limited). 

GENERAL,  INTENSIVE  and  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 
SURGERY. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 
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committeeman,  and  Dr.  C.  K.  Startzman,  dele- 
gate.— F.  Blair  Webster,  M.D.,  secretary. 

MARION 

Dr.  Chevalier  L.  Jackson,  Philadelphia,  spoke 
on  “Indications  for  Bronchoscopy”,  at  a meeting 
attended  by  over  250  members  and  guests  of  the 
Marion  Academy  of  Medicine,  December  1,  at 
Marion.  Under  conditions  in  which  bronchoscopy 
is  indicated,  Dr.  Jackson  listed  foreign  bodies, 
benign  and  malignant  tumors,  atelectasis,  post- 
operative collapse,  asthma,  bronchiectasis  and 
certain  conditions  in  pulmonary  tuberculosis.  Over 
100  members  of  the  academy  and  guests  attended 
a dinner  in  Dr.  Jackson’s  honor  prior  to  his  lec- 
ture. 

Officers  of  the  academy  for  the  ensuing  year 
are:  Dr.  R.  T.  Morgan,  president;  Dr.  D.  W. 

Brickley,  Jr.,  vice-president;  Dr.  R.  G.  McMur- 
ray,  secretary;  Dr.  J.  W.  Bull,  treasurer,  and  Dr. 
J.  A.  Dodd,  delegate. — C.  L.  Pitcher,  M.D.,  re- 
tiring secretary 

SENECA 

At  a meeting  of  the  Seneca  County  Medical 
Society,  November  19,  at  Tiffin,  the  following 
officers  were  elected  for  1937:  Dr.  Robert  C. 

Chamberlain,  Tiffin,  president;  Dr.  T.  T.  Rosen- 
dale,  Fostoria,  vice-president;  Dr.  Edmund  F.  Ley, 
secretary- treasurer;  Dr.  R.  F.  Machamer,  Tiffin, 


legislative  committeeman;  Dr.  J.  A.  Gosling, 
Tiffin,  medical  defense  committeeman;  Dr.  E.  H. 
Porter,  Tiffin,  delegate,  and  Dr.  J.  Leahy,  Tiffin, 
alternate. — Edmund  F.  Ley,  M.D.,  secretary. 

VAN  WERT 

A motion  approving  the  action  of  the  House  of 
Delegates  of  the  Ohio  State  Medical  Association 
at  the  recent  Cleveland  meeting,  on  the  subject  of 
compulsory  immunization,  was  adopted  by  the 
Van  Wert  County  Medical  Society  at  a meeting 
at  Van  Wert,  December  1. — C.  A.  Morgan,  M.D., 
secretary. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

DEFIANCE 

Officers  of  the  Defiance  County  Medical  Society 
for  1937  are:  Dr.  D.  J.  Slosser,  president;  Dr.  G. 
E.  Winn,  vice-president;  Dr.  E.  P.  Mitchell,  secre- 
tary-treasurer; Dr.  J.  U.  Fauster,  legislative  com- 
mitteeman and  medical  defense  committeeman; 
Dr.  John  D.  Cameron,  delegate,  and  Dr.  Slosser, 
alternate,  all  of  Defiance. — E.  P.  Mitchell,  M.D., 
secretary. 

FULTON 

Officers  of  the  Fulton  County  Medical  Society 
for  1937  are:  Dr.  C.  F.  Hartman,  Wauseon,  presi- 
dent; Dr.  A.  M.  Wilkins,  Delta,  vice-president; 
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Dr.  George  McGuffin,  Pettisville,  secretary-treas- 
urer; Dr.  E.  R.  Murbac-h,  Archbold,  correspondent 
for  The  Journal;  Dr.  C.  L.  Hutchins,  Delta,  legis- 
lative committeeman;  Dr.  C.  E.  Patterson,  Fay- 
ette, medical  defense  committeeman;  Dr.  R.  W. 
Reynolds,  Fayette,  delegate,  and  Dr.  Murbach, 
alternate. — C.  F.  Hartman,  M.D.,  president. 

HENRY 

Henry  County  Medical  Society  has  elected  the 
following  officers  for  1937:  Dr.  J.  J.  Harrison, 
Napoleon,  president;  Dr.  C.  B.  Geiger,  Holgate, 
vice-president;  Dr.  J.  R.  Bolles,  Napoleon,  secre- 
tary-treasurer, legislative  committeeman  and 
medical  defense  committeeman;  Dr.  T.  P.  Delven- 
thal,  Napoleon,  correspondent  for  The  Journal ; 
Dr.  Thomas  Quinn,  Napoleon,  delegate,  and  Dr. 
Delventhal,  alternate. — J.  J.  Harrison,  M.D.,  re- 
tiring secretary.  ' 

LUCAS 

The  following  programs  were  presented  by  the 
Toledo  Academy  of  Medicine  during  December: 

December  4 — Joint  Meeting  with  the  Toledo 
Dental  Society.  “Lesions  of  the  Mouth’’,  by  Dr. 
G.  H.  Belote,  associate  professor  of  dermatology 
and  syphilology,  University  of  Michigan  Medical 
School,  Ann  Arbor,  Mich. 

December  11 — Section  of  Pathology,  Experi- 
mental Medicine  and  Bacteriology.  “Insulin  and 
Protamine”,  by  Dr.  F.  B.  Peck,  director  of  re- 
search laboratory,  Eli  Lilly  & Company,  In- 
dianapolis. 

December  18 — Medical  Section.  “The  Systolic 
Murmur”,  by  Dr.  J.  L.  Kobacker,  with  Dr.  R.  P. 
Daniells,  Dr.  S.  R.  Salzman  and  Dr.  J.  L.  Stifel, 
discussants;  “The  Problem  of  Tuberculosis  in  the 
Public  Schools”,  by  Dr.  Howard  Holmes. 

OTTAWA 

Officers  of  the  Ottawa  County  Medical  Society 
for  1937  are:  Dr.  F.  E.  Miller,  Curtice,  president; 
Dr.  A.  S.  Mack,  Oak  Harbor,  vice-president;  Dr. 
Cyrus  R.  Wood,  secretary-treasurer;  Dr.  Miller, 
delegate,  and  Dr.  Wood,  alternate. — C.  R.  Wood, 
M.D.,  secretary. 

PUTNAM 

The  following  officers  have  been  elected  by  the 
Putnam  County  Medical  Society  for  the  ensuing 
year:  Dr.  H.  N.  Trumbull,  Columbus  Grove, 

president;  Dr.  W.  B.  Recker,  Leipsic,  vice-presi- 
dent; Dr.  R.  L.  Tecklenberg,  Glandorf,  secretary- 
treasurer;  Dr.  J.  R.  Echelbarger,  Ottawa,  corre- 
spondent for  The  Journal;  Dr.  C.  0.  Beardsley, 
Ottawa,  chairman  legislative  committee;  Dr.  W. 
D.  Hickey,  Leipsic,  delegate,  and  Dr.  H.  A.  Lewis, 
Continental,  alternate. — R.  L.  Tecklenberg,  M.D., 
secretary. 

WOOD 

Dr.  C.  W.  Waggoner,  Toledo,  spoke  on  “Protein 
Shock”,  and  Dr.  H.  G.  Pamment,  Toledo,  discussed 
“Experiences  in  the  Recent  Epidemic  of  Poliomye- 
litis and  a Few  Other  Troubles  of  a Health  Offi- 


cer”, at  a meeting  of  the  Wood  County  Medical 
Society,  November  19,  at  Bowling  Green. 

The  society  endorsed  a new  plan  for  the  treat- 
ment of  certain  types  of  indigent  sick  outlined  by 
Dr.  H.  J.  Powell,  Wood  County  Health  Commis- 
sioner, at  the  October  meeting 

Dr.  R.  S.  Rilling,  Findlay,  gave  an  excellent  dis- 
cussion of  “Treatment  of  Fractures”,  at  a meet- 
ing of  the  society  at  Bowling  Green,  December  17. 
— R.  N.  Whitehead,  M.D.,  secretary. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

ASHTABULA 

Dr.  S.  0.  Freedlander,  Cleveland,  presented  a 
paper  on  “Advances  in  Thoracic  Surgery”,  at  a 
meeting  of  the  Ashtabula  County  Medical  So- 
ciety, attended  by  22  members,  November  10,  at 
Ashtabula. 

Dr.  J.  J.  Thomas,  associate  clinical  professor  of 
obstetrics,  Western  Reserve  University  College  of 
Medicine,  Cleveland,  gave  a very  interesting  talk 
on  “The  Five  Most  Common  Errors  in  Obstetrics”, 
at  a meeting  of  the  society  at  Ashtabula,  Decem- 
ber 8. 

The  following  officers  were  elected  for  1937: 
Dr.  D.  D.  Forward,  Ashtabula,  president;  Dr.  P.  R. 
Longaker,  Conneaut,  - vice-president;  Dr.  A.  A. 
DeCato,  Ashtabula,  secretary-treasurer;  Dr.  R.  B. 
Wynkoop,  Ashtabula,  delegate,  and  Dr.  Clarence 
T.  Risley,  Conneaut,  alternate. — M.  R.  Martin, 
M.D.,  retiring  secretary. 

CUYAHOGA 

The  Academy  of  Medicine  of  Cleveland  pre- 
sented the  following  programs  during  December: 

December  4 — Clinical  and  Pathological  Section. 
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Rates  for  advertisements  under  this  heading  are  50  cents 
per  Jine,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


For  Sale — Because  of  death  of  physician,  unopposed  prac- 
tice available  in  splendid  rural  community.  Village  of  400, 
fifteen  miles  from  Dayton  ; modern  house.  Mrs.  W.  J. 
Mockler,  Springboro,  Ohio. 
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“Pathology  of  Carcinoma  of  the  Lung”,  by  Dr. 
R.  J.  Rehbock;  “Radiological  Aspects  of  Tumors 
of  Lung”,  by  Dr.  C.  Jones;  “Pneumococcus  Peri- 
tonitis with  Recovery”,  by  Dr.  I.  H.  Einsel;  “Car- 
cinoma of  Ureter”,  by  Dr.  L.  F.  Huffman;  “Car- 
cinoma of  the  Rectum”,  by  Dr.  C.  C.  Perry; 
“Colored  Motion  Pictures  of  Vascular  Diseases  of 
Feet”,  by  Dr.  Roy  Peck. 

December  9 — Practice  of  Medicine  Section. 
“Recent  Advances  in  the  Study  of  Ovarian  Func- 
tions”, by  Dr.  T.  T.  Zuck;  “The  Treatment  of 
Obesity”,  by  Dr.  E.  H.  Adler;  “Insulin  Zinc 
Protamine  Compound  in  Diabetes”,  Dr.  E.  P.  Mc- 
Cullagh; 

December  11 — Experimental  Medicine  Section 
and  Cleveland  Section  of  the  Society  for  Experi- 
mental Biology  and  Medicine.  “The  Chanhu-daro 
Skull.  The  Final  Proof  of  Unity  in  the  Population 
of  the  Near  East”,  by  W.  H.  Sassaman,  M.A.; 
“A  Geometrical  Approach  to  X-ray  Pelvimetry”, 
by  V.  Campbell,  Ph.D.,  and  Dr.  B.  B.  Rubenstein; 
“Observations  on  the  Transmission  of  Anaphy- 
lactic Sensitivity  in  the  Guinea  Pig”,  by  Dr.  M. 
B.  Cohen;  “The  Variability  of  Blood  Pressure, 
Pulse  and  Basal  Metabolism  during  the  Men- 
strual Cycle”,  by  Dr.  B.  B.  Rubenstein  and  D.  B. 
Lindsley,  Ph.D.;  “Brain  Potentials  and  Basal 
Metabolic  Rate”,  by  Mr.  Lindsley  and  Dr.  Ruben- 
stein; “The  Tissue  Mineralization  of  the  Ageing 
Guinea  Pig”,  by  Dr.  T.  T.  Zuck. 

December  14 — Pediatric  Section.  “Recent  De- 
velopments in  the  Study  of  “B”  Vitamins  with 
Particular  Reference  to  Pediatrics”,  by  Dr.  Paul 
Gyorgy. 

December  16 — Industrial  and  Orthopedic  Sec- 
tion. “Presentation  of  Orthopedic  Cases — (a) 
Tendon  Transplants,  (b)  Joint  Changes  of  Syrin- 
gomyelia”, by  Dr.  R.  Reich  and  Dr.  S.  Klein; 
“Section  on  Pyriformis  Muscle  for  Sciatica”,  by 
Dr.  Albert  Miller;  “Delayed  Reductions  of  Frac- 
tured Vertebrae”,  by  Dr.  L.  E.  Papurt;  “Opera- 
tions for  the  Relief  of  Ununited  Fracture  of  the 
Hip”,  by  Dr.  W.  G.  Stern;  “Rupture  of  the 
Supraspinatus  Tendon”,  by  Dr.  C.  H.  Heyman. 

December  18 — Regular  Academy  Meeting.  “The 
Individual  with  a Duodenal  Ulcer”,  by  Dr.  Roscoe 
R.  Graham,  assistant  professor  of  surgery,  Uni- 
versity of  Toronto. 

GEAUGA 

The  Geauga  County  Medical  Society,  which  was 
organized  70  years  ago,  held  its  last  meeting  of 
the  year  with  Dr.  W.  E.  Cory,  health  commis- 
sioner, at  Chardon,  October  28.  The  following 
officers  were  elected  for  1937 : Dr.  W.  A.  Reed, 
Burton,  president;  Dr.  Lucy  Stone  Hertzog,  Char- 
don, vice-president;  Dr.  Isa  Teed  Cramton,  Bur- 
ton, secretary-treasurer,  Dr.  W.  C.  Cory,  Chardon, 
legislative  committeeman,  and  Dr.  C.  F.  Gilmore, 
Chesterland,  medical  defense  committeeman. 

During  the  year  the  following  speakers  ad- 
dressed the  society:  Dr.  John  Tucker,  Cleveland, 
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neaau'j^  assimilable  fat 

— an  essential  in 
FEEDING  THE  PREMATURE 

IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 


SIMIEAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 
Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 
The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 


The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 
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“Deficiency  Diseases”;  July  1,  Dr.  Joyce  I.  Hart- 
man, Cleveland,  “Feeding  the  Infant,  Rather  Than 
Infant  Feeding”;  July  29,  Dr.  C.  D.  Christie, 
Cleveland,  “Endocrinology”;  August  26,  Dr. 
Orange  B.  Pomeroy,  Cleveland,  “Prenatal  Care  of 
the  Pregnant  Woman”;  September  30,  Dr.  Ernest 
F.  Bright,  Cleveland,  “Peripheral  Vascular  Dis- 
eases”. The  October  meeting  was  devoted  to  busi- 
ness discussion  of  the  impending  election  and 
legislative  matters.  Poor  relief,  medical  relief  and 
medical  economics  came  in  for  their  full  share  of 
discussion  at  all  meetings. — Isa  Teed  Cramton, 
M.D.,  secretary. 

LORAIN 

Speakers  at  a meeting  of  the  Lorain  County 
Medical  Society,  December  8,  at  Lorain,  were  Dr. 
A.  A.  Jenkins,  Cleveland,  Councilor  for  the  Fifth 
District,  and  Dr.  B.  H.  Nichols,  Cleveland.  Dr. 
Jenkins  spoke  on  “The  Ohio  State  Medical  As- 
sociation”, and  Dr.  Nichols  discussed,  “Pain  in 
Upper  Right  Abdomen  Roentgenologically  Con- 
sidered”. 

Officers  of  the  society  for  1937  are:  Dr.  Charles 
R.  Meek,  Lorain,  president;  Dr.  A.  C.  Siddall, 
Oberlin,  vice-president;  Dr.  L.  H.  Trufant, 
Oberlin,  secretary-treasurer;  Dr.  Meek,  legislative 
committeeman;  Dr.  S.  V.  Burley,  Lorain,  medical 
defense  committeeman;  Dr.  Burley  and  Dr.  George 
E.  French,  Elyria,  delegates,  and  Dr.  Meek  and 
Dr.  F.  R.  Dew,  Oberlin,  alternates. — L.  H.  Trufant, 
M.D.,  secretary. 


Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

A very  interesting  program  was  presented  at  a 
meeting  of  the  Ashland  County  Medical  Society, 
November  13,  at  Ashland.  Dr.  Robert  D.  Bog- 
niard,  Ashland,  spoke  on  “Immunity”.  “Vitamins” 
was  the  subject  of  a paper  presented  by  Dr.  M. 
D.  Shilling,  Ashland,  and  Dr.  E.  L.  Jackson, 
Perrysville,  read  a paper  on  “Acute  Inflammatory 
Rheumatism”.  Dr.  Wm.  M.  Skipp,  Youngstown, 
Councilor  for  the  Fifth  District,  discussed  the 
activities  of  the  State  Association  and  medical 
problems  under  the  Social  Security  Act. 

At  a meeting  of  the  Society,  December  11,  at 
Ashland,  Dr.  D.  A.  Weir  and  Dr.  Chas.  R.  Keller, 
Mansfield,  and  Dr.  L.  H.  Trufant,  Oberlin,  de- 
scribed the  plans  instituted  in  their  respective 
counties  for  medical  care  of  the  indigent.  The 
Economics  Committee  was  instructed  to  work  out 
a plan  to  present  to  the  society,  for  the  medical 
care  of  the  indigent  in  Ashland  County. 

Officers  elected  for  1937  were:  Dr.  M.  J. 

Thomas,  Jeromesville,  president;  Dr.  E.  L.  Jack- 
son,  Perrysville,  president-elect;  Dr.  M.  D.  Shill- 
ing, Ashland,  secretary-treasurer;  Dr.  H.  M.  Gunn, 
Ashland,  legislative  committeeman;  Dr.  G.  B.  Ful- 
ler, Loudonville,  medical  defense  committeeman; 
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2-4  Days 
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Measles 
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Poliomyelitis 
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Duration  of  catarrh 
and  rash 
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Dr.  Thomas,  delegate;  Dr.  Jackson,  alternate. — 
M.  J.  Thomas,  M.D.,  retiring  secretary. 

MAHONING 

“Trends  in  Medicine”,  was  the  subject  dis- 
cussed by  Dr.  A.  J.  Lanza,  assistant  medical  di- 
rector of  the  Metropolitan  Life  Insurance  Com- 
pany at  a meeting  of  the  Mahoning  County  Medi- 
cal Society  at  Youngstown,  November  17. — Bul- 
letin. 

PORTAGE 

Dr.  Joseph  M.  Hayman,  Cleveland,  gave  an 
illustrated  lecture  on  “Kidney  Function”,  at  a 
meeting  of  the  Portage  County  Medical  Society, 
December  3,  at  Ravenna.  The  following  officers 
were  elected  for  1937:  Dr.  I.  M.  Huffman,  Ra- 
venna, president;  Dr.  A.  J.  Silbiger,  Atwater, 
vice-president;  Dr.  E.  J.  Widdecombe,  Kent,  secre- 
tary-treasurer; Dr.  G.  J.  Waggoner,  Ravenna, 
legislative  committeeman;  Dr.  W.  B.  Andrews, 
Kent,  medical  defense  committeeman;  Dr.  Huff- 
man, delegate,  and  Dr.  Silbiger,  alternate.— E.  J. 
Widdecombe,  M.D.,  secretary. 

STARK 

Dr.  Paul  J.  Fuzy,  Youngstown,  spoke  on  “Some 
High  Points  in  Treatment  of  Rectal  Disease”,  at 
a meeting  of  the  Stark  County  Medical  Society, 
December  10,  at  Canton. — H.  W.  Beck,  M.D.,  sec- 
retary. 

SUMMIT 

The  94th  Annual  Dinner  and  Ladies’  Night  of 
the  Summit  County  Medical  Society  was  held  at 
the  Mayflower  Hotel,  Akron,  December  1.  J.  P. 
McFarland,  of  the  Federal  Bureau  of  Investiga- 
tion, U.  S.  Department  of  Justice,  Washington, 
D.  C.,  spoke  on  “The  Inside  Story  of  the  G-Men”. 
The  attendance  at  the  meeting  was  167,  and  the 
average  attendance  for  1936  was  120. — A.  S.  Mc- 
Cormick, M.D.,  secretary. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

COLUMBIANA 

The  annual  banquet  of  the  Columbiana  County 
Medical  Society,  with  dentists  of  the  county  as 
guests,  was  held  at  the  East  Liverpool  Country 
Club,  December  8.  The  speaker  was  Dr.  L.  J. 
Karnosh,  Cleveland,  who  discussed  “Psychiatry 
Through  the  Ages”. 

The  following  officers  were  elected  for  1937: 
Dr.  A.  L.  Turner,  East  Liverpool,  president;  Dr. 
L.  C.  Ziegler,  Salem,  vice-president;  Dr.  J.  W. 
Schoolnic,  East  Liverpool,  secretary-treasurer; 
Dr.  C.  J.  Maxwell,  Webbsville,  legislative  commit- 
teeman; Dr.  E.  W.  Miskall,  East  Liverpool,  medi- 
cal defense  committeeman,  and  Dr.  J.  A.  Fraser, 
East  Liverpool,  delegate. — Paul  H.  Beaver,  M.D., 
retiring  secretary. 

JEFFERSON 

Dr.  Sidney  M.  McCurdy  medical  supervisor, 
State  Industrial  Commission,  was  the  speaker  at 
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a meeting  of  the  Jefferson  County  Medical  Society 
at  Steubenville,  November  15. 

TUSCARAWAS 

Dr.  Walter  G.  Stern,  Cleveland,  addressed  the 
Tuscarawas  County  Medical  Society,  at  New 
Philadelphia,  November  12,  on  “The  Estimation  of 
Disability  from  an  Orthopaedic  Standpoint”,  and 
“The  Diagnosis  of  Fractures  without  the  Aid  of 
X-ray”. — News  clipping. 


Eighth  District 

(COUNCILOR:  EDMUND  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

Officers  of  the  Athens  County  Medical  Society 
for  1937  are:  Dr.  W.  H.  Hyde,  Nelsonville,  presi- 
dent; Dr.  B.  R.  Goldsberry,  Athens,  vice-presi- 
dent; Dr.  T.  A.  Copeland,  Athens,  secretary-treas- 
urer; Dr.  Charles  S.  McDougall,  Athens,  delegate, 
and  Dr.  A.  L.  Pritchard,  Nelsonville,  alternate. — 
T.  A.  Copeland,  M.D.,  secretary. 

FAIRFIELD 

The  following  officers  have  been  elected  by  the 
Fairfield  County  Medical  Society  for  the  ensuing 
year:  Dr.  C.  B.  Snider,  Lancaster,  President;  Dr. 
Max  W.  Livingston,  Bremen,  vice-president;  Dr. 
C.  W.  Brown,  secretary- treasurer ; Dr.  C.  G.  Ax- 
line,  legislative  committeeman;  Dr.  B.  H.  Biddle, 
medical  defense  committeeman;  Dr  R.  H.  Smith, 
Lancaster,  delegate,  and  Dr.  C.  H.  Hamilton,  Lan- 
caster, alternate. 

At  a meeting  of  the  society  December  1,  at 
Lancaster,  a resolution  was  adopted  agreeing  to 
offer  the  minutes  of  the  Thirteenth  District  Medi- 
cal Society  to  the  Ohio  Historical  Society,  Colum- 
bus.— C.  W.  Brown,  M.D.,  secretary. 

GUERNSEY 

Dr.  Howard  H.  Weiler,  Wheeling,  W.  Va.,  spoke 
on  “Fractures  of  the  Neck  and  Spine”,  at  a meet- 
ing of  the  Guernsey  County  Medical  Society,  No- 
vember 5,  at  Cambridge. 

Dr.  Reo  Swan  was  the  speaker  at  a meeting  of 
the  society  November  19. — News  clipping. 

Officers  of  the  society  for  1937  are:  Dr.  F.  Gor- 
don Lawyer,  Cambridge,  president;  Dr.  H.  W. 
Arndt,  Lore  City,  vice-president;  Dr.  W.  L.  Denny, 
Cambridge,  secretary-treasurer;  Dr.  0.  R.  Jones, 
Cambridge,  correspondent  for  The  Journal ; Dr. 
M.  S.  Lawrence,  Quaker  City,  legislative  commit- 
teeman; Dr.  George  F.  Swan,  delegate,  and  Dr.  C. 
A.  Craig,  Cambridge,  alternate. — Reo  M.  Swan, 
M.D.,  retiring  secretary. 

MORGAN 

Dr.  Judson  D.  Wilson,  Columbus,  discussed 
“Fractures”,  at  a meeting  of  the  Morgan  County 
Medical  Society,  November  24,  at  McConnellsville. 
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Guests  from  several  of  the  surrounding  counties 
attended  the  meeting. — C.  E.  Northrup,  M.D. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

Approximately  75  physicians  attended  the  an- 
nual meeting  of  the  Ninth  District  held  at  the 
Hotel  Lafayette,  Gallipolis,  November  24. 

Speakers  at  the  luncheon  session  were  Charles 
S.  Nelson,  Executive  Secretary  of  the  Ohio  State 
Medical  Association,  who  discussed  “Medical  Or- 
ganization”, and  Dr.  P.  L.  Harris,  State  Depart- 
ment of  Health,  who  explained  the  department’s 
program  for  the  control  of  venereal  diseases. 

Papers  presented  at  the  afternoon  session  were : 
“Recent  Advances  in  Our  Understanding  and 
Treatment  of  Certain  Blood  Dyscrasias”,  by  Dr. 
Charles  A.  Doan,  professor  of  medicine,  Ohio  State 
University  College  of  Medicine,  and  discussed  by 
Dr.  Leo  C.  Bean,  Gallipolis:  “Practical  Aspects 
of  Malignancy”,  by  Dr.  William  M.  Millar,  as- 
sistant professor  of  surgery,  University  of  Cincin- 
nati College  of  Medicine,  discussed  by  Dr.  William 
F.  Marting,  Ironton;  “Scarlatina”,  by  Dr.  Frank 
E.  Stevenson,  professor  of  pediatrics,  University 
of  Cincinnati  College  of  Medicine,  discussed  by 
Dr.  Tunis  Nunemaker,  Portsmouth. 

The  meeting  was  arranged  by  Dr.  I.  P.  Seiler, 
Councilor  for  the  Ninth  District,  Dr.  W.  Lewis 
Brown,  Gallipolis,  president,  and  Dr.  Milo  Wilson, 
Gallipolis,  secretary  of  the  district  society. 

GALLIA 

Officers  of  the  Gallia  County  Medical  Society 
for  the  ensuing  year  are:  Dr.  Homer  B.  Thomas, 
president;  Dr.  F.  W.  Shane,  vice-president;  Dr. 
Milo  Wilson,  secretary-treasurer;  Dr.  Leo  C. 
Bean,  legislative  committeeman;  Dr.  Lewis  C. 
Bean,  medical  defense  committeeman;  Dr.  Norvil 
A.  Martin,  delegate,  and  Dr.  W.  Lewis  Brown, 
alternate,  all  of  Gallipolis. — Milo  Wilson,  M.D., 
secretary. 

HOCKING 

Dr.  W.  H.  Hyde,  Nelsonville,  presented  a splen- 
did paper  on  “Insulin  Treatment  of  Diabetes”,  at 
a meeting  of  the  Hocking  County  Medical  Society 
at  Logan,  December  10. 

The  following  officers  were  elected  for  1937: 
Dr.  A.  K.  Smith,  Logan,  president;  Dr.  Chas.  F. 
Shonk,  Logan,  vice-president;  Dr.  M.  H.  Cher- 
rington,  Logan,  secretary-treasurer;  Dr.  J.  S. 
Cherrington,  Logan,  legislative  committeeman  and 
medical  defense  committeeman;  Dr.  C.  T.  Grat- 
tidge,  Laurelville,  delegate,  and  Dr.  Allan  A.  Cole, 
Logan,  alternate. — M.  H.  Cherrington,  M.D.,  sec- 
retary 

SCIOTO 

Felix  E Held,  professor  in  the  College  of  Com- 
merce and  Administration,  Ohio  State  University, 
spoke  on  “Sense  and  Nonsense  in  Original  Verse”, 
at  the  annual  banquet  of  the  Hempstead  Academy 
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Why  the  Dropper 

Furnishes  a Convenient  Means  of  Applying 
NEO-SYNEPHRIN  HYDROCHLORIDE 


( levo-meta-methylaminoethanolphenol  hydrochloride  ) 


Pharmacological  as  well  as  anatomical  considerations  indicate  the 
advantages  of  the  medicine  dropper  in  applying  Neo-Synephrin 
for  the  relief  of  nasal  congestion  in  colds,  rhinitis  and  sinusitis. 


Among  the  advantages  of  this  method  are  the  following: 


Accurate.  The  amount  of  medicament  is 
accurate  within  therapeutic  limits. 

Definite  Control  of  Dosage.  A 1-cc 

dropper  is  supplied  with  each  bottle  of 
Neo-Synephrin  Emulsion  so  that  the  dosage 
can  be  gauged  with  accuracy. 

Neo-Synephrin  Hydrochloride  offers  the  fol- 
lowing advantages: 

More  sustained  action  than  epinephrine. 

Less  toxic  in  therapeutic  doses  than  epine- 
phrine or  ephedrine. 

No  sting  at  point  oi  application. 

Active  on  repeated  usage. 


No  Deterioration.  Neo-Synephrin  in  all 
dosage  forms  is  relatively  stable.  It  does  not 
lose  its  effectiveness  on  repeated  usage.  No 
appreciable  deterioration  occurs  when  it  is 
kept  in  the  original  dark  bottle  in  which  it 
is  dispensed. 

Three  Forms 

SOLUTION  — V4%  and  1%  (one-ounce  bottles) 

EMULSION  — V4%  (one-ounce  bottles) 

JELLY — V2%  (in  collapsible  tubes  with 
nasal  applicator). 


FREDERICK  STEARNS  & COMPANY 

DETROIT  NEW  YORK  KANSAS  CITY  SAN  FRANCISCO 

WINDSOR,  CANADA  SYDNEY,  AUSTRALIA 
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of  Medicine,  at  Portsmouth,  December  14. — Wm. 
Singleton,  M.D.,  secretary. 

VINTON 

Officers  of  the  Vinton  County  Medical  Society 
for  1937  are:  Dr.  B.  F.  Mills,  McArthur,  presi- 
dent; Dr.  H.  D.  Chamberlain,  McArthur,  secre- 
tary.— H.  D.  Chamberlain,  M.D.,  secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE.  M.D.,  COLUMBUS) 

CRAWFORD 

Dr.  C.  C.  Sherburne,  Councilor  for  the  Tenth 
District,  addressed  the  Crawford  County  Medical 
Society  at  Bucyrus,  December  7. 

The  following  officers  were  elected  for  1937: 
Dr.  C.  A.  Lingenfelter,  Bucyrus,  president;  Dr.  R. 
J.  Caton,  Bucyrus,  vice-president;  Dr.  D.  D.  Bib- 
ler,  Bucyrus,  secretary-treasurer;  Dr.  W.  A. 
Carlisle,  correspondent  for  The  Journal  and  legis- 
lative committeeman;  Dr.  M.  L.  Helfrich,  Galion, 
medical  defense  committeeman;  Dr.  W.  L. 
Yeomans,  Bucyrus,  delegate,  and  Dr.  R.  M.  Ma- 
lone, Galion,  alternate. — D.  D.  Bibler,  M.D., 
secretary. 

DELAWARE 

Dr.  Jonathan  Forman,  Columbus,  spoke  on 
“Allergy  in  General  Practice”,  at  a meeting  of 
the  Delaware  County  Medical  Society  at  Dela- 
ware, December  14. 

FRANKLIN 

The  Academy  of  Medicine  of  Columbus  pre- 
sented the  following  programs  during  December. 

December  7 — Annual  Dinner  Meeting.  “General 
Disease  in  Relation  to  Aural  Diseases”,  by  Dr. 
Samuel  J.  Kopetzky,  New  York,  N.  Y. 

December  14 — Grant  Hospital  Clinic. — “Cancer 
of  the  Breast — Summary  of  220  Cases”,  by  Dr.  I. 

B.  Harris;  “The  Use  of  Protamine  Insulin”,  by 
Dr.  J.  H.  Warren;  “The  Hoarse  Child”,  by  Dr. 
Hugh  G.  Beatty;  “Chondrodystrophy  Fetalis”,  by 
Dr.  H.  L.  Reinhart;  “The  Use  of  Radium  and 
X-ray  in  the  Treatment  of  Thyroid  Malignancies”, 
by  Dr.  Andre  Crotti. — Bulletin. 

KNOX 

“Severe  Anemias  of  Pregnancy”,  was  the  topic 
presented  by  Dr.  Thomas  F.  Ross,  Columbus,  at  a 
meeting  of  the  Knox  County  Medical  Society  at 
Mt.  Vernon,  November  25. — News  clipping. 

ROSS 

Dr.  Sidney  M.  McCurdy,  medical  supervisor, 
State  Industrial  Commission,  addressed  a meet- 
ing of  the  Ross  County  Medical  Society,  at  Chilli- 
cothe,  November  5,  on  “Medical  Aspects  of  the 
Workmen’s  Compensation  Act”. — News  clipping. 

Officers  of  the  society  for  1937  are:  Dr.  Walter 

C.  Breth,  Chillicothe,  president;  Dr.  L.  M.  Tinker, 
Frankfort,  vice-president;  Dr.  A.  E.  Merkle, 
Chillicothe,  secretary-treasurer;  Dr.  H.  R.  Brown, 
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live  longer  today 


The  life  span  of  the  diabetic  has 
been  lengthened  considerably  fol- 
lowing the  discovery  of  Insulin  and 
the  growing  knowledge  of  its  use. 
There  is,  however,  a definite  re- 
sponsibility on  the  part  of  the  phy- 
sician to  educate  the  many  new  dia- 
betics in  the  importance  of  proper 
diet  and  proper  use  of  Insulin. 

The  apparent  increase  in  dia- 
betes in  recent  years  has  been  at- 
tributed to  the  modern  manner  of 
living,  increased  sugar  consump- 
tion, overeating  and  lack  of  mus- 
cular exercise.  With  proper  man- 
agement the  great  majority  of 
these  patients  can  be  kept  well- 


nourished,  sugar-free  and  at  work. 

When  Insulin  therapy  becomes 
necessary,  Insulin  Squibb  may  well 
be  a product  of  choice.  Insulin 
Squibb  is  highly  purified,  highly 
stable  and  remarkably  free  from 
proteinous,  reaction  - producing 
substances.  Great  care  is  taken  in 
its  assay  to  make  it  uniformly  po- 
tent. More  physicians  and  more  pa- 
tients are  using  Insulin  Squibb 
than  ever  before.  They  rely  upon 
the  quality  and  dependability  of 
this  Squibb  Product. 

Insulin  Squibb  of  the  usual 
strengths  is  supplied  in  5-cc.  and 
10-cc.  vials. 


MU  SQUIBB 


A SQUIBB  GLANDULAR  PRODUCT 
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Chillicothe,  legislative  committeeman;  Dr.  0.  P. 
Tatman,  Chillicothe,  medical  defense  committee- 
man; Dr.  W.  B.  Smith,  Frankfort,  delegate  and 
Dr.  Tatman,  alternate. — A.  E.  Merkle,  M.D.,  sec- 
retary. 


Open  Offices  in  New  Locations 

Physicians  who  have  recently  established  new 
locations  in  Ohio  include  the  following:  Dr.  J.  G. 
Anderson,  Lynchburg;  Dr.  H.  F.  Van  Epps,  New 
Philadelphia;  Dr.  Carl  J.  Mankinen,  Ashtabula; 
Dr.  Olen  Ball,  New  Lexington;  Dr.  T.  A.  Coffin, 
Warren;  Dr.  Basil  B.  Brim,  West  Toledo;  Dr. 
G.  M.  Mason,  Summerfield;  Dr.  F.  E.  Merritt,  Am- 
herst; Dr.  J.  E.  Horton,  Columbus  Grove;  Dr.  L.  E. 
Drossel,  Mantua;  Dr.  D.  B.  Faust,  Plymouth,  and 
Dr.  Alice  Elliott,  Youngstown;  Dr.  A.  J.  Cole, 
Lakewood;  Dr.  Fred  W.  Phillips,  Zanesville;  Dr. 
W.  K.  Brubaker,  Elyria;  Dr.  Howard  B.  Peck, 
Mansfield;  Dr.  Alfred  Lustberg,  Cheviot;  Dr. 
Paul  J.  Love,  Mt.  Orab,  and  Dr.  Clyde  C.  Roller, 
Ashtabula. 


Joins  Industrial  Commission  Staff 

Dr.  Addison  L.  Kefauver,  Stoutsville,  has  been 
appointed  a member  of  the  medical  staff,  State 
Industrial  Commission.  Dr.  Kefauver  has  been  in 
private  practice  at  Stoutsville  for  the  past  nine 
years.  He  is  a graduate  of  Western  Reserve  Uni- 
versity School  of  Medicine,  Cleveland. 


Otolaryngology  Board  Meeting 

The  American  Board  of  Otolaryngology  will 
hold  an  examination  in  Philadelphia,  June  7-8, 
1937,  during  the  annual  session  of  the  American 
Medical  Association  in  Atlantic  City.  Prospective 
applicants  for  certificates  should  obtain  blanks 
from  the  secretary  of  the  board,  Dr.  William  P. 
Wherry,  1500  Medical  Arts  Building,  Omaha, 
Nebraska.  In  an  examination  prior  to  the  annual 
meeting  of  the  American  Academy  of  Ophthalm- 
ology and  Otolaryngology  in  New  York  in  Sep- 
tember, 120  candidates  were  examined  and  103 
were  certified. 


Dentists  Hold  Annual  Meeting 

The  71st  Annual  Meeting  of  the  Ohio  State 
Dental  Society  held  at  Cleveland,  November  9, 
10  and  11,  was  featured  by  a record  registration  of 
1450  dentists  and  400  guests  and  exhibitors.  Offi- 
cers for  the  ensuing  year  are:  Dr.  Earl  G.  Jones, 
Columbus,  president;  Dr.  Walter  J.  Pryor,  Cleve- 
land, president-elect;  Dr.  E.  N.  Bach,  Toledo,  vice- 
president;  Dr.  E.  C.  Mills,  Columbus,  secretary, 
and  Dr.  Harry  Cope,  Columbus,  treasurer.  The 
1937  meeting  will  be  held  in  Columbus,  November 
8,  9 and  10. 
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STUDIES  OF  THE  DECORTICATED  HAND 


By  LOUIS  J.  KARNOSH,  M.D.,  and  GUY  H.  WILLIAMS,  JR.,  M.D.,  Cleveland,  Ohio 


The  Authors 

•Louis  J.  Karnosh,  B.S.,  M.D.,  Cleveland, 

Ohio;  Western  Reserve  University  School  of 
Medicine,  1920;  member,  American  Psychiatric 
Association;  Central  Neuro-Psychiatric  Associa- 
tion; assistant  department  head,  division  of 
neuropsychiatry,  City  Hospital,  Cleveland;  as- 
sistant clinical  professor,  department  of  nerv- 
ous and  mental  diseases.  Western  Reserve  Uni- 
versity School  of  Medicine. 

• Guy  H.  Williams,  Jr.,  A.B.,  M.D.,  Cleveland, 
Ohio;  Western  Reserve  University  School  of 
Medicine,  1932 ; associate  member,  American 
Psychiatric  Asosciation;  Cleveland  Neurologi- 
cal Society;  assistant  physician,  Cleveland  State 
Hospital;  neuro-psychiatrist,  outpatient  depart- 
ment, Cleveland  City  Hospital,  and  University 
Hospitals,  Cleveland. 


IN  the  human  being,  the  hand,  the  eye,  the  ear 
and  the  tongue  are  regarded  as  the  refined 
tools  of  the  brain.  These  sensorimotor  devices 
in  their  more  fundamental  aspects  of  function 
have  a fairly  well  recognized  locale  in  the  cerebral 
cortex.  As  these  simpler  capacities  become  ampli- 
fied, however,  into  the  more  complex  phenomena 
of  word-reading,  word-hearing,  vocal  expression 
and  the  development  of  skilled  movements  of  the 
hand,  the  anatomical  delineations  in  the  cortex 
fade,  and  it  becomes  necessary  to  recognize  the 
equipotential  qualities  of  the  brain,  i.e.,  the  brain 
“acting  as  a whole.” 

It  is  generally  recognized  that  the  use  of  the 
hand  is  as  unique  in  man  as  is  the  function  of 
the  tongue — and  both  these  refined  faculties  have 
no  counterpart  in  animals.  The  brain  area  as- 
signed to  the  hand  as  a prehensile,  praxic  limb  is 
a large  one,  chiefly  centered  about  the  rolandic 
fissure  and  involving  both  motor  and  sensory 
areas  in  this  region.  Hence  injuries  in  the  parie- 
tal portion  of  the  brain — which  are  frequent  by- 
products of  our  motorized  and  mechanized  age — 
afford  a good  opportunity  to  study  the  variations 
in  symptoms  which  are  encountered  when  the  hand 
is  decorticated.  The  subject  has  been  investigated 
systematically  from  the  time  of  Hughlings  Jack- 
son,  getting  particular  attention  from  Wernicke, 
Liepmann,  Von  Monakow,  Marie,  Kleist  and  a 
host  of  others.  The  extensive  sensory  studies  of 
Head  and  the  more  recent  physiological  concepts 
of  Walshe,  Brain  and  the  Fulton  group  have 


Read  before  the  Section  on  Nervous  and  Mental  Dis- 
eases, Ohio  State  Medical  Association,  90th  Annual  Meeting, 
Cleveland,  October  7,  8,  and  9,  1936. 


added  much  knowledge,  but  much  is  not  clear  and 
theory  strongly  prevails. 

THE  MOTOR  FEATURES 

The  hand  and  am  that  suffer  acute  insult  in 
their  cerebral  integrations  are  almost  invariably 
flaccid  or  toneless.  In  a typical  fresh  hemiplegia 
the  hand  lies  lifeless,  but  in  appearance  it  re- 
sembles a normal  hand  in  repose.  There  is  no 
special  posture;  the  fingers  are  slightly  flexed,  but 
all  joints  can  be  manipulated  without  resistance 
or  tension.  This  condition  is  commonly  called 


137 


138 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  2 


neural  shock.  Were  it  not  for  the  fact  that  all 
voluntary  movement  is  absent,  the  condition  is 
not  striking.  Reflexes,  however,  are  invariably 
absent. 

If  the  condition  does  not  clear  up  in  a few  days, 
very  slowly  the  trend  is  to  gradual  spasticity.  The 


a h c 


FIGURE  1.  MOTOR  ASPECTS  OF  THE  HAND 

a)  The  scoop-like  hand  of  chronic  hemiplegia.  The  wrist  is 
sharply  flexed,  the  thumb  lies  tightly  adducted  to  the 
side  of  the  palm,  and  the  fingers  are  flexed.  Flexion  of 
the  metacarpo-phalangeal  joint  is  impossible. 

b)  The  sharply  angulated  hand  of  extra-pyramidal  disease. 
The  metacarpo-phalangeal  joint  is  flexed,  the  fingers 
moderately  extended,  and  the  thumb  is  continually  active 
in  an  opposing  tremorous  position  against  the  first  two 
fingers. 

c)  The  normal  posture  of  the  intact  resting  hand.  All  joint 
functions  are  freely  active,  and  the  thumb  hangs  in  a 
neutral  position. 

fingers  flex,  the  wrist  flexes,  the  thumb  remains 
in  an  adducted  and  flexed  position  at  the  side  of 
the  palm,  and  opponens  function  is  impossible. 
The  entire  member  migrates  to  a fixed  position  to 
the  side  of  the  chest  with  the  palm  facing  the 
body.  This  is  the  most  common  and  familiar  pos- 
ture of  the  hand  in  a chronic  hemiplegia.  (Fig- 
ure la).  It  indicates  that  several  important  cor- 
tical functions  are  absent.  The  hand  represents, 
according  to  Brain,  a decerebrate  posture  re- 
sembling the  resting  position  of  the  fore  limb  of 
an  anthropoid  ape.  It  has  the  appearance  of  a 
scoop  or  a broad  hook. 

For  some  reason  certain  hemiplegias  persist  as 
flaccid  forms  of  paralysis.  The  hand  remains 
flabby  and  lies  at  the  side  of  the  body  with  a pos- 
ture not  unlike  the  normal  resting  hand  (Figure 
lc).  These  toneless  hemiplegias,  according  to  the 
Fulton  school  of  investigators,  are  said  to  be  due 
to  lesions  exclusively  involving  the  motor  or  pre- 
rolandic  area  and  sparing  the  so-called  pre-motor 
and  frontal  areas.  The  hypotonic  hand,  however, 
is  also  found  in  severe  post-rolandic  lesions.  This 
matter  of  spastic  and  flaccid  hemiplegia  is  at  the 
present  time  a subject  of  great  controversial  ten- 
sion, and  any  final  dicta  are  unjustified. 

In  contrast  to  the  familiar  decorticated  hand  of 
spastic  hemiplegia  is  the  hand  of  Parkinson’s 
disease,  implicating  the  basal  ganglia  (Figure 
lb).  The  member  is  slightly  extended  at  the  wrist, 
it  is  sharply  flexed  at  the  metacarpo-phalangeal 
joint,  and  all  four  fingers  are  in  rigid  extension. 


The  thumb  is  in  a definite  opposing  position,  and 
thus  comes  in  direct  contact  with  the  first  and 
second  fingers.  Adding  to  this  posture  the  well- 
known  Parkinsonian  static  tremor,  we  have  the 
familiar  pill-rolling  phenomenon  characteristic  of 
the  extra-pyramidal  syndrome. 


FIGURE  2.  RESULTS  OF  THE  COIN-GROPING  TESTS 

a)  The  systematic  exploration  of  the  sheet  by  a normal 
hand  without  agnosia. 

b)  Tracing  of  the  groping  hand  in  a mild  case  of  agnosia. 
Spatial  orientation  of  hand  was  fairly  good,  but  recog- 
nition of  the  object  of  search  was  poor  (Case  I). 

c)  Tracing  of  the  groping  hand  in  a severe  agnosia  (Case 
II).  Because  of  poor  spatial  orientation,  the  groping 
movements  are  stereotyped  and  repeated  many  times. 
The  coin  was  not  recovered. 

Apparently  the  normal  hand  of  the  healthy  in- 
dividual is  a composite  of  these  two  postures, 
implying  that  the  normal  skilled  movements  are 
possible  because  of  a smooth  interaction  of  both 
cortical  and  lenticular  functions.  The  normal 
resting  hand  as  it  hangs  at  the  side  of  the  body 
is  neither  flexed  nor  extended  at  the  wrist,  but 
there  is  a moderate  flexion  in  the  three  distal 
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joints,  and  the  thumb  is  in  a neutral  position  be- 
tween adduction  and  opposition  (Figure  lc).  The 
decorticated  hand  of  chronic  hemiplegia  suffers 
chiefly  because  opponens  function  is  lost  and  the 
metacarpo-phalangeal  joint  is  flattened  and  fixed — 
these  two  defects  making  impossible  the  pre- 
hensile posture  necessary  for  all  skilled  move- 
ments. A close  study,  therefore,  of  the  total  pos- 
ture of  the  hand  is  useful  in  the  evaluation  of  the 
extent  and  locale  of  many  cerebral  lesions. 

THE  SENSORY  FEATURES 

The  sensory  derangements  in  the  hand  which 
is  impaired  in  its  motor  functions  may  be  fre- 
quently overlooked  or  inadequately  studied  for 
various  reasons.  The  patient  may  be  aphasic  and 
unable  to  cooperate  in  the  necessary  tests,  the 
motor  defect  may  overshadow  the  sensory,  and 
finally  the  motor  paralysis  makes  it  impossible  to 
determine  the  extent  of  the  sensory  defects  which 
can  only  be  measured  by'  motor  coordination. 
Hence,  the  best  studies  of  sensory  defects  of  a 
cortical  nature  are  made  upon  patients  who  are 
afflicted  with  lesions  in  the  post-rolandic  or 
parietal  area,  where  primary  motor  centers  are 
not  directly  injured. 

Subjectively,  patients  who  suffer  with  gross 
sensory  defects  of  the  cortical  type  refer  to  their 
impaired  members  as  “dumb  hands”,  as  “poor 
helpers”  and  as  “dead  hands”,  and  in  attempting 
to  use  them  they  are  required  to  concentrate  with 
sharp  attention  upon  the  simplest  acts,  to  use 
their  eyes  as  compensatory  mechanisms  and  to 
perform  these  acts  in  a slow,  unsatisfactory  and 
clumsy  manner.  For  this  reason  these  patients 
are  not  likely  to  carry  coins  and  keys  in  the 
pockets  on  the  side  of  the  defective  hand,  and  the 
opposite  and  healthy  member  is  compelled  to  do 
double  duty  in  the  everyday  activities  of  the 
patient. 

All  the  tests  for  sensory  defect  are  done  with 
the  patients  blindfolded  and  in  complete  silence,  so 
that  compensating  factors  are  eliminated.  All 
objects  and  material  to  be  used  in  the  tests  are 
kept  concealed  until  the  patient  is  blindfolded,  so 
that  spatial  memory  and  orientation  memory  shall 
not  interfere  with  the  results. 

The  simple  receptive  functions  of  the  sensory 
cortex  are  not  those  concerning  such  crude  stimuli 
as  deep  pressure,  pain,  and  extreme  heat  and  cold, 
but  involve  critical  stimuli  such  as  delicate 
cutaneous  touch,  accurate  localization  and  the 
finer  gradations  between  heat  and  cold.  If  these 
are  absent,  the  lesion  is  unquestionably  in  the  im- 
mediate post-rolandic  cortex,  and  all  more 
elaborate  sensory  integrations  are  obviously  im- 
possible. Hence  these  are  tested  first. 

Amplifications  of  these  fundamental  sensory 
functions  can  be  divided  into  three  catagories. 
Anatomical  localization  is  vague  in  direct  pro- 
portion to  their  complexity.  First,  the  apprecia- 
tion of  spatial  qualities  such  as -demonstrated  in 


the  finger-to-nose  test,  the  appreciation  of  a 
change  in  the  position  of  fingers,  thumb  and  wrist 
when  passively  moved;  secondly,  the  ability  to 
recognize  various  intensities  of  pressure,  weight 
and  pin-prick;  and  thirdly,  the  power  to  recognize 
the  shape,  size,  texture  and  consistency  of  objects 
laid  in  the  hand  or  manipulated  by  ordinary  pal- 


pation. These  three  gnostic  aspects  of  sensation 
can  be  impaired  independently  of  one  another  in 
consequence  of  a cortical  lesion.  They  are  true 
properties  of  the  cortex  in  the  parietal  region, 
but  to  hazard  a separate  anatomical  delineation 
for  each  is  unwarranted. 

Of  the  tests  devised  to  demonstrate  such  agnos- 
ias there  are  many,  and  most  of  them  are  simple. 
A reliable  one  which  demonstrates  various  phases 
of  all  three  types  is  the  coin-groping  test.  The 
patient,  after  being  blindfolded,  is  seated  before 
a table  and  asked  to  find  the  coin,  which  lies  some- 
where upon  its  top  surface,  with  the  defective 
hand.  For  the  sake  of  a record,  a small  crayon 
can  be  attached  to  the  little  finger,  and  a graph  of 
the  groping  movements  can  be  made.  In  severe 
agnosias  the  record  will  show  a tendency  to  re- 
peat the  same  circular  movement  across  the  table, 
indicating  the  lack  of  spatial  orientation  and  a 
failure  to  remember  what  part  of  the  table  has 
not  been  searched.  With  the  normal  hand  there  is 
invariably  a systematic  exploration  of  the  entire 
table  if  the  coin  is  not  immediately  encountered. 
Frequently  the  coin  may  be  touched  a number  of 
times  with  the  agnostic  hand  and  may  even  be 
dragged  about  by  the  fingers  without  the  patient’s 
knowledge  until  it  is  pushed  off  on  the  floor,  when 
the  patient  immediately  recognizes  the  true  situa- 
tion by  the  metallic  sound.  This  of  course  in- 
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TABULATION  OF  RESULTS  IN  THREE  CASES  OF  CORTICAL  INJURY  IN  THE  HAND 

AREAS 


Tests 

Motor: 

a)  Grip 

b)  Tone  of  musculature 

c)  Posture  of  hand 

d)  Opponens  function 

Sensory : 

Appreciation  of  fine  discriminative  sense 

a)  Camels  haiy  brush 

b)  Slight  temperature  variations 

c)  Vibratory  sense 

Recognition  of  spatial  relations 

a)  Finger  to  nose  test 

b)  Passive  flexion  and  extension  of  digits 

Appreciation  of  graduated  intensity  of  stimulus 

a)  Variations  in  difference  of  pressures 

b)  Appreciation  of  weight 

Recognition  of  external  objects 

a)  Shapes  of  objects 

b)  Texture  of  surfaces 

c)  Two  point  discrimination 

d)  Coin  groping  test 

Ideomotor  Praxic  Tests 

Thalamic  Over-response  to  Pin  Prick 


Case  I 

Case  II 

Case  III 

Normal 

Normal 

Weak 

Slightly  spastic 

Slightly  spastic 

Flaccid 

Slightly  cupped 

Slightly  clawed 

Normal 

Poor 

Absent 

Absent 

Good 

Poor 

Absent 

Good 

Poor 

Absent 

Good 

Poor 

Poor 

Good 

Poor 

Impossible 

Good 

Poor 

Absent 

Good 

Poor 

Poor 

Good 

Poor 

Absent 

Poor 

Poor 

Absent 

Poor 

Absent 

Absent 

Poor 

Poor 

Absent 

Poor 

Impossible 

Impossible 

Good 

Fair 

Fair 

Not  demonstrated 

Uncertain 

Suggestive 

dicates  a loss  of  discriminative  touch  and  inability 
to  recognize  form,  size  or  consistency.  (Fig.  2.) 

When  the  normal  hand  appreciates  all  these 
critical  and  discriminative  qualities  it  responds 
quickly  and  skillfully  with  a definite  motor  pat- 
tern. In  sensory  defects,  even  though  motor  func- 
tion may  be  good,  the  resulting  movements  are 
generally  clumsy  and  inadequate.  All  such  re- 
sponses may  be  termed  a simple  apraxia. 

Liepmann  and  Von  Monakow  have  described  a 
defect  called  ideomotor  apraxia.  This  implies  a 
deep-seated  psychic  or  memory  defect  and  may 
often  be  present  when  all  ordinary  motor  and  sen- 
sory functions  are  apparently  intact.  Even 
though  the  patient  can  recognize  and  handle  a 
given  object,  to  manipulate  it  through  a series  of 
successive  movements  in  logical  order  may  be  im- 
possible. The  classic  example  is  the  patient  who, 
upon  being  given  a box  of  matches,  which  he 
recognizes  by  name,  and  a cigar  which  he  accepts 
with  glowing  gratitude,  proceeds  to  light  the  cigar 
by  rubbing  its  end  against  the  side  of  the  box; 
when  finally  successful  in  striking  a light  he  holds 
the  match  stupidly  in  his  fingers  until  he  is 
burned.  He  has  lost  his  memory  of  the  proper 
sequence  of  isolated  skillful  maneuvers.  Such  a 
defect  is  probably  due  to  many  widely  distributed 
or  sub-cortical  lesions  involving  many  portions  of 
the  left  cerebral  hemisphere.  This  type  of  defect 
was  not  demonstrated  in  any  of  the  three  cases 


described  in  this  report — testifying  to  the  concept 
that  none  had  anything  more  than  a single 
parietal  lesion. 

Several  investigators  have  made  mention  of  the 
so-called  thalamic  over-response.  They  believe 
that  if  any  portion  of  the  body  is  deprived  of  dis- 
criminative cortical  sense,  noxious  stimuli  such  as 
pin-prick  will  cause  a somewhat  delayed  but 
violent,  massive  over-reaction  which  is  theoreti- 
cally a short-circuit  integration  through  the  thal- 
amic and  extra-pyramidal  centers.  It  represents  a 
decorticated  or  primitive  emotional  reaction,  and 
is  said  to  be  greatly  modified  by  the  emotional 
status  of  the  patient  at  the  time  of  the  stimulus. 
No  such  definite  phenomenon  was  satisfactorily 
elicited  in  these  patients,  possibly  because  there 
are  no  recognized  control  data.  A varied  and  un- 
certain type  of  reaction  was  found,  at  times  the 
withdrawal  being  more  exaggerated  and  again  at 
other  times  no  reaction  at  all  was  elicited  which 
was  different  from  that  in  the  normal  hand.  The 
only  conclusion  which  can  be  made  is  that  thresh- 
hold  factors  enter  into  the  problem  which  vary 
greatly  and  which  cannot  be  accurately  measured. 

CASE  REPORTS 

For  the  sake  of  clinical  orientation,  the  case  re- 
ports of  three  parietal  lesions  are  briefly  pre- 
sented. (Fig.  3.) 

Case  I:  S.  S.,  male,  35  years  old,  suffered  a 

head  injury  when  about  four  years  of  age.  Some 
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10  years  later  a decompression  was  done  over  the 
right  parietal  area  measuring  3 x 6.2  cm.  The 
reason  for  this  procedure  is  unknown.  The  left 
side  of  the  body  is  moderately  spastic  and  there  is 
some  shortening  of  the  long  bones  of  both  upper 
and  lower  extremities.  The  Hand  is  slightly 
cupped,  and  the  arm  has  the  typical  posture  of  a 
spastic  hemiplegia  of  the  infantile  type.  Reflexes 
are  hyperactive,  on  the  defective  side,  there  is  a 
suggestive  Babinski,  but  the  facial  muscles  are 
not  involved. 

Case  II : M.  E.,  male,  age  43,  had  a cerebral 
abscess  in  1933,  on  the  right  side  of  the  brain  from 
which  a hemolytic  staphylococcus  was  grown.  A 
right  craniotomy  and  evacuation  of  the  abscess 
was  done  in  Baltimore,  and  the  patient  made  an 
afebrile  recovery.  There  is  now  a huge  operative 
defect  in  the  right  parietal  region,  measuring 
714x12  cm.  There  are  fragments  of  increased 
density  in  the  deeper  portions  of  the  wound. 

The  left  side  is  hemiplegic,  including  the  face 
which  shows  a cortical  type  of  weakness.  Over 
the  entire  left  half  of  the  body  there  is  a hemi- 
hypoesthesia  to  delicate  cutaneous  sense.  The 
hand  is  moderately  spastic  in  posture. 

Case  III : J.  R.,  male,  age  24,  was  admitted 
several  times  to  the  hospital  in  status  epilepticus. 
In  1921  he  received  a fractured  skull  during  a 
street  brawl  when  he  was  struck  by  a pair  of 
brass  knuckles.  He  was  decompressed  over  the  left 
parietal  area  several  times  for  dural  adhesions, 
this  apparently  being  done  with  the  hope  of  stay- 
ing his  frequent  convulsive  attacks.  In  this  area 
there  is  a cranial  defect  measuring  8*4  by  4!4 
cm.  extending  well  over  the  rolandic  fissure. 

The  right  side  of  the  body  is  paretic  and 
moderately  flaccid.  The  face  is  not  involved. 
There  is  a hemi-hypoesthesia  to  all  qualities,  of 
sensation,  particularly  to  cutaneous  and  position 
sense.  Encephalograms  reveal  a slight  internal 
hydrocephalus  on  the  left  side. 

The  three  records  are  presented  in  order  of 
severity  of  functional  disability.  In  the  first  case 
it  will  be  noted  that  the  motor  posture  was  some- 
what like  the  Parkinsonian  hand,  and  opponens 
function  was  present  to  some  degree.  Apprecia- 
tion of  fine  cutaneous  sense  and  recognition  of 
spatial  relations  was  good,  but  the  third  type  of 
gnosia  was  consistently  poor.  In  the  third  patient 
the  hand  was  atonic,  with  no  contractures,  and  all 
sensory  function  was  practically  nil.  The  second 
case  roughly  occupied  an  intermediate  position. 
It  is  evident  that  variations  are  found  in  every 
case,  and  the  gradations  of  defect  are  many.  These 
are  probably  dependent  not  only  on  the  amount 
of  cortex  involved  but  upon  the  penetration  of  the 
lesion  into  the  deeper  white  matter  and  possibly 
into  the  neighboring  basal  ganglia. 

SUMMARY 

The  cortex  furnishes  those  finer  sensorimotor 
integrations  of  the  hand  which  allow  skilled 
manipulation  of  objects — emphasizing  the  pre- 
hensile or  opposing  function  of  the  thumb  and  the 
easy  manipulation  of  the  metacarpo-phalangeal 
joints. 

The  decorticated  hand  assumes  a posture  in 
which  these  features  are  absent,  and  this  posture 


is  fairly  characteristic.  It  is  easily  differentiated 
from  that  of  chronic  disease  of  the  extrapyra- 
midal  system. 

On  the  sensory  side,  the  hand  may  be  deprived 
of  one,  two  or  all  of  three  physiological  capacities 
which  are  encountered  in  lesions  of  the  parietal 
cortex.  Strictly  anatomical  correlations  are  not 
possible.  All  gradations  of  disability  are  found. 
In  injuries  to  the  parietal  cortex  alone,  the  more 
complex  ideomotor  apraxias  are  not  demonstrated ; 
neither  is  the  so-called  “thalamic  over-response” 
a constant  phenomenon. 


Epidemiology  of  Influenza 

Shope  in  1931  determined  that  swine  influenza 
was  caused  by  a filterable  virus  in  symbiosis  with 
an  influenza  bacillus. 

Andrews,  Laidlaw  and  Smith,  in  1932,  proved 
that  human  epidemic  influenza  was  due  to  a filter- 
able virus  which  could  be  transmitted  to  ferrets. 
Francis  then  transmitted  the  disease  from  ferrets 
to  young  mice. 

These  initial  studies  have  made  possible  an  ex- 
tensive series  of  observations  upon  the  virus  of 
human  influenza  and  the  immunity  of  animals  and 
of  mankind  to  this  virus.  Infection  occurs  through 
the  respiratory  tract  and  the  virus  is  not  found 
in  other  organs  or  in  the  blood  stream  . 

Neutralization  tests  show  that  a few  individuals 
possess  a high  degree  of  immunity  against  the 
virus.  Others  have  no  immune  bodies  in  their 
blood.  Infants  and  young  children  have  little  im- 
munity, but  after  three  years  of  age,  immune 
bodies  begin  to  appear  in  the  blood  stream  and  in- 
crease rapidly. 

The  influenza  virus  is  widely  distributed 
throughout  the  world.  All  strains  isolated  thus 
far  are  very  similar,  if  not  identical.  Immunity 
following  infection  is  probably  of  fairly  short 
duration,  but  in  animals  at  least,  immunity  is 
readily  reacquired  by  a single  subcutaneous  in- 
fection of  living  virus.  Production  of  immunity  in 
human  beings  by  subcutaneous  injection  of  living 
influenza  virus  has  been  attempted  in  a group  of 
volunteers.  The  results  that  have  been  secured 
are  encouraging. — Abstract  of  address  made  by 
W.  G.  Smillie,  M.D.,  professor,  public  health  ad- 
ministration, Harvard  School  of  Public  Health, 
Boston,  at  Ohio  Health  Commissioners’  Con- 
ference, Columbus,  Ohio,  Nov.  4-7,  1936. 


MEDICINE  AN  ART 

Nothing  must  make  unheard  those  words  so 
often  expressed  by  the  sick,  “Doctor,  I’m  so  glad 
you  have  come”.  There  is  wrapped  up  in  that 
one  sentence  the  epitome  of  the  medical  art  which 
has  existed  through  the  centuries.  It  is  akin  to 
the  child  who  reaches  out  his  hands  to  his  mother 
and  finds  solace  and  understanding  in  her  arms. — 
Maxwell  Lick,  M.D.,  Erie,  Pa.,  Penn.  Med.  Jour., 
40:1,  Oct.,  1936. 


THE  RECOGNITION  IN  OHIO  OF  OBSTETRICS  AS  A MOST 
IMPORTANT  BRANCH  OF  PREVENTIVE  MEDICINE 

By  WALTER  BRAND,  M.D.,  Toledo,  Ohio 


IN  an  editorial  Mr.  B.  C.  Forbes  asks:  “Which 
is  the  most  vital,  the  most  important  industry 
of  all?  Agriculture?  Steel?  Building  Rail- 
roading? Meat  Packing?  Motor  Building?  Tex- 
tile Manufacturing?  No!  The  most  important 
industry  of  all  is  the  raising  of  children  of 
healthy  human  beings.” 

In  the  registration  area  of  the  United  States, 
which  represents  about  two-thirds  of  the  total 
area,  11.500  women  die  annually  in  childbed.  At 
first  glance  6.5  maternal  deaths  in  every  thousand 
births  may  seem  small,  but  compare  this  with  the 
total  death  rate  of  population,  the  maternal  rate 
is  recognized  as  far  too  high.  Doctor  George  Boyd 
of  Philadelphia  says,  “The  causes  of  this  high 
maternal  rate  are  not  “Still  to  seek”,  nine-tenths 
of  all  mothers  in  America  receive  no  pre-natal 
care,  30  per  cent  are  attended  by  midwives,  that 
the  general  mortality  in  childbirth  is  second  only 
to  that  from  tuberculosis,  in  women  of  this  age, 
and  that  nearly  half  are  due  to  sepsis.” 

These  are  cold  facts  and  carry  the  story  of  our 
national  neglect  and  indifference.  Observations 
of  this  kind,  published  in  the  columns  of  the  New 
York  Herald  and  syndicated,  are  an  announce- 
ment, not  only  to  the  community  in  general,  but 
to  the  medical  profession,  that  obstetrics  is  an 
important  branch  of  preventive  medicine.  Child- 
birth has  been  called  “World  Immigration”  and 
it  is  our  duty  as  physicians,  to  surround  this 
greatest  of  all  immigrations,  the  entrance  into 
this  world,  with  all  possible  safeguards,  so  that 
from  the  lying-in  room  a strong,  rugged,  healthy 
mother  may  be  returned  to  her  sphere  of  activity, 
to  properly  provide  for  and  supervise,  as  only  a 
healthy  mother  can,  the  development  and  activities 
of  our  greatest  national  asset,  “The  Child.” 

We  have  been  tardy  in  recognizing  obstetrics  as 
one  of  the  greatest  of  all  branches  of  preventive 
medicine.  Until  1909,  the  practice  of  obstetrics 
proceeded  along  the  way  of  least  resistance  and 
effort.  At  this  time  a socially  minded  group  of 
women  organized  the  Women’s  Municipal  League 
of  Boston  and  began  to  scrutinize  conditions 
among  the  poor.  Then  followed  in  rapid  suc- 
cession similar  social  organizations  in  other  of 
the  large  eastern  cities.  Then  came  the  American 
Association  for  the  study  and  Prevention  of  In- 
fant Mortality.  In  1912  the  Children’s  Bureau  of 
the  Department  of  Labor  was  created  by  Con- 
gress, then  followed  the  Maternity  Center  Asso- 
ciation of  New  York.  These  very  active  social 
movements  and  their  findings  stimulated  the  or- 
ganization of  the  American  Committee  on  Ma- 
ternal Welfare,  the  first  purely  medical  movement 
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to  become  enlisted  in  solving  the  problem,  which 
still  so  engrossingly  confronts  us. 

In  1930  the  White  House  Conference  brought 
all  these  agencies  together.  The  problem  studied 
from  every  angle  is  so  great,  time  does  not  permit 
discussion  of  the  exhaustive  report  of  this  con- 
ference, except  that  the  interchange  of  opinions 
and  findings  gave  the  obstetric  world  a fairly  true 
picture  of  existing  conditions  and  practices.  This 
White  House  Conference  report  was  followed  by 
the  study  of  the  New  York  Committee  of  Maternal 
Welfare,  a critical  analysis  of  the  conduct  and 
procedure  of  2,421  maternal  deaths  in  New  York 
City.  The  recommendations  of  this  committee  for 
the  Improvement  of  Maternal  Care  were  not 
wholly  accepted  by  obstetricians  generally — but 
well  served  its  purpose  by  making  those  gentle- 
men practicing  obstetrics — obstetrically  conscious 
— a very  important  and  significant  step  forward. 
The  Philadelphia  report  followed  and  then  the 
survey  of  15  states  and  rural  communities,  in 
contrast  to  the  New  York  and  Philadelphia  re- 
ports which  were  wholly  urban.  The  release  of 
these  reports  with  their  conclusions  resulted  in  a 
storm  of  criticism  of  the  medical  profession.  Some 
of  it  may  have  been  justified. 

In  1932  a small  group  of  hospital  obstetricians 
under  the  leadership  of  Doctor  A.  J.  Skeel  met 
and  undertook  a critical  analysis  of  the  work  in 
their  respective  hospitals.  Before  the  study  had 
proceeded  a full  year,  several  very  significant 
observations  were  clearly  defined: 

1.  The  lack  of  comprehensive  pre-natal  obser- 
vation due  in  part  to  the  indifference  of  the  at- 
tending physician  and  to  a greater  degree  to  the 
potential  mother,  who  was  disinclined  to  such  an 
examination  with  the  comment  that  her  mother 
had  given  birth  to  from  3 to  12  children  and  she 
did  not  have  all  that  fussiness. 

2.  The  failure  of  the  general  practitioner  to 
recognize  complications  and  promptly  institute 
proper  treatment. 

3.  Failure  or  delay  in  calling  an  obstetrician 
in  consultation. 

4.  Attempts  at  major  obstetric  operations, 
when  insufficiently  trained. 

Obstetricians  from  cities  and  towns  surround- 
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mg  Cleveland  heard  of  these  studies  and  were  so 
intrigued  with  the  plan  and  suggested  a similar 
study  covering  the  entire  state,  to  attempt  to  de- 
termine why  Ohio  has  a maternal  mortality  of  6.5 
per  1,000  births.  Ohio  hospitals  with  300  or  more 
deliveries  a year  were  invited  to  attend  a meeting 
in  Cleveland  and  the  Hospital  Obstetric  Society  of 
Ohio  was  organized  shortly  after.  This  society  is 
one  of  hospitals  with  an  obstetric  division  and  the 
hospital  is  the  unit  of  membership,  represented 
by  the  organized  obstetric  staff  and  votes  as  a 
hospital  unit. 

The  state  was  organized  into  six  districts  and 
as  each  hospital  is  a unit,  the  Cleveland  plan  of 
study  was  continued.  Conferences  in  each  dis- 
trict are  held  from  four  to  six  times  a year,  ac- 
cording to  the  number  of  puerperal  deaths,  and  it 
was  soon  observed  that  a considerable  number  of 
pathologic  cases  were  available  for  discussion  and 
analysis.  In  the  42  member  hospital  units,  it  was 
found  that  87.6  per  cent  of  puerperal  deaths  had 
known  pathology  on  admittance.  Thus  an  inter- 
esting field  of  study  was  developed — and  the 
regular  conferences  soon  became  the  center  of  in- 
terest to  all  the  physicians  attending  obstetric 
cases  in  the  various  hospitals.  The  average  gen- 
eral practitioner  delivers  from  10  to  20  women 
during  a year,  consequently  he  comes  in  contact 
with  a pathological  case,  probably  once  in  two 
years.  We  are  all  human,  and  with  such  a limited 
experience,  we  have  not  the  same  keenness  of 
observation  so  essential  to  early  diagnosis.  To  a 
considerable  degree  the  hospital  obstetric  con- 
ference, is  a refresher  course,  if  I may  use  this 
term  in  a broad  sense,  stimulating  the  physician’s 
diagnostic  ability  by  the  free  and  frank  discus- 
sion of  pathologic  cases  and  their  treatment. 

It  has  been  the  practice  of  each  group  to  ad- 
vise each  member  hospital  of  the  deaths  in  the 
interval  and  usually  one  or  two  obstetricians  are 
assigned  to  abstract  the  record,  to  the  minutest 
detail,  paying  especial  attention  to  the  conduct  of 
the  case  before  admittance  and  the  exact  con- 
dition of  the  patient  at  that  time  so  that  in  as- 
signing the  case  to  bed  occupancy  if  infection  or 
temperature  exist  she  may  be  so  placed  as  not  to 
be  a hazard  to  other  patients,  as  well  as  providing 
the  basis  for  subsequent  discussion  in  case  of 
death. 

The  abstract  of  each  case  carefully  prepared  is 
given  to  the  secretary  of  the  district  and  he  reads 
the  record.  Hospital,  physician  and  name  of  pa- 
tient are  not  mentioned,  as  anonymity  was  found 
to  stimulate  a much  more  free  discussion,  free 
from  personalities  and  institutional  influences. 
These  conferences,  as  Doctor  Skeel  has  so  aptly 
said  are  “experience  meetings”,  every  one  attend- 
ing profits,  and  we  learn  “What  not  to  do.” 

These  district  conferences  of  the  hospital  units 
stimulated  the  periodic  staff  conference  of  the 


obstetric  division  in  which  the  review  of  the  cases 
of  their  own  institution  were  made.  It  was  ob- 
served that  the  regular  and  courtesy  staff  were 
more  careful  in  the  observation  of  their  cases, 
with  the  result  that  they  were  more  conserva- 
tively careful  in  the  conduct  of  their  cases;  which 
resulted  in  rules  and  regulations  and  a technique 
being  developed  in  the  hospital  unit.  Hospital 
administrators  became  interested  in  the  activities 
of  the  society  and  it  was  found  that  there  was  a 
considerable  variation  in  the  maternity  depart- 
ment and  staff  organization  of  the  various  in- 
stitution. This  led  to  an  appointment  of  a com- 
mittee on  “Organization  and  Standards”  for  the 
maternity  divisions  and  with  the  support  of  hos- 
pital administrators,  a definite  set-up  was  de- 
veloped for  the  care  of  maternity  cases. 

After  a year  of  study  by  the  committee  on  this 
problem,  at  a joint  meeting  of  the  Hospital  Ob- 
stetric Society  and  the  Ohio  Hospital  Association, 
rules  and  regulations  were  subscribed  to  by  both 
groups,  which  included  a complete  segregation 
and  isolation  of  the  maternity  division  and 
isolation  of  the  infected  case.  This  segregation 
and  isolation  also  included  the  segregation  of  per- 
sonnel as  well  as  of  space. 

Second,  the  organization  of  every  obstetric 
division  with  a chief  to  whom  the  hospital  and 
the  hospital  administrator  depends  for  the  estab- 
lishment of  policies  and  technique  in  his  depart- 
ment. 

Third,  the  organization  of  the  courtesy  staff  of 
all  general  practitioners  in  each  hospital  who 
bring  their  patients  in  for  delivery.  Each  general 
practitioner  on  the  courtesy  staff  signs  an  agree- 
ment, whereby  the  director  of  obstetrics  or  his 
chosen  representative  shall  have  the  authority  to 
supervise  and  control  the  conduct  of  the  case, 
whenever  such  control  is  advisable  for  the  welfare 
of  the  patient.  He  agrees  to  attend  the  regular 
conferences,  clinics,  and  meetings  of  the  staff  and 
will  make  all  reasonable  effort  to  improve  his 
knowledge  of  obstetrics  and  skill  in  its  practice. 
That  he  will  be  subject  to  and  conform  with  such 
rules  and  regulations  as  shall  from  time  to  time 
be  made  for  the  good  of  the  service  or  the  benefit 
of  the  patient. 

As  Doctor  Skeel  has  said,  “The  psychological 
effect  of  this  arrangement  has  been  wonderful. 
The  doctors  are  proud  to  be  chosen  for  this  group 
and  take  the  position  that  their  patients  have  the 
added  knowledge  that  the  specialist  affords.  Best 
of  all,  since  the  organization  of  the  courtesy  staff, 
I have  not  once  had  to  advise  when  these  men 
should  have  a specialist  in  consultation,  for  they 
have  beaten  me  to  it  every  time  and  take  pride  in 
so  doing.  The  members  of  this  group,  through 
the  stimulus  of  the  staff  obstetric  conferences  are 
keenly  alive  to  the  need  for  early  diagnosis.  They 
are  all  family  doctors  but  are  acquiring  obstetric 
knowledge  at  an  amazing  rate.  I think  none  of 
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them  would  accept  the  loss  of  his  newly  found 
opportunity,  without  vigorous  protest.” 

After  three  years  of  effort  in  developing  the 
activities  of  the  society  to  this  point,  a committee 
was  appointed  to  study  the  problem  of  the  second 
group  of  hospitals  in  the  state,  who  deliver  from 
300  to  100  cases  per  year.  This  committee  is  com- 
posed of  physicians,  hospital  administrators  and 
a representative  of  the  State  Board  of  Health. 
They  are  making  an  exhaustive  study  of  this 
large  group  and  have  made  two  preliminary 
reports.  They  have  visited  each  hospital  in  the 
state  in  this  group,  and  have  made  a survey  of 
the  administrative  and  physical  set  up  and  of  staff 
organization.  Their  final  report  will  be  made  in 
April,  1937,  at  a joint  meeting  of  the  Hospital 
Obstetric  Society  of  Ohio  and  the  Ohio  Hospital 
Association. 

At  this  time  I would  like  to  take  the  opportunity 
of  expressing  our  deep  sense  of  gratitude  and 
appreciation  for  the  loyal,  intelligent  and  whole- 
hearted cooperation  of  the  Ohio  Hospital  Associa- 
tion in  aiding  us  to  develop  a hospital  service  in 
all  communities  to  which  any  pregnant  woman 
may  appeal  for  help  with  the  assurance  that  she 
will  be  intelligently,  conservatively,  efficiently  and 
safely  advised  during  this  momentous  period  of 
her  life. 

An  impetus  was  given  our  activities  by  the 
Maternal  and  Child  Welfare  division  of  the  Social 
Security  Act  so  recently  passed  and  to  be  ad- 
ministered by  the  State  Board  of  Health  through 
the  Child  Hygiene  division.  Time  will  not  permit 
the  detailed  discussion  of  the  interlocking  activi- 
ties of  these  organizations,  except  to  say  that 
there  is  a complete  sympathy  and  understanding 
with  resultant  cooperation  among  the  three  or- 
ganizations in  the  attempt  to  solve  this  great 
problem. 

It  is  well  known  that  the  general  practitioner  of 
medicine  delivers  from  75  per  cent  to  80  per  cent 
of  the  women  of  our  state,  and  when  we  consider 
the  vast  obstetric  practice  and  observation  which 
is  daily  going  on  in  the  large  population  of  our 
state,  we  must  all  regret  that  an  enormous 
amount  of  valuable  experience  has  been  allowed  to 
practically  go  to  waste.  I do  not  allude  to  the 
obstetricians  associated  with  our  universities  and 
hospitals  in  the  large  centers  of  population  who 
have  availed  themselves  of  the  opportunity  of 
observation  and  of  gaining  extensive  experience, 
but  I do  allude  to  the  large  body  of  our  colleagues 
engaged  as  general  practitioners  who  spend  long 
and  active  lives  in  the  practice  of  obstetrics  and 
who  would  be  able,  through  a medium  like  the 
Hospital  Obstetric  Society  of  Ohio  to  contribute 
a large  amount  of  obstetric  experience  of  interest 
and  value,  which  but  for  such  an  opportunity, 
would  remain  uncommunicated  and  lost  to  that 
group  of  gentlemen  engaged  in  obstetric  practice. 

A time  will  come  when  the  Hospital  Obstetric 


Society  of  Ohio  with  its  vast  advantages  afforded 
by  our  large  population  and  by  the  united  group 
of  gentlemen  engaged  in  obstetric  practice,  will 
possess  an  accumulated  knowledge  far  exceeding 
those  of  any  other  medical  group  and  furthermore 
the  six  districts  of  this  society  all  contributing 
vast  funds  of  scientific  facts  and  priceless  knowl- 
edge, gleaned  from  all  varieties  of  the  human 
race,  living  under  every  modification  of  habits  and 
grades  of  civilization  will  furnish  us  with  such 
an  amount  of  data  as  will  raise  the  society  to  the 
loftiest  pinnacle  of  dignity  and  importance. 

It  brings  together  the  members  of  the  medical 
profession  practicing  obstetrics  and  enables  us  to 
know  each  other.  It  binds  us  together  with  a 
social  bond  which  must  ever  be,  not  only  a source 
of  satisfaction,  but  improvement  and  advantage. 
The  friction  of  different  minds  seriously  engaged 
in  similar  pursuits  is  valuable.  It  is  hardly  pos- 
sible for  any  man  who  has  carried  the  responsi- 
bility and  experienced  the  hours  of  anxiety  con- 
nected with  the  conduct  of  difficult  cases  of  labor, 
not  to  have  meditated  on  these  subjects  and 
gained  some  original  thoughts  which  he  may 
profitably  communicate  to  the  members  of  this 
society.  As  a member  of  this  society  he  is  in 
close  communication  with  that  great  body  of  his 
fellow  obstetricians  and  he  has  available  the  data 
of  experience  which  ranks  him  with  that  great 
body  of  fellow  obstetricians  who  are  devoting 
their  talents  to  preserving  the  lives  of  expectant 
mothers,  who  must  ever  hold  the  first  and  fore- 
most claim  upon  our  interest,  sympathy  and  af- 
fections. 

No  matter  how  lavishly  and  unselfishly  the 
Hospital  Obstetric  Society  of  Ohio,  the  State  Board 
of  Health  and  the  Ohio  Hospital  Association  with 
their  inclusive  personnel  and  facilities,  devoted 
and  dedicated  themselves  to  stimulate  hospitaliza- 
tion of  the  pregnant  woman  in  adequately  equip- 
ped and  operated  institutions,  with  refresher  and 
demonstration  seminars  for  the  doctor,  nurse  and 
laity,  we  can  only  hope  to  attain  our  objective 
when  the  public  becomes  aware  of  what  con- 
stitutes adequate  maternal  care;  then  and  only 
then,  will  the  mortality  and  morbidity  rate  be 
lowered. 

DISCUSSION 

A.  J.  Skeel,  M.D.,  Cleveland:  Dr.  Brand  has  just 
presented  to  you  in  his  usual  masterly  fashion,  a 
picture  of  the  obstetric  problem  as  it  exists  in 
this  country.  He  has  told  of  the  organization  of 
various  groups  whose  study  has  developed  the 
fact  that  our  women  do  not  receive  as  good  ma- 
ternal care  as  we  know  how  to  give.  He  has  told 
you  of  the  studies  of  the  Children’s  Bureau, 
showing  an  annual  maternal  mortality  of  11,500 
in  the  registration  area  of  the  U.  S.  and  that  this 
covers  only  two-thirds  of  the  country. 

He  has  told  of  the  White  House  conference.  He 
has  stated  that  in  Ohio  there  is  a maternal  mor- 
tality of  6.5  per  cent  per  1000  births.  He  has  told 
of  the  Cleveland  Hospital  Obstetric  Society  and 
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the  development  of  a new  type  of  study  now 
known  over  the  entire  country  as  “The  Cleveland 
Plan’’;  of  the  organization  of  the  Hospital  Ob- 
stetric Society  of  Ohio  to  extend  this  plan  over 
the  entire  state.  You  have  heard  how  the  Ohio 
Hospital  Association  endorsed  and  supported  this 
effort,  and  how  the  American  Hospital  Association 
adopted  many  of  these  thoughts  in  its  recently 
published  manual  on  hospital  obstetric  procedure 
and  technique. 

The  declared  purpose  of  the  Hospital  Obstetric 
Society  of  Ohio  is:  To  develop  better  methods  for 
hospitalization  and  care  of  the  obstetrical  patient 
and  the  new  born  child.  To  this  end  it  is  our  pur- 
pose to  study  all  the  conditions  which  affect  the 
welfare  of  patients  who  enter’ hospitals  for  obstet- 
ric care,  and  to  introduce  and  standardize  methods 
for  the  improvement  and  care  of  such  patients. 

This  study  has  been  going  on  simultaneously 
for  over  two  years  in  each  of  the  six  districts  in 
Ohio.  We  have  studied  intensively  the  causes  of 
our  high  maternal  mortality.  Our  plans  for  pre- 
vention are  being  rapidly  completed.  Our  recom- 
mendations, for  better  pre-natal  care,  for  effective 
organization  of  hospitals,  to  give  trained  super- 
vision to  complicated  cases  in  the  hospital,  to 
secure  early  diagnosis  of  these  complications,  etc., 
are  known  to  most  of  the  medical  profession  of 
our  state.  We  have  secured  the  endorsement  and 
active  support  of  medical  opinion  for  the  plans 
thus  formulated. 

No  matter  how  completely  we  sell  the  idea  of 
better  obstetrics  to  the  doctor,  our  efforts  at  prog- 
ress will  fail,  unless  the  public,  the  women,  recog- 
nize their  own  need  for  this  care.  We  need  both 
the  moral  and  financial  support  of  aroused  public 
opinion,  to  make  our  program  effective.  When  the 
doctor  urges  more  careful  pre-natal  supervision  for 
his  patient,  if  she  thinks  he  is  trying  to  stimulate 
needless  office  visits,  he  loses  prestige,  and  his 
enthusiasm  for  rendering  better  service  gets  a 
cold  shower. 

When  the  doctor  tries  to  send  his  patient  to  a 
good  safe  hospital,  and  she  thinks  only  of  cheap 
service,  his  best  efforts  are  thwarted.  Good  ob- 
stetrics costs  more  than  poor  obstetrics,  careful 
supervision  costs  more  than  little  or  none.  A hos- 
pital with  no  standards  can  operate  more  cheaply 
than  one  with  high  standards.  Efficient  nursing 
service  costs  more  than  inadequate  nursing  ser- 
vice. In  last  analysis  we  must  create  a demand 
for  better  goods  if  we  expect  to  sell  better  goods 
to  our  clientele. 

The  next  step  in  our  program  must  be  a definite 
effort  to  arouse  in  women  a healthy  dread  of  poor 
obstetrics,  and  a vigorous  demand  for  good  ob- 
stetrics. We  must  point  out  the  sad  consequences 
of  poor  or  inadequate  care,  and  the  benefits  of 
adequate  care,  and  we  must  teach  them,  as  Dr. 
Brand  says,  “What  constitutes  adequate  maternal 
care”. 

We  should  as  doctors  not  only  teach  this  to  our 
patients  personally,  but  we  must  take  every  op- 
portunity to  give  public  expression  to  this  same 
thought.  Patients  demand  the  best  that  science 
can  give  in  other  medical  fields;  we  are  at  fault  if 
they  do  not  recognize  and  demand  good  obstetric 
care.  The  next  step  in  the  program — create  a 
public  demand  for  better  obstetrics.  Do  this  per- 
sonally, in  print,  over  the  radio,  where  you  will, 
but  do  it. 


THE  PREVENTION  OF  DEAFNESS 

Active  prevention  of  deafness  as  disclosed  by 
careful  examination  should  include  the  follow- 
ing— 

(1)  The  removal  of  obstructing  masses  of 
adenoid  tissue.  These  by  their  size  not  only  oc- 
clude the  naso-pharynx  but  obstruct  the  openings 
of  the  eustachian  tubes,  thus  interfering  with  the 
proper  aeration  of  the  middle  ear.  In  addition,  in 
acting  as  sites  for  infection,  they  lead  to  re- 
peated attacks  of  otitis  media.  In  case  the  tonsils 
are  involved  they  should  be  removed  also.  Fre- 
quently, however,  the  removal  of  the  adenoid 
mass  alone  is  sufficient. 

(2)  Any  pain  in  the  ear  should  receive  prompt 
attention.  In  case  the  pain  is  not  relieved  by 
simple  measures  and  the  membrane  is  bulging,  an 
early  paracentesis  should  be  performed.  If  al- 
lowed to  rupture  a large  part  of  the  membrane 
may  be  destroyed. 

(3)  An  ear  should  not  be  allowed  to  discharge 
indefinitely.  If  an  ear  has  discharged  for  four,  or 
at  most  six  weeks,  with  little  sign  of  abatement, 
in  the  absence  of  any  and  all  other  signs,  the 
mastoid  process  should  be  exenterated.  This  has 
been  our  procedure  both  in  private  practice  and 
in  the  clinic  for  many  years  and  we  have  failed 
as  yet  to  find  a single  case  where  the  mastoid 
operation  was  not  indicated.  In  this  way  not  only 
is  the  danger  of  a chronic  discharging  ear  and 
intracranial  complications  avoided,  but  above  all 
the  hearing  is  preserved. 

(4)  The  child  who  is  apparently  inattentive  or 
dull  should  always  be  given  the  benefit  of  the 
doubt  and  an  examination  made.  Not  infre- 
quently the  cause  will  be  found  to  be  a retracted 
ear  drum.  If  inflation  is  promptly  instituted  the 
drum  will  be  restored  to  its  normal  position  be- 
fore adhesions  have  taken  place  and  there  will  be 
a return  to  normal  hearing. 

(5)  A routine  examination  of  the  ears  should 
be  made  during  the  course  of  the  contagious  dis- 
eases, notably  measles,  scarlet  fever  and  diph- 
theria. In  very  young  children  a routine  examina- 
tion of  the  ears  should  always  accompany  the  gen- 
eral examination  in  all  cases  of  unexplained  fever. 
Not  infrequently  a bulging  ear  drum,  signifying 
an  otitis  media,  will  be  found  to  be  the  cause. 

(6)  In  older  children,  and  in  adults  any  ad- 
ventitious sounds,  grouped  under  the  general 
name  of  tinnitus,  should  be  investigated. 

(7)  Above  all,  a discharging  ear  should  always 
remain  under  observation  and  treatment  until  the 
discharge  has  ceased.  A discharging  ear  is  always 
a dangerous  ear. 

If  the  above  measures  are  followed  much  of  the 
deafness  of  childhood  and  of  later  life  as  well 
will  be  prevented. — Wm.  B.  Chamberlin,  M.D., 
Cleveland,  Ohio. 


AN  EVALUATION  OF  THE  TANNIC  ACID  TREATMENT  OF  BURNS 

A Clinical  Study  of  556  Burns  So  Treated  Over  a Period  of  Eleven  Years 
By  DONALD  M.  GLOVER,  M.D.,  Cleveland,  Ohio 


IN  A PREVIOUS  communication1  we  reported 
our  experiences  with  the  early  years  of  the 
tannic  acid  treatment  of  burns  at  St.  Luke’s 
Hospital.  With  the  present  report  of  the  series 
of  556  burns  treated  in  the  same  hospital  over 
a period  of  11  years,  we  have  attempted  to  re- 
valuate  the  effectiveness  of  this  method  of  treat- 
ment. In  the  earlier  report  we  concluded  that 
with  tannic  acid  the  mortality  was  lower,  the  com- 
plications fewer,  the  comfort  of  the  patient 
greater  than  under  other  methods  of  treatment. 
After  bringing  the  entire  series  up  to  date  we 
have  found  no  evidence  to  justify  changing  these 
conclusions  materially. 

Since  the  orginal  work  of  Davidson2  was  pub- 
lished in  1925,  interest  in  the  chemical  debride- 
ment principle  in  the  treatment  of  burns  has  be- 
come world  wide.  Many  modifications  of  the  orig- 
inal tannic  acid  regime  have  arisen,  but  in  all  the 
principle  of  coagulating  quickly  the  burned  sur- 
face remains  the  same.  The  literature  of  the 
past  decade  abounds  with  enthusiastic  reports  of 
experiences  with  the  tannic  acid  method,  but  few 
of  them  present  sound  factual  data.  Burns  do 
not,  unfortunately,  lend  themselves  to  statistical 
study,  because  of  the  many  variable  conditions 
affecting  the  admission  of  patients  so  injured  to 
any  one  hospital.  Furthermore,  individual  burns 
are  almost  impossible  to  compare.  We  have  aban- 
doned efforts  to  compare  burns  on  the  basis  of 
the  amount  of  body  surface  involved  or  on  depth. 
Since  the  severity  of  the  burn  must  be  computed 
using  both  factors,  and  one  or  both  are  impossible 
of  accurate  calculation  when  a burn  is  first  seen 
comparisons  are  futile. 

In  attempting  to  evaluate  our  own  experience 
we  have  accepted  the  following  premise : 

The  ideal  burn  treatment  should 

(1)  Make  the  patient  comfortable. 

(2)  Save  lives  by 

(a)  Minimizing  Shock. 

(b)  Preventing  Absorption  from,  the 
Burned  Surface. 

(c)  Preventing  Fluid  Loss. 

(d)  Preventing  Infection. 

(3)  Be  Simple  and  Inexpensive. 

From  the  standpoints  of  simplicity  and  comfort, 
we  can  speak  unequivocally  in  favor  of  tannic 
acid.  After  struggling  for  years  with  treatments 
consisting  of  oils  and  greases,  soda  baths,  hot  air 
baths  and  ambrine,  it  is  our  conviction  that  the 
tannic  acid  regime  is  far  simpler  than  any  of 
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these,  especially  during  the  first  few  critical  days, 
and  that  the  patients  are  far  more  comfortable. 
Many  individuals  who  have  been  previously 
treated  by  other  methods  are  enthusiastic  in  their 
praise  of  tannic  acid.  When  the  coagulum  forms 
over  the  burned  surface  pain  stops,  and  for  the 
next  week  the  patient  requires  little  more  than 
ordinary  nursing  care,  as  far  as  the  local  lesion 
is  concerned.  Patients  so  treated  require  less 
sedative  drug  on  the  average  than  those  treated 
with  other  methods  we  have  used. 

“Does  the  tannic  acid  treatment  save  lives?”  is 
a question  that  is  not  so  easily  answered.  The 
coagulum  undoubtedly  prevents  fluid  loss  from 
the  burned  surface  and  forms  a tight  membrane 
that  protects  against  infection  during  the  first 
week.  The  heated  cradle  and  the  absence  of  trau- 
matizing dressings  certainly  minimize  shock.  That 
the  coagulum  prevents  absorption  of  a histamine- 
like substance  from  the  burned  surface  was 
demonstrated  experimentally  by  Davidson.  Other 
workers,  notably  Underhill3  Blalock  and  their  as- 
sociates have  cast  doubt  upon  these  obserwations, 
their  experimental  data  supporting  the  theory 
that  burn  deaths  are  caused  by  shock  or  dehy- 
dration and  resulting  blood  concentration.  Our 
clinical  observations  do  not  confirm  the  latter 
theory  and  favor  Davidson’s  toxic  theory.  Many 
of  our  fatal  cases  showed  a clinical  and  post- 
mortem picture  resembling  an  overwhelming  tox- 
emia. While  it  is  true  that  most  severe  burns 
show  blood  concentration,  some  of  our  fatal  cases 
showed  neither  shock  nor  blood  concentration. 
Until  the  nature  of  the  toxic  substance,  if  such 
there  be,  is  determined  this  question  cannot  be 
answered. 

The  table  in  Figure  1 shows  comparative  mor- 
tality statistics  reported  by  nine  observers  in  as 
many  different  cities  of  this  and  other  countries, 
with  a mean  reduction  in  mortality  for  the  tannic 
acid  series  of  47  per  cent.  While  these  figures  are 
not  startling  they  suggest  that  burn  treatment 
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has  improved  during  the  tannic  acid  era.  Fig- 
ure 2 shows  the  mortality  trend  by  years  in  two 
hospitals  of  the  neighboring  cities  of  Detroit 
and  Cleveland.  A general  downward  trend  in 
both  curves  will  be  noted.  In  the  St.  Luke’s  series 
from  1926  to  1932  all  bums  were  treated  on  a 
separate  burn  service,  while  from  1933  on,  the 
same  routine  was  followed  but  the  patients  were 
cared  for  on  the  individual  services  of  a number 
of  staff  surgeons.  Although  there  was  a rise  in 

Fig.  1. 

COMPARATIVE  MORTALITY 

TANNIC  ACID  AND  OTHER  METHODS 


Other  Methods  Tannic  Acid 


AUTHOR 

No.  Pts. 

Mortal.  % 

No.  Pts. 

Mortal.  % 

Bancroft  and  Rogers  (N.Y.C.)10 

90 

40.0% 

114 

20.0% 

Beekman  (New  York.)11 

320 

37.8 

114 

14.9 

Wilson  (Edinboro.)12 

300 

38.7 

117 

11.1 

Harris  (Toronto.)31 

26.6 

12.0 

Mason  (Phila.)5 

91 

28.5 

87 

13.3 

Langer  (Vienna.)14 

86 

16.3 

65 

7.7 

Mitchiner  (London.)15 

243 

9.4 

249 

2.4 

McClure  and  Allen  (Detroit.)4 

118 

9.3 

358 

11.7 

Glover  (Cleveland.) 

121 

14.0 

556 

10.2 

MEAN  REDUCTION  IN  MORTALITY  WITH  TANNIC 
ACID— 47% 


the  mortality  curve  in  1933,  it  again  continued 
the  downward  trend,  suggesting  that  the  mor- 
tality can  be  maintained  at  a low  level  whether 
or  not  burned  patients  are  treated  on  a special 
service.  It  is  not  fair  to  give  tannic  acid  all  the 
credit  for  this  reduction  in  mortality,  because 
during  the  same  era  methods  of  preventing  de- 
hydration and  infection  have  been  improved. 


Some  authors  (Mason,5  Davidson)  have  empha- 
sized the  shorter  hospital  stay  of  patients  treated 
with  tannic  acid.  This  factor  is  difficult  to  evaluate 
and  we  have  been  unable  to  confirm  it  statis- 
tically from  our  series.  We  can  state,  however, 
that  complications  are  fewer  in  the  tannic  acid 
series. 

Of  the  deaths  in  our  seines  58  per  cent  were 
what  we  have  classified  as  toxic  deaths,  in  most 
of  which  cases  the  patient  pursued  a steady  down- 
hill course  from  the  burn  to  death.  About  one- 
half  of  these  occurred  on  the  first  day,  and  a few 
on  the  second  and  third  days.  These  deaths  on 
the  first  day  are  attributed  by  some  authors  to 
shock.  With  a few  exceptions  our  cases  have  not 
conformed  to  the  picture  of  shock. 

Another  group  that  we  have  classified  as  de- 
layed cardiac  deaths,  occurring  usually  on  the 
fourth  or  fifth  day,  makes  up  26  per  cent  of  the 
total.  This  dramatic  picture  resembles  that  seen 
in  patients  who  die  from  the  effect  of  diphtheria 
toxin  on  the  heart.  The  patient  has  safely  passed 
what  we  regard  as  the  toxic  period  and  seems  well 
on  the  way  to  recovery,  when  on  the  fourth  or 
fifth  day  he  develops  a marked  tachycardia,  fol- 
lowed by  a bradycardia  with  marked  arrythmia. 
The  patient  becomes  very  restless,  develops  pul- 
monary oedema  and  is  dead  within  a few  min- 
utes. Unfortunately  we  have  not  been  able  to 
catch  one  of  these  patients  in  time  to  get  an 
electrocardiogram  which  might  demonstrate  a 
damaged  conducting  mechanism.  At  postmortem 
examination  the  heart  has  shown  nothing  sig- 
nificant. 

Bleeding  from  a Curling’s  duodenal  ulcer  has 
accounted  for  4 per  cent  of  deaths,  while  a simi- 
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lar  number  have  died  as  a result  of  cardio-vascu- 
lar  disease  which  antedated  the  burn. 

Pulmonary  embolus  and  massive  venous  throm- 
bosis of  the  extremities  caused  6 per  cent  of  the 
deaths.  One  patient  was  burned  trying  to  com- 
mit suicide,  and  he  completed  the  job  by  pulling 
out  infusion  needles,  refusing  to  take  fluids  by 
mouth  and  finally  by  refusing  to  permit  amputa- 
tion of  a gangrenous  arm. 

In  the  tannic  acid  series  there  were  no  deaths 
from  septic  complications  which  formerly  were 
numerous  under  other  methods  of  treatment;  88 
per  cent  of  the  deaths  are  best  explained  on  a 
toxic  basis. 

From  a practical  standpoint,  we  may  assure  the 
patient’s  family  that  on  the  day  of  the  bum  he 
has  one  chance  in  ten  of  dying  from  the  effects 
of  his  injury,  after  the  third  day  about  one  chance 
out  of  25,  and  at  the  end  of  the  first  week  he 
has  about  a 99  per  cent  chance  of  getting  well, 
if  the  tannic  acid  regime  is  followed. 

Among  the  less  common  complications  encoun- 
tered were  Curling’s  ulcers.  This  type  of  acute 
duodenal  ulcer  caused  fatal  hemorrhage  in  two 
children.  The  diagnosis  was  made  three  other 
times  by  radiographic  evidence,  and  one  patient 
developed  a chronic  ulcer  which  required  gastric 


resection.  The  others  were  permanently  relieved 
by  a Sippey  regime.  So-called  surgical  scarlet 
fever  occurred  in  about  2 per  cent  of  the  burns. 
While  this  condition  gives  a clinical  picture  of 
scarlet  fever,  we  are  not  convinced  that  it  may 
not  be  a toxic  phenomenon.  Rare  complications 
were  cystitis,  polyarthritis,  retinitis,  peripheral 
neuritis,  cholangitis,  and  gangrene  of  an  ex- 
tremity. 

MANAGEMENT  OF  THE  BURN 

The  most  satisfactory  coagulating  agents  we 
have  used  are  tannic  acid  (10  per  cent)  and  silver 
nitrate  (10  per  cent)  in  aqueous  solutions,  used 
in  combination,  as  suggested  by  Bettman1 2 3 4 5 6.  With 
this  combination  it  is  possible  to  produce  a coagu- 
lum  very  rapidly,  usually  within  thii'ty  minutes. 
The  speed  of  coagulation  is  very  desirable  from 
the  standpoint  of  comfort  and  prevention  of 
absorption.  No  untoward  effects  of  using  silver 
nitrate  on  large  surfaces  have  been  seen  during 
the  year  we  have  employed  it.  Ferric  chloride7 
forms  a good  coagulum  that  is  somewhat  more 
pliable  than  the  tannic  crust,  but  in  alcoholic 
solution  it  is  painful  to  apply  and  the  coagulation 
is  not  as  rapid  as  the  tannic-silver  nitrate  com- 
bination. Gentian  Violet8 9 10 11  coagulates  more  slowly 
also,  and  we  doubt  if  its  specificity  for  streptococci 


Fig.  3 

THE  TANNIC  ACID  ROUTINE 


1.  All  burns  are  treated  as  emergencies — 
put  to  bed  at  once  beneath  lighted  cradle 
(air  temperature  35-36  degrees  C.) 

2.  Morphine  administered  at  once. 

3.  Grease,  oil  or  ointment  is  sponged  off  rap- 
dly  and  gently  with  ether  or  other  solvent. 

4.  With  sterile  forceps  and  sharp  sterile  scis- 
sors, blebs  are  opened  and  all  loose  skin  is 
peeled  off  rapidly.  (This  is  practically 
painless  if  done  immediately) . No  elabo- 
rate cleansing  is  necessary. 

5.  Tannic  acid  (10  per  cent  aqueous  solution) 
is  sprayed  on  with  an  atomizer,  except  on 
the  face. 

6.  Follow  this  in  a few  minutes  with  a single 
application  of  silver  nitrate  (10  per  cent). 
Coagulum  forms  in  a few  minutes. 

7.  As  new  blebs  form,  treat  them  in  the 
same  manner. 

8.  Where  burned  surfaces  come  in  contact 
with  the  bed  clothes,  protect  them  with 
sterile  sheets  or  towels. 

9.  Tannic  acid  jelly  is  applied  to  the  face. 

10.  Daily  red  blood  count,  hemaglobin  and 
urine  examination  during  the  first  week 
at  least.  Record  intake  and  output. 

11.  Moderate  fluid  intake  during  the  toxic 


stage  (72  hours).  Force  fluids  later.  If 
patient  vomits,  give  fluids  parenterally. 

12.  Apply  petrolatum  to  muco-cutaneous  junc- 
tions. 

LATE  TREATMENT 

13.  If  coagulum  begns  to  float  or  temperature 
goes  up  (six  to  nine  days)  apply  continuous 
Dakin’s  solution  dressings,  as  follows: 

(a)  Protect  the  normal  skin  with  petro- 
latum. 

(b)  Apply  heavy  gauze  rollers  wet  with 
Dakin’s  solution,  re-enforce  with  ster- 
ile cotton  and  bandage  oiled  silk 
securely  over  all. 

(c)  Moisten  with  Dakin’s  solution  every 
four  hours. 

(d)  Change  entire  dressing  daily,  remov- 
ing- crusts  as  they  separate,  trimming 
with  sharp  scissors. 

14.  Skin  graft  early  when  necessary  to  pre- 
vent 

(a)  Secondary  anemia  and  septic  com- 
plications. 

(b)  Unnecessary  delay  in  healing. 

(c)  Unsightly  scars  and  disabling  con- 
tractures. 

(d)  Marjolin’s  ulcer. 
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Fig-.  4.  FLUID  BALANCE  IN  THE  SEVERE  BURN.  The  solid  line  indicates  the  number  of  red  blood  cells  ; the  dashes 
indicate  fluid  intake  and  the  dots  and  dashes  urine  output.  The  solid  block  in  black  indicates  the  presence  of  albumin, 
casts  and  red  cells  in  the  urine. 


is  enough  advantage  to  compensate  for  the  dam- 
age it  does  to  hospital  linen. 

For  ambulatory  burns  tannic  acid  jelly  (5  per 
cent)  is  quite  satisfactory.  There  are  a number 
of  satisfactory  commercial  preparations,  or  you 
may  have  it  made  up  in  your  own  pharmacy,  in- 
corporating the  tannic  acid  in  a tragacanth  base 
and  adding  enough  boric  acid  or  some  other  mild 
antiseptic  to  keep  it  from  molding.  I am  not 
sure  that  there  is  any  advantage  in  the  pro- 
prietary antiseptic  agents  used  in  some  of  the 
commercial  preparations.  The  chief  disadvantage 
of  the  jelly  is  that  when  dry  after  the  first  appli- 
cation, the  gauze  adheres  to  the  coagulum  and 
must  be  soaked  off.  Subsequent  dressings  cause 
less  difficulty.  The  jelly  is  also  very  useful  in 
bums  of  the  face,  where  one  application  is  ade- 
quate, and  no  covering  dressing  is  required. 

The  tannic-silver  nitrate  combination  is  also 
satisfactory  for  ambulatory  burns,  applying  a 
simple  dry  dressing  after  the  coagulum  hais 
formed. 

The  outline  shown  in  Figure  3 is  the  routine 
we  follow.  Two  points  merit  special  mention. 
First,  the  removal  of  blebs  and  other  damaged, 
loose  epidermis  immediately  is  essential  to  per- 
mit a satisfactory  coagulum  to  form  on  the 
burned  surface.  Second,  it  is  absolutely  essential 
that  the  Dakin’s  solution  dressings,  which  are 
necessary  when  the  crusts  begin  to  separate,  be 
carried  out  meticulously  in  order  to  permit  con- 
tinuous Dakin’s  effect.  The  oiled  silk  must  be 
bandaged  on  securely  to  prevent  evaporation.  We 
often  find  bad  burns  in  trouble  at  this  stage 
due  to  neglect  of  proper  dressings.  It  is  impor- 
tant to  have  an  active  non-irritating  Dakin’s  solu- 
tion. We  have  found  solution  made  up  by  dilut- 
ing the  “Hychlorite”  stock  solution  most  satisfac- 


tory. The  patient  will  be  very  sick  and  is  likely 
to  develop  some  septic  complication  if  this  stage 
is  neglected. 

Superficial  bums  over  which  the  coagulum 
never  floats  and  the  temperature  elevation  never 
occurs  may  not  require  Dakin’s  dressings  at  any 
time.  The  coagulum  will  merely  crack  off  in 
about  ten  days,  leaving  practically  healed  epi- 
dermis beneath. 

The  chart  shown  in  Figure  4 illustrates  the 
average  temperature  and  pulse  curve  in  a fairly 
deep  burn  of  moderate  extent.  It  shows  the  in- 
itial temperature  rise  at  (1)  with  succeeding 
drop  when  the  bum  isi  crusted;  the  secondary 
temperature  rise  at  seven  and  eight  days  when 
the  coagulum  begins  to  “float”;  the  abrupt  peak 
at  (3)  after  Dakin’s  solution  is  first  applied. 
Due  to  skin  irritation  it  is  sometimes  necessary 
to  give  the  patient  a respite  from  Dakin’s  solu- 
tion, but  when  solutions  such  as  boric  acid  or 
physiological  salt  solution  are  substituted,  the 
temperature  rises  sharply  as  shown  at  (4)  only 
to  come  down  again  when  Dakin’s  is  reap- 
plied at  (5) . 

The  problem  of  fluid  balance  is  illustrated  in 
Figure  5.  Dehydration  must  be  prevented,  but 
at  the  same  time  it  is  futile  to  pour  in  enormous 
quantities  of  fluid  during  the  stage  of  reduced 
renal  output,  as  advocated  by  Underhill  to  com- 
bat blood  concentration,  since  the  excess  fluid  is 
deposited  in  the  tissues  to  produce  oedema.  When 
the  oedema  disappears  and  the  urine  output  in- 
creases, fluid  may  be  given  with  impunity.  The 
acute  nephrosis  illustrated  by  the  course  of  this 
chart  is  very  common  in  severe  burns,  but  we 
have  not  seen  a proved  instance  of  a chronic  renal 
lesion  resulting.  During  this  stage,  continuous 
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Fig.  5.  TYPICAL  TEMPERATURE  AND  PULSE  CURVE  IN  A SEVERE  BURN. 

1.  Initial  rise,  followed  by  drop  when  surface  is  coagulated.  2.  Coagulum  begins  to  separate.  3.  Dakin’s  dressings 
started.  4.  Change  to  boric  acid  dressing.  5.  Back  to  Dakin’s  (see  text).  6.  Skin  Graft.  7.  Healed. 


intravenous  infusion  should  be  given  with  great 
caution.  It  is  possible  to  over-burden  a damaged 
myocardium.  One  patient  in  our  series  went 
into  sudden  circulatory  collapse  and  died  while 
receiving  a continuous  intravenous  infusion. 

It  is  never  well  to  allow  a large  granulating 
wound  to  go  for  weeks  on  end  before  it  heals 
with  terrific  scarring,  if  the  patient  does  not  de- 
velop some  septic  complication  in  the  interim. 
As  long  as  the  large  granulating  wound  is  pres- 
ent, the  patient  will  eat  poorly,  lose  weight,  de- 
velop secondary  anemia  and  fall  easy  prey  to 
an  infection.  Early  skin  grafting  will  avoid 
these  dangers,  shorten  convalescence  and  prevent 
many  of  the  more  disfiguring  and  disabling  scars 
and  contractures.  Marjolin’s  ulcer  is  rare  but  all 
too  frequent  because  it  is  usually  fatal.  It  occurs 
constantly  in  scars  that  have  been  under  con- 
stant tension  for  years.  These  contractures 
should  not  be  permitted  to  exist. 


SUMMARY  AND  CONCLUSIONS 

A review  of  this  series  of  556  burns  treated  by 
the  tannic  acid  method  seems  to  justify  the  as- 
sumption that  by  this  method  the  mortality  rate 
has  been  favorably  influenced,  patients  are  more 
comfortable,  and  their  handling  simpler  than  by 
other  methods  of  treatment. 

Attention  must  be  paid  to  the  details  of  treat- 
ment if  the  best  results  are  to  be  obtained. 
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discussion 

Farrell  T.  Gallagher,  M.D.,  Lakewood,  Ohio: 

Prior  to  1925,  the  multiplicity  of  methods  in 
handling  burn  cases,  with  their  uniformly  poor  re- 
sults and  high  mortality  only  tend  to  emphasize 
the  brilliant  work  of  Davidson  in  evolving  the 
tannic  acid  treatment  of  burns. 

The  combating  of  shock,  the  prevention  of  ab- 
sorption of  toxic  products  by  protein  precipita- 
tion and  the  reduction  of  infection  to  a minimum 
has  been  well  brought  out  by  the  speaker  in  his 
large  series  of  cases. 

The  tannic  acid  treatment  of  burns  is  now  in 
use  in  practically  all  hospitals  throughout  the 
world. 

The  objections  that  have  been  brought  forward 
deserve  consideration — namely  the  slowness  of 
the  protein  precipitation  by  tannic  acid  (12  to 
24  hours)  and  the  burrowing  of  pus  under  the 
crust.  The  first  objection  has  some  foundation — - 
the  slowness  of  the  tanning  allows  some  ab- 
sorption of  toxic  products  and  a faster  precipita- 
tion will  eliminate  this  objectionable  feature. 

The  second  objection  will  only  be  overcome  by 
careful  attention  to  asepsis  and  daily  search  for 
pockets  of  pus. 

The  one  question  I might  bring  up  for  discus- 
sion at  this  time  is  the  education  of  the  laity 
in  the  tannic  acid  treatment  of  burns.  Inquiry 
among  a large  number  of  people  reveals  an  almost 
total  ignorance  of  tannic  acid  and  the  corner  drug- 
gist will  tell  you  that  your  patients  are  still 
using  the  old  fashioned  ointments  and  oils. 

The  powder  is  inexpensive — it  has  a very  low 
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toxicity  and  is  easily  made  up  by  the  average 
housewife.  The  method  has  received  universal  ac- 
claim and  the  public  should  be  allowed  to  par- 
ticipate in  its  benefits. 

Early  skin  grafting  has  been  emphasized  by 
Dr.  Glover  and  I would  like  to  repeat  it.  All  of 
us  have  been  guilty  of  waiting  too  long  before 
skin  grafting.  We  wait  for  a perfectly  clean  sur- 
face and  then  attempt  to  cover  it  at  one  opera- 
tion. We  are  afraid  of  failures.  Early  and  re- 
peated small  graftings  hold  the  same  place  in  the 
treatment  of  burns  that  small  and  repeated  blood 
transfusions  hold  in  the  treatment  of  septic  con- 
ditions. 

A.  Strauss,  M.D.,  Cleveland,  Ohio:  I not  only 

enjoyed  Dr.  Glover’s  paper,  but  I agree  with  his 
conclusion  that  the  use  of  tannic  acid  after  the 
method  of  Davidson,  has  reduced  the  mortality 
and  diminished  the  suffering  of  the  burned  pa- 
tient. In  1932  I reviewed  352  cases  of  burns 
treated  at  Mt.  Sinai  Hospital.  We  were  so  im- 
pressed with  that  fact  then  that  we  have  con- 
tinued this  form  of  treatment  with  a departure  to 
try  some  new  form  only  to  return  to  the  tannic 
acid  treatment  again. 

I am  not  so  sure  that  I can  second  Dr.  Glover’s 
remarks  about  the  type  of  toxin.  A few  years 
ago,  working  in  Dr.  Karsner’s  laboratory,  I re- 
peated experiments  of  others  with  guinea  pigs  in 
an  attempt  to  isolate  a substance  which  when 
injected  into  other  animals  would  cause  death 
with  the  symptoms  seen  in  burns.  I was  unable 
to  confirm  the  work  of  others  in  these  efforts,  and 
later  found  that  Ferrarini  had  the  same  ex- 
perience I had. 

In  my  series  there  were  no  burns  from  fire 
among  children  under  one  year  of  age.  These  lit- 
tle patients  all  suffered  scalds  and  the  mortality 
was  higher  than  in  the  largest  group  from  10  to 
40  years  of  age. 

Although  it  is  difficult  to  estimate  the  degree 
of  the  burn  at  first,  as  Dr.  Glover  stated,  we  have 
found  Berkow’s  table  of  great  service  in  estimat- 
ing the  extent  of  the  burn.  Berkow  gave  the  fol- 
lowing figures:  The  head  and  neck  represent  6 
per  cent  of  the  body  surface,  the  trunk  38  per 
cent,  the  upper  extremities  18  per  cent  and  the 
lower  extremities  38  per  cent. 

Like  Dr.  Glover,  I have  used  Dakin’s  solution  to 
remove  sloughs  and  infected  crusts  of  tannic  acid, 
but  occasionally  have  been  compelled  to  change  to 
the  use  of  potassium  permanganate  because  the 
Dakin’s  solution  caused  too  much  pain. 

I would  like  to  ask  Dr.  Glover  what  he  does 
when  a patient  develops  a rash  that  resembles  a 
scarlet  rash.  I have  always  felt  these  are  toxic 
rashes  and  not  scarlet  fever.  Nevertheless,  as 
soon  as  a case  on  my  service  develops  such  a rash, 
he  is  at  once  dispatched  by  the  health  authorities 
to  city  hospital  with  scarlet  fever  precautions. 

One  complication  we  encountered  early  in  our 
series  was  tetanus  which  developed  in  a boy 
whose  clothing  caught  fire  while  he  was  playing 
in  a yard.  He  was  rolled  on  the  ground  to  ex- 
tinguish the  flames.  So,  now  if  a burned  patient 
has  any  history  of  earthy  contact,  he  is  given  a 
prophylactic  anti-tetanus  injection. 

And,  finally,  I agree  with  Dr.  Glover  in  saying 
that  a great  big  share  of  the  treatment  of  a 
burned  patient  is  the  nursing. 

Dr.  Glover,  closing:  I certainly  do  not  wish 

to  leave  the  impression  that  I think  there  is  a 
definite  toxin  produced  that  makes  burn  patients 
sick,  because  I recognize  that  the  experimental 
work  in  favor  of  this  theory  is  not  very  well 


supported  and  that  there  is  an  abundance  of  ex- 
cellent animal  experimental  evidence  in  favor 
of  the  dehydration  theory.  In  this  paper  I have 
dealt  only  with  clinical  observations  and  found 
several  factors  that  from  a clinical  standpoint 
were  difficult  to  explain  on  any  but  a toxic  basis. 
There  is  not  as  much  difference  between  the  mor- 
tality in  children  and  adults  in  our  series  as  has 
been  reported  by  others. 

In  answering  the  question  about  surgical  scarlet 
fever,  at  present  there  is  nothing  we  can  do  ex- 
cept to  isolate  the  patients  and  treat  them  as 
scarlet  fever.  I have  had  the  opportunity  of  fol- 
lowing a number  of  these  cases  through  in  the 
contagious  department  at  City  Hospital  and  I 
have  not  been  fully  convinced  that  any  of  them 
was  a true  scarlet  fever.  I have  not  known  of 
any  cross  infection  resulting. 

The  question  was  raised  concerning  the  depth 
of  the  tannic  acid-silver  nitrate  coagulum.  During 
the  time  I have  been  using  it,  I have  found  the 
coagulum  of  about  the  same  depth  as  the  coagu- 
lum obtained  with  tannic  acid  alone,  but  its 
speed  of  production  is  a decided  advantage.  There 
is  no  question  in  my  mind  that  it  is  impossible 
to  coagulate  the  deepest  part  of  a third  degree 
burn  by  any  means  that  is  practical;  so  that  it  is 
all  the  more  important  to  coagulate  as  quickly 
as  possible  all  the  superficial  parts  of  the  burn 
which  may  determine  the  outcome. 


Feeding  the  New  Born 

Looking  back  over  the  past  fifteen  years  of 
pediatric  practice,  one  is  impressed  by  the  radical 
changes  in  infant  feeding.  Trained  by  old-time 
pediatricians,  I was  taught  that  the  breast  fed 
infant  was  superior  to  the  bottle  fed  infant,  had 
greater  resistance  to  infection  and  was  better 
equipped  to  survive  the  most  dangerous  period  of 
life,  the  first  year.  Only  recently,  Grulee  (A.  M. 
A.,  September  8,  1934)  published  his  study  of  over 
20,000  infants,  confirming  this.  He  showed  that 
in  the  period  from  birth  to  nine  months  of  age 
during  1924-1929,  48.5  per  cent  of  these  infants 
were  totally  breast  fed,  43.0  per  cent  partially 
breast  fed  and  8.5  per  cent  artificially  fed;  that 
the  total  morbidity  of  the  breast  fed  group  was 
37.4  per  cent,  of  the  partially  breast  fed  53,8  per 
cent,  and  of  the  artificially  fed  63.6  per  cent;  that 
the  average  mortality  of  these  infants  was  1.1 
per  cent;  of  this  mortality  6.7  per  cent  was  in  the 
breast  fed,  27.2  per  cent  in  the  partially  breast 
fed,  and  66.1  per  cent  in  the  artifically  fed. 

Durand,  in  discussing  Grulee’s  paper,  quoted 
the  experiences  at  Finkelstein’s  Clinic  in  Berlin. 
Twenty  years  ago,  wet-nurses  supplied  breast 
milk  and  the  mortality  was  about  14  per  cent. 
Three  years  ago,  with  breast  feeding  eliminated, 
the  mortality  was  2.5  per  cent. 

Faber  of  California  compared  the  mortality 
and  morbidity  for  several  years  in  a group  of  in- 
fants cared  for  in  the  Stanford  Out  Patient  De- 
partment. Over  a three-year  period  he  found  that 
the  bottle  fed  infants  had  as  little  illness  and 
grew  quite  as  well  as  those  fed  by  their  mothers. 
— Harry  S.  BikofF,  M.D.,  Brooklyn,  N.  Y. 


HYPOTENSION 

By  A.  BLAINE  BROWER,  M.D.,  F.A.C.P.,  Dayton,  Ohio 


HYPOTENSION  is  not  a disease.  It  may  be 
an  inherent  characteristic  or  it  may  be  a 
manifestation  of  some  underlying  path- 
ological process.  If  hypotension  is  found  in  an 
individual  without  symptoms  it  need  not  be 
seriously  considered  but  when  it  is  found  in  a 
patient  with  accompanying  symptoms  its  signifi- 
cance must  be  properly  evaluated.  It  should  be 
explained,  and  in  so  doing  we  may  find  the  clue  to 
the  clinical  problem.  Hypotension  without  symp- 
toms rarely  needs  investigation  or  treatment. 
Hypotension  does  occur  in  many  perfectly  normal 
people.  Uncomplicated,  symptomless  low  blood 
pressure  after  the  age  of  50  is  a good  criterion 
that  the  patient  may  live  beyond  the  normal  ex- 
pectancy. It  is  possible  that  patients  of  this 
group  do  not  have  so  much  kinetic  drive  and  thus 
conserve  their  cardiovascular  system. 

Bishop  says  that  these  patients  live  to  a miser- 
able old  age.  Low  blood  pressure  according  to  life 
insurance  statistics  adds  materially  to  one’s  life 
expectancy  but  it  takes  much  of  the  joy  out  of  life 
on  account  of  the  diminished  dynamic  forces.  It 
has  been  noted  in  the  last  15  years  that  there  is  an 
increasing  number  of  patients  with  low  blood 
pressure,  so  that  now  we  have  more  hypotension 
than  hypertension.  At  the  present  time  about  one- 
fourth  of  the  patients  who  present  themselves  to 
us  for  diagnostic  studies  have  hypotension. 

A number  of  factors  may  contribute  to  this 
situation,  such  as  recurring  influenzal  infections, 
the  marked  decrease  in  walking  and  other  forms 
of  physical  exercise  since  the  advent  of  the  auto- 
mobile, and  the  semi-starvation  diets  of  women 
who  strive  to  attain  a slim  figure.  Seventy  per 
cent  of  the  people  with  hypotension  are  under- 
weight. It  is  worthy  of  note  that  influenzal  in- 
fections will  frequently  cause  hypertensive  per- 
sons to  have  lowered  blood  pressure  for  some  time 
after  the  active  infection  has  apparently  passed. 

It  has  been  fairly  well  accepted  that  a per- 
sistent systolic  pressure  below  110  millimeters  of 
mercury  can  be  classed  as  hypotension,  although 
several  authors,  including  Paul  White,  use  100 
millimeters  as  the  dividing  line  to  establish  hypo- 
tension. Of  course,  hypotension  signifies  lowering 
of  both  systolic  and  diastolic  pressure.  It  may  be 
interesting  to  recall  that  systolic  pressure  repre- 
sents the  maximum  intra-arterial  pressure  at  the 
end  of  cardiac  systole.  Diastolic  pressure  repre- 
sents the  maximum  intraarterial  pressure  during 
the  diastolic  phase  of  cardiac  cycle.  Blood  pres- 
sure also  indicates  the  minimum  pressure  to  which 
the  arterial  wall  is  constantly  subjected  and  also 
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the  initial  pressure  which  the  left  ventricle  has  to 
overcome  at  the  beginning  of  systole  before  it  can 
expel  its  contents  into  the  arterial  system.  The 
average  normal  systolic  blood  pressure  values 
from  age  15  to  66  are  119  to  139  millimeters  in 
men.  Variations  of  15  millimeters  above  or  below 
may  still  fall  within  normal  limits.  The  average 
diastolic  blood  pressure  values  are  from  79.5 
millimeters  at  15  years  to  86.9  millimeters  at  60 
years.  This  is  subject  to  normal  variations  of  20 
millimeters. 

Hypotension  is  rarely  accompanied  by  cardiac 
disease.  Maintenance  of  balanced  circulation  de- 
pends upon  (1)  caliber  of  blood,  (2)  pulse  rate, 
and  (3)  force  of  heart  beat.  All  these  factors  are 
controlled  by  the  autonomic  nervous  system.  A 
study  of  this  mechanism  brings  us  to  factors 
which  are  known  to  reduce  blood  pressure.  These 
factors  are  first,  sudden  decrease  in  circulating 
blood  volume;  second,  a pronounced  lowering  of 
the  peripheral  resistance  in  blood  vessels  and 
capillaries  whereby  an  adequate  amount  of  cir- 
culating blood  is  not  returned  to  the  heart;  and 
third,  myocardial  insufficiency. 

The  factors  underlying  production  of  this 
chronic  state  of  lowered  arterial  tension  are  less 
understood  than  those  producing  hypertension. 
The  sympathetic  nervous  system  and  its  ramifica- 
tions embodies  the  driving  force  in  all  our  ac- 
tivities; emotional,  physical,  or  otherwise.  Fatigue 
of  the  sympathetic  nervous  system  eventually  re- 
sults in  an  atonic  state.  Following  this  we  have 
hyperirritability  and  hypertonicity  of  the  para- 
sympathetics.  This  accounts  for  the  vagotonia, 
one  of  the  characteristic  findings  in  hypotension. 

In  these  patients  we  find  fatigue  without  effort. 
Frequently  we  will  discover  in  these  individuals 
a marked  state  of  hypoglycemia,  probably  due  to 
some  endocrine  imbalance.  It  is,  therefore,  neces- 
sary in  studying  all  cases  of  symptomatic  hypo- 
tension to  do  blood  sugar  determinations.  In  such 
patients  whose  chief  complaint  is  fatigue,  exami- 
nation often  will  reveal  systolic  blood  pressure 
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below  100  millimeters,  a low  blood  sugar  level,  a 
lowered  basal  metabolic  rate,  and  a spastic  colon. 

In  this  short  discussion  we  can  only  intimate 
why  this  problem  is  so  intriguing.  There  is  cer- 
tainly no  agreement  concerning  the  etiology  of 
low  arterial  blood  pressure.  At  least  we  can  say 
that  arterial  pressure  variations  causing  symp- 
toms should  be  regarded  either  as  evidence  of 
altered  physiological  functions  or  of  pathological 
processes.  The  problem  is  made  more  difficult  by 
the  fact  that  hypotension  is  found  in  3.5  per  cent 
of  all  healthy  people  between  the  ages  of  17  and 
50.  It  is  also  found  in  38  per  cent  of  men  and  55 
per  cent  of  women  doing  duty  as  bank  clerks  and 
considered  to  be  healthy.  It  may  be  that  this 
group  possess  characteristics  which  cause  them  to 
desire  a secluded  and  sedentary  life.  We  again 
find  that  hypotension  and  health  coexist  in  a num- 
ber of  different  conditions  and  states.  Hypoten- 
sion is  compatible  with  health  in  infancy  and 
childhood.  It  is  found  as  a racial  tendency,  par- 
ticularly in  Chinese.  Certain  geographic  locations, 
climatic  and  atmospheric  conditions  appear  to 
contribute  to  a hypotensive  state  in  apparently 
healthy  people. 

Baraeh  called  attention  to  the  fact  that  low 
arterial  blood  pressure  is  often  accompanied  by 
signs  of  disturbance  in  respiratory  function  and 
oxygenation.  Manv  hypotensive  individuals  con- 
form to  a constitutional  tyne:  slender,  small,  mal- 
nourished persons,  with  thin  nostrils,  nasal  ob- 
struction. narrow  che^t.  noor  musculature,  droop- 
ing shoulder^,  low  vital  capacity,  and  shallow 
breathing,  all  of  which  produce  a deficiency  in 
respiration  and  oxygenation.  It  is  interesting  to 
note  that  where  the  respiratory  tract  is  involved 
bv  infection  w«  most  often  find  hypotension.  As 
Dallv  states,  low  arterial  tension,  congenitally 
acquired,  temporary  or  permanent,  is  an  expres- 
sion of  low  vitality.  One  t.heorv  of  the  cause  of 
accmired  hvpotension  is  that  offered  by  Fried- 
lander.  He  feels  that  loss  of  vasomotor  tone  is 
due  to  capillary  stasis,  from  poisoning  due  to  his- 
tamine. or  histamine-like  bodies. 

We  have  seen  that  hypotension  is  found  fre- 
quently in  health  and  now  we  turn  to  study  it  as 
it  is  found  in  disease.  Many  diseases  have  low 
blood  pressure  as  one  of  the  chief  signs.  We  find 
hypotension  often  to  be  a feature  of  diseases  of  the 
respiratory  system,  of  the  circulatory  system,  and 
in  certain  blood  diseases.  We  also  find  low  blood 
pressure  resulting  from  chemical,  physical  and 
neurological  changes.  It  is  found  in  many  endo- 
crinologic  difficulties,  as  in  Addison’s  disease  and 
myxedema.  Certain  nutritional  diseases  are  ac- 
companied by  hypotension,  especially  in  diabetes, 
in  the  deficiency  diseases  and  in  cachexia.  Medical 
and  surgical  shock,  acute  and  chronic  infection, 
food  poisonings,  and  the  action  of  certain  drugs 
may  produce  low  blood  pressure. 

In  order  to  simplify  the  discussion  we  may 


classify  the  important  forms  of  hypotension.  The 
most  acutely  dangerous  type  of  hypotension  is 
that  due  to  shock,  either  surgical  or  medical.  It 
must  be  controlled  at  once  to  avert  disaster  for 
the  patient.  This  state  is  precipitated  by  a vaso- 
motor paralysis  or  depression  accompanied  by  a 
marked  fall  in  blood  pressure,  even  when  hyper- 
tension existed  previously.  This  condition  may  be 
due  to  a sudden  increase  in  capillary  dilatation 
with  loss  of  peripheral  resistance,  or  to  a loss  of 
force  of  the  heart  beat.  The  etiology  may  be  a 
loss  of  blood  as  a result  of  trauma  or  surgery,  or 
it  may  be  due  to  dehydration  from  various  causes, 
such  as  diabetes,  toxic  conditions  or  extensive 
burns.  Even  an  extreme  state  of  fear  or  emotional 
distress  may  result  in  severe  shock.  Essentially 
then  we  have  capillary  paralysis,  a lack  of  fluids 
in  the  tissues,  improper  nutrition  to  vital  organs 
and  hence  prostration  and  even  death.  Falling 
blood  pressure  is  an  important  guide  in  determin- 
ing rational  treatment.  Increasing  blood  pressure 
in  these  cases  is  of  good  omen.  Hence  we  must 
take  frequent  blood  pressure  readings  until  a 
definite  change  is  seen.  Transfusions,  intravenous 
saline  and  glucose  solutions  are  measures  that 
may  save  life.  Caffeine  and  adrenalin  injections, 
heat,  and  pressure  to  the  abdomen,  all  seem  to 
aid  in  restoring  normal  circulation. 

The  next  type  is  similar  to  the  first  but  of  lesser 
degree.  This  form  occurs  in  patients  recovering 
from  severe  acute  illnesses,  such  as  influenza, 
typhoid,  pneumonia,  or  from  focal  infections  giv- 
ing rise  to  toxins  that  depress  the  autonomic 
nervous  system  which  in  turn  lowers  arterial  ten- 
sion and  depresses  the  general  tone  of  the  patient. 
These  patients  complain  of  a persistent  lack  of 
endurance,  weakness  and  depression  dating  from 
the  illness.  Respiratory  infections  frequently  give 
rise  to  such  sequelae.  Good  food,  rest  and  sun- 
shine are  important  factors  in  treatment.  A care- 
ful search  for  foci  of  infection  and  their  removal 
is  also  to  be  done.  Massage  and  physiotherapy 
will  often  be  found  to  be  of  benefit.  The  status  of 
this  type  of  patient  is  often  made  worse  by  the 
indiscriminate  use  of  drugs. 

The  third  classification  of  hypotension  embraces 
those  cases  due  to  failure  of  efficiency  of  the  myo- 
cardium. This  may  appear  after  a severe  acute  in- 
fection or  may  be  precipitated  by  active  de- 
generation of  the  heart  muscle  from  various 
causes.  Hypertension  of  long  standing,  obesity, 
long  continued  chronic  infection,  coronary  disease, 
chronic  valvular  heart  disease  and  status  lymph- 
aticus  are  some  of  the  most  important  causes  of 
myocardial  weakness.  Usually  in  these  cases  we 
find  a greater  drop  in  systolic  pressure  than  in 
diastolic  pressure.  These  patients  must  have  com- 
plete rest,  physiotherapy,  agreeable  food,  and 
digitalis  (when  indicated)  to  aid  in  restoring  them 
to  health. 

Hypotension  of  endocrine  origin  must  also  be 
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considered.  In  Addison’s  disease  we  usually  find  a 
marked  and  persistent  low  blood  pressure.  This 
disease  is  most  often  due  to  tuberculosis  of  the 
suprarenal  glands  and  as  it  progresses  the  weak- 
ness and  hypotension  also  advances.  These  signs 
and  symptoms  usually  keep  pace  with  the  increas- 
ing gastro-intestinal  symptoms,  lowering  of  the 
metabolic  rate  and  increasing  pigmentation  of  the 
skin.  The  treatment  of  this  group  has  been 
greatly  improved  by  recent  studies  which  demon- 
strate the  value  of  sodium  chloride.  The  use  of 
large  doses  of  sodium  chloride  and  sodium  bicar- 
bonate by  mouth  and  the  intravenous  use  of  saline 
solution,  not  only  extends  life  but  makes  living 
much  more  agreeable.  The  use  of  suprarenal  ex- 
tract, especially  cortin,  is  of  considerable  value. 

In  myxedema  we  also  find  hypotension  to  be  one 
of  the  cardinal  symptoms.  Here  also  weakness, 
fatigue,  loss  of  mental  alertness,  increasing 
weight  and  change  in  physical  appearance  are 
important  findings.  When  one  finds  hypotension 
an  investigation  of  the  basal  metabolic  rate  should 
always  be  made.  If  the  metabolic  rate  is  low  and 
the  blood  cholesterol  level  is  high  one  can  expect 
much  improvement  from  the  use  of  thyroid  ex- 
tract in  sufficient  dosage. 

We  now  come  to  that  form  often  spoken  of  as 
essential  hypotension,  which  occurs  chiefly  in  those 
of  the  asthenic  type  or  in  the  so-called  constitu- 
tional inadequate  individual,  or  in  the  neuro-cir- 
culatory  asthenic  persons,  or  in  those  suffering 
from  effort  syndrome.  The  capacity  for  work  in 
individuals  of  this  group  is  limited.  Many  of  these 
patients  do  well  as  long  as  they  are  free  from 
competition  of  any  sort,  but  as  soon  as  they  are 
compelled  to  exert  themselves  mentally  or 
physically  they  begin  to  fail  and  develop  a long 
list  of  complaints.  Persons  in  this  group  develop 
inadequate  response  of  the  sympathetic  nervous 
system,  which  results  in  an  atonic  condition, 
hyperirritability  of  the  parasympathetics  and  the 
resultant  vagotonia.  Hypertension  is  an  outstand- 
ing feature  of  this  type  of  individual.  Profund 
weakness  and  exhaustion  is  found.  These  patients 
have  marked  apprehension,  nervousness,  insomnia, 
motor  instability,  inability  to  concentrate,  head- 
aches, tinnitis,  vague  and  indefinite  pains,  dizzi- 
ness, palpitation,  faintness,  syncope,  precordial 
pain  especially  after  exercise,  numbness  of  arms 
and  legs,  belching,  flatulence,  and  spastic  and 
mocous  colitis. 

From  this  maze  of  symptoms  one  must  learn  to 
evaluate  the  chief  signs  and  symptoms  in  order 
that  he  may  reach  the  proper  conclusion.  A 
thorough  and  detailed  physical  survey  is  needed, 
not  only  to  aid  the  physician  in  eliminating  many 
possibilities  but  also  to  encourage  the  patient  by 
the  knowledge  that  you  are  endeavoring  to  learn 
all  you  can  about  him.  When  this  study  has  been 
completed  and  a conclusion  has  been  reached  the 
physician  should  be  perfectly  honest  with  his 


patient.  He  should  take  the  time  to  explain  to 
his  patient  why  he  is  not  capable  of  keeping  up 
with  his  nearest  competitor.  The  physician  should 
show  the  patient  that  it  is  necessary  to  fit  his  job 
to  suit  his  strength.  The  patient’s  work  must  be 
adjusted  to  his  functional  capacity.  If  this  is  not 
accomplished  the  patient  is  bound  to  break  under 
the  strain.  If  any  depressing  psychic  factor  can 
be  found  it  should  certainly  be  eliminated.  The 
happiness  of  the  patient  is  essential  and  the 
sooner  he  learns  how  much  he  can  and  can  not  do 
the  more  quickly  he  can  be  made  comfortable. 
The  one  thing  he  must  be  taught  is  moderation  in 
all  things.  Frequently  a change  of  climate  and 
environment  may  be  helpful. 

These  patients  require  more  sleep  and  rest. 
They  must  have  good  food  and  clothing.  They 
must  avoid  if  possible  the  extremes  of  heat  and 
cold.  Exercise  must  be  moderate  and  of  a non- 
competitive type.  Teaching  these  patients  to 
assume  an  upright  carriage  of  their  body  is  of 
value.  They  must  not  take  on  too  much  responsi- 
bility or  assume  positions  resulting  in  nervous 
strain.  Naturally  if  any  infection  or  toxic  state 
exists  it  must  be  removed.  One  thing  is  important 
and  that  is  not  to  give  drugs  to  these  patients. 
Most  of  them  are  made  worse  by  the  giving  of 
many  medicines.  It  is  much  more  important  to 
convince  the  patient  of  the  urgent  necessity  of  a 
change  in  his  manner  of  living  than  it  is  to  have 
him  place  false  reliance  on  a bottle  of  medicine. 

Another  small  group  of  patients  exhibiting 
hypotension  was  first  described  by  Bradbury  and 
Eggleston  in  1925  as  having  postural  hypotension 
with  syncope.  Patients  in  this  group  present  a 
well-defined  syndrome.  First,  there  is  syncope  on 
standing  with  a sharp  drop  of  systolic  and  dias- 
tolic pressure  with,  second,  slow  or  unchanging 
pulse  rate  to  compensate  for  blood  pressure  drop; 
third,  these  patients  show  anhidrosis  and  conse- 
quently stand  hot  weather  very  poorly;  fourth, 
they  have  a tendency  to  secrete  more  urine  at 
night  than  during  the  day;  fifth,  they  have  a 
youthful  appearance  for  their  age;  sixth,  the  basal 
metabolic  rates  are  usually  slightly  lowered; 
seventh,  some  slight  changes  may  be  found  in  the 
nervous  system;  eighth,  some  loss  of  sexual  de- 
sire is  noted  and  even  impotency  may  be  en- 
countered; and  ninth,  a high  concentration  of 
urine,  more  often  around  the  upper  limit  of  nor- 
mal, is  frequently  seen.  However,  the  most 
noticeable  feature  is  the  extreme  weakness  when 
in  the  upright  position. 

It  is  quite  important  to  detect  this  group  be- 
cause much  can  be  done  to  give  relief.  Taking  the 
blood  pressure  in  the  prone  and  upright  positions 
will  give  the  diagnosis.  These  patients  can  usually 
be  made  quite  comfortable  by  the  administration 
of  ephedrine  sulphate,  in  doses  of  25  mg.  to  50 
mg.  every  three  hours,  by  mouth.  The  cause  of 
postural  hypotension  is  a lack  of  resistance  in 
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splanchnic  vessels  to  changes  in  blood  mass  and 
an  absence  or  diminished  vagus  regulation  of  the 
heart  rate  to  compensate  for  changes  in  blood 
pressure.  The  ephedrine  serves  to  aid  in  giving 
peripheral  vascular  resistance. 

SUMMARY  AND  CONCLUSIONS 

1.  Hypotension  is  not  a disease. 

2.  Hypotension  without  symptoms  requires  no 
treatment. 

3.  A symptomatic  hypotension  is  not  incom- 
patible with  good  health. 

4.  Factors  which  cause  symptomatic  hypoten- 
sion are: 

A.  Sudden  decrease  in  circulating  blood 
volume. 

B.  A pronounced  lowering  of  the  peripheral 
resistance  in  blood  vessels  and  capil- 
laries. 

C.  Myocardial  insufficiency. 

5.  Hypotension  is  found  in  a number  of  dif- 
ferent conditions : 

A.  Shock. 

B.  Following  acute  infections. 

C.  Failure  of  myocardium. 

D.  Associated  with  endocrine  disturbances. 

E.  Constitutional  inadequacy. 

F.  Postural  hypotension. 

60  Wyoming  Street. 
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DISCUSSION 

V.  C.  Rowland,  M.D.,  Cleveland,  Ohio:  I think 
Doctor  Brower  has  given  us  a sound,  practical 
presentation.  One  of  the  most  important  facts 
about  hypotension  is  that  it  is  entirely  normal 
for  certain  individuals  and  although  frequently, 
not  necessarily  associated  with  asthenia.  Vigorous 
athletes  sometimes  have  a hypotension.  It  is  so 
plausible  to  ascribe  reduced  vigor  to  low  blood 
pressure  that  it  easily  can  be  overdone.  As  a mat- 
ter of  fact,  it  may  more  often  be  the  result  than 
the  cause  of  the  associated  physiological  varia- 
tions. In  many  cases  there  is  a perfectly  adequate 
response  in  higher  pressure  when  called  for  by 
physical  effort.  It  is  important  in  many  in- 
dividuals not  to  emphasize  the  diagnosis  of  hypo- 
tension nor  to  ascribe  symptoms  to  it  alone.  There 
are  so  many  people  with  blood  pressure  under  110 
that  the  line  of  demarcation  between  normal  and 
hypotension  given  by  Paul  White  at  100  seems  to 
be  more  reasonable. 

The  type  of  individual  with  hypotension  and 
subnormal  metabolism  often  has  increased  ex- 
pectancy of  life,  one  series  of  insured  people  with 
less  than  100  blood  pressure  showing  only  35  per 
cent  of  the  usual  mortality  rate.  Some  individuals, 
however,  later  in  life  with  a marked  increase  in 
weight  will  show  a hypertension.  In  fact  two- 
thirds  of  all  people  over  40  years  of  age  more  than 
15  pounds  above  average  weight  show  hyper- 
tension. One  should  expect  some  of  these  cases 
with  a reduction  to  normal  weight  to  revert  to 
their  normal  low  blood  pressure.  In  the  manage- 
ment of  obesity  in  general,  the  blood  pressure 
serves  as  a criterion  of  the  treatment  and  as  one 
guide  to  the  proper  degree  and  rate  of  reduction. 
When  an  obese  patient  is  feeling  better  all  the 
time  he  is  reducing  as  he  should  on  a balanced  diet 
in  proper  amount,  a moderate  hypotension  may  be 
regarded  as  his  normal.  Further  fall  in  blood 
pressure,  however,  should  be  avoided. 

I think  there  is  no  problem  about  the  signifi- 
cance of  hypotension  when  it  is  secondary  to  other 
diseases  such  as  tuberculosis  or  other  respiratory 
infections,  Addison’s  disease,  myxedema,  hypo- 
glycemia of  any  type,  hemorrhage,  anemia  and 
dehydration,  or  myocardial  failure. 

Vascular  accidents  such  as  thrombosis  obviously 
could  occur  with  such  pathological  conditions  and 
might  be  favored  by  the  associated  fall  in  blood 
pressure.  This  has  been  emphasized  by  O.  H. 
Perry  Pepper.  Primary  hypotension  per  se,  how- 
ever, I do  not  believe  carries  any  great  menace 
by  way  of  such  accidents.  Hypotension  usually 
implies  a low  blood  volume  and  is  quite  in  con- 
trast to  such  conditions  as  polycythemia  in  which 
vascular  thromboses  or  hemorrhages  are  among 
the  most  important  clinical  manifestations  of  the 
disease. 

Uncomplicated  hypotension  rarely  needs  any 
treatment  except  by  general  hygienic  measures. 
The  occasional  case  which  shows  symptoms  par- 
oxysmally  or  is  influenced  by  posture  or  other 
special  conditions  may  be  given  some  comfort  at 
the  time  by  full  doses  of  ephedrine.  Effective 
doses,  however,  often  need  to  be  covered  by 
amytal  in  order  to  avoid  unpleasant  side  effects. 


THE  PITUITARY  AS  A PROBABLE  FACTOR  IN  THE  ORIGIN  OF 
HEADACHES  OF  THE  MENOPAUSE 

By  PHILIP  J.  REEL,  M.D.,  F.A.C.S.  and  TOM  F.  LEWIS,  M.D.,  Columbus,  Ohio 


INCREASING  knowledge  of  the  various  func- 
tions of  the  anterior  pituitary  has  placed  this 
endocrine  gland  in  the  fore  rank  and  probably 
at  the  head  of  the  endocrine  system.  Indeed,  some 
one  has  aptly  stated:  “The  pituitary  now  seems 
to  serve  as  the  keystone  of  the  endocrine  arch.” 
That  it  controls  growth  is  evidenced  by  the  many 
clinical  syndromes  resulting  either  from  under- 
production or  over-production  of  its  growth  hor- 
mone. Under  such  circumstances,  a state  of 
dysfunctional  endocrine  imbalance  may  arise 
which  more  or  less  seriously  handicaps  the  normal 
physiological  sex  cycle  in  the  female. 

The  importance  of  the  anterior  pituitary  in 
maintaining  a functional  balance  of  the  sex  cycle 
in  the  female  is  well  recognized.  The  initial  ap- 
pearance of  its  gonadotropic  hormones  which  are 
responsible  for  the  physiological  activation  of  the 
ovarian  cycle  and  the  onset  of  puberty,  and  the 
progressive  development  of  sexual  activity 
through  adolescence  into  full  womanhood  are  too 
well-known  to  warrant  detailed  discussion  at  this 
time.  This  physiological  balance  may  be  dis- 
turbed either  toward  stimulation  or  inhibition  de- 
pending upon  the  saturation  within  the  individual 
of  the  oestrogenic  hormone  of  the  ovary.  In  this 
connection,  we  are  of  the  opinion  that  if  a normal 
sequence  of  events  fails  to  establish  itself  we  are 
likely  to  encounter  the  type  of  patient  that  we  all 
recognize  as  presenting  varying  degrees  of  gen- 
ital hypoplasia. 

Under  normal  physiological  conditions  we  ob- 
serve a rhythmic  change  in  this  balance  as  evi- 
denced by  the  menstrual  cycle  and  during  certain 
phases  of  the  puerperium  and  gestation.  Patho- 
logically, at  least  as  regards  function,  the  an- 
terior pituitary  has  been  assigned  the  principal 
blame,  by  most  authorities,  for  the  symptoms  of 
the  menopause.  Fluhmann  has  demonstrated  the 
anterior  pituitary  sex  hormones  in  the  blood  of 
60  per  cent  of  menopausal  women,  but  failed  to 
find  it  in  the  blood  of  normal  women  not  in  the 
age  of  the  menopause.  (Only  an  amount  in  excess 
of  the  normal  level  is  demonstrable  by  the  Fluh- 
mann technique.)  This  finding  agrees  with  the 
gross  hypertrophy  and  histological  changes  which 
develop  in  the  anterior  pituitary  gland  following 
castration  as  brought  out  by  Tandler  and  Grosz. 
Rossle  found  typical  castration  cells  in  the  an- 
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terior  pituitary  as  soon  as  four  or  five  days  fol- 
lowing gonectomy.  These  cells  were  in  such  num- 
bers as  easily  to  account  for  the  actual  increase 
in  the  size  of  the  gland.  Engle  and  Evans  found 
that  the  anterior  gland  of  castrated  animals 
yielded  a larger  amount  of  gonad  stimulating  hor- 
mone than  did  that  of  the  non-castrated  animal. 
They  arrived  at  this  conclusion  by  implanting 
anterior  pituitary  gland  tissue  from  castrated  rats 
into  immature  animals  and  found  it  to  be  much 
more  potent  in  stimulating  the  ovaries  than  the 
gland  tissue  removed  from  normal  rats.  These 
investigators  also  noted  an  increase  in  the  baso- 
philic cells  as  well  as  the  presence  of  a differen- 
tiated cell  in  the  anterior  pituitary  gland  of  cas- 
trates. 

The  substance  found  in  the  blood  stream  and 
urine  in  cases  of  hypofunction  of  the  ovary,  dur- 
ing the  menopause  and  following  castration,  is 
certainly  a product  of  the  anterior  pituitary.  The 
cells  which  are  now  recognized  as  producing  and 
storing  this  hormone  are  the  basophils.  From  the 
above  mentioned  data,  and  other  similar  material, 
one  may  conclude  that  the  beneficial  results 
gained  by  the  injection  of  the  female  sex  hormone 
(oestrin)  are  due  to  the  fact  that  this  hormone 
has  an  inhibitory  action  upon  the  anterior  pitui- 
tary. Its  effect,  therefore,  is  a diminished  pro- 
duction of  gonad  stimulating  hormone  and  an  al- 
most complete  disappearance  of  the  so-called  cas- 
tration cells. 

From  this  excellent  evidence  it  is  logical  to 
conclude  that  the  menopausal  syndrome  is  pri- 
marily due  to  an  abnormal  amount  of  prolan,  or 
gonad  stimulating  hormone,  secreted  by  a hyper- 
functioning anterior  lobe  of  the  pituitary.  By  the 
same  evidence  it  is  logical  to  conclude  that  this 
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hyperfunction  is  initiated  by  the  withdrawal  of 
the  oestrogenic  hormone  of  the  ovary.  This  con- 
tention, while  most  generally  accepted,  is  con- 
tested in  part  by  Zondek.  He  is  of  the  opinion 
that  the  vasomotor  symptoms  such  as  hot  flushes, 
perspiration,  chills  and  vertigo  may  be  attributed 
to  the  lack  of  oestrogenic  influence  upon  the  auto- 
nomic system.  It  is  possible,  of  course,  that  the 
normal  pituitario-ovarian  balance  helps  to  main- 
tain a vasomotor  or  neuroeirculatory  equilibrium. 
But  it  hardly  seems  possible  that  this  equilibrium 
is  entirely  dependent  upon  the  ovary  if  we  take 
into  consideration  the  marked  benefit  gained  by 
subjecting  the  pituitary  to  inhibitory  dosage  of 
X-ray  therapy. 

Maranon  attributes  the  usual  symptoms  of  the 
menopause  to  hyperfunction  of  the  adrenal  and 
thyroid  glands.  Stevens,  on  the  other  hand,  be- 
lives  that  the  headaches  so  often  complained  of 
by  women  in  the  menopause  are  due  to  thyroid 
deficiency.  Strong  evidence  may  be  brought  forth, 
however,  to  show  that  in  the  presence  of  sub- 
normal basal  metabolism  there  is  frequently  a 
marked  increase  in  the  amount  of  prolan  A pro- 
duced by  the  anterior  pituitary.  It  would  seem 
that  under  such  circumstances  the  relief  obtained 
by  the  administration  of  thyroid  medication 
might  be  explained,  at  least  in  part,  by  the  sec- 
ondary lessening  of  anterior  lobe  activity  as  a re- 
sult of  a general  increase  in  basal  metabolic  rate. 

This  same  line  of  reasoning  might  explain  the 
benefit  so  often  resulting  from  the  use  of  thyroid 
medication  in  the  menorrhagias  of  adolescence 
which  are  associated  with  hypothyroid  function. 
In  such  cases  we  find  an  abnormal  increase  in  the 
production  of  prolan  A and  little,  if  any,  prolan 
B.  Raising  the  metabolism,  however,  encourages 
the  production  of  prolan  B by  the  anterior  lobe 
and  thus  leads  to  the  establishment  of  a more 
normal  ovarian  cycle.  It  would  seem,  then,  that 
most  of  the  symptoms  of  the  menopause  may  be 
explained  on  the  basis  of  fundamental  dysfunction 
of  the  anterior  pituitary  which  may,  or  may  not, 
be  associated  with,  or  give  rise  to,  functional 
imbalances  within  the  other  links  of  the  endocrine 
chain  of  glands. 

In  attempting  to  explain  the  cause  of  the 
symptoms  of  the  menopause,  it  seems  to  us  that 
one  of  the  most  important — namely,  head  pain — 
has  received  too  little  attention.  The  recent  litera- 
ture upon  this  phase  of  the  climacteric  makes 
little  mention  of  the  anatomy  of  the  pituitary  as 
a causative  factor.  We  have  previously  noted 
through  experimentation  that  the  anterior  portion 
of  the  pituitary  gland  undergoes  a definite  gross 
increase  in  size  following  castration  and  during 
the  active  readjustment  of  the  menopause.  The 
histological  elements  of  the  gland  are  increased, 
together  with  the  appearance  of  the  so-called  cas- 
tration cells  in  large  numbers.  In  addition  we  find 
a marked  increase  in  the  number  of  basophils. 


These  cells  are  considered  the  source  of  the 
gonadotropic  hormones,  and  their  increase  in 
number  under  the  above  conditions  is  followed  by 
a heightened  secretory  activity  of  the  anterior 
hypophysis.  This  reaction  is  readily  demonstrated 
by  examining  the  blood  for  abnormal  amounts  of 
prolan  A.  The  absence  of  the  follicular  hormone 
in  the  castrate  and  its  progressively  diminished 
production  during  the  menopause  result  in  a lack 
of  pituitary  inhibition.  This  is  further  sub- 
stantiated by  the  negative  evidence  of  the  allevia- 
tion of  the  symptoms  by  the  artificial  administra- 
tion of  the  female  sex  hormone. 

Assuming,  therefore,  that  the  anterior  hypophy- 
sis undergoes  an  abnormal  physiological  hyper- 
plasia following  castration  and  during  the  meno- 
pause, we  believe  the  explanation  of  the  headache 
so  often  complained  of  lies  in  the  fact  that  the 
pituitary  gland  is  almost  completely  surrounded 
by  bone.  It  lies,  so  to  speak,  in  a box  within  a 
box,  thus  prohibiting  any  marked  expansion  to 
take  place  except  by  greatly  increasing  the  ten- 
sion within  the  sella.  This,  in  all  probability  pro- 
duces headache  in  the  same  manner  as  that  in- 
duced by  increased  intra-cranial  pressure.  Pitui- 
tary headaches  are  more  or  less  characteristic. 
They  may  be  entirely  occiptal  or  subocciptal  in 
type.  Some  patients  will  compain  of  occiptal 
pain  transmitted  bilaterally  to  the  frontal  or 
temporal  areas.  Quite  commonly  one  entire  side 
of  the  head  is  involved.  A dull,  heavy  distress 
located  behind  the  inner  angles  of  the  eyes  is  fre- 
quently encountered.  The  pain,  regardless  of  type, 
is  usually  severe.  It  may  be  lancinating  or  de- 
velop as  a deep-seated,  heavy,  dull  ache. 

Characteristic  menstrual  headaches,  similar  in 
type  to  those  mentioned  above,  are  frequently 
associated  with  primary  dysmenorrhea  and  the 
physical  evidences  of  some  degree  of  hypogonad- 
ism. We  have  here  to  deal  with  a lowered  ovarian 
response  to  the  gonadotropic  stimulation  arising 
within  the  anterior  hypophysis.  Thus  we  find  a 
condition  not  unlike  the  menopause,  in  which  the 
ovary,  failing  to  respond,  offers  but  little  in- 
hibition to  the  pituitary.  In  its  effort  to  stimulate 
the  unresponsive  ovary,  the  anterior  portion  of 
the  pituitary  undergoes  a physiological  hyper- 
plasia and  we  encounter  the  development  of  a 
cyclic  increase  of  tension  within  the  sella. 

The  mechanism  here  is  more  or  less  rhythmic 
and  probably  less  strongly  developed,  since  we 
have  been  unable  to  demonstrate  an  abnormal 
amount  of  prolan  in  the  blood  during  the  height 
of  the  symptoms.  It  seems  safe  to  assume,  how- 
ever, that  we  are  dealing  with  a pituitario-ovarian 
dysfunction  which  expresses  itself  in  hypogonad- 
ism, primary  dysmenorrhea  and,  frequently,  char- 
acteristic headaches.  It  is  possible  that  we  are 
confronted  with  a failure  upon  the  part  of  the 
ovary  to  utilize,  except  in  part,  the  gonadotropic 
hormone  produced  by  the  pituitary.  In  this  event 
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it  would  seem  that  actual  stimulation  of  the 
pituitary  might  offer  some  hope  of  correction.  In 
other  words,  stimulation  over  and  above  that  al- 
ready activating  the  hypophysis  might  produce  a 
stronger  response  in  the  ovarian  cycle.  When  this 
takes  place,  we  may  expect  improvement  in  the 
pituitario-ovarian  balance,  which,  once  well  under 
way,  should  tend  to  maintain  itself. 

Irradiation  of  the  pituitary  gland  for  the  relief 
of  menopausal  symptoms  is  not  a new  therapeutic 
measure.  Hofbauer  and  Groedie  in  1922,  Werner 
and  Saxler  in  1923,  and  Borak  in  1924  were 
among  the  first  to  use  irradiation  of  the  hypophy- 
sis for  this  purpose  Therapeutic  irradiation  of 
the  pituitary  for  the  presence  of  tumor  was  first 
performed  by  Gramagna  and  Beclere  in  1909. 
Shortly  thereafter  it  was  noted  that  some  of  their 
patients,  who  had  associated  gynecological  dis- 
orders of  the  menopause,  were  greatly  relieved  of 
these  symptoms.  More  recently,  Newell  and 
Pettit  have  applied  small  doses  of  X-ray  to  the 
pituitary  to  determine  its  effect  upon  essential 
types  of  dysmenorrhea.  They  report  amelioration 
of  symptoms  in  over  two-thirds  of  their  cases. 
Within  the  past  year  Collins,  Menville  and 
Thomas  have  completed  the  treatment  by  irradiat- 
ing a series  of  cases  which  presented  the  general 
symptoms  of  the  menopause.  No  special  atten- 
tion, however,  was  given  to  the  problem  of  head- 
ache. Their  general  conclusions  are  that  irradia- 
tion of  the  pituitary  for  climacteric  symptoms 
produces  excellent  results  and  will  in  no  way  lead 
to  harmful  effects. 

We  are  presenting  here  as  a basis  for  this  dis- 
cussion a series  of  19  patients  selected  because 
their  outstanding  symptoms  of  the  menopause 
was  that  of  very  severe  headache.  Some  of 
these  patients  presented  in  addition  other  gen- 
eralize symptoms  of  the  climacteric,  but  did  not 
consider  them  of  sufficient  severity  to  warrant 
treatment.  The  entire  group  consulted  the  clinic 
for  the  relief  of  head  pain.  Other  causes  for 
headache  were  carefully  eliminated  before  a pa- 
tient was  accepted  for  treatment.  We  feel,  there- 
fore, that  we  were  dealing  with  a problem 
peculiar  to  the  menopause. 

In  14  of  the  19  patients  studied  we  were  able 
to  demonstrate  an  abnormal  amount  of  prolan,, 
in  the  blood,  according  to  the  Fluhmann  technique, 
prior  to  irradiation.  Up  to  the  present  time  we 
have  been  unable  to  complete  our  studies  on  the 
blood  since  irradiation.  We  hope  to  be  able  to  do 
so,  however,  when  a final  survey  of  this  series  is 
accomplished.  The  Roentgen-ray  treatments  were 
given  with  200  kv.  at  50  cm.  distance,  using  0.65 
mm.  Cu.  and  1 mm.  Al.  as  a filter  and  an  8 cm. 
mask.  A total  of  1000  R was  used,  divided  into 
two  exposures  of  500  R.  each  administered  a week 
apart  and  on  opposite  sides  of  the  head. 

A temporary  alopecia  developed  in  two  in- 


stances, but  the  patients  were  so  pleased  with 
their  improvement  that  they  failed  to  be  annoyed 
by  this  complication.  A third  patient  presented  a 
very  slight  transient  parotitis  several  days  after 
irradiation.  This,  however,  proved  to  be  of  no  con- 
sequence. Other  than  for  the  above  mentioned 
complications,  we  encountered  no  ill  effects  what- 
soever. In  this  regard,  Borak  states  that  he  has 
carried  out  thousands  of  irradiations  of  the 
pituitary  gland  in  hundreds  of  cases  during  a 
period  of  ten  years  without  encountering  any  evi- 
dence of  injury. 

Following  irradiation,  14  of  the  19  patients 
presented  in  this  series  showed  a marked  degree 
of  improvement.  Three  of  the  remaining  five 
were  improved  to  some  extent,  while  the  remain- 
ing two  received  no  benefit  whatever.  We  are  of 
the  opinion  that  the  last  five  should  be  subjected 
to  a second  series  of  irradiation  in  conjunction 
with  further  endocrine  investigation. 

The  total  dosage  in  the  above  series  of  patients 
’has,  we  believe,  an  inhibitory  effect  upon  the 
activity  of  the  hypophysis.  If  this  be  true,  it 
would  seem  that  we  are  safe  in  assuming  that  the 
result  has  been  a diminution  in  the  size  of  the 
gland  and  a subsequent  lessening  of  tension  with- 
in the  sella.  Since  the  chief  complaint  of  headache 
tends  to  disappear  under  this  type  of  manage- 
ment, without  the  aid  of  other  forms  of  therapy, 
we  may  be  justified  in  the  conclusion  that  the 
pituitary  is  a highly  probable  factor  in  the  causa- 
tion of  certain  types  of  headache  peculiar  to  the 
menopause. 

150  East  Broad  Street. 
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SINCE  1927  it  has  been  my  annual  duty  to 
outline  the  treatment  of  the  diabetic  patient 
for  the  interns  of  the  Youngstown  Hospital. 
Gradually,  the  method  outlined  below  has  been 
evolved.  This  is  a combination  of  methods  in 
the  literature  and  in  use  at  different  clinics  and 
hospitals.  I am  appending  no  bibliography  as 
most  of  this  material  is  found  in  either  Sansum, 
Joslin  or  Beckman. 

It  has  been  my  experience  that  in  spite  of  an 
excellent  theoretical  knowledge  of  diabetes,  the 
problem  of  actually  regulating  and  standardiz- 
ing a diabetic  patient  seems  to  provide  consider- 
able difficulty  to  most  of  these  men.  As  the 
majority  of  them  will  do  general  practice,  they 
will  have  the  responsibility  of  handling  the 
greater  percentage  of  diabetic  patients,  and 
therefore  must  have  a system  which  will  be  use- 
ful not  only  in  the  hospital,  but  also  applicable 
to  general  practice.  I believe  that  the  simplicity 
of  the  method  recommends  it  for  general  use. 

The  following  general  considerations  enter  into 
the  handling  of  every  diabetic: 

1.  The  child  diabetic,  due  to  bis  larger  require- 
ment of  protein,  is  best  handled  from  standard 
tables  as  outlined  by  Priscilla  White,  Joslin,  San- 
sum and  others. 

2.  All  adult  patients  are  standardized  on  the 
basis  of  ideal  weights.  When  standard  weight 
tables  are  not  available  the  following  rule  will 
be  found  to  correspond  very  closely:  110  pounds 
for  five  feet,  and  five  pounds  for  each  additional 
inch  of  height.  For  example,  if  the  patient  is 
5-feet  11-inches,  the  ideal  weight  would  be  110 
plus  5 x 11,  or  165  pounds. 

The  obvious  advantage  of  ideal  weights  is  that 
both  the  under-weight  and  over-weight  patient 
will  tend  to  approximate  this  ideal.  This  is  true 
only  in  a general  sense,  as  many  other  factors, 
besides  actual  food  intake,  enter  into  weight  loss 
and  weight  gain.  A few  of  these  factors  are: 
metabolic  rate,  nervous  makeup  of  the  individual, 
and  type  of  work.  However,  the  majority  of 
patients  will  tend  to  approximate  this  average 
weight. 

3.  Caloric  requirement  decreases  with  age,  and 
therefore,  the  younger  diabetic  requires  more 
food  than  the  older  one.  In  general,  up  to  the 
age  of  30,  about  30  calories  per  kilo  is  sufficient. 
Older  patients  are  tried  on  25  calories  per  kilo, 
and  beyond  the  age  of  55  or  60  the  majority  of 
patients  will  do  best  on  20  C.  per  kg.  It  must 
be  remembered  that  the  factors  which  govern 
weight  gain  and  weight  loss,  also  govern  food  re- 
quirement. If  the  patient  does  not  gain  or  lose 
weight  as  planned,  the  caloric  intake  will  have  to 
be  adjusted  to  bring  about  the  desired  change. 


4.  The  carbohydrate  to  fat  ratio  is  increased 
with  the  age  of  the  patient.  In  those  over  30 
years  of  age,  I prefer  a ratio  of  three  grams  of 
carbohydrate  to  one  gram  of  fat.  In  the  presence 
of  arterio-sclerosis,  hypertension,  gall-bladder, 
cardiac,  or  renal  disease,  further  restrictions  of 
fat  seem  desirable,  so  that  the  ratio  of  carbo- 
hydrates to  fats  may  reach  4:1  or  even  5:1.  We 
have  come  to  believe  that  the  ratio  C:F  should 
never  be  less  than  2:1.  The  recent  work  on  the 
influence  of  liver  glycogen  reserve,  has  borne  out 
Sansum’s  conclusions,  which  he  so  brilliantly 
made,  as  far  back  as  1926. 

5.  Protein  is  never  restricted  below  1 Gm.  per 
kilo  of  weight.  If  albumin  is  being  lost  in  the 
urine,  it  is  wise  to  increase  the  protein  intake 
to  compensate  for  this  loss,  and  thus  avoid 
hypoproteinemia  with  its  attendant  anemia  and 
edema. 

6.  We  believe  that  the  measured  diet  is  just 
as  satisfactory  as  the  weighed  diet,  and  much 
less  troublesome.  The  variation  in  the  carbohy- 
drate, fat,  and  protein  content  of  foods  is  so 
great  that  the  error  resulting  from  using  the 
measured  instead  of  the  weighed  diet  is  rela- 
tively small  by  comparison.  Thus  the  supposed 
accuracy  of  the  weighed  diet  is  entirely  fictitious, 
and  the  bother  of  weighing,  an  unnecessary  bur- 
den for  the  patient.  If  the  C.  F.  and  P.  content 
of  foods  were  always  the  same,  weighing  would 
be  justified,  but  as  the  variation  is  so  great,  the 
most  that  can  be  said  for  any  table  of  foods 
is  that  it  is  an  approximation  of  real  values. 

7.  Insulin  dosage  is  juggled  to  control 
glycosuria.  If  the  24-hour  urine  can  be  examined 
quantitatively,  a great  deal  of  time  may  be  saved 
in  arriving  at  insulin  requirement.  It  appears 
that  the  new  protamine  insulin  may  make 
changes  in  our  conception  of  insulin  dosage  and 
insulin  requirement,  but  the  basic  principles  of 
insulin  therapy  will  probably  still  apply. 

8.  The  carbohydrate  and  fat  requirement  of 
the  patient  is  figured  in  the  following  manner: 
The  number  of  grams  of  protein  being  known 
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(1  gm  per  kilo),  the  number  of  calories  obtained 
from  protein  is  subtracted  from  the  total  esti- 
mated caloric  requirement  of  the  patient.  This 
balance  is  the  caloric  intake  provided  by  carbo- 
hydrate and  fat.  It  is  now  necessary  to  con- 
vert these  remaining  calories  back  to  grams.  The 
balance  obtained  after  subtracting  protein  cal- 
ories from  total  caloric  requirement  is  divided 
by  17,  21,  23,  25,  27,  or  29.  These  numbers  re- 
sult from  a unit  which  is  the  total  of  calories 
in  2 gms.  of  C.  plus  1 gm.  of  F;  3 gms.  of  C. 
plus  1 gm.  of  F;  3%  gms.  of  C.  plus  1 gm.  of  F; 
4 gms.  of  C.  plus  1 gm.  of  F;  and  5 gms.  of  C. 
plus  1 gm.  of  F,  depending  on  the  type  of  diet 
that  is  to  be  used.  These,  therefore,  correspond  to 
diets  with  ratios  of  2C:1F;  3C:1F;  3X4C:1F;  4C: 
IF;  5C:1F,  and  are  simply  2X4+9;  3X4+9,  etc. 
The  result  of  this  division  gives  the  number  of 
grams  of  fat  (the  equivalent  of  IF)  and  the  num- 
ber of  grams  of  C will  be  obtained  by  multiplying 
by  2,  3,  3%,  4 or  5.  The  example  given  below  may 
help  to  clarify  some  of  the  points  that  I have 
not  succeeded  in  making  clear. 

Example:  Patient  25  years  of  age — 5 ft.  9 

ins.  in  height: 

Ideal  weight  110+45=155#  (or  70  Kg), 

Total  calories  required  70X25=1750; 

Protein  1 gm.  per  Kg.=70  gms. 

Calories  obtain  from  P=(70X4)  280, 

Calories  to  be  obtained  from  C and  F 1750 — 
280=1470. 

Diet  desired  is  2:1  Ratio  C:F 
1470 

Number  of  grams  of  fat=p==85 

Carbohydrate  2X85=170 

Diet  Cl 70 — P70 — F85. 

After  48  hours,  the  patient  is  told  to  bring  in 
part  of  a measured  24-hour  urine  specimen.  In- 
sulin requirement  can  be  calculated  from  the 
quantity  of  sugar  spilled  in  24  hours,  as  usually 
each  three  grams  of  glucose  in  the  24-hour  test, 
must  be  covered  by  one  unit  of  insulin.  The 
second  24-hour  quantitative  urine  is  checked  48 
hours  after  the  first.  This  specimen  gives  one 
a rough  idea  as  to  the  relative  efficiency  of  the 
unit  of  insulin,  and  also  the  additional  amount 
of  insulin  necessary.  The  Rudisch  quantitative 
test  is  just  as  simple  as  either  the  Benedict  or 
Fehling  qualitative  test. 

One  must  remember  that  neither  glucose  tol- 
erance nor  insulin  efficiency  are  fixed  quantities, 
but  will  increase  as  glycogen  reserve  is  stored  in 
the  liver.  It  is  for  this  reason  that  the  quantity 
of  insulin  can  later  be  decreased.  It  is  also 
well  to  remember  that  the  hypertensive  or  arterio- 
sclerotic diabetic  should  not  be  regulated  too 
strictly,  but  should  be  allowed  to  spill  a little 
sugar  during  the  24  hours. 

The  blood  sugar  is  a very  variable  quantity, 
and  therefore,  we  have  been  doing  very  few 


blood  sugars,  depending  largely  on  the  24-hour 
quantitative  urine.  One  blood  sugar  examina- 
tion made  after  the  patient  has  a sugar  free 
urine  will  pick  up  the  small  percentage  of 
patients  with  a high  renal  threshold. 

Example  (2):  Patient  age  50 — 5 ft.  4 ins. 

Ideal  weight,  110+20=130#  (or  60  Kg.) 

Protein  60  gms. 

Diet  requirement  60X25=1500  cal. 

Calories  from  P.  (60X4)  =240 

Balance  from  C and  F=1260 

Ratio  C:F  is  3%:1  (4x3y2+9)=23 

„ . 1260 

Fat  m grams — ^3 — =55 

Carbohydrates  3)4X55=193 

Diet  C190 — P60 — F55 

SUMMARY 

1.  Another  method  for  estimating  the  diabetic 
diet  is  herewith  outlined. 

2.  This  method  has  been  found  very  satisfac- 
tory in  practice,  and  has  been  applied  during  the 
last  nine  years,  to  an  active  diabetic  service. 

3.  It  is  possible  to  regulate  many  patients 
while  ambulatory,  and  therefore  save  many  hos- 
pital days.  The  necessity  for  hospitalization  is 
less,  because  of  infrequent  blood  sugar  analysis. 
It  is  granted  that  the  hospital  is  ideal  if  the 
patient  can  afford  it. 
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The  Doctor’s  Wife 

Many  patients  object  to  a doctor's  wife  knowing 
too  much  about  them,  and  more  than  one  doctor 
has  lost  practice  by  getting  a reputation  for  dis- 
cussing his  patients  with  his  wife.  It  is  usually 
best  from  the  beginning  to  leave  your  profes- 
sional problems  behind  you  when  you  go  home, 
and  never  to  talk  about  patients  with  your  wife. 
There  are  at  least  two  reasons  for  this : first,  be- 
cause it  gives  a better  chance  to  relax  and  recover 
from  the  strain  of  the  day’s  work;  second,  because 
it  is  not  wise  to  train  your  wife  to  expect  a recital 
of  your  patients’  troubles.  The  same  advice  ap- 
plies with  greater  emphasis  to  your  relations 
with  friends.  If  one  friend  learns  that  you  are  in 
the  habit  of  discussing  with  him  the  intimate  de- 
tails of  your  patients’  lives,  he  will  very  naturally 
conclude  that  when  he  is  sick  he  will  likewise  be 
a topic  of  conversation  for  your  other  friends. — 
Wingate  M.  Johnson,  M.D.,  Page  135,  “The  True 
Physician”,  The  Macmillan  Co.,  1936. 


The  presence  of  severe  hypochromic  anemia 
and  abnormally  high  gastric  acidity  is  of  diag- 
nostic importance  in  the  silent  bleeding  type  of 
duodenal  ulcer. 
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TO  evaluate  the  efficacy  of  any  specific  or 
symptomatic  measure  in  the  treatment  of 
whooping  cough,  normal  cases  must  be 
closely  studied  and  controls  set  up.  The  ordinary 
course  of  this  disease  is  so  variable  and  unpre- 
dictable that  it  does  not  take  much  experience  to 
convince  us  of  the  utter  futility  and  actual  fal- 
lacy of  comparing  alternate  cases  in  determining 
the  value  of  any  therapeutic  procedure.  One  child 
in  a family  will  have  a severe  type  of  disease 
with  attacks  of  whooping,  a second  may  never  go 
beyond  the  paroxysmal  stage  and  a third  will  have 
but  few  coughing  spells.  One  infant  is  quiet,  an- 
other whoops  constantly;  one  retains  food,  while 
another  vomits  continuously  and  an  older  child 
may  not  even  be  ill. 

The  disease  may  be  even  different  in  severity  in 
different  years.  Since  clinical  attacks  are  so  dis- 
similar, controls  from  alternate  cases  are  worth- 
less in  proving  the  efficacy  of  therapeutic  better- 
ments. Such  comparisons  may  reflect  mortality 
rates,  but  they  cannot  be  utilized  to  denote  shades 
of  disease  severity.  This  disease  is  so  variable 
that  often  the  parents  and  even  the  physician  do 
not  know  whether  the  patient  has  the  disease. 

It  might  be  stated  in  objection  that  comparison 
of  cases  is  the  only  way  that  we  have  to  evaluate 
therapy  and  for  that  reason  such  evidence  should 
be  admitted.  This,  however,  is  not  correct,  since 
controls  may  be  furnished  by  the  very  case  itself 
and  the  disease  lasts  long  enough  so  that  the  child 
can  be  studied  before  and  after  a therapeutic 
agent  is  given.  The  combined  information  ob- 
tained from  hundreds  of  such  cases  together  with 
a consideration  of  the  death  rate  of  children  under 
two  years  of  age  who  were  treated  gives  us  in- 
formation upon  which  we  may  draw  conclusions. 
Our  report  today  is  a general  resume  of  the  treat- 
ment of  over  1300  cases  of  whooping  cough. 

SYMPTOMATIC 

The  objective  in  all  treatment  for  this  infec- 
tion is  twofold — (1)  to  keep  up  the  nutrition  and 
(2)  to  keep  the  patient  quiet.  The  former  is  ac- 
complished in  infants  by  more  frequent  feedings, 
by  feeding  more  highly  concentrated  food,  by  re- 
feeding if  vomiting  occurs  and  by  washing  out 
the  stomach  if  the  vomiting  becomes  pernicious 
and  if  alkalosis  seems  likely.  Often  feeding  by 
gastric  lavage  will  have  to  be  started  and  in- 
fusions may  be  necessary  to  prevent  water  loss. 
The  older  child  usually  requires  no  dietary  change, 
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but  should  be  refed  if  he  vomits  too  often.  All  the 
vitamins  should  be  supplied. 

The  mother  should  stop  feeding  the  infant  at 
intervals  to  see  whether  the  child  has  swallowed 
any  air.  Enemas  may  have  to  be  given  twice  daily 
in  order  to  get  rid  of  the  gas  and  to  avoid  strain- 
ing which  may  precipitate  an  attack  of  whooping. 
Infants  should  be  held  with  the  head  dependent 
and  to  the  side  during  an  attack.  The  abdomen  of 
the  infant  should  be  bandaged  tightly  at  the  onset 
of  the  whooping  stage  of  the  disease. 

Besides  feeding  the  other  important  thing  is 
to  keep  these  children  quiet.  It  seems  incongru- 
ous to  advise  quiet  in  one  breath  and  in  the  next 
to  insist  on  a regime  of  feeding  which  may 
agitate  the  child  to  the  point  where  he  may  have 
a vomiting  attack.  If  it  becomes  a question  of 
relative  values  as  to  which  is  more  important — 
nutrition  or  rest  and  quiet — one  always  chooses  to 
keep  up  the  nutrition.  The  baby  or  child  should 
be  kept  by  himself  if  possible  and  not  played  with 
or  excited.  He  should  not  be  allowed  to  do  any- 
thing which  will  start  him  laughing  or  crying. 
(If  a whooping  cough  spell  starts,  it  may  be 
aborted  by  putting  the  finger  down  the  throat  and 
causing  the  patient  to  vomit.) 

In  our  experience,  those  cough  syrups  that  con- 
tain codein  are  best.  We  avoid  the  use  of  chloral 
hydrate  especially  in  infants.  The  narcosis  pro- 
duced by  even  a small  dose  of  this  drug  may  be 
so  deep  that  an  infant  may  vomit,  insufflate  the 
vomitus  back  into  the  lung  and  actually  drown  in 
his  own  vomitus.  Three  cases  with  necropsy  find- 
ings of  milk  in  the  bronchi  bear  out  this  point. 
Luminal  is  popular,  although  it  is  sometimes 
avoided  because  of  the  rash  that  may  accompany 
its  use.  Some  individuals  use  paragoric,  especially 
where  there  has  been  vomiting. 

Often  cases  will  go  through  an  entire  attack 
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without  having-  any  fever  and  the  average  case 
has  but  little  fever,  so  that  when  the  temperature 
rises  a complication  is  present,  usually  in  the  ear 
or  lungs.  In  1152  cases1  bronchopneumonia  ap- 
peared 250  times  and  otitis  media  was  found  114 
times.  Of  166  patients  that  died,  121  had  broncho- 
pneumonia and  144  or  86.7  per  cent  were  in  chil- 
dren under  three  years  of  age.  Seventy-nine 
deaths  occurred  under  one  year  of  age,  56  of 
which  were  due  to  pneumonia.  But  few  cases  died 
with  otitis  media  alone  so  that  bronchopneumonia 
becomes  the  feared  complication,  the  treatment  of 
which  can  only  be  symptomatic. 

A child  with  rickets  who  starts  to  develop 
whooping  cough  should  be  given  vitamins  as  soon 
as  possible,  since  rickets  is  a predisposing  handi- 
cap. Thirty-five  of  92  rachitic  children  died  and 
10  of  14  spasmophilics.  Thus  45  of  the  166  cases 
that  died  in  this  group  of  1152  cases  were  rachitic 
or  spasmophilic. 

Ear  drums  should  be  punctured  when  necessary. 
If  the  nasal  passages  have  become  secondarily  in- 
fected, postural  drainage  and  suction  may  be  em- 
ployed. Eye  vessels  may  rupture  during  a cough- 
ing spell,  but  these  hemorrhages  may  be  ignored. 
Clinical  reactions  due  to  so-called  encephalitis 
usually  disappear.  I have  noticed  that  it  is  al- 
ways the  allergic  child  in  the  family  that  will  be 
sickest  and  this  is  the  child  that  is  most  likely  to 
have  the  most  severe  attacks  of  whooping  and 
coughing.  Nothing,  of  course,  can  alter  this 
fundamental  physical  characteristic. 

A gastrointestinal  disturbance  may  occur  in  in- 
fants which  will  demand  a great  deal  of  atten- 
tion and  perhaps  changes  in  the  feeding.  If  the 
cough  persists  too  long  always  employ  postural 
drainage,  since  such  cases  usually  have  some 
bronchiectasis.  Atelectasis  sometimes  occurs,  and 
as  a rule,  is  not  fatal  in  its  effects.  Chronic 
bronchitis  may  develop  and  I feel  that  asthma  is 
more  common  an  aftermath  than  statistics  would 
have  us  believe. 

The  general  type  of  treatment  is  still  as  it  has 
been  for  years  past — lots  of  rest,  plenty  of  good 
nutritive  food  and  some  narcotic  to  keep  the 
patient  quiet. 

SPECIFIC  TREATMENTS 

Krueger’s  undenatured  endoantigen  made  by 
grinding  freshly  isolated  cultures  of  H.  pertussis 
in  a ball  mill  has  been  used  in  24  cases.  This  is 
not  a great  number  to  be  sure,  but  sufficient  to 
give  us  a hint  as  to  expected  results  and  since  no 
case  was  modified  in  any  way,  its  use  was  dis- 
continued. 

The  old-fashioned  vaccine  in  use  before  Sauer’s 
vaccine  was  put  on  the  market  was  tried  in  over 
150  cases  without  any  beneficial  results.  It  must 
be  stated,  however,  that  the  dosages  used  were 
small  compared  to  those  subsequently  advocated. 

Sauer’s  vaccine  obtained  from  freshly  isolated 


cultures  of  the  “disease  producing’’  phase  of  the 
organism’s  existence  was  tried  in  33  cases  and 
there  were  no  beneficial  results. 

The  “fixed  phase”  or  phase  IV  (Leslie  and  Gard- 
ner) culture  vaccine  was  tried  in  22  cases  with 
no  benefit. 

One  wonders  why  it  should  be  thought  that  in- 
jections of  freshly  isolated  organisms  could 
modify  the  course  of  the  disease  when  there  is 
even  some  question  as  to  whether  normal  in- 
dividuals can  be  actively  immunized  by  vac- 
cines made  from  these  organisms2.  One  ques- 
tions the  logic  of  daily  injections  of  any  therapy 
when  it  is  remembered  that  cases  get  well  in  time 
any  way  even  though  untreated. 

When  diphtheria  vaccine  was  used  it  did  not 
protect  against  diphtheria.  It  was  only  when  the 
toxin  producing  the  disease  was  used  that  im- 
munization became  possible  and  practicable.  It 
has  been  shown  that  H.  pertussis  produces  an 
exudate  during  its  metabolic  growth  somewhat  in 
the  same  fashion  as  the  diphtheria  bacillus  pro- 
duces a toxin  during  its  growth.  Diphtheria  toxin 
produces  diphtheria  and  pertussis  mucoid  exudate 
produces  whooping  cough.  This  exudate  has  been 
produced  artificially3.  Eighty  cases  under  three 
years  of  age  have  been  treated  with  this  exudate 
and  the  course  of  the  infection  seemed  shortened; 
there  was  only  one  death  in  this  age  group.  I 
wish  to  stress  the  fact,  however,  that  this  is 
merely  a preliminary  report  and  the  whole  matter 
is  still  in  the  experimental  stage. 

If  vaccines  made  from  freshly  isolated  organ- 
isms prevented  the  disease  (there  is  no  absolute 
evidence  that  it  does),  then  a serum  might  be 
made  from  these  organisms  which  could  be  used 
to  treat  these  cases.  Rabbits  and  horses  were 
immunized  in  the  one  instance  to  the  point  where 
the  blood  serum  had  an  agglutinin  titer  of 
1:10,000  and  in  another  of  1:40,000.  When  such 
serums  were  added  to  freshly  isolated  strains 
and  injected  into  guinea-pigs,  the  animals  thus  in- 
jected all  died  like  the  controls  and  the  pathologi- 
cal reactions  were  more  severe  in  extent  in  the 
protected  animals,  giving  no  experimental  evi- 
dence that  such  serums  are  of  value4.  Twenty 
patients  were  treated  with  horse  serum  having  an 
agglutinin  titer  of  1:40,000  with  an  aggravation 
rather  than  any  alleviation  of  their  symptoms. 

Convalescent  serum  has  been  used  in  preven- 
tion of  the  disease  and  is  said  to  be  of  value.  We 
have  used  it  therapeutically,  usually  in  the 
severely  affected  case.  It  may  have  been  of  some 
value,  but  the  evidence  was  anything  but  con- 
clusive. It  was,  however,  suggestive  enough  to 
continue  its  use. 

Since  the  cause  of  whooping  cough  is  the 
mucoid  metabolic  exudate  produced  by  the  bacillus 
and  not  the  freshly  isolated  culture  organisms 
about  which  so  much  is  written,  it  remains  to  be 
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seen  whether  a therapeutic  antiserum  may  be 
made  when  this  mucoid  exudate  is  used  as  the 
provoking  antigen. 

City  Hospital. 
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DISCUSSION 

Joseph  E.  McClelland,  M.D.,  Cleveland:  Whoop- 
ing cough  presents  a triple  challenge  to  the  doc- 
tor namely:  one,  prophylaxis,  two,  early  diagnosis 
and  three,  treatment. 

We  heard  yesterday  that  prophylaxis  through 
attempts  at  active  immunization  may  not  prove 
as  successful  as  certain  proponents  would  have  us 
believe. 

Treatment,  which  is  the  topic  before  us  today, 
is  properly  considered  under  the  headings  of 
symptomatic  and  specific.  All  will  agree  that 
sedatives  hold  first  place  in  symptomatic  treat- 
ment especially  one  of  the  opiates  as  codeine  or 
paregoric.  I would  only  emphasize  that  these 
should  be  administered  in  doses  large  enough  to 
combat  the  major  symptoms  of  coughing  and 
vomiting.  Another  sedative  which  deserves  men- 
tion is  ether  in  olive  oil  which  can  be  given 
rectally  in  solutions  as  strong  as  25  or  even  50 
per  cent. 

Specific  treatment  whether  with  pure  vaccines 
prepared  under  modern  techniques,  mixed  vaccines 
or  vaccines  mechanically  modified  like  Krueger’s 
undenatured  bacterial  antigen,  have  engendered 
only  mild  enthusiasm.  When  one  considers  that 
Sauer’s  vaccine  is  supposed  to  require  two  or 
three  months  time  to  develop  sufficient  antibodies 
to  produce  adequate  immunity  for  prevention,  it 
is  hard  to  understand  how  such  a vaccine  can  act 
quickly  enough  to  be  of  help  in  the  treatment  of 
the  active  disease. 

The  mucoid  exudate  to  which  Dr.  Toomey 
briefly  refers  appears  both  clinically  and  in  arti- 
ficial media.  The  use  of  this  exudate  as  an  antigen 
has  never  been  tried  before.  If  it  succeeds  in  pro- 
ducing antibodies  or  antitoxins  rapidly  or  in 
liquefying  the  mucoid  exudate  in  the  trachea  and 
bronchi,  the  paroxysms  of  coughing  will  be  com- 
bated effectively  and  this  should  also  greatly 
lessen  the  frequency  of  the  most  common  com- 
plication, bronchopneumonia,  which  must  often  be 
produced  by  increased  intra-pulmonary  pressure 
induced  by  the  paroxysms  of  coughing. 

Cf  194  galenicals  listed  in  the  U.  S.  Pharma- 
copoeia XI,  they  show,  “more  than  12  per  cent 
contain  glycerine,  a large  proportion  for  any 
single  chemical.”  Also,  “glycerine  has  an  im- 
portant place  in  the  National  Formulary  VI 
(N.F.  VI.),  where  it  is  an  ingredient  of  more 
than  16  per  cent  of  the  481  preparations  listed.  . . 
Significant,  too,  is  the  fact  that  of  55  elixirs  listed, 
29  contain  glycerine,  and  that  of  32  liquors  (or 
.solutions)  9 contain  glycerine.” 


We  Sometimes  Forget  — 

Vaginal  bleeding,  no  matter  how  slight  in  the 
third  trimester  of  pregnancy  is  very  likely  due  to 
a placenta  previa.  A positive  diagnosis  should  be 
made  at  once  by  digital  examination  and  the  cor- 
rect treatment  instituted.  Procrastination  may  be 
fatal  to  mother  or  foetus,  or  even  to  both. 

Stripping  the  cord  towards  the  baby  before 
tying  seems  to  be  a common  practice  among  the 
younger  members  of  the  profession.  One  cannot 
be  sure  that  none  of  the  cord  blood  has  clotted 
and  if  it  has,  it  will  not  get  very  far  along  the 
baby’s  circulation  before  doing  a lot  of  damage. 
The  small  amount  of  blood  conserved  for  the  baby 
does  not  compensate  for  the  potential  danger  of  a 
pulmonary  embolus. 

If  a monstrosity  is  delivered,  efforts  should  be 
made,  if  it  is  stillborn  or  dies  soon  after  birth,  to 
secure  it  as  a museum  specimen.  The  anatomical 
department  of  a medical  school  will  be  glad  to 
accept  it.  Do  not  forget  to  preserve  the  after- 
birth, too,  as  this  sometimes  is  of  more  interest 
than  the  monstrosity  itself — in  the  case  of  the 
quintuplets,  for  instance. 

In  using  the  popular  Ziegler  clamp  on  the  cord, 
there  is  no  particular  reason  why  the  cord  should 
be  cut  flush  with  the  clamp.  The  clamp  in  this 
event  may  slip  off,  but  if  a short  stump  of  cord  is 
left,  this  can  not  happen. 

In  breech  extractions  especially,  remember  that 
good  old  rule  “Primum  non  nocere.”  that  is  to 
say,  “First  not  to  injure.” — J.  J.  Thomas,  M.D., 
Cleveland,  Ohio. 


Conduct  in  General  Practice 

I think  that  in  our  concern  about  the  purely 
economic  and  scientific  features  of  our  profession 
we  are  likely  to  forget  that  if  we  are,  in  truth, 
members  of  the  last  existing  guild  we  have  an 
obligation  to  be  noble  over  and  above  that  of  the 
men  and  women  of  almost  any  other  calling.  In 
dealing  with  people  who  cannot  well  afford  to 
pay  much  for  our  services,  if  we  could  be  willing 
more  often  and  more  graciously  to  count  as  part 
of  our  compensation  the  knowledge  that  we  have 
the  power  and  the  privilege  “to  cure  sometimes, 
to  relieve  often,  and  to  comfort  always”  then  we 
would  be  less  inclined  to  apply  the  yard  stick  of 
monetary  income  as  the  main  measure  of  success. 
If  we  are  performing  a useful  work  in  our  com- 
munity, and  doing  it  to  the  best  of  our  natural 
born  ability  to  accomplish,  we  are  achieving  suc- 
cess, and  we  should  not  be  too  unhappy  about  it 
because  we  are  not  also  acquiring  fame. — B.  J. 
Gallagher,  M.D.,  Waseon,  Minnesota,  Minn.  Med., 
19:759,  Dec.,  1936. 


THE  CONSERVATIVE  TREATMENT  OF  ABORTION 

By  CHARLES  W.  PAVEY,  M.D.,  Columbus,  Ohio 
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IT  IS  estimated  that  there  are  approximately 
1,000,000  abortions  in  the  United  States  each 
year  with  a mortality  about  seven  times  as 
great  as  child  birth  at  term.  This  puts  the  in- 
cidence at  approximately  one  abortion  for  every 
three  pregnancies.  In  other  words,  abortion  is 
half  as  common  as  all  other  obstetrical  conditions 
combined  and  is  second  only  to  gonorrhea  as  a 
cause  of  pelvic  infection  in  women.  Unfortunately 
whatever  improvement  there  has  been  in  the  tech- 
nique of  the  abortionist  has  been  more  than  offset 
by  the  increased  incidence  of  the  practice. 

From  this  it  would  seem  that  a simple  and  ef- 
fective method  of  handling  such  cases  would  be 
of  interest  to  every  physician  that  does  any  ob- 
stetrical work.  Complete  spontaneous  abortion 
needs  but  a passing  word.  The  management  is 
the  same  as  for  any  other  puerperium  with  the 
exception  that  expediency  usually  demands  that 
we  shorten  the  bedfast  period  one  day  for  each 
month  that  the  patient  is  under  term  providing  of 
course  that  there  are  no  complications. 

During  pregnancy,  as  is  well  known,  there  is  an 
increase  in  the  vascularity  of  all  of  the  pelvic 
structures  and  particularly  of  the  uterus,  with  a 
corresponding  increase  in  lymphatic  channels. 
This  makes  a condition  favorable  to  the  develop- 
ment and  spread  of  infection  if  pathogenic  organ- 
isms are  introduced  as  is  often  the  case  in 
criminal  or  self-induced  abortion.  Infection  com- 
plicating abortion  extends  by  blood  stream, 
usually  along  pre-existent  thrombi,  through 
lymph  channels  and  by  direct  invasion  of  cellular 
tissues  so  that  the  tubes  if  involved  are  usually  in- 
volved from  without  resulting  in  perisalpingitis. 

These  infections  are'  subject  to  a wide  range  of 
severity.  The  course  may  be  mild  or  tempestous, 
short  or  long.  Residual  pathology  may  be  lacking 
or  there  may  be  a characteristic  brawny  exudate 
and  adhesions  involving  the  perimetrium.  Death 
often  ensues. 

During  the  past  decade,  and  before,  the  discus- 
sion both  in  America  and  in  Europe  of  the  rela- 
tive merits  of  instrumental  interference  and  the 
more  conservative  methods  of  treatment  has 
waxed  lively.  The  proponents  of  radical  treatment 
use  statistics  to  support  their  viewpoint  and  while 
I believe  that  there  is  probably  use  for  both  lines 
of  approach  I cannot  help  thinking  that  the  com- 
mendable statistics  cited  by  Heiman  and  Steven- 
son, Boulware,  Faussig  and  W.  O.  Johnson,  to 
name  only  a few,  are  more  of  a tribute  to  the 
skill  and  technique  of  the  authors  than  proof  of 
the  efficacy  of  their  method.  In  short  I am  will- 
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ing  to  concede  that  the  radical  method  works  bet- 
ter in  their  hands  but  I am  not  ready  to  believe 
that  the  results  would  be  as  favorable  if  the 
method  was  in  general  use.  I believe  that  wide- 
spread general  adoption  of  a conservative  plan 
such  as  I am  about  to  outline  will  in  the  long  run 
reflect  a better  average  in  the  vital  statistics. 

Certain  features  that  characterize  a high  per- 
centage of  abortions  commend  to  our  attention 
some  general  principles  to  be  considered  in  the 
selection  of  a line  of  treatment. 

1.  Most  abortions  occur  in  the  economically 
lower  third  of  the  population.  This  suggests  that 
the  line  of  treatment  should  be  as  inexpensive  as 
it  is  possible  to  be  without  sacrifice  of  adequate 
treatment. 

2.  The  majority  are  criminal  or  self-induced 
which  means  that  there  is  a high  predisposition  to 
infection.  This  suggests  that  every  safeguard' 
must  be  employed  to  prevent  spread  of  infection 
and  conversely  to  promote  its  localization  when 
present. 

3.  The  doctor  called  to  attend  a woman  with  a 
threatened,  inevitable  or  incomplete  abortion  is 
practically  never  the  one  guilty  of  instituting 
criminal  interference  with  pregnancy.  This  sug- 
gests that  a desirable  line  of  treatment  for  such 
cases  will  be  one  that  can  leave  no  doubt  as  to 
the  origin  and  mode  of  introduction  of  infection 
in  those  cases  in  which  it  appears. 

The  method  that  I am  going  to  describe  pro- 
vides a maximum  of  safety  and  a minimum  of 
interference  and  leaves  no  doubt  about  the  origin 
or  infection  when  it  occurs.  It  can  be  adequately 
carried  out  by  any  intelligent  practitioner.  These 
considerations  make  it  practicable  to  handle  such 
cases  in  the  home  and  this  in  turn  reduces  the 
expense  for  the  patient. 

I do  not  advise  handling  such  cases  in  the  home 
but  I will  attempt  to  point  out  what  can  and 
should  be  done  in  those  cases  where  hospitalization 
is  impracticable  and  at  the  same  time  outline  a 
line  of  treatment  that  has  many  advantages  re- 
gardless of  where  it  is  carried  out. 

Many  articles  have  appeared  in  the  last  few 
years  on  this  subject.  Most  of  them  favor  con- 
servative treatment.  Accordingly  I cannot  say 
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that  I am  advancing  anything  distinctly  new  in 
the  management  of  incomplete  abortions,  however 
I will  describe  in  detail  the  method  that  I have 
used  in  approximately  200  cases  with  highly 
satisfactory  results. 

Any  attempt  at  home  treatment  is  very  defi- 
nitely contra-indicated  in  three  types  of  patients. 

1.  Those  that  have  bled  excessively. 

2.  Those  showing  evidence  of  sepsis. 

3.  Those  in  which  there  is  a possibility  of 
ectopic  pregnancy  being  mistaken  for  abortion. 

The  routine  is  as  follows: 

1.  The  perineum  is  prepared  by  careful  shaving 
of  the  vulva  and  lower  abdomen  followed  by  a 
thorough  scrubbing  with  soap  and  water  from 
the  umbilicus  of  the  patient  to  the  knees.  This 
step  is  essential  to  the  maintenance  of  asepsis. 

2.  A careful  pointed  history  is  obtained  cover- 
ing points  pertaining  to  the  handling  of  the  case. 
The  main  points  are: 

A.  Those  necessary  to  establish  the  diag- 
nosis of  pregnancy  and  the  period  of  ges- 
tation. Many  times  patients  can  state 
definitely  that  they  have  passed  a fetus 
or  even  demonstrate  the  specimen. 

B.  Information  as  to  the  probable  causes  of 
the  abortion.  Emphasis  should  be  put  on 
the  question  of  self-induced  or  criminal 
interference.  When  it  is  explained  to  the 
patient  in  a sympathetic  manner  that 
this  information  is  essential  to  the  selec- 
tion of  a proper  method  of  treatment  and 
is  not  sought  from  curiosity  nor  for  per- 
secution the  information  is  usually  forth- 
coming. 

C.  Details  of  the  onset  and  course  of  the 
process  particularly  where  nothing  has 
been  expelled.  Ectopic  pregnancy  should 
be  strongly  suspected  in  those  cases  hav- 
ing a sudden  spontaneous  stormy  onset, 
evidence  of  shock  and  internal  hemor- 
rhage and  in  which  no  fetus  has  been 
passed. 

3.  Physical  examination. 

The  examination  like  the  history  should  be  con- 
cerned with  points  pertinent  to  the  diagnosis  and 
treatment. 

Vaginal  examination  should  be  done  only  in 
cases  in  which  there  is  a strong  suspicion  of 
ectopic  pregnancy  that  cannot  otherwise  be  ruled 
out.  When  a vaginal  examination  is  done  the 
patient  must  have  a perineal  preparation  and  the 
examination  is  to  be  done  with  strict  asepsis. 

Where  ectopic  is  not  strongly  suspected  but 
nothing  has  been  passed  a careful  gentle  rectal 
examination  may  be  done  to  determine  the  state 
of  the  cervix.  If  the  examination  shows  the 
abortion  to  be  inevitable  or  incomplete  treatment 
may  be  started  at  once. 


In  those  cases  that  are  known  to  be  incomplete 
or  inevitable  abortion  even  the  rectal  examination 
is  best  dispensed  with. 

4.  As  soon  as  the  diagnosis  of  inevitable  or 
incomplete  abortion  is  made,  treatment  is  in- 
stituted. Any  case  thought  to  be  complete  but  in 
which  the  fetus  and  secundines  have  not  been  seen 
personally  by  the  attending  physician  should  be 
treated  in  the  same  manner.  The  orders  are  as 
follows: 

A.  Hot  soapsuds  enema. 

B.  Elevate  the  head  of  the  bed. 

C.  Light  diet. 

D.  Complete  blood  count  and  urinalysis.  In 
the  home  clinical  judgment  and  the  pa- 
tient’s color,  pulse  rate  and  blood  pres- 
sure may  have  to  serve  as  an  index  to 
the  severity  of  the  hemorrhage.  The 
urine  analysis  is  not  absolutely  essential. 

E.  Blood  typing  and  cross  matching.  (If 
hemorrhage  is  or  has  been  active.  When- 
ever in  doubt  be  prepared  to  transfuse  on 
short  notice.  Do  not  wait  to  secure  donors 
until  you  are  confronted  with  hemor- 
rhage.) 

F.  Complete  history  and  physical  examina- 
tion. 

G.  Save  everything  passed  from  the  vagina. 

H.  Pituitrin  20  units  (1  cc.  surgical)  every 
30  minutes  for  four  doses. 

The  pituitrin  routine  may  be  repeated  after  a 
lapse  of  several  hours  or  on  subsequent  days  but 
I have  only  rarely  found  it  necessary  to  repeat 
it  even  once. 

The  length  of  time  that  the  patient  should  be 
kept  in  bed  will  be  determined  lai’gely  by  the 
course  of  the  puerperium  and  to  some  extent  by 
the  period  of  gestation.  The  minimum  should  be 
about  five  days  for  afebrile  patients  of  six  weeks 
gestation  or  longer. 

On  the  day  that  the  patient  is  to  be  discharged 
the  cervix  should  be  exposed  using  aseptic  pre- 
cautions and  a good  light.  If  any  sizeable  piece  of 
placenta  has  been  retained  it  will  be  found  in  the 
cervix  where  it  can  easily  be  removed  by  gentle 
manipulation  with  a sponge  forceps. 

The  next  step  is  to  explore  the  cavity  of  the 
uterus  with  the  finger  tip.  Generally  it  will  be 
found  to  be  clean  and  smooth.  If  there  are  small 
irregularities  from  retained  fragments  they  can 
usually  be  wiped  off  with  the  finger  tip  or  re- 
moved by  the  sponge  forceps,  or  better  still  by 
the  Hirst  placental  forceps. 

A dressing  forceps  wrapped  with  a thin  layer 
of  gauze  is  then  gently  introduced  into  the  cavity 
of  the  uterus  and  turned  around  and  around.  This 
makes  a very  effective  and  harmless  curette.  The 
uterus  after  this  length  of  time  is  too  thick  and 
firm  to  be  perforated  by  any  reasonable  manipula- 
tion and  having  just  explored  the  uterine  cavity 
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with  the  finger  both  its  depth  and  direction  are 
known. 

At  the  completion  of  this  step  a strong  ecbolic 
is  given  preferably  by  injection  and  the  patient 
returned  to  her  bed.  If  there  is  no  reaction  she 
may  be  discharged  the  same  day. 

An  additional  advantage  of  this  method  is  that 
it  can  be  relied  upon  to  control  hemorrhage  in 
those  cases  with  severe  bleeding  without  taking 
valuable  time  from  or  interfering  with  the  treat- 
ment of  the  hemorrhage  itself.  The  use  of  blood 
transfusion  in  the  treatment  of  hemorrhage  is  too 
universally  accepted  to  require  advocacy  or  de- 
scription; however,  the  sometimes  urgent  need  for 
utmost  speed  can  bear  reiteration.  At  the  present 
time,  a certain  amount  of  time  is  inevitably  re- 
quired for  typing,  cross  matching  and  Wasser- 
mann.  We  use  the  indirect  method  almost  en- 
tirely now.  Our  technique  includes  a tray,  set  up 
sterile  and  ready  for  use  at  all  times.  This  tray 
includes  novocaine,  hypodermic  syringes,  scalpel, 
curved  hemostats,  vein  trocars,  scissors,  No.  0 
catgut,  gauze,  two  30  cc.  syringes,  4 glass  “Y” 
transfusion  tubes,  2-100  cc.  ampules  of  acacia, 
2-50  cc.  ampules  of  sodium  citrate,  clysis  bottle 
and  rubber  tubing  with  suitable  adapters.  There 
is  also  a tourniquet,  graduate,  glass  rod,  large 
needles  and  tubing  for  drawing  the  donor’s  blood. 

No  time  is  wasted  trying  to  get  a needle  in  a 
collapsed  vein.  The  vein  is  exposed  and  opened 
under  direct  vision,  a trocar  slipped  in  and  tied  in 
place  with  catgut,  using  a half  bow  to  facilitate 
loosening  for  removal.  An  infusion  of  acacia  in 
normal  saline  is  started  immediately  and  allowed 
to  run  in  slowly.  In  the  meantime,  all  available 
donors  are  being  cross  matched,  and  the  minute 
suitable  blood  is  found,  it  can  be  drawn,  citrated 
and  added  to  the  solution  of  acacia  in  the  bottle. 

Typing,  Wassermann,  history  and  physical  ex- 
amination of  the  donor,  are  all  desirable  where 
time  or  choice  of  donors  permits.  However,  there 
are  circumstances  in  which  cross  matching  is  the 
only  procedure  that  should  be  considered  abso- 
lutely indispensable. 

In  the  treatment  of  septic  abortion,  the  method 
outlined  above  is  supplemented  by  measures  for 
the  control  of  sepsis.  Most  important  of  these  is 
probably  blood  transfusion.  At  the  earliest  sign 
of  inadequacy  of  the  patient’s  own  inherent  re- 
sources for  combating  infection,  transfusion 
should  be  resorted  to.  In  this  case,  however,  the 
need  for  great  haste  does  not  exist  and  available 
donors  can  be  carefully  checked.  A point  that  is 
very  generally  overlooked  in  transfusion  for 
sepsis  is  the  matter  of  compatibility  of  white  cells. 
The  determination  is  easily  made  and  its  de- 
sirability is  self-evident.  A drop  of  serum  from 
the  recipient  is  allowed  to  dry  on  a clean,  grease- 
free  cover  slip.  After  it  is  dry  a drop  of  donor’s 
blood  is  added  and  the  cover  slip  dropped  on  a 
slide  and  sealed.  Another  drop  goes  on  another 


cover  slip  without  serum  for  a control.  The  slide 
is  then  observed  on  a warm  stage.  If  the  leuco- 
cytes on  the  control  remain  actively  motile  those 
on  the  test  will  be  likewise,  if  the  donor’s  cells  and 
the  recipient  serum  are  compatible.  If  they  are 
not  compatible  the  blood  should  not  be  used  re- 
gardless of  red  matching.  Transfusions  of  200 
to  500  cc.  can  be  given  every  day  if  necessary. 

Charcoal  sticks  or  even  the  cheaper  and  more 
available  tablets  of  copra  charcoal  can  be  steril- 
ized in  an  autoclave  and  used  in  the  uterus  or 
vagina  to  reduce  odors  and  absorb  certain  toxic 
products. 

Before  closing  I wish  to  re-emphasize  one  point. 
In  carrying  out  this  technique,  extract  of  the 
posterior  lobe  of  the  pituitary  must  be  used. 
Equivalent  doses  of  other  ecbolics  is  not  a satis- 
factory substitute.  Experiments  with  the  in- 
trauterine bag  plainly  show  that  only  extract  of 
the  posterior  pituitary  produces  alternate  con- 
traction and  relaxation  which  loosens  the  secun- 
dines.  Ergot  and  ergot-like  preparations  produce 
one  long  sustained  contraction  that  might  tend  to 
grasp  and  retain  any  remaining  fragments  of  the 
embryo. 

In  conclusion  I wish  to  reiterate  that  the  use  of 
pituitrin  in  adequate  amounts  and  repeated  doses 
greatly  simplifies  and  enhances  the  safety  of  the 
treatment  of  abortion. 

2259  North  High  Street. 
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The  employment  of  calcium  as  a therapeutic 
agent  in  dermatoses  characterized  by  such  al- 
lergic phenomena  as  sensitivity,  itching,  weeping 
or  cellular  transudation  is  theroetically  rational 
and  therapeutically  practical. 


INGESTION  OF  CARBON  TETRACHLORIDE:  A PUBLIC  HEALTH 

HAZARD 

By  J.  J.  SELMAN,  M.D.,  and  Z.  T.  WIRTSCHAFTER,  M.D.,  Cleveland,  Oma 


ANY  toxic  substance,  which  is  used  daily  in 
many  homes,  sooner  or  later,  is  subject  to 
accidental  oral  ingestion.  The  toxic  effects 
of  oral  ingestion  of  carbon  tetrachloride,  which 
has  become  a common  household  commodity  in 
recent  years,  have  not  received  the  attention  that 
they  merit.  That  this  hazard  is  in  reality  not  un- 
common as  a clinical  problem  was  impressed  upon 
us  by  seeing  two  cases  within  a few  weeks  on  a 
general  medical  service. 

The  hazards  in  the  use  of  carbon  tetrachloride 
in  industry  are  common  knowledge.  It  has  been 
used  (1)  as  a solvent  in  the  dry  cleaning  industry1, 
degreasing  and  fat  extraction,  (2)  in  dermatologi- 
cal procedures  and  in  hair  shampoos2.  The  route 
of  absorption  is  almost  exclusively  through  the 
respiratory  tract  and  skin  and  the  affection  is 
usually  of  a chronic  nature.  (3)  It  has  been  used 
as  an  anthelmintic  for  hook-worm  infection. 
Toxic  symptoms  have  been  produced  in  spite  of 
the  fact  that  the  doses  prescribed  were  only 
slightly ' greater  than  the  therapeutic  dose.3 

We  observed  two  patients  who  were  chronic 
alcoholics  and  who  were  admitted  into  Cleveland 
City  Hospital.  In  both  cases,  we  were  able  to  get 
a sample  of  the  beverage  ingested  as  a substitute 
for  alcohol.  The  beverage  was  found  to  be  carbon 
tetrachloride.  It  is  entirely  probable  that  the 
chronic  alcoholic  will  compose  the  major  portion 
of  patients  suffering  from  this  clinical  entity. 
Cases  of  accidental  ingestion  will  undoubtedly 
occur  in  children  who  are  the  innocent  victims  of 
any  toxic  substance  which  is  commonly  found  in 
the  home,  particularly  household  cleaning  fluids. 

Bollman  and  Mann,4  who  produced  lesions  of  the 
liver  in  animals  by  the  administration  of  carbon 
tetrachloride,  have  shown  that  gastro-intestinal 
upsets,  diarrhea  and  vomiting  and  occasional 
melena,  are  usually  the  first  symptoms  noticed. 
With  progression  and  continued  attacks  of  gastro- 
intestinal bleeding,  definite  anemia  usually  de- 
velops, and  a small  amount  of  ascitic  fluid  may  be 
present  before  death. 

Lamson,5  and  his  co-workers,  have  shown  that 
the  administration  of  alcohol  and  fat  together 
with  carbon  tetrachloride  by  mouth  increases  the 
degree  of  toxicity  of  carbon  tetrachloride 
enormously,  death  occurring  in  many  of  the 
animals  with  all  the  symptoms  of  intoxica- 
tion, such  as  jaundice,  bilirubinuria  and  bilirubin- 
emia,  nausea,  vomiting  and  mental  depression. 
He  found  striking  evidence  of  characteristic  liver 
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damage  at  autopsy.  No  kidney  lesions  were  re- 
ported. 

Takahashi  and  Robbins3  found  evidence  of 
severe  renal  damage,  decreased  output  of  ethereal 
sulphates,  and  increased  output  of  nitrogen,  and 
also  verified  the  fact  that  the  toxicity  of  carbon 
tetrachloride  was  increased  when  alcohol  and  fat 
were  administered. 

McMahon  and  Weiss7  have  reported  a fatal  case 
of  oral  ingestion  of  carbon  tetrachloride  in  a 
chronic  alcoholic. 

Case  No.  1.  C.  B.,  white  male,  age  47  years,  an 
unemployed  transient,  was  admitted  to  the  med- 
ical division  of  Cleveland  City  Hospital  on  July  5, 
1935,  complaining  of  nausea,  vomiting,  diarrhea 
and  “yellow  skin.”  One  week  before  admission  he 
had  taken  several  drinks  of  a substance  “which 
tasted  like  benzene”  (analysis  of  a sample  ob- 
tained proved  this  to  be  carbon  tetrachloride). 
About  six  hours  later  he  was  awakened  from  his 
sleep  by  a strong  bearing  down  sensation  in  his 
abdomen.  This  was  followed  by  a profuse  diar- 
rhea and  severe  vomiting  which  continued  inter- 
mittently until  the  time  of  admission.  He  had  no 
chills,  but  perspired  freely  and  had  mild  headache. 
He  noticed  that  his  skin  and  sclera  were  yellow 
on  the  day  of  admission.  His  past  history  was 
negative  except  for  the  fact  that  he  had  been  a 
heavy  drinker  for  many  years. 

Physical  examination  revealed  a well  developed 
white  male  who  was  deeply  jaundiced.  He  had  a 
firm,  tender,  large  liver,  which  extended  eight 
centimeters  below  the  right  costal  margin.  The 
urine  had  one  plus  albumin.  The  feces  was  nega- 
tive for  blood.  The  hemoglobin  was  80  per  cent. 
The  red  blood  count  5,720,000. 

Course:  Following  admission,  the  patient  be- 
came gradually  drowsier  and  the  jaundice  became 
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Fig.  1.  H & E x 134.  Section  of  liver  showing  marked 
and  massive  central  necrosis  of  liver  lobule. 


progressively  deeper.  The  liver  diminished  in  size. 
On  July  8,  he  was  given  2000  c.c.  of  5 per  cent 
glucose  beneath  the  skin  and  50  c.c.  of  50  per  cent 
glucose  intravenously.  On  July  9,  he  received 
2000  c.c.  of  5 per  cent  glucose  beneath  the  skin,  25 
c.c.  of  50  per  cent  glucose  and  3000  c.c.  of  10  per 
cent  glucose  both  intravenously.  On  July  10,  he 
received  continuous  intravenous  drip  of  10  per 
cent  glucose.  He  received  one  unit  of  insulin  for 
every  two  grams  of  glucose  he  was  given.  He  died 
on  July  10.  During  his  stay  in  the  hospital  the 
output  of  urine  was  never  more  than  300  c.c.  per 
day,  in  spite  of  the  large  amount's  of  fluids  given. 


CASE  1. 

BLOOD  CHEMISTRY  EXAMINATION 
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Autopsy  Report:  A necropsy  was  done  about 
two  hours  after  death.  There  was  marked  icterus 
of  the  skin,  mucous  membranes,  sclerae  and  sub- 
cutaneous fat.  On  section,  all  the  thoracic  and  ab- 
dominal organs  had  a distinct  yellowish  tinge. 
The  important  findings  were  in  the  gastro-in- 
testinal  tract,  the  kidneys  and  liver.  The  mucous 
membrane  of  the  stomach,  small  and  large  in- 
testine was  edematous  and  varied  in  color  from 


Fig.  2.  H & E x 300.  Section  of  kidney  showing  severe 
changes  in  tubular  epithelium.  Note  amorphous  substance  in 
subcapsular  spaces  of  glomeruli. 


dark  pink  to  a very  deep  red;  no  free  blood  was 
observed. 

Grossly  the  liver  weighed  1750  grams.  The 
edges  were  slightly  rounded.  The  liver  felt 
moderately  firmer  than  normal.  On  section,  it  cut 
with  decreased  resistance,  greased  the  knife 
slightly  and  presented  a slightly  retracted,  yellow 
cut  surface.  The  normal  architecture  was  fairly 
well  preserved.  Inspection  of  an  individual  lobule 
revealed  a large,  dark  red  central  area  surrounded 
by  a broad  zone  of  yellow  which  in  turn  was  out- 
lined by  a very  fine  network  of  pale  gray. 

Microscopically  (See  Fig.  1)  the  section  showed 
marked  and  massive  central  necrosis  of  all  liver 
lobules.  In  these  situations  the  parenchymatous 
cells  showed  changes  varying  from  complete 
necrosis  with  loss  of  nuclei  and  collapse  of  ad- 
jacent sinusoids  to  fatty  degeneration  of  the 
cytoplasm  of  the  liver  cells.  All  stages  of  karyor- 
rhexis  and  pyknosis  of  nuclei  were  present.  A 
moderate  number  of  central  zones  showed  an  in- 
filtration of  small  numbers  of  lymphocytes  and  a 
few  phagocytes  filled  with  pigment  were  present. 
The  portal  spaces  were  filled  by  lymphocytes. 

Sections  of  liver  stained  with  Sudan  III  show 
extensive  fatty  metamorphosis  with  both  large 
and  small  globules  of  fat,  stained  irregularly 
throughout  all  portions  of  the  anatomical  lobules. 

The  kidneys  showed  the  following: 

The  right  kidney  weighed  300  grams,  obviously 
larger  than  normal.  The  capsule  stripped  with 
ease  revealing  yellowish-tinged  reddish-brown 
striped  surfaces  which  showed  fetal  lobulations 
but  were  otherwise  smooth.  The  kidney  was 
somewhat  softer  than  normal  to  palpation.  On 
section,  it  cut  with  moderately  reduced  resistance 
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revealing  bulging,  moist  cut  surfaces  which  had 
an  icteric  tinge.  The  cortex  was  thicker  than  the 
average  measuring  from  9 to  11  mm.  The  cortical 
striations  were  somewhat  indistinct.  The  glome- 
ruli appeared  as  minute,  glistening  pin  points. 
The  medulla  was  sharply  demarcated  from  the 
cortex  and  was  a dark  purplish  red  color. 

The  left  kidney  weighed  290  grams  and  showed 
essentially  the  same  findings  as  the  right  kidney. 

The  microscopic  examination  (See  Fig.  2)  re- 
vealed moderately  severe  changes  in  the  tubular 
epithelium,  most  pronounced  in  the  convoluted 
portions.  Here  the  cytoplasm  of  the  cells  was 
granular  and  the  edges  were  frayed.  Many  of  the 
tubules  were  filled  with  homogenous,  amorphous 
pink  staining  material.  In  some  situations  there 
were  focla  interstitial  infiltrations  of  lymphocytes. 
Blood  vessels  were  hyperemic  throughout.  Oc- 
casional areas  of  tubular  epithelium  were  seen 
where  nuclei  were  destroyed. 

The  glomeruli  were  hyperemic.  In  practically 
all  subcapsular  spaces  deposits  of  pink  staining 
amorphous  material  similar  to  that  present  in  the 
tubules  was  seen.  The  glomeruli  showed  swelling 
of  the  endothelium  of  the  capillary  tufts,  and 
rarely  a few  shadowy  outlines  of  red  blood  cells 
were  seen  in  the  subcapsular  spaces. 

Comment.  The  marked  elevation  of  nitrogen 
metabolites  and  the  low  CO;  combining  power  cer- 
tainly are  evidences  of  severe  kidney  damage, 
which  is  borne  out  by  the  autopsy  findings.  The 
deep  jaundice  plus  the  high  icterus  index  shows 
the  extreme  degree  of  liver  damage  which  is  also  , 
demonstrated  by  autopsy  findings. 

Case  No.  2.  G.  H.,  a white  male,  age  47  years, 
an  unemployed  transient  was  admitted  to  Cleve- 
land City  Hospital  on  June  11,  1935.  He  stated 
that  nine  days  previous  to  admission,  while  in- 
toxicated, he  drank  some  “white  liquid.”  Analysis 
of  the  beverage  proved  it  to  be  commercial  car- 
bon tetrachloride.  After  recovery,  he  said  that  he 
had  taken  eight  ounces  of  the  liquid,  which  was 
missing  from  a pint  bottle.  A few  hours  after 
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taking  the  drink,  he  began  to  vomit  and  to  have 
severe  diarrhoea.  He  continued  to  vomit  inter- 
mittently until  the  time  of  admission.  There  was 
a history  of  chronic  alcoholism. 

Physical  examination  revealed  a well-developed, 
obese,  white  male  who  was  quite  drowsy  and 


apathetic.  The  sclera  and  skin  were  markedly 
jaundiced.  The  abdomen  showed  a moderate 
amount  of  ascites.  The  liver  was  hard,  firm  and 
extended  down  to  the  level  of  the  umbilicus. 

The  urine,  on  admission,  was  dark  amber  in 
color,  had  two  plus  albumin,  sugar  was  negative, 
bilirubin  and  bile  salts  were  present.  The  micro- 
scopic examination  showed  an  occasional  hyaline 
cast,  a few  white  and  red  blood  cells.  Several 
blood  counts  showed  a moderate  anemia. 

Course:  For  three  or  four  days,  the  drowsiness 
increased.  On  June  .17,  he  had  hallucinations. 
The  following  day  the  lethargy  became  less  and 
he  became  rational.  Each  day  for  15  days  follow- 
ing admission,  he  was  given  3000  c.c.  of  10  per 
cent  glucose  intravenously.  On  June  17  and  daily 
for  ten  days  thereafter,  he  was  given  30  cc.  of  10 
per  cent  calcium  gluconate  intravenously.  The 
above  chart  shows  a severe  degree  of  nitrogen  re- 
tention with  high  icterus  indices  and  cholesterol 
readings  that  are  around  the  upper  limits  of 
normal.  After  the  first  few  days,  the  patient 
continued  to  improve  and  was  discharged  from 
the  hospital  on  July  24,  when  his  blood  chemistry 
was  essentially  normal.  The  output  of  urine 
varied  from  250  to  350  c.c.  for  the  first  ten  days 
in  the  hospital,  then  afterward  rose  to  1500  c.c. 
and  more. 

Comment.  In  this  case  we  find  clinical  evidence 
of  severe  kidney  and  liver  damage.  In  fact  the  kid- 
ney damage  is  extremely  severe.  In  the  fatal  case 
reported  by  McMahon  and  Weiss',  cholesterol 
readings  were  high.  The  cholesterol  readings  in 
our  case  were  essentially  normal;  it  is  unfortunate 
that  cholestrol  determinations  were  not  done  in 
Case  1. 

The  question  naturally  arises  as  to  whether 
death  occurred  as  the  result  of  liver  damage,  kid- 
ney damage,  or  a combination  of  both.  It  is  in- 
teresting to  note  that  in  our  cases,  the  patient 
that  recovered  had  lower  icterus  indices  and 
higher  creatinines  and  higher  CO;  combining 
powers  than  the  patient  that  died.  It  is,  therefore, 
obviously  impossible  to  determine  from  the  above 
observations  which  of  these  factors  played  the 
major  role. 

The  clinical  picture  of  acute  carbon  tetrach- 
loride poisoning  when  taken  as  a beverage  is  dis- 
tinctly different  from  the  intoxication  observed  in 
chronic  exposure  such  as  in  the  dry  cleaning  in- 
dustry. It  is  characterized  by  severe  hepato-renal 
disease.  Subjectively,  it  is  characterized  by  severe 
nausea,  vomiting  and  diarrhoea.  Anemia  and 
blood  in  the  stool  may  or  may  not  be  present.  In 
the  case  that  recovered,  these  signs  were  present; 
in  the  fatal  case  they  were  not  present.  The  prob- 
abilities are  that  the  patient  did  not  live  long 
enough  to  develop  anemia  and  melena.  In  the  case 
that  recovered,  30  c.c.  of  10  per  cent  calcium 
gluconate  was  given  intravenously  each  day.  It 
was  not  used  in  the  fatal  case.  Whether  this 
would  have  made  any  difference  is  difficult  to  say. 

CONCLUSION 

Two  cases  of  carbon  tetrachloride  are  reported. 
Both  cases  showed  evidence  of  marked  hepato- 
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renal  disease.  It  would  appear  proper  to  stress 
the  fact  that  carbon  tetrachloride  may  he  used  as 
a substitute  for  alcoholic  beverages. 
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DISCUSSION 

Emery  R.  Hayhurst,  M.D.,  Columbus:  There  is 
no  doubt  that  few  households  are  without  the 
presence  of  carbon  tetrachloride,  either  pure  or 
admixed  with  other  chemicals,  and  used  for  a 
variety  of  purposes,  usually  under  various  trade 
names,  and  very  rarely  bearing  any  warning  label 
as  to  poisonous  nature.  In  fact  they  are  apt  to 
be  labeled  “non-inflammable”  and  “non-explosive”, 
and  to  convey  the  impression  that  they  are  no 
more  harmful  than  so  much  water.  I have  seen  a 
can  containing  carbon  tetrachloride  60  per  cent 
and  benzol  40  per  cent  labeled  “non-hazardous”. 

There  is  no  reporting  system  in  Ohio  for  these 
domestic  mishaps,  so  we  have  no  idea  how  fre- 
quent they  are.  In  industry,  however,  the  oc- 
cupational disease  reporting  law  is  supposed  to 
garner  them  all  in.  Poisoning  by  this  substance 
is  not  directly  listed  on  the  compensable  schedule 
for  occupational  diseases,  but  we  believe  it  is 
covered  indirectly  under  “carbon  bisulphide 
poisoning. 

Practically  all  the  industrial  cases  so  far  re- 
ported have  been  acute  poisonings,  i.e.,  following 
a few  hours  inhalation  exposure,  or  at  most  a few 
days.  They  occurred  from  the  use  of  carbon 
tetrachloride  as  a cleaning  agent,  rat  extermi- 
nator, filling  fire  extinguishers,  and  a solvent  for 
rubber  cement.  Only  28  cases  were  reported  from 
1925  to  1936  (October  1st).  The  acute  constitu- 
tional symptoms  in  four  cases  occurred  in  de- 
scending order  as  follows:  Faintness  or  collapse 
4,  nausea  3,  vomiting  3,  headache  2,  dizziness  2, 
pain  in  the  abdomen  2,  cyanosis  2,  diarrhea, 
albuminuria  and  hypertension  each  1. 

Analysis  of  28  cases  reported  in  England  and 
Wales  for  1934,  all  females  and  subacute  in  type, 
showed  a predominance  of  gastro-intestinal  upset 
symptoms  accompanied  by  headache  and  drowsi- 
ness, but  absence  from  work  was  only  necessi- 
tated in  two  cases.  A certain  degree  of  acclimati- 
zation appeared  to  exist  only  when  small  amounts 
were  inhaled  and  ventilation  remained  good.  In 
1935,  a dry  cleaner  with  a marked  exposure  for 


one  week  showed  albuminuria  and  acetonuria. 
He  was  given  calcium  chloride  intravenously  and 
convalesced  in  six  weeks. 

We  have  had  two  fatal  cases  in  Ohio  from  car- 
bon tetrachloride  mixed  with  other  substances. 
The  first  was  a school  janitor  who  used  about  12 
quarts  of  floor  wax  containing  a solvent  of  CC14  48 
per  cent  and  “turpentine  with  a light  petroleum 
distillate  52  per  cent”.  He  waxed  the  floor  of  a 
semi-basement  gymnasium  which  was  approxi- 
mately 40  by  200  by  12  feet.  He  went  home  that 
evening  feeling  out  of  sorts,  worked  the  next  day 
and  to  the  afternoon  of  the  third  day  when  com- 
pelled to  go  home  because  of  indisposition.  A phy- 
. sician  was  called  two  days  later.  His  symptoms 
were  an  irregular  course  of  pains  in  the  joints 
and  muscles,  gastro-intestinal  irritation,  hoarse- 
ness. and  bladder  disturbance  ending  in  nephritis, 
uremia,  and  pneumonia,  dying  on  the  fifteenth  day 
after  exposure.  He  had  had  a milder  but  similar 
attack  two  years  prior  when  doing  similar  work. 
Two  other  janitors  also  had  some  of  the  same 
symptoms  on  similar  exposures.  The  delayed 
effects  are  noteworthy  in  this  case.  The  second 
case  occurred  in  a flour  miller  who  in  about  two 
hours’  time  fumigated  the  mill  and  a large  grain 
bin  by  a spray  method  and  took  no  personal  pre- 
cautions. He  used  3-4  gallons  of  an  admixture  of 
carbon  tetrachloride,  ethylene  dichloride  and 
propylene  dichloride.  Despite  this  unusual  ex- 
posure, he  had  no  immediate  symptoms  except 
that  he  felt  rather  “knocked  out”  that  evening. 
However,  he  went  to  church  the  next  day,  and  to 
work  on  Monday.  He  did  not  feel  right,  and  about 
two  o’clock  in  the  afternoon  had  what  was  evi- 
dently a mild  heart  attack.  He  went  home,  re- 
turned to  work  the  next  two  days,  then  saw  a 
physician  who  noted  a low  blood  pressure  and  told 
him  to  stay  home.  He  worked  to  the  end  of  the 
week,  felt  worse,  the  physician  found  a still  lower 
blood  pressure  (100/60)  and  warned  him  of  a 
heart  condition.  He  layed  up  a few  days,  felt 
better,  returned  to  work  in  a desultory  way,  with 
constantly  low  blood  pressure  (95/60)  and  ac- 
companying symptoms  for  the  next  six  weeks 
when  he  had  another  acute  pain  in  the  heart 
region,  went  home  and  died  within  an  hour.  With 
an  excellent  previous  health  record  in  a man  51 
years  of  age,  it  seems  plausible  that  a hypotension 
induced  by  exposure  to  chlorinated  hydrocarbons 
brought  about  a coronary  occlusion  in  a man  of 
his  age  and  arteries,  which  was  partial  at  first, 
and  suddenly  complete  at  the  end.  His  assistant 
did  not  descend  into  the  grain  bin  as  deceased  had 
done,  and  experienced  only  mild  irritative  symp- 
toms at  the  time. 

These  two  cases  emphasize  an  important  feature 
— the  delayed  action  of  chlorinated  hydrocarbons 
whether  ingested  or  inhaled,  with  initial  systemic 
symptoms  characteristic  of  cardiac  depression. 

Other  observers  have  shown  that  the  com- 
bination of  alcohol  and  carbon  tetrachloride  is  a 
bad  mixture.  The  janitor  case  above,  and  other 
cases  I have  data  on,  appear  to  show  that  the 
combination  of  carbon  tetrachloride  and  petroleum 
products  (gasoline,  naphtha,  etc.)  is  also  un- 
favorable. 

The  similarity  of  effects  of  all  chlorinated 
hydrocarbons  is  striking — they  are  those  of 
chloroform  with  delayed  action,  and,  according  to 
K.  B.  Lehmann,  carbon  tetrachloride  is  the  least 
toxic  of  them  all.  In  treatment,  the  almost  specific 
action  of  calcium  was  brought  out  by  Lamson  in 
animal  experiments  about  1924. 
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IT  is  my  belief  that  the  failure  to  use  a cyclo- 
plegic  accounts  for  more  unsatisfactory  re- 
fractions than  any  other  single  cause. 
Another  cause  is  the  failure  to  make  a careful 
measurement  of  the  ratio  of  the  accommodation- 
convergence  reaction.  This  is  a complex  psycho- 
neuro-myologic  apparatus  and  when  anyone  of  its 
components  are  separated  and  evaluated  it  is  not 
conclusive  that  the  measurements  remain  constant 
in  the  complex  associated  movements.  We  have 
all  seen  patients  with  low  adduction  who  show 
esophoria  and  those  with  normal  adduction  who 
show  exophoria.  Again,  we  have  all  seen  false 
myopia  associated  with  excessive  convergence. 

For  the  measurement  of  the  amplitude  of  ac- 
commodation I prefer  the  Prince  rule.  The  meas- 
urement in  diopters  may  be  readily  referred  to 
one  of  the  numerous  tables.  Duane’s  modification 
of  the  Donders  scale  is  very  satisfactory.  Ordi- 
narily two-thirds  to  three-fourths  of  the  total  ac- 
commodation can  be  used  without  fatigue. 

The  convergence  near  point,  (convergence  ad- 
duction), is  measured  by  determining  the  closest 
point  at  which  a small  white-headed  pin  is  ac- 
curately fixed  by  both  eyes.  This  measurement 
may  also  be  made  by  reflecting  light  from  an 
ophthalmoscope  bulb  into  the  pupils.  In  adults  be- 
tween the  ages  of  16  and  40  years  the  range  is 
usually  between  55  and  125  mm.,  while  in  adults 
past  40  the  near  point  recedes  moderately  and 
anything  less  than  140  mm.  may  be  regarded  as 
normal. 

In  each  instance  a careful  measurement  of  the 
phorias  and  ductions  at  6 meters  and  33  cm. 
should  be  made. 

In  a survey  of  300  cases  I found  that  the 
measurement  of  the  phorias  by  the  Maddox  rod 
test,  while  helpful,  alone  cannot  be  relied  upon, 
as  the  relationship  between  the  phorias  and  the 
ductions  is  by  no  means  absolute.  Fourteen  per 
cent  of  the  individuals  with  low  adduction  showed 
either  orthophoria  or  esophoria.  Five  per  cent  of 
the  patients  with  high  adduction  showed  a small 
but  definite  exophoria.  The  correlation  is  much 
more  definite  and  reliable  in  the  vertical  than  in 
the  horizontal  measurements.  At  times  a hyper- 
phoria which  is  missed  during  the  usual  measure- 
ments will  be  found,  if  one  eye  is  covered  for  24 
hours  and  the  subject  re-examined. 

The  duction  measurements  are  made  with 
rotary  prisms.  At  6 meters,  I regard  an  adduc- 
tion of  16 — 25  prism  diopters  and  an  abduction  of 
5 — 8 prism  diopters  as  normal.  For  comfort  the 
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ratio  between  the  adduction  and  the  abduction 
should  be  as  3 to  1.  Vertically  the  average  in- 
dividual will  overcome  2 — 3 prism  diopters.  The 
refusion  point  should  always  be  determined  and 
should  be  close  to  the  diplopia  point.  A poor  re- 
fusion will  in  many  instances  indicate  a more  true 
condition  than  a relatively  high  breaking  point. 
The  duction  gives  an  indication  of  the  quantity, 
while  the  refusion  gives  an  indication  of  the 
quality  of  the  function. 

The  above  referred  to  series  of  cases,  when 
carefully  analyzed,  clearly  showed  that  patients 
suffering  from  muscular  asthenopia  and  having 
fusion  breaking  and  recovery  points  about  equal 
were  benefited  by  orthoptics.  Those  having  a dif- 
ference of  five  or  more  prism  diopters  between  the 
breaking  and  recovery  points  were  not  appreciably 
benefited  by  orthoptics,  as  in  most  instances  their 
condition  was  secondary  to  some  other  cause,  e.g., 
foci  of  infection;  glandular  disfunction;  sinus  dis- 
ease; anemia;  neurasthenia;  intestinal  intoxica- 
tion, or  other  general  systemic  disease. 

Duction  measurements  at  33  cm.  determine  the 
positive  and  negative  fusional  reserve.  The 
average  individual  should  have  a positive  reserve 
of  20  diopters  as  measured  by  base  out  prisms;  if 
less  than  10  prism  diopters,  they  are  very  apt  to 
be  uncomfortable.  The  negative  fusional  reserve, 
measured  by  prism  base  in,  should  be  at  least  15 
prism  diopters. 

After  these  determinations  have  been  made  on 
each  eye  with  and  without  the  patient’s  corrective 
lenses,  one  is  in  a position  to  decide  whether  they 
are  dealing  with  a subnormal  accommodation,  con- 
vergence excess  or  insufficiency,  or  a general 
neuro-muscular  weakness  of  all  or  any  one  of  the 
muscles. 

Subnormal  accommodation,  as  a true  entity,  is 
only  present  in  young  individuals  as  after  middle 
life  it  is  difficult  to  differentiate  it  from  presby- 
opia. As  so  well  pointed  out  by  Prangen,  this  con- 
dition is  frequently  associated  with  various  foci 
of  infection.  The  removal  of  diseased  teeth  or 
tonsils,  or  eradication  of  ethmoiditis  will  fre- 
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quently  restore  the  accommodation  to  normal.  At 
other  times  the  correction  of  a hypoglandular  dis- 
function, the  elimination  of  intestinal  stasis  or  the 
treatment  of  some  general  systemic  disease  will 
give  relief.  It  is  also  well  to  remember  Elliot’s 
statement  that:  “weakness  of  accommodation  is 
one  of  the  first  signs  of  glaucoma.”  If  medical 
measures  fail  to  give  relief  plus  lens  to  full  cor- 
rection and  slightly  stronger  may  be  tried  and  if 
relief  is  not  provided,  bifocal  segments  may  be 
prescribed.  The  symptoms,  rather  than  any 
theoretical  measurements,  determine  the  neces- 
sity for  plus  additions  to  the  corrective  lenses. 
Pilocarpine,  at  times,  in  my  hands,  has  proved 
valuable  in  restoring  the  action  of  the  ciliary 
muscle. 

In  the  prescribing  of  lenses  we  should  keep  the 
fundamental  law  of  physiological  optics  constantly 
in  mind,  namely,  stimulation  of  convergence  also 
stimulates  accommodation  and  repression  of  ac- 
commodation represses  convergence.  In  patients 
suffering  from  muscular  asthenopia  due  to  imbal- 
ance of  the  extra-ocular  muscles  the  management 
depends  upon  whether  there  is  excessive  abdiction 
or  adduction,  as  well  as  the  quality  of  these  func- 
tions. If  the  fusion  recovery  is  poor  there  should 
be  a careful  check  for  foci  of  infection,  glandular 
disfunction,  neurasthenia,  constipation,  general 
disease  and  excessive  use  of  coffee,  tea  and 
tobacco.  If  the  quality  is  good,  i.e.,  the  fusion  re- 
covery and  breaking  points  are  about  equal  and 
there  is  an  excessive  convergence  or  divergence 
much  can  be  done  by  proper  prescribing  of  lenses. 
Where  there  is  a convergence  excess  it  can  best  be 
suppressed  by  suppressing  accommodation  with 
plus  lenses.  The  lens  prescribed  should  be  as  near 
the  full  hyperopic  correction  as  possible  even  to 
slight  fogging  for  distance.  In  children  and  young 
adults  an  addition  may  be  given  in  the  form  of 
bifocal  lenses  for  near  work.  Where  there  is  a low 
convergence  it  can  be  stimulated  by  stimulating 
accommodation  this  being  accomplished  by  under- 
correction. 

When  patients  are  uncomfortable  after  the  pre- 
scribing of  lenses,  i.e.,  when  they  fail  to  accept 
the  changed  relationship  between  accommodation 
and  convergence,  orthoptic  exercises  are  often 
very  valuable.  Uncorrected  refractive  errors, 
pathology  and  abuses  from  improper  habits  may 
result  in  physiological  weakness,  which  though 
the  cause  be  removed  or  compensated  for  by  the 
use  of  lenses  or  other  means,  the  effects  may  still 
remain.  Orthoptic  exercises  break  up  the  previous 
relationships  and  establish  new  ratios  in  keeping 
with  the  more  nearly  normal  conditions. 

Moving  objects  discourage  accommodation,  thus 
the  simple  exercise  of  watching  a moving  object 
tends  to  relax  the  ciliary  muscles.  Additional  re- 
laxation may  be  produced  by  placing  plus  spheres 
before  the  eyes  during  the  exercise.  Conversely, 
accommodation  may  be  stimulated  by  placing 
minus  spheres  before  the  eyes  or  by  focusing 


alternately  on  objects  at  different  distances,  e.g., 
blinking  lights. 

In  exercises  designed  to  relax  or  stimulate  con- 
vergence the  general  principle  is  to  develop  the 
greatest  activity  in  the  direction  in  which  it  is 
desired  that  the  eyes  will  turn  during  dissociation. 
When  prisms  are  used  for  this  purpose  the  apex 
is  always  placed  over  the  muscle  one  desires  to 
stimulate.  For  example,  when  relaxation  of  con- 
vergence is  desired  prisms  base  in  should  be  used; 
or  if  convergence  without  accommodation  is  de- 
sired prisms  base  out  should  be  used.  If  one  of 
the  forms  of  apparatus  conforming  essentially  to 
the  Brewster  stereoscope  is  used,  increasing  the 
separation  of  the  two  parts  of  the  slide  is  equiva- 
lent to  introducing  prism  base  in  and  decreasing 
the  separation  is  equivalent  to  introducing  prism 
base  out,  and  moving  one  part  above  the  level  of 
the  other  has  the  effect  of  placing  prism  base 
down  before  the  corresponding  eye.  Moving  the 
slide  farther  away  from  the  lenses  of  the  stereo- 
scope reduces  the  required  amount  of  accommo- 
dation and  slightly  increases  the  required  amount 
of  convergence. 

Adduction,  (convergence),  insufficiency  is  the 
most  common  type  of  error  needing  myologic  cor- 
rection. It  is  confined  to  no  particular  age  group, 
may  manifest  itself  in  various  ways,  e.g.,  it  may 
appear  as  an  exophoria  associated  with  an  ad- 
ductor cramp  manifest  by  low  abduction  at  both 
distance  and  near.  Here  also  will  be  found  the 
signs  of  accommodative  tension,  e.g.,  latent 
hyperopia  or  functional  myopia.  More  often  it 
appears  in  the  classical  form,  i.e.,  exophoria  and 
low  adduction  ratio.  The  treatment  is  prism  base 
out  exercises.  Treatments  should  be  of  such 
duration  that  they  are  never  carried  beyond  the 
fatigue  point. 

The  next  most  common  group  are  those  re- 
quiring a relaxation  of  convergence.  The  treat- 
ment is  prism  base  in  exercises.  In  this  group 
there  are  a number  of  patients  who  show  the  triad 
of  exophoria,  low  abduction  ratio  and  accomoda- 
tive  tension  and  who  do  not  respond  to  the  prism 
base  in  treatment  but  with  prism  base  out  treat- 
ment the  accommodation  relaxes  and  the  abduc- 
tion ratio  approaches  normal.  Auxiliary  plu3 
lenses  are  of  value  during  the  training  to  aid  in 
the  relaxation  of  accommodation. 

In  case  of  the  vertical  imbalances  orthoptic  ex- 
ercises are  not  nearly  so  successful  and  frequently 
vertical  prisms,  divided  before  the  eyes  and  in- 
corporated within  the  lenses  have  to  be  resorted 
to. 

In  conclusion.  I believe  that  the  more  frequent 
use  of  cycloplegics  in  refraction  and  the  more 
careful  evaluation  of  the  functional  capacity  of 
both  the  intraocular  and  extraocular  muscles  will 
do  much  toward  the  solution  of  our  problems  in 
refraction. 

159  South  Main  Street. 
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THE  symptom  complex  known  as  migraine 
has  been  the  subject  of  conjecture  and 
study  for  many  centuries.  Holbein’s  pic- 
ture representing  migraine  as  an  attack  upon  a 
man’s  head  by  devils  with  spears,  hammers,  bells 
and  various  noise  makers  expresses  perfectly  the 
agonies  suffered  by  a person  in  a typical  attack. 

Allergic  headache  with  the  clinical  character- 
istics of  migraine  has  been  reported  by  a number 
of  authors1.  The  commonly  used-  term  “migraine” 
in  the  main  refers  to  paroxysmal  attacks  of  hemi- 
crania  associated  with  sensory  and  motor  disturb- 
ances. These  motor  and  sensory  signs  and  symp- 
toms as  well  as  the  crossed  hemicrania,  gastric 
and  cardiac  inhibition  and  vasomotor  changes  in- 
dicate disease  of  the  cerebral  cortex.  Thus  mi- 
graine may  be  defined  as  a paroxysmal  disease 
characterized  by  hemicrania  (also  bilateral  head- 
ache) and  symptomatic  evidence  of  cortical  in- 
volvement. 

There  are  allergic  headaches  that  cannot  be 
classified  as  migraine  since  they  do  not  have  cor- 
tical features.  Eyerman3  called  attention  to  this 
fact  and  suggested  the  term  “allergic  headache” 
instead  of  the  term  “allergic  migraine”.  Rinkel 
and  Balyeat4  clearly  pointed  out  essential  dif- 
ferences of  headache  due  to  specific  sensitization 
and  migraine. 

All  headaches  due  to  specific  hypersensitiveness 
(allergy)  should  be  designated  as  such  and  the 
particular  form  indicated,  i.e.,  migraine,  the  band- 
like headache  of  hay  fever,  frontal  sinus  headache, 
etc.  I will  first  consider  migraine  with  the  various 
theories  in  the  literature. 

COMMENT  ON  MIGRAINE  STATISTICS 

There  is  general  agreement  on  three  points: 
(1)  The  great  frequency  of  migraine  in  parents 
and  offspring;  (2)  the  onset  usually  in  early  life 
and;  (3)  the  great  prevalence  in  women.  Re- 
cently, Allan5  on  the  basis  of  theoretical  con- 
siderations concerning  heredity  and  a canvass  of 
a group  of  about  100  married  couples,  concluded 
that  the  incidence  of  migraine  is  the  same  in  men 
as  in  women,  but  clinically,  one  sees  more  women 
than  men  with  migraine  because  the  headache  is 
more  often  severer  in  women. 

At  this  point  agreement  ends,  primarily  be- 
cause of  the  differences  in  the  interest  and  view- 
point of  observers  and  because  of  lack  of  common 
agreement  between  migraine  and  other  forms  of 
headaches.  In  the  past  each  specialty  in  medicine, 
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opthalmology,  otorhinolaryngology,  gynecology 
claimed  the  solution  of  this  problem. 

CLINICAL  CONSIDERATIONS  OF  MIGRAINE 

The  clinical  types  are  many,  but  depend  mainly 
on  first,  the  character  and  distribution  of  the  three 
chief  symptoms,  headache,  nausea  and  eye  symp- 
toms and  secondly  on  the  presence  of  various 
other  features  emphasized  differently  depending 
upon  the  observer’s  specialty.  At  this  point  I will 
not  discuss  the  variations,  character  and  location 
of  the  headache,  nor  discuss  the  well-known 
scintillating  scotomas  or  the  well-known  relation 
to  menstruation  in  woman  or  on  the  tendency  of 
the  attack  to  end  in  sleep. 

Time  would  not  permit  a discussion  of  the  var- 
ious associations  of  migraine  each  of  which  has 
given  rise  to  special  theories  of  pathogenesis  and 
therapy.  For  example  in  the  relation  of  migraine 
to  epilepsy,  Flatau'*  states  that  in  36  of  his 
group  of  500  migraine  patients  convulsions  de- 
veloped. In  most  of  his  cases  migraine  appeared 
early  in  life  and  the  convulsions  developed  much 
later. 

Phillips7  who  wrote  on  the  epileptic  manifesta- 
tions in  migraine  believed  that  the  late  occurrence 
of  convulsions  in  such  cases  are  due  to  cardio- 
vascular changes.  He  reports  cases,  one  with 
autopsy  findings  in  support  of  it,  and  calls  atten- 
tion to  the  relative  frequency  of  convulsions  at 
the  menopause  in  woman  subject  to  migraine  from 
youth.  According  to  his  experience,  patients  with 
migraine  “are  much  more  subject  to  the  develop- 
ment of  arteriosclerosis,  hypertension  and  chronic 
arterial  nephritis  than  are  other  patients”.  Others 
who  subscribe  to  the  same  view  held  by  Phillips 
are  Peter  Bassoes,  Goldflam9,  Adie10,  Critehley 
and  Ferguson11,  all  of  whom  report  cases  of  sub- 
arachnoid hemorrhage  occurring  frequently  in 
migraine  suffering,  even  in  youthful  ones. 

The  endocrine  and  vegetative  nervous  systems 
are  considered  together  because  of  the  wide 
claims  made  to  the  extent  that  all  migraine  is  re- 
lated to  some  disorder  of  one  or  other  of  the 
endocrine  glands  or  some  disturbance  of  the 
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vasomotor  nerves.  Riley1-  has  written  a one  hun- 
dred page  review  on  the  relation  of  the  endocrines 
and  together  with  Brickner  and  Kurznok13  has 
studied  the  prolan  (pituitary-gonad  stimulating 
body)  and  theelin  (produced  by  the  ovary)  con- 
tent in  the  urine  of  migraine  patients  and  their 
relations  to  the  attacks.  Theelin  seemed  excreted 
in  diminished  quantities  but  did  not  seem  to  have 
any  relation  to  the  attack.  Prolan  on  the  other 
hand  appeared  in  the  urine  several  days  before 
the  attack  and  disappeared  at  or  soon  after  the 
attack.  The  presence  of  prolan  before  an  attack 
of  migraine  would  therefore  indicate  either 
pituitary  hyperfunction  or  ovarian  hypofunction. 
This  seems  to  be  an  actual  demonstration  of  an 
endocrine  related  to  migraine. 

Timme14  assumes  that  certain  underlying  endo- 
crine disturbances  give  rise  to  compensatory  en- 
largement of  the  hypophysis,  which  leads  to  head- 
ache by  distention  of  the  sella,  to  visual  disturb- 
ances on  account  of  the  proximity  to  the  optic 
chiasm  and  nerves  and  to  the  ocular  nerves  within 
the  cavernous  sinus.  There  seems  to  be  consider- 
able disagreement  regarding  the  view  held  by 
Timme. 

The  thyroid  has  been  etiologically  indicted  by 
Hertoghe15  in  1899  and  has  been  advocated  by 
Levi16  of  Paris  who  has  discussed  it  widely.  Many 
of  his  views  are  quite  parodoxical  and  he1Ca  is 
found  sponsoring  other  gland  extracts  for  mi- 
graine. Moehlig17  in  this  country  advocates  the 
thyroid  factor  in  migraine. 

Whatever  background  endocrine  disorders  may 
present,  neurologists  hold  it  is  reasonable  to  sup- 
pose that  the  sympathetic  nervous  system  is 
directly  concerned  in  the  production  of  the  main 
symptoms  of  migraine.  This  is  rendered  more 
plausible  by  the  demonstration  of  nerve  fibres  in 
cerebral  vessels.  Either  vascular  spasm  with 
ischemia  and  vasodilation  with  hyperemia  will  ex- 
plain unilateral  headache,  scotomas,  vertigo,  tran- 
sient numbness,  aphasia,  paralysis  and  convul- 
sions. 

OTHER  VIEWS  ON  MIGARINE 

The  following  view  was  recently  expressed  by 
Foldes:  The  headache,  visual  disturbances,  and 
vomiting  associated  with  migraine,  are  also  found 
in  certain  forms  of  uremia.  Foldes18  believes  that 
the  underlying  pathogenic  factor  in  the  latter  con- 
dition is  increased  intracranial  pressure  due  to  re- 
tention of  fluids.  On  this  basis,  he  accounts  for 
the  association  between  migrainous  paroxysms  and 
changes  in  the  weather:  When  the  barometric 
pressure  falls,  fluids  within  the  body  are  retained 
thus  increasing  intracranial  pressure.  The  com- 
mon cold,  like  most  infectious  diseases,  is  also 
associated  with  fluid  retention,  and  hence  with 
exacerbations  of  migrainous  headache.  (The  re- 
lationship between  migraine  and  epilepsy  on  the 
basis  of  the  analogous  periodicity  of  these  two 


paroxysmal  disorders  has  often  been  mentioned; 
in  this  connection  the  explanation  of  epileptic 
spells  in  terms  of  fluid  accumulation  may  be  re- 
called). 

Foldes  suggests,  therefore,  that  elimination  of 
fluid  and  the  prevention  of  excessive  intra-tissual 
fluid  accumulations  be  the  keystones  of  the 
therapy  in  the  management  of  a case  of  migraine. 
A diet  should  be  prescribed  which  will  stimulate 
the  elimination  of  fluid  and  discourage  fluid  re- 
accumulation. Good  results  are  reported  on  this 
so-called  anti-retention  diet. 

ALLERGY  AND  MIGRAINE 

The  claims  of  my  colleagues  the  allergists  are 
gradually  rising.  In  view  of  the  fact  that  suf- 
ferers from  migraine  have  so  frequently  at- 
tributed their  attacks  to  dietetic  indiscretions,  it 
is  rather  surprising  that  clinicians  have  for  so 
long  failed  to  realize  that  this  observation  was 
not  mere  idle  guessing,  but  based  on  actual  facts, 
and  that  it  was  not  necessary  to  look  for  some 
unusual  mechanism  responsible  for  the  attacks 
instead  of  determining  just  which  foods  happened 
to  be  a cause  and  whether  they  were  the  only 
cause.  The  reports  of  Vaughan19  in  1927  in  which 
he  found  definite  evidence  of  allergy  in  12  of  33 
cases  (36.4  per  cent).  In  1930,  Balyeat  and  Brit- 
tain20 found  a family  history  of  allergy  in  85.4 
per  cent  of  55  cases.  Over  half  of  their  patients 
had  “from  85  to  100  per  cent  relief  after  treat- 
ment.” Rowe21  wrote  in  1928  that  food  allergy 
must  be  considered  as  a possible  cause  in  all  cases 
of  migraine.  During  the  preceding  two  years  he 
had  observed  30  cases  of  migraine  which  yielded 
to  treatment  based  on  food  allergy.  The  latter 
was  determined  by  the  history  of  food  disagree- 
ments, cutaneous  tests  and  “elimination  diets.” 
Rowe  states  that  one  reason  that  physicians 
hesitate  to  except  food  allergy  as  the  main  cause 
of  migraine  is  “the  fact  that  skin  reactions  to 
foods  are  often  absent  or  difficult  to  interpret,  the 
sensitization  being  localized  in  the  cerebral  tis- 
sues rather  than  in  the  skin.”  Recently  Balyeat 
and  Rinkel22  have  studied  202  consecutive  cases 
from  the  allergic  point  of  view  and  have  empha- 
sized the  frequency  of  migraine  in  children. 

In  allergy  it  has  long  been  pointed  out  that 
while  many  and  diverse  manifestations  may  occur, 
there  is  practically  never  any  pathological  lesion 
remaining  after  the  effects  of  the  reaction  have 
subsided,  although  there  may  be  gradual  changes 
in  tissues  as  a result  of  repeated  attacks  as  for 
instance  the  emphysema  following  repeated 
asthmatic  attacks,  thickened  skin  following  re- 
peated eczemas,  and  stiffened  colonic  walls  fol- 
lowing repeated  or  prolonged  allergic  diarrheas. 
The  changes  in  tissues  in  an  allergic  reaction  may 
be  briefly  described  as  irritative  in  character. 
Skin  or  mucosal  irritation  produces  the  rashes, 
wheals,  edematous  areas,  purpuric  spots,  hemor- 
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rhages  or  surface  sloughs  which  are  found  in 
eczema,  urticaria,  angioneurotic  edema,  purpura, 
ulcerative  colitis,  and  other  allergic  manifesta- 
tions; neuromuscular  irritation  produces  the 
spasms  associated  with  asthma  and  the  colic  of 
gastrointestinal  allergy;  renal  irritation  (or  is  it 
cerebral  irritation  ? ) causes  allergic  polyuria,  and 
cerebral  irritation  produces  migraine,  epilepsy 
and  the  various  disturbances  of  the  special  senses 
occurring  in  allergic  attacks.  The  reason  why  the 
reaction  in  a given  subject  occurs  only  in  certain 
tissues  and  is  so  rarely  universal,  is  not  known, 
any  more  than  it  is  known  why  bacteria,  on  in- 
vading the  body,  show  a similar  selectivity.  It  is 
also  not  known  why  sensitivity  or  susceptibility 
to  infection  will  vary  according  to  the  general 
physical  and  mental  well-being  of  the  patient,  will 
be  influenced  by  climate  and  by  the  season  of  the 
year  and  may  disappear  entirely  for  longer  or 
shorter  periods.  It  has  long  been  known  that 
these  states  will  disappear  during  or  after  an 
acute  general  infection,  during  pregnancy,  after 
the  menopause,  or  following  severe  nervous  shock. 

Most  migraine  cases  conform  to  all  the  criteria 
necessary  to  class  it  as  an  allergic  phenomenon. 
It  is  hereditary,  although,  as  in  all  allergic  con- 
ditions, the  family  history  may  disclose  other 
allergic  manifestations  than  migraine,  as  urti- 
caria, asthma,  eczema,  etc. 

SYMPTOMS 

The  symptoms  of  migraine  have  long  been  con- 
sidered characteristic.  The  typical  attack  is  pre- 
ceded by  an  aura — scintillating  scotoma,  or  at 
times  hemianopsia — followed  by  more  or  less 
severe  hemicrania  which  may  be  accompanied  by 
or  is  soon  followed  by  retching  and  vomiting  and 
at  times  by  abdominal  cramps  and  diarrhea.  All 
of  these  symptoms  are  not,  however,  always 
present  in  a given  case.  I consider  headache,  uni- 
lateral or  bilateral,  an  essential  symptom  in  mak- 
ing a diagnosis  of  migraine  although  some  writers 
have  described  “abdominal  migraine”,  without 
headache.  Andersen23  has  called  this  exclusively 
abdominal  manifestation  merely  “gastrointestinal 
allergy”.  An  aura  is  not  always  present  and 
nausea  may  occur  without  vomiting,  or  cramps 
and  diarrhea  may  be  substituted  for  it. 

A complicating  factor  in  studying  the  history  of 
migraine  patients  is  the  fact  that  so  frequently 
there  are  present  real  lesions  in  the  gastro-in- 
testinal  tract  or  elsewhere,  e.g.,  gastro-duodenal 
ulcer,  gastro-duodenitis,  biliary  tract  diseases, 
chronic  appendicitis,  chronic  colitis,  other  colonic 
conditions,  cardiovascular  diseases  and  endocrine 
disturbances  and  the  possibility  that  these  dis- 
eases may  be  producing  symptoms  resembling 
migraine  must  be  definitely  ruled  out.  Between 
attacks  of  migraine  there  may  be  no  symptoms  or 
the  symptoms  of  the  coincident  lesions  may  be 
present.  A neurotic  constitution  is  usual,  focal 


infections  are  nearly  always  present  and  con- 
stipation is  frequent. 

DIAGNOSIS 

The  diagnosis  of  typical  migraine,  allergic  in 
origin,  rests  upon  the  following  findings: 

1.  The  history  of  typical  attacks  such  as  de- 
scribed above  beginning  usually  in  childhood, 
coming  on  suddenly  and  ceasing  rather  suddenly 
after  a period  of  several  hours  to  two  or  three 
days. 

2.  A family  history  of  allergy,  and  particularly 
a history  of  other  allergic  manifestations  in  the 
patient  himself. 

3.  The  ruling  out  of  an  organic  cause  for  the 
symptoms.  Hemicrania  and  hemianopsia  may  be 
caused  by  brain  lesions,  unilateral  sinus  infection 
or  unilateral  dental  infection.  The  gastrointesti- 
nal symptoms  may  be  caused  entirely  by  an 
organic  disease  in  the  abdomen,  although  fre- 
quently allergy  and  real  gastrointestinal  lesions 
exist  together,  making  one  often  wonder  whether 
allergy,  not  necessarily  food  allergy,  but  bacterial 
or  tissue  allergy,  may  not  be  an  important  factor 
in  the  production  of  these  lesions. 

4.  The  finding  of  the  allergic  factor — a food  or 
other  ingested  substance,  dust,  bacterial  protein 
(focal  infection)  or  physical  agent — which  when 
eliminated  will  prevent  attacks,  and  when  again 
exhibited  will  produce  the  typical  symptoms. 

5.  The  therapeutic  test,  the  administration  of 
eoinephrin  intramuscularly,  which  in  many  cases 
will  produce  immediate,  though  not  permanent, 
relief  from  the  attack.  In  some  cases  ephedrin 
given  by  mouth  will  often  produce  later  but  more 
prolonged  alleviation. 

6.  Eosinophilia,  will  vary  from  a slight  in- 
crease to  a very  large  one  (from  3 per  cent  to  20 
per  cent  or  more)23  is  a very  suggestive  finding. 

Of  the  above  criteria  confirming  a diagnosis  of 
allergic  migraine,  the  one  which  is  the  most  im- 
portant and  characteristic,  and  often  a most  diffi- 
cult one  to  determine,  is  the  finding  of  the  allergic 
factor.  In  some  individuals,  when  they  are  ap- 
prised of  the  allergic  character  of  the  disease,  a 
diagnosis  is  forthcoming  at  once,  as  they  have 
always  suspected  certain  foods  or  drugs  as  the 
cause  of  the  attacks.  In  others,  a careful  history 
will  disclose  the  relation  between  the  occurrence 
of  symptoms  at  some  chronic  focus  of  infection 
and  an  attack  of  migraine.  Menstrual  migraine, 
a part  of  the  constitutional  reaction  to  the  com- 
plicated chemical  processes  occurring  at  the  time 
of  menstruation  may  be  explained  as  probably  a 
sensitization  of  the  ovarian  hormone  or  corpus 
luteum.  Chemical  changes  in  skin  or  other  tis- 
sues may  also  account  for  allergic  attacks  follow- 
ing exposure  to  sunshine,  cold  or  other  physical 
agents,  and  the  history  of  such  exposure  always 
preceding  attacks  of  migraine  will  clarify  the 
diagnosis. 

In  cases  in  which  the  patient  is  not  a close  ob- 
server, or  is  not  intelligent,  the  history  alone  will 
not  suffice  to  make  the  diagnosis.  In  these  cases 
the  usual  methods  of  determining  the  allergic 
factor  must  be  employed,  as,  cutaneous  protein 
tests  or  intensive  study  of  a careful  record  by  the 
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patient  himself  of  all  foods  or  other  substances 
ingested,  of  his  contacts  and  exposures  and  of 
all  symptoms  occurring,  during  a period  of  three 
or  four  weeks.  While  this  record  is  being  kept, 
the  patient  must  be  educated  to  study  his  reactions 
and  when  led  to  suspect  certain  foods  must  vary 
the  diet  or  eliminate  and  again  told  to  take  the 
suspected  foods  or  substances  in  order  to  confirm 
the  diagnosis. 

Cutaneous  tests,  whether  by  the  dermal  or  in- 
tradermal  method,  are  rarely  necessary  or  de- 
sirable in  the  case  where  migraine  is  the  only 
allei’gic  phenomenon.  They  are  mainly  of  value 
in  allergic  conditions  in  which  the  symptoms 
occur  continuously  or  at  such  short  intervals  that 
they  may  be  assumed  to  be  due  to  foods  or  other 
factors  to  which  the  patient  is  constantly  exposed. 
Skin  tests  must  not  be  accepted  as  the  last  word 
in  allergy,  the  final  confirmation  of  the  cause  of 
the  allergic  manifestation  being  accomplished  by 
watching  the  effects  on  the  patient  of  repeated 
withdrawal  and  resumption  of  the  reacting  sub- 
stances. 

TREATMENT 

The  treatment  of  migraine  consists  of  the  treat- 
ment of  the  attack,  and  of  the  prevention  of 
future  attacks.  In  a general  way  prophylaxis 
might  also  be  applied  to  the  known  hereditary 
character  of  the  disease,  and  the  avoidance  of 
inter-marriage  of  families  known  to  be  the  sub- 
jects of  allergic  manifestations  would  probably 
save  much  useless  suffering. 

The  treatment  of  the  migraine  attack  should 
consist  of  the  elimination  of  the  causative  factor 
as  rapidly  as  possible.  In  the  case  of  food  allergy, 
prompt  catharsis  is  indicated  and  the  drinking  of 
large  quantities  of  water  is  of  distinct  advantage, 
the  latter  when  vomited  often  producing  an  ad- 
vantageous autolavage  of  the  stomach. 

During  an  attack  of  migraine  the  patient  should 
go  to  bed  in  a darkened  room:  A laxative  taken 
at  this  time  will  often  give  relief.  The  patient 
should  take  a hypnotic,  such  as  phenobarbital  or 
amytal  in  order  to  induce  sleep.  Usually,  on 
awakening  the  attack  will  be  gone.  If  vomiting  is 
a persistent  symptom,  rectal  injections  of  potas- 
sium bromide  (20  to  40  grains)  and  chloral 
hydrate  (10  to  20  grains)  may  be  given.  Sodium 
amytal  may  be  administered  hypodermically  if 
oral  medication  cannot  be  retained.  During  an 
attack  the  following  are  worthy  of  trial:  An- 

tuitrin,  1 cc.  hypodermically;  ergotamine  tartrate 
0.5  mg.  intramuscularly  (gynergen)  ; epinephrine 
(1-1000  solution)  10  to  15  minims  hypodermic- 
ally; sodium  thiosulphate  1 gram;  nitroglycerin 
hypodermically,  1/100  grain. 

The  prolonged  treatment  may  consist  of  any  of 
the  following  preparations:  Calcium  gluconate, 

tablets  of  1.0  or  1.5  grams,  one  or  two  tablets 
three  times  a day;  chondroitin-sulfuric  acid,  3 
grams  per  day;  peptone  5 per  cent  solution  in- 


travenously, 0.5  cc.  increasing  to  2.00  cc.  two 
injections  a week;  ergotamine  tartrate  0.5  mg. 
twice  a day  intramuscularly;  theelin  hypodermic- 
ally in  1 or  2 cc.  doses,  on  alternate  days;  progynon 
twice  a day,  for  ten  days  each  month;  old  tuber- 
culin or  typhoid  vaccine  in  increasing  dosage  for 
their  non-specific  effect. 

The  prevention  of  future  attacks  is  best  ac- 
complished by  the  avoidance  of  foods  or  other 
substances  to  which  the  patient  is  sensitive,  the 
thorough  eradication  of  all  infective  foci  and  at- 
tention to  the  patient’s  hygiene  and  diet.  As 
attacks  usually  occur  at  fairly  long  intervals,  in- 
dicating that  foods  causing  the  attacks  are  nor- 
mally not  frequently  taken  by  the  patient,  there 
is  no  advantage  in  hyposensitizing  the  patient  to 
these  foods,  especially  in  consideration  of  the 
well-known  fact  that  when  a person  is  hyposen- 
sitized  to  any  substance,  failure  to  be  exposed  to 
this  substance  at  regular  intervals  therafter  will 
result  in  a return  of  the  sensitivity.  In  the  case 
of  bacterial  or  tissue  sensitivity  to  areas  of  focal 
infection  which  cannot  be  removed,  as  for  in- 
stance in  chronic  sinus  infections,  vaccine  therapy 
is  indicated.  The  use  of  calcium  and  parathyroid 
has  been  recommended,  but  in  my  hands  has  not 
proved  of  much  value  in  allergic  conditions  in 
general.  In  menstrual  migraine,  hyposensitiza- 
tion to  ovarian  hormone,  to  corpus  luteum  or 
other  ovarian  substances  concerned  in  menstrua- 
tion, at  times  has  been  reported  to  result  in  the 
prevention  of  attacks.  Gastrointestinal  lesions,  so 
often  found  in  patients  suffering  from  migraine, 
require  the  usual  medical  or  surgical  care  in- 
dicated in  such  conditions. 

CONCLUSION 

It  is  important  in  considering  headaches  due  to 
specific  sensitization  to  remember  that  there  is, 
(1)  allergic  migraine  and  (2)  headaches  without 
sensory  motor  or  vasomotor  changes.  I have  merely 
alluded  to  the  latter  group  in  this  paper  because 
the  diagnosis  of  this  group  depends  on  ascertain- 
ing the  cause  of  the  main  allergic  symptom.  The 
group  includes  (a)  headaches  without  demon- 
strable pathology,  (b)  attacks  are  usually  asso- 
ciated with  allergic  reactions  in  the  nose  and 
sinuses,  that  is,  frontal  and  other  headaches  oc- 
curring in  patients  with  seasonal  or  perennial 
allergic  rhinitis  and  (c)  the  headache  of  the  gen- 
eral allergic  reaction. 

Finally,  my  personal  hope  is  that  if  in  this  pre- 
sentation of  some  of  the  facts  on  migraine  I have 
seemed  dogmatic  on  the  allergic  side  and  if  it 
proves  to  bring  out  different  points  of  view  from 
men  in  fields  other  than  allergy,  I will  be  amply 
rewarded  for  the  effort  in  preparing  this  paper. 

656  Hanna  Building. 
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DISCUSSION 

Jonathan  Forman,  M.D.,  Columbus,  Ohio:  I am 

delighted  to  open  the  discussion  on  this  most  in- 
teresting paper.  I have  been  interested  in  this 
subject  for  some  time.  As  one  primarily  interested 
in  the  gastrointestinal  tract  and  its  disorders,  I 
read  before  this  section  in  1927  ( Ohio  State 

Medical  Journal,  February,  1928),  a paper  en- 
titled “Chronic  Recurring  Headaches  from  the 
Viewpoint  of  the  Gastroenterologist”.  In  this 
paper  I emphasized  the  constitution  of  the  rest- 
less, hypersensitive  but  highly  productive  type  of 
patient  who  is  afflicted  with  migraine,  and  put  the 
major  stress  upon  what  I am  pleased  to  call,  the 
precipitating  factors.  At  that  time,  I suggested 
allergy  as  the  cause  of  migraine. 

Again  in  1932  I presented  before  this  group 
another  paper  on  “Migraine-Like  Headache  Due 
to  Allergy”.  In  this  I presented  an  outline  which 
I think  is  of  the  greatest  importance  in  the  dif- 


ferential diagnosis.  ( Ohio  State  Medical  Journal, 
January,  1933).  All  told  to  date,  I have  studied 
122  cases  of  migraine  which  I have  identified  as 
allergic. 

There  are  many  other  types  of  headaches  which 
are  allergic  in  character,  but  we  are  concerned 
here  with  only  those  that  are  migraine  in  type. 
The  problem  is  to  determine  which  of  these  mi- 
graine is  allergic.  Those  who  work  in  neurology 
and  gastroenterology,  feel  that  only  a small  per- 
centage are,  while  those  of  us  in  allergy  feel  that 
most  of  them,  if  not  all,  are.  This  must  remain  a 
controversial  point,  because  in  every  _ medical 
specialty  the  selection  is  always  against  the 
specialists.  One  thing  is  certain,  we  must  at  the 
very  outset  rule  out  all  organic  lesions  and  estab- 
lish the  diagnosis  of  migraine  on  a firm  basis. 
We  are  taught  to  expect  that  the  individual  case 
of  migraine  will  go  through  the  complete  syn- 
drome of  prodromata,  headache,  nausea  and 
vomiting.  As  a rule,  however,  the  patient  suffers 
from  a fraction  of  the  syndrome  and  not  all  of  it. 
The  pattern  of  each  attack  differs  from  the  others 
only  in  severity. 

Until  we  know  a great  deal  more  than  we  do 
now,  I feel  that  the  only  safe  procedure  is  to  in- 
sist upon  the  establishment  in  each  individual 
case  the  essential  criteria  for  the  recognition  of 
atopy,  as  that  form  of  allergy  which  is  in- 
heritance control,  and  the  one  where  most  mi- 
graine belong,  is  called.  These  criteria  are : 

1.  A family  history  which  is  positive  for 
asthma,  hay  fever,  hives,  eczema  and  other  atopic 
diseases. 

2.  A personal  history  which  often  reveals  other 
atopic  manifestations. 

3.  An  eosinophilia  in  the  blood  smears  and  in 
the  secretions  and  transudate  of  the  affected  part. 

4.  Positive  scratch  or  intracutaneous  skin  tests 
for  protein  sensitization.  This  is  the  quickest  way 
to  get  “hot  clues.” 

Now  having  established  that  the  case  is  one  of 
migraine,  and  that  the  patient  has  an  atopic  con- 
stitution, we  are  prepared  to  use  skin  testing  for 
protein  sensitization  and  elimination  diets  to  find 
and  remove  the  cause. 

But  in  these  cases  allergic  control  is  but  half 
the  battle.  These  patients  are  a challenge  to  us 
as  physicians.  Most  of  them  come  to  us  in  the 
third  decade  of  life  after  nearly  20  years  of  in- 
validing headaches.  These  headaches  have  done 
great  damage  to  the  souls  of  the  victim.  Manage- 
ment is  therefore  of  prime  importance.  These 
patients  must  be  in  a state  of  emotional  as  well 
as  allergic  equilibrium.  They  must  be  adjusted  to 
their  environment  and  given  that  peace  of  mind 
which  comes  from  acquiescence.  Only  in  this  way 
can  they  be  persuaded  to  follow  an  allergic  regime 
and  stop  seeking  “cures”  in  physics,  enemas,  fad- 
dist diets,  new  operations,  and  strange  doctors. 
At  no  time  can  these  cases  be  undertaken  without 
a complete  study  to  uncover  such  secondary  fac- 
tors as  focal  infection,  dyschesia,  peptic  ulcer,  re- 
fractive errors,  and  endocrine  disorders. 

The  cases  which  have  proved  most  difficult  for 
me  have  been:  (1)  Those  women  in  whom  the  at- 
tacks are  definitely  associated  with  menstruation. 
This  is  probably  due  to  my  inability  to  handle  the 
associated  endocrine  disorders;  (2)  those  patients 
in  whom  the  migraine  is  definitely  an  “insanity 
equivalent.” 


ENDOMETRIOSIS 

By  JAMES  B.  NELSON,  M.D.,  F.A.C.S.,  Youngstown,  Ohio 


THE  purpose  of  this  paper  is  to  clarify  our 
conception  of  the  etiology  of  endometriosis; 
to  present  some  facts  warranting  the  as- 
sumption that  endometrial  hyperplasia,  uterine 
fibroids  and  endometriomas  have  a common  eti- 
ological background  and  that  the  cause  of  these 
conditions  may  well  be  an  excessive  stimulation  by 
the  uncontrolled  action  of  the  follicular  hormone 
on  the  endometrium,  myometrium  and  the  extrau- 
terine  locations  from  which  endometriomas  have 
their  origin;  and  to  briefly  discuss  the  pathology, 
diagnosis  and  treatment  of  this  gynecological  dis- 
ease. The  term  endometriosis  was  introduced  by 
Sampson  and  included  the  adenomatous  lesions  of 
the  female  pelvis  which  were  identical  histo- 
logically and  functionally  with  those  of  the  en- 
dometrium. 

The  hypophyseal-ovarian  relationship  has  been 
recognized  for  some  time,  and  while  this  relation- 
ship has  not  been  completely  worked  out,  certain 
very  definite  things  are  known  as  to  their  action 
relative  to  the  menstrual  cycle  and  therefore  of 
their  relationship  to  endometrial  tissue  wherever 
this  may  be  found. 

The  estral  cycle  of  the  mouse  has  been  worked 
out  by  Allen1.  The  unmated  mouse  has  a period  of 
estrus  every  four  or  five  days.  Ovulation  takes 
place  during  the  later  part  of  the  estral  phase  but 
the  corpus  luteum  remains  inactive  unless  the 
animal  is  permitted  to  copulate.  If  copulation 
takes  place  with  a vasectomized  buck,  a stage  of 
pseudo-pregnancy  results.  This  stage  of  pseudo- 
pregnancy’  corresponds  to  that  phase  of  the 
human  menstrual  cycle  lying  between  the  four- 
teenth and  twenty-eighth  days.  During  the  stage 
of  pseudo-pregnancy  in  the  mouse,  the  glands  lose 
their  pseudo-stratified  appearance  and  become 
more  regular.  No  mitoses  are  present  and  there 
is  enlargement  of  the  stroma  cells.  These  changes 
occurring  in  the  mouse  are  very  similar  to  those 
which  occur  in  the  human  except  that  in  the 
human,  the  corpus  luteum  is  formed  irrespective 
of  the  act  of  copulation. 

The  ovary  has  two  known  secretions:  estrin,  or 
follicular  hormone;  and  the  corpus  luteum  hor- 
mone, or  progestin.  We  might  now  conclude  that 
the  changes  in  the  endometrium  preceding  ovula- 
tion are  the  result  of  the  follicular  hormone  and 
the  change  occurring  in  the  endometrium  after 
ovulation  is  the  result  of  the  combined  action  of 
the  follicular  hormone  and  the  corpus  luteum 
hormone.  In  hyperplasia  of  the  uterus,  often  no 
corpora  lutea  are  found,  and  the  ovaries  are  cystic. 
The  hyperplasia  could  then  be  explained  on  the 
ground  that  it  is  due  to  the  unopposed  action  of 
estrin  since  the  patient  failed  to  ovulate,  for 
without  ovulation  there  could  be  no  corpus  luteum. 
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This  explantion  of  hyperplasia  and  disturbances 
in  the  menstrual  cycle  is  simple  and  easy.  Un- 
fortunately, it  is  not  correct,  as  it  has  been  proved 
experimentally  by  many  investigators  that  other 
organs  play  a part  in  the  ovarian  cycle  over  and 
above  the  ovary. 

Tee  and  Parks2  were  able  to  show  that  if  they 
hypophysectomized  rabbits  within  one  hour  after 
copulation,  they  did  not  ovulate.  It  is  to  be  re- 
membered that  rabbits  do  not  ovulate  spon- 
taneously, but  only  after  copulation. 

Burch1  and  his  coworkers  carried  out  a number 
of  experiments  on  the  capacity  of  the  anterior 
hypophysis  of  the  sow  to  produce  ovulation  in  the 
normal,  sexually  mature  rabbit  and  concluded  (a) 
that  endometrial  hyperplasia  is  due  to  a relative 
excess  of  estrin,  (b)  the  ovary  and  the  hypophysis 
are  closely  related  and  each  affects  the  other,  (c) 
there  is  a definite  cyclic  variation  in  the  capacity 
of  the  anterior  hypophysis  to  produce  ovulation 
and  (d)  variations  and  deficiencies  in  the  ovula- 
tion cycle  might  easily  cause  alterations  in  the 
menstrual  cycle  with  idiopathic  bleeding  as  a 
symptom. 

Hofbauer5  treated  guinea  pigs  with  derivatives 
of  the  anterior  pituitary  substance  and  produced 
in  the  uterine  mucosa  and  in  the  ovaries,  con- 
ditions very  similar  to  those  found  in  endometrial 
hyperplasia  in  women. 

Experimental  study  on  primates  has  been 
limited,  due  to  the  excessive  cost.  Zucherman  and 
Morse4  used  two  female  primates  in  their  experi- 
mental work  on  uterine  hyperplasia.  The  one  was 
a castrated  chimpanzee  and  the  other  a normal 
monkey.  The  former  was  injected  with  21,100  rat 
units  of  estrin  and  the  latter  with  33,675  units. 
These  animals  were  examined  at  death  and  it  was 
found  that  a very  definite  endometrial  hyperplasia 
had  been  produced  in  both,  and  that  the  hyper- 
lasia  was  identical  in  appearance  both  macros- 
copically  and  microscopically  with  the  Swiss 
cheese  hyperplasia  of  human  pathology. 

Many  theories  have  been  advanced  as  to  the 
cause  of  endometriosis  or  adenomyosis.  Among 
these  may  be  listed  the  following:  (a)  they  de- 


178 


February,  1937 


Endometriosis 


179 


velop  in  adult  life  from  embryonic  rests  from  the 
Mullerian  ducts  or  Wolffian  body;  (b)  they  are 
diverticula  of  endometrium  invading  the  uterine 
wall  or  adherent  structures;  (c)  they  develop  by 
metastases  through  the  blood  or  lymph  stream; 
(d)  they  are  the  result  of  metaplasia  of  serosal 
endothelium  into  tissue  resembling  endometrium 
as  a result  of  inflammatory  changes,  (e)  Samp- 
son’s6 theory,  that  living  endometrial  tissue  is  im- 
planted on  the  pelvic  peritoneum  and  ovaries  as  a 
result  of  regurgita'tion  of  menstrual  blood  through 
the  fallopian  tubes. 

In  his  book  on  gynecology,  Graves7  states  that 
adenomyomata  of  the  uterus  was  first  described 
in  1860,  and  up  to  1884,  a total  of  100  cases  had 
been  collected.  Several  years  later,  Von  Rucken- 
hauser  again  described  these  tumors  and  sug- 
gested that  they  arose  from  a rest  of  the  Wolffian 
body.  In  1896,  Cullen,8  Pfannenstiel  and  others  re- 
ported adenomyoma  in  the  inguinal  region,  in  the 
vagina,  in  the  ovary,  in  the  umbilicus,  etc.  Men- 
gert!l  reported  an  endometrioma  occurring  in  a 
post-Cesarean  laparotomy  scar  which  increased 
in  size  during  the  intramenstrual  period.  This 
growth  was  in  no  way  connected  with  the  pelvic 
structure. 

Whatever  theory  of  endometriosis  may  be  ac- 
cepted, they  all  fall  short  when  it  comes  to  ex- 
plaining the  occurrence  of  endometriomas  in  all 
these  various  locations.  It  is  perhaps  more  im- 
portant to  determine  the  factor  which  promotes 
or  controls  the  cellular  change,  or  which  stimu- 
lates the  endometrial  graft  to  further  prolifera- 
tion, than  it  is  to  determine  the  origin  of  the 
endometrioma. 

Estrin,  or  ovarian  follicular  hormone,  derived 
from  multiple  follicular  cysts  of  the  ovaries  in 
excessive  amounts,  seems  to  be  the  generally  ac- 
cepted cause  of  endometrial  hyperplasia  and  since 
endometrioma  and  the  uterine  endometrium  are 
similar  in  all  respects,  it  would  appear  that  the 
endometrioma  could  well  be  caused  by  the  action 
of  the  follicular  hormone  on  the  endometrial  rest 
or  graft.  That  this  hormone  acts  on  the  genital 
tract  as  a whole  and  not  specifically  on  the  uterine 
mucosa  can  be  demonstrated10.  If  the  action  of 
this  hormone  is  abnormal,  and  causes  uterine 
hyperplasia,  it  seems  possible  that  its  action 
would  likewise  be  abnormal  upon  the  myome- 
trium and  endometrial  rests  or  grafts,  and  this 
abnormal  action  upon  these  structures  could  easily 
result  in  the  growth  of  fibroids  or  endometriomas. 

The  cause  of  endometrial  hyperplasia  has  been 
established  and  is  fairly  well  agreed  upon.  The 
etiology  of  uterine  fibroids  and  endometriomas 
has  not  been  proved  experimentally.  The  three 
conditions  do  possess,  however,  three  clinical  fea- 
tures in  common:  (a)  the  frequency  with  which 

the  conditions  are  found  existing  in  the  same  in- 
dividual; (b)  uterine  hemorrhage;  (c)  sterility, 
either  absolute  or  relative.  The  cause  of  sterility 


in  these  cases,  of  course,  is  the  lack  of  ovulation, 
for  if  ovulation  and  the  formation  of  progestin 
were  normal,  many  of  these  conditions  would  not 
have  occurred.  Witherspoon11,  states  that  all 
forms  of  overgrowth  of  the  uterine  endometrium 
or  musculature  are  due  to  the  same  factor,  the 
estrogenic  principle,  and  that  this  is  supported  by 
clinical  and  pathological  data.  By  reason  of  this 
common  etiological  factor  the  simultaneous  de- 
velopment of  endometrial  hyperplasia,  endome- 
triomas, and  uterine  fibroids  with  their  associated 
clinical  features  of  hemorrhage  and  sterility  is 
explained  in  a satisfactory  manner. 

Without  doubt,  many  physicians  have  but  a 
vague  conception  as  to  the  characteristics  of  en- 
dometriosis. Indeed,  there  are  many  operating 
surgeons  who  have  anything  but  a clear  concept 
of  the  condition.  A very  broad  definition  of  endo- 
metriosis would  mean  that  condition  in  which 
endometrial  tissue  occurs  outside  of  the  uterine 
cavity.  This  would  include  those  cases  in  which 
the  uterine  mucosa  invades  the  uterine  muscula- 
ture, as  it  does  in  adenomyoma.  If  we  would  re- 
member that  adenomyosis  and  endometriosis  are 
the  same  thing,  with  the  exception  that  the  term 
adenomyosis  is  applied  to  that  form  of  endo- 
metrosis  which  occurs  in  the  uterine  musculature, 
the  definition  would  be  somewhat  clarified. 

What  gross  pathology  does  the  surgeon  en- 
counter in  a case  of  endometriosis?  This  varies 
and  we  will  consider  only  the  two  extremes. 

The  most  common  type  discovered  when  the  pel- 
vic organs  are  explored  consists  of  a small  mass 
in  one  or  both  sides  of  the  pelvis  and  this  is 
usually  attached  low  down  on  the  posterior  sur- 
face of  the  uterus.  When  an  attempt  is  made  to 
release  the  adhesions,  so  that  the  adnexa  may  be 
brought  into  their  true  anatomical  position,  there 
is  a spill  of  chocolate  colored  fluid.  At  once,  the 
surgeon  should  think  of  endometriosis  and  due 
care  should  be  taken  of  the  operative  field  to  pre- 
vent any  further  contamination  by  this  fluid 
which  may  contain  endometrial  cells.  On  exam- 
ining the  ovary  he  will  find  a small  cyst  with  a 
dark  hemorrhagic  lining  which  he  has  ruptured  in 
freeing  the  adhesions  that  are  nearly  always 
present.  These  cysts  are  small  and  when  one 
hears  of  the  removal  of  an  enormous  endometrial 
cyst  he  may  well  question  this.  Very  rarely  do 
they  grow  larger  than  a baseball  and  they  may  be 
only  a centimeter  in  diameter.  Tbe  alert  surgeon 
will  now  explore  further,  and  in  the  depth  of  the 
pelvis  he  may  see  one  or  a number  of  hemorrhagic 
areas  of  dark  bluish  color  on  the  surface  of  the 
rectum  or  sigmoid.  These  are  very  apt  to  be 
found  in  the  utero  sacral  ligaments  and  can  be 
seen  and  palpated  as  small  nodules.  Indeed,  these 
lesions  of  the  pelvis  may  often  be  found  when  the 
ovary  appears  quite  normal. 

There  is,  then,  the  other  extreme,  when  extra- 
uterine  endometriosis  with  extensive  involvement 
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of  the  wall  of  the  rectum  or  sigmoid  and  of  the 
recto-vaginal  septum,  together  with  bilateral  en- 
dometrial cysts,  and  with  that  type  of  uterine 
endometriosis  previously  designated  as  adenomy- 
osis,  when  this  so  fills  the  pelvis  with  an  im- 
movable frozen  mass  that  malignancy  is  simu- 
lated or  even  complete  obstruction  may  be  pro- 
duced. 

In  the  diagnosis  of  endometriosis  a careful  his- 
tory must  be  taken.  We  are  dealing  with  a dis- 
ease that  occurs  during  the  reproduction  period, 
and  about  three-fourths  of  the  cases  are  sup- 
posed to  occur  after  the  age  of  25.  The  symptoms 
are  those  usually  found  in  any  chronic  inflam- 
matory disease  of  the  pelvis. 

The  treatment  of  endometriosis  constitutes  a 
real  gynecological  problem.  No  hard  and  fast 
rules  can  be  laid  down.  Whether  the  patient  is 
single  or  married,  her  age,  her  desire  for  more 
children,  are  all  factors  that  must  be  considered. 
Many  cases  are  symptomless  and  are  discovered 
in  the  course  of  an  operation  for  some  other  con- 
dition. When  a small  area  of  endometrial  tissue  is 
found,  it  is  perhaps  best  to  cauterize  the  area  and 
destroy  it.  In  the  case  of  a unilateral  endometrial 
cyst  in  a young  woman  desirous  of  having  chil- 
dren, only  the  diseased  tissue  on  this  side  should 
be  removed,  for  in  the  majority  of  cases  there  is 
no  recurrence.  Even  if  the  patient  should  have  a 
recurrence  of  the  trouble,  if  she  has  had  her  de- 
sired child,  a radical  procedure  will  not  then  hold 
such  terrors  for  her. 

In  the  case  of  a woman  with  a unilateal  en- 
dometrial cyst  who  is  close  to  the  menopause,  and 
is  not  desirous  of  more  children  but  whose  only 
idea  is  to  get  well  with  no  question  of  a secondary 
operation,  both  ovaries  should  be  sacrificed  with 
hysterectomy.  In  the  extreme  case,  with  the 
frozen  pelvis,  many  implants,  probably  uterine 
hyperplasia  and  adenomyoma  of  the  uterus,  noth- 
ing short  of  bilateral  salpingo-oophorectomy  with 
supra-vaginal  hysterectomy  will  suffice. 

Cases  have  been  reported  where  endometrial 
growth  has  continued  after  removal  of  both 
ovaries.  This  is  not  in  accord  with  the  usual  ex- 
perience, nor  with  the  physiology  of  the  changes 
that  occur  in  endometrial  tissue  after  removal  of 
the  estrogenic  hormone.  It  must  be  that  in  these 
cases  some  ovarian  tissue  was  overlooked  in  the 
course  of  operation,  for  it  is  a fundamental  phy- 
siological fact  that  the  growth  and  development 
of  endometrial  tissue  is  absolutely  dependent  upon 
the  internal  secretions  of  the  ovaries. 

In  addition  to  surgical  treatment,  there  are 
those  who  advocate  X-ray  and  radium  therapy. 
Radiation  certainly  could  be  expected  to  arrest 
the  endometrial  growth,  but  could  do  so  only  by 
completely  destroying  ovarian  function  and  this 
in  many  cases  is  not  needed.  The  pelvic  inflam- 
mation and  associated  adhesions  speak  for  sur- 
gery rather  than  radiation.  In  cases  where  it 


might  not  be  possible  to  remove  all  ovarian 
tissue,  then  radio-therapy  will  serve  as  a most 
useful  adjunct. 

summary 

Experimental  data  is  surveyed  which  shows 
that  the  changes  occuring  in  endometrial  tissue- 
are  due  to  the  ovarian  hormone.  It  would  seem 
that  uterine  hyperplasia,  adenomyoma,  fibroids, 
and  endometriosis,  with  their  associated  clinical 
features  of  hemorrhage  and  sterility  could  well 
have  the  same  etiology;  that  is,  over-stimulation 
by  the  estral  hormone. 

The  history  is  important  in  cases  of  endo- 
metriosis especially  that  part  of  the  history  per- 
taining to  dysmenorrhea,  backache,  and  frequent 
desire  to  defecate.  The  symptoms  and  findings  on 
examination  are  about  the  same  as  are  found  in 
any  chronic  inflammatory  disease  of  the  pelvis, 
except  those  cases  where  distinct  small  nodules 
are  found  in  the  utero-sacral  ligament,  when  the 
diagnosis  of  endometriosis  can  be  made  with  a 
fair  degree  of  certainty. 

It  is  shown  that  some  cases  are  so  mild  as  to 
be  symptomless  and  require  no  treatment,  but  if 
in  the  course  of  an  operation  for  some  other  con- 
dition, these  small  endometrial  areas  are  dis- 
covered, they  should  be  destroyed  with  the  cau- 
tery. There  is  also  the  other  case  extreme  when, 
by  reason  of  widespread  growth  and  the  associa- 
tion of  adenomyomas  and  uterine  hyperplasia, 
nothing  short  of  a complete  removal  of  all 
ovarian  tissue  with  supra-vaginal  hysterectomy 
will  effect  a cure. 

In  the  treatment  of  endometriosis,  the  cases 
must  be  individualized  and  the  marital  status  of 
the  patient,  her  desire  for  children,  her  age,  and 
the  extent  of  the  lesion  must  all  be  considered. 
The  majority  of  cases  are  to  be  treated  conser- 
vatively, but  radical  surgery  is  required  at  times. 
The  value  of  X-ray  and  radium  is  questionable, 
except  in  those  rare  cases  where  it  is  to  be  used 
as  an  adjunct  to  surgery. 

2005-9  Hillman  Street. 
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CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

HARRY  L.  REINHART  M.D., 


CASE  HISTORY 

A LISTLESS  55-year  old  man  was  admitted  to 
the  hospital  with  fever,  weakness  and 
anorexia;  although  his  statements  revealed 
some  confusion  the  history  of  his  present  illness 
was  as  follows:  He  was  well  until  three  weeks 
prior  to  admission  when  he  developed  a “cold  in 
his  head”.  He  had  considerable  aching  over  his 
eyes  and  some  swelling  of  his  eyelids,  but  no  nasal 
discharge.  These  symptoms  lasted  about  one 
week  and  were  followed  by  diarrhea,  intestinal 
cramps  and  fever  without  chills.  He  noticed  no 
blood  in  his  stools.  The  diarrhea  was  controlled 
by  medication  but  the  fever  persisted.  During 
the  four  days  previous  to  admission  he  noticed 
some  “stiffness  and  swelling  of  his  right  cheek”. 
Although  lethargic  throughout  his  illness  he  com- 
plained of  no  aches  or  pains. 

Physical  Examination:  The  patient  was  an 

acutely  ill,  elderly  white  man  in  fair  nutrition. 
Although  he  was  perspiring  profusely,  his  skin 
was  cold.  His  temperature  was  104°,  pulse  123, 
respiration  25.  Head,  eyes,  ears  and  nose  were 
negative.  Neck — negative.  Lymph  nodes — not 

enlarged.  Lungs — resonance  was  impaired  in 
right  base  anteriorly  and  posteriorly  and  left  base 
posteriorly  and  there  was  tubular  breathing  in 
these  areas.  His  blood  pressure  was  104/78.  The 
heart  was  normal  in  size  and  position;  no  mur- 
murs or  arrhythmia.  There  was  neither  tender- 
ness nor  rigidity  of  the  abdomen.  The  prostate 
was  moderately  enlarged.  Muscular  tone  was 
poor;  no  muscular  tenderness  was  elicited.  The 
reflexes  were  normal  and  sensation  was  unim- 
paired. 

Repeated  examinations  of  the  blood  revealed: 
Hb.  90  per  cent.  R.B.C.  5,000,000.  The  average 
W.B.C.  count  was  40,000,  with  90  per  cent  granu- 
locytes. There  was  a marked  eosinophilia  which 
ranged  from  30  per  cent  to  64  per  cent.  The 
reticulocytes  and  blood  platelets  were  well  within 
normal  limits. 

Urine — early  specimens  were  not  remarkable; 
later  specimens  contained  many  pus  cells  and 
erythrocytes.  Hippuric  acid  liver  function  test — 
no  excretion,  of  hippuric  acid;  the  blood  urea 
nitrogen  was  50.  Cerebrospinal  Fluid — clear  fluid 
with  4 mm.  hg.  pressure;  no  noteworthy  path- 
ology. Wassermann  and  Kahn — negative. 

Agglutination  test  for  typhoid,  tularemia  and 
undulant  fever  negative.  The  Bachman  skin  test 
with  a 1-1000  dilution  of  antigen  was  negative. 
Repeated  examination  of  stools  for  parasites  were 
negative.  On  one  occasion  there  was  occult  blood 
present  in  the  stools.  X-ray  of  chest  showed  no 
evidence  of  pathology.  Electrocardiogram  in- 
dicated coronary  disease  with  questionable  myo- 
cardial damage. 

Progress  in  Hospital:  During  his  stay  in  the 
hospital  he  ran  a high  sustained  temperature  of 
“typhoid  type”  varying  between  101°  and  104.2°. 
Diaphoresis  was  profuse!  He  complained  of  no 
pain.  He  took  little  nourishment  and  his  con- 
dition became  progressively  worse.  He  developed 

This  is  the  fourteenth  of  a series  of  cases  to  be  published 
under  the  heading,  “Case  Record  Presenting  Clinical  Prob- 
lems.” The  cases  presented  are  selected  by  Dr.  Harry  L. 
Reinhart  as  the  most  instructive  among  those  discussed  at 
the  weekly  pathologic  conferences  at  Starling-Loving  Hos- 
pital, Ohio  State  University,  Columbus,  Ohio. 


moderate  cyanosis  and  expired  on  the  seventh 
day  of  his  hospital  admission. 

Dr.  B.  K.  Wiseman,  Commentator: 

In  most  cases  presenting  for  differential  diag- 
nosis, there  is  one  fact  or  group  of  closely  asso- 
ciated facts  that  stand  out  as  of  pre-eminent  im- 
portance. 

In  this  case  as  it  is  given,  it  is  quite  obvious 
that  the  marked  eosinophilia  in  the  blood  is  the 
wedge  that  should  go  far  in  splitting  the  diag- 
nostic log.  Now  there  are  many  disease  states 
that  are  accompanied  by  an  eosinophilia,  but  only 
a very  few  that  will  show  values  for  these  cells 
as  those  given  here;  namely  about  64  per  cent  of 
a total  count  of  around  40,000  white  cells  per  cu. 
mm.  of  blood.  As  far  as  my  knowledge  extends, 
there  are  only  three  diseases  likely  to  prove  fatal, 
that  may  give  values  so  high;  namely  trichinosis, 
periarteritis  nodosa,  and  eosinophilic  leukemia. 
It  becomes  apparent  therefore,  that  any  efforts  to 
establish  a differential  diagnosis  are  directed  to 
one  very  common  affliction  and  two  very  rare 
ones. 

Exploring  the  possibilities  of  the  common  one 
first,  namely  trichinosis,  it  is  noted  that  the  onset 
with  a “head  cold”  and  swelling  of  the  eye-lids 
followed  one  week  later  by  intestinal  upset  with 
diarrhea  follows  the  usual  pattern  of  this  disease. 
Strikingly  absent,  however,  is  any  note  indicat- 
ing the  presence  of  muscular  aching  or  tenderness 
when  these  structures  are  palpated.  The  ab- 
normal physical  findings  in  the  lungs  can,  I be- 
lieve, be  ignored  in  view  of  the  subsequent  state- 
ment that  the  roentgenogram  failed  to  show  any 
pathology. 

Next,  we  note  that  the  blood  pressure  is  104/78. 
This  is  certainly  an  abnormally  low  systolic  blood 
pressure  for  a man  of  55  years  of  age  with  nor- 
mal size  heart,  even  though  the  presence  of  an  in- 
fectious disease  usually  tends  to  lower  the  pres- 
sure somewhat.  It  is  well  known,  since  the  late 
Alfred  Warthin  first  demonstrated  that  the 
trichinella  spiralis  may  definitely  invade  the 
heart  muscle,  that  clinically  this  may  be  evi- 
denced by  low  systolic  blood  pressure,  and  when 
such  invasion  occurs,  the  resulting  low  blood 
pressure  is  of  considerable  significance  from  a 
differential  standpoint. 

In  such  cases,  it  has  also  been  demonstrated, 
particularly  by  Dr.  E.  H.  Cushing  at  the  Lake- 
side Hospital  in  Cleveland,  that  changes  in  the 
electrocardiogram  consisting  of  inversion  of  the 
T wave  of  the  “cove-plane”  type,  particularly  in 
the  second  lead  are  common.  This  is  also  the  usual 
type  of  curve  found  in  coronary  arteriosclerosis. 

It  is,  therefore,  clear  that,  although  this  man  at 
the  age  of  55,  may,  of  course,  easily  have  had 
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coronary  arteriosclerosis,  the  electrocardiographic 
abronmality  may  equally  well  or  better  be  ex- 
plained upon  a basis  of  infiltration  of  the  heart 
muscle  by  these  parasites.  The  remainder  of  the 
laboratory  work  does  not  help  us  much.  The 
changes  observed  in  the  urine  late  in  the  course  of 
the  disease  are  probably  best  attributed  to  a term- 
inal urinary  tract  infection.  The  hippuric  acid  test 
of  the  liver  function  is  clearly  of  no  value  because 
the  blood  urea  nitrogen  was  elevated.  Since  it  is 
stated  that  he  took  little  nourishment  he  probably 
took  very  little  water  also,  and  this  together  with 
the  profuse  diaphoresis  noted,  easily  accounts  for 
the  elevated  blood  nitrogen  upon  a basis  of 
dehydration. 

The  note  that  the  Bachman  skin  test  for 
trinchinosis  was  negative  does  not  influence  us  to 
give  up  consideration  of  trichinosis.  In  the  first 
place,  it  is  very  difficult  to  be  sure  that  one’s 
antigen  is  at  all  times  above  reproach,  and  sec- 
ondly, it  has  recently  been  shown  that  the  test  is 
often  negative  in  fulminating  cases.  Finally,  it  is 
noted  that  the  patient  developed  moderate 
cyanosis  before  death.  In  this  connection  I wish 
to  point  out  that  the  most  common  cause  of  death 
from  trichinosis  is  that  of  respiratory  failure  due 
to  the  paralysis  of  the  diaphragm  and  intercostal 
muscles  consequent  upon  the  infiltration  of  these 
structures  with  the  parasites. 

Periarteritis  nodosa  cannot  definitely  be  ruled 
out  in  this  case.  The  absence  of  persisting  ab- 
dominal symptoms,  of  kidney  involvement,  of 
anemia,  and  the  presence  of  the  low  blood  pres- 
sure are  factors  tending  to  make  this  diagnosis 
unlikely.  The  extreme  rarity  of  this  disease,  how- 
ever, plus  the  many  points  in  this  case  that  are 
in  common  with,  and  well  explained  by,  a diag- 
nosis of  trichinosis  are  chiefly  of  service  in  dis- 
couraging me  from  making  a diagnosis  of  periar- 
teritis nodosa. 

Finally,  we  explore  the  possibilities  of  eosino- 
philic leukemia.  In  this  disease,  it  would  be  neces- 
sary to  demonstrate  the  presence  of  either  en- 
larged lymph  nodes,  enlarged  spleen,  or  both,  to- 
gether with  the  presence  of  eosinophilic  myelocy- 
tes in  the  blood  before  serious  consideration  can 
be  given  to  this  diagnosis.  It  cannot,  however, 
be  definitely  ruled  out  without  the  evidence  ob- 
tained from  a bone  marrow  biopsy. 

Summarizing  the  case,  then,  it  appears  that 
there  is  only  one  fact  that  constitutes  a serious 
obstacle  to  the  attempt  to  establish  the  diagnosis 
of  trichinosis.  That  fact  is  the  absence  throughout 
the  course  of  this  patient’s  illness  of  any  pain  or 
tenderness  in  the  skeletal  muscles.  I cannot  ac- 
count for  this  negative  finding.  I also  know 
that  trichinosis  often  assumes  bizarre  clini- 
cal pictures,  so  much  so  that  no  less  eminent  a 
clinician  than  Lewis  Conner,  Professor  of  Medi- 
cine at  Cornell,  once  said  that  “trichiniasis  ex- 


hibits more  clinical  variations  than  most  in- 
fectious diseases”. 

I therefore  feel  that  the  post  mortem  upon  this 
patient  will  show  infestation  of  the  skeletal  and 
heart  muscles  with  trichinella  spiralis,  with  the 
immediate  cause  of  death  being  due  to  respiratory 
failure. 

Dr.  H.  L.  Reinhart:  Anatomic  Diagnosis: 

1.  Trichinosis. 

2.  Coronary  arteriosclerosis. 

3.  Prostatic  hypertrophy. 

4.  Bilateral  hydronephrosis,  subacute. 

5.  Submucous  fibroma  of  duodenum. 

6.  Multiple  xanthogranulomata  of  the  ribs. 

While  the  anatomic  diagnosis  presents  an  in- 
teresting group  of  lesions  for  both  individual  dis- 
cussion and  case  correlation,  the  outstanding 
feature  is  that  of  an  acute  fulminating  case  of 
trichinosis.  The  infestation  was  wide-spread  in 
distribution  and  massive  in  localization.  The 
diaphragm,  skeletal  muscles,  tongue  and  heart 
were  infested  with  trichinella  spiralis.  The  blood 
and  spinal  fluid  were  carefully  examined  for  the 
larvae  before  and  after  death,  but  none  were 
identified.  The  negative  Bachman  skin  test  in 
this  case  may  be  ascribed  to  the  antigen  which 
had  lost  its  potency,  as  proved  by  a control  test  on 
a known  case  of  trichinosis.  The  marked  eosino- 
philic leucocytosis  was  almost  exclusively  com- 
posed of  mature  cells  with  no  shift  to  immature 
cells  of  the  granulocyte  series,  while  at  necropsy 
the  bone  marrow,  spleen  and  other  organs  were 
not  of  a leukemic  type. 

There  was  no  evidence  of  periarteritis  nodosa. 
Since  an  eosinophilic  leucocytosis  may  persist  for 
years  following  trichinosis,  past  as  well  as  pres- 
ent infestation  should  be  considered.  This  is  par- 
ticularly important  in  view  of  the  increasing  evi- 
dence of  a wide-spread  and  relatively  common 
human  infestation  in  the  United  States.  Post 
mortem  statistics  collected  so  far  by  the  United 
States  Public  Health  Service  have  indicated  an 
incidence  of  about  1G  per  cent.  The  result  of  this 
investigation  which  is  being  conducted  under  the 
direction  of  Dr.  McCoy  should  prove  of  great  value 
in  establishing  more  accurate  statistics  of  the  in- 
cidence of  trichinosis  in  the  United  States. 

Since  there  was  both  a marked  bilateral  coro- 
nary arteriosclerosis  with  80  per  cent  occlusion 
of  the  anterior  descending  branch  of  the  left 
coronary  artery  and  infestation  of  the  heart 
muscle  with  trichinella  spiralis,  the  electro- 
cardiogram can  hardly  be  held  as  exclusively 
characteristic  of  either  condition. 

In  general  the  case  follows  fairly  well  the 
classically  described  acute  fulminating  typhoid 
type  of  trichinosis  with  sufficient  mental  clouding 
or  stupor  to  render  somewhat  unreliable  the  sub- 
jective symptoms.  A definite  history  of  eating 
raw  or  poorly  cooked  pork  was  never  elicited. 
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CARBON  DUST  AND  TUBERCULOSIS 

TUBERCULOSIS  is  comparatively  uncom- 
mon in  workers  exposed  to  dusts  of  car- 
bon, lime  and  marble  while  those  who  work 
in  an  atmosphere  laden  with  silica  particles  are 
particularly  susceptible  to  tuberculous  infection. 
Coal  dust  is  the  only  one  to  which  is  attributed 
the  property  of  inhibiting  the  development  of  tu- 
berculosis. During  recent  years,  however,  sev- 
eral investigators  have  reported  that  coal  miners 
die  from  tuberculosis  with  greater  frequency  than 
the  average  of  the  total  population. 

It  is  probable  that  conditions  under  which  mod- 
ern miners  work  may  explain  the  discrepancy  be- 
tween the  older  and  more  recent  surveys.  For- 
merly hand  drills  were  used  exclusively.  In  order 
to  avoid  the  hard  rock  most  of  the  drilling  was 
done  directly  into  the  coal  along  the  edge  of  the 
vein.  The  dust  consisted  of  rather  large  particles 
which  as  a rule  settled  quickly.  Thus  the  miner 
was  exposed  to  almost  pure  carbon  dust  and,  be- 
cause the  particles  were  large,  symptoms  of  pneu- 
monoconiosis  did  not  appear  before  exposure  of 
from  12  to  15  years. 

In  the  modern  coal  industry  the  pneumatic 
drill  or  “jackhammer”  is  used.  The  dust  created 
by  this  instrument  consists  of  fine  particles  which 
at  times  is  blown  back  with  great  force  into  the 
face  of  the  operator  and  some  remains  suspended 
in  air  for  many  hours.  Inhalation  of  this  fine, 
highly  concentrated  dust  may  result  in  severe 
respiratory  impairment  after  an  exposure  of  only 
three  or  four  years. 

The  pneumatic  drill  has  made  it  practicable  to 
mine  small  veins  of  coal  which  under  the  old 
method  were  considered  too  insignificant  and  time- 
consuming  to  remove.  To  reach  these  small  veins 
it  is  necessary  to  drill  directly  into  rock  and  this 
increases  the  hazard  to  the  present-day  coal  miner 
by  adding  to  the  coal  dust  a great  amount  of  fine 
silica  particles.  Analysis  of  the  dust  of  certain 
anthracite  coal  mines  showed  that  at  times  concen- 
tration may  be  as  high  as  one  billion  particles 
per  cubic  foot  of  air  (average  124  million)  and 
that  certain  of  these  dusts  contain  as  much  as  81 
per  cent  of  free  silica.  Uncomplicated  anthra- 
cosis  such  as  was  common  among  miners  of  the 
old  type  has  been  replaced  in  the  modern  miner 
by  fibrosis  of  the  lung  associated  with  silica 
deposits. 

To  determine  the  frequency  of  tuberculosis  as 
a complication  of  anthraeosilicosis,  observations 
were  made  upon  a group  of  anthracite  miners 
institutionalized  because  of  disabling  chronic  pul- 
monary disease.  Only  those  patients  who  had  re- 


mained under  treatment  for  two  months  or  more 
were  included.  The  group  consisted  of  418  men 
varying  in  age  from  21  to  67  years  and  whose 
period  of  exposure  to  mine  dust  ranged  from  3 
to  50  years.  The  average  age  was  about  43  years 
and  the  average  exposure  period  19  years.  All  of 
these  men  had  used  the  “jackhammer”  periodi- 
cally. Surface  mine  workers  were  not  included. 

In  42  of  these  patients  the  lesions  resulted  solely 
from  the  action  of  mine  dust,  in  57  per  cent 
evidence  of  co-existing  tuberculosis  was  found  and 
in  the  small  remainder  non-tuberculous  pulmonary 
complications  occurred.  The  age-incidence  study 
showed  that  tuberculosis  appears  later  in  life 
among  these  mine  workers  than  it  does  in  the 
general  population;  almost  half  were  between  41 
and  50  years  of  age  while  only  8 per  cent  were 
in  the  21  to  30  age  group.  The  incidence  of  tu- 
berculosis varied  directly  with  the  amount  of  dust 
present  in  the  lung. 

The  type  of  tuberculosis  which  complicates 
anthraeosilicosis  differs  materially  from  that 
which  is  usually  seen.  It  does  not  extend  pro- 
gressively downward  from  the  apical  or  subapical 
region,  but  is  found  scattered  throughout  the 
lungs  among  the  silicotic  nodules.  The  tubercu- 
lous lesion  is  usually  #of  slow  evolution,  is  always 
present  in  both  lungs  and  consists  mainly  of 
caseous  nodules  varying  in  size  from  a split-pea 
to  a walnut.  Tendency  towards  cavitation  is  great, 
demonstrable  cavities  being  found  in  43  per  cent 
of  the  patients.  The  excavations  may  attain  tre- 
mendous size,  sometimes  occupying  almost  an  en- 
tire lobe.  They  are  often  multiple  and  may  occur 
anywhere  in  the  lungs,  but  the  larger  ones  are 
usually  found  in  the  upper  lobes.  Caseous  pneu- 
monia occurs  as  a terminal  event  in  many  in- 
stances. Extensive  plastic  changes  in  the  pleura 
are  nearly  always  associated.  Effusion  occurs 
infrequently. 

The  clinical  picture  of  anthraeosilicosis  co- 
existing with  tuberculosis  may  be  either  non-toxic 
or  toxic.  In  the  former  type  the  patients  pre- 
sent the  usual  symptoms  of  pneumonoconiosis, 
dyspnoea,  cough,  expectoration  and  chest  pains 
with  slight  fever  in  a few  instances.  Impairment 
of  general  health  is  slight.  These  cases  are  usu- 
ally considered  simple  anthraeosilicosis  until  at- 
tention is  called  to  the  tuberculosis  by  the  discov- 
ery of  tubercle  bacilli  or  by  roentgen-ray  evidence. 

The  second  or  toxic  form  is  characterized  by 
extensive  cavitation,  the  clinical  picture  being 
that  of  rapidly  progressing  tuberculosis. — 
Anthraeosilicosis  and  Tuberculosis,  Martin  J. 
Sokoloff,  Am.  Rev.  of  Tuberc.,  Nov.,  1936. 
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YELLOW  LEVER  IN  CINCINNATI 

E.  W.  Mitchell,  M.D.,  Cincinnati,  Ohio 


ONE  might  make  the  chapter  on  yellow  fever 
in  Cincinnati  almost  as  short  as  the  one  on 
snakes  in  Ireland  since  it  has  been  so  rare 
a visitor  to  this  city.  In  the  year  1878,  however, 
its  threatening  approach  awakened  terror  in  the 
minds  of  the  citizens. 

A community  views  with  equanimity  many  hun- 
dred cases  of  tuberculosis  and  numerous  deaths  to 
which  it  is  accustomed  but  becomes  panic  stricken 
upon  the  invasion  of  an  unusual  disease,  obscure 
as  to  its  cause,  its  prevention  and  its  cure,  de- 
veloping suddenly  and  having  a high  mortality 
such  as  plague,  cholera  or  yellow  fever.  The  dis- 
covery of  the  cause  leads  to  the  clearing  up  of  the 
mystery  and  obscurity  of  a disease  and  points  the 
way  to  its  prevention  and  usually  it  is  found  that 
the  means  of  prevention  are  relatively  simple. 
Thus  as  to  yellow  fever,  why  it  is  confined  to 
certain  warm  and  moist  districts,  why  it  dis- 
appears upon  the  coming  of  frost;  the  long  de- 
bated question  of  its  contagiousness,  whether  or 
not  carried  by  fomites,  was  all  settled  by  the 
dramatic  and  heroic  demonstration  of  the  Reed 
Commission  that  the  carrier  was  the  Stegomia 
Mosquito.  It  also  explains  the  fact  that  cases, 
coming  into  territory  where  this  species  of  mos- 
quito does  not  exist,  do  not  convey  the  disease  to 
contacts. 

Previous  to  1878  a rare  case  had  occurred  in 
this  city  in  a visitor  already  infected.  For  in- 
stance, in  1871  a Mr.  Isaac  Smith  from  Mississippi 
died  here  of  the  disease  and  in  September  1873  a 
steamboat  captain  died  here.  The  first  case  in 
1878  was  that  of  a guest  at  the  Grand  Hotel  re- 
cently arrived  from  New  Orleans.  In  a short  time 
six  more  cases  occurred.  The  river  travel  be- 
tween New  Orleans  and  Cincinnati  was  very  heavy 
at  that  time.  Reports  came  to  the  city  that  many 
passengers  were  stricken  on  the  boats.  Dr. 
Thomas  C.  Minor,  the  efficient  health  officer  at 
the  time,  instituted  rigid  quarantine.  Inspectors 
were  sent  to  points  below  the  city  to  inspect  every 
boat  and  every  train,  to  forbid  the  landing  in  the 
city  of  anyone  having  suspicious  symptoms. 


The  Author 

Edwin  Waterman  Mitchell,  A.B., 
M.D.,  is  professor  of  medicine,  emeritus, 
College  of  Medicine,  University  of  Cin- 
cinnati. 


So  great  was  the  alarm  in  the  city  that  many 
families  removed  to  the  country  or  distant  places. 
In  all  35  cases  were  reported  of  which  18  re- 
covered and  17  died;  all  had  come  from  the  out- 
side of  the  city  except  two.  One  was  a maid  at  a 
boatman’s  boarding  house  where  baggage  from 
the  South  had  been  opened  and  spread  out,  the 
other  was  a truck  driver  who  had  hauled  bales  of 
goods  from  the  river.  Of  course,  the  then  prevail- 
ing theory  that  the  disease  could  be  carried  by 
fomites  was  the  obvious  explanation.  With  our 
present  knowledge  we  can  readily  understand  that 
in  these  cases  the  fomites  could  be  so  accused  by 
bringing  an  infected  mosquito.  It  has  been  shown 
that  once  infected,  the  mosquito  remains  so 
throughout  its  life,  which  may  be  as  long  as  60 
days. 

A very  graphic  report  of  the  disease  as  it  pre- 
vailed here  is  given  by  Dr.  Minor  in  his  report  of 
1878.  Strict  sanitary  measures  were  carried  out 
in  the  city.  The  close  association  between  the 
city  and  the  Ohio  River  makes  it  pertinent  to  in- 
clude in  this  account  the  tragic  story  of  the  tow- 
boat, John  Porter,  which  with  its  sick  and  dying 
crew  was  not  allowed  to  land  at  the  wharf.  It 
was  compelled  to  pass  this  city  and  other  towns 
until  finally  tied  up  in  a deserted  country  place. 
I have  not  been  able  to  find  a publication  of  this 
story  but  the  account  of  his  personal  experiences 
in  a paper  read  before  the  Cincinnati  Literary 
Society  was  kindly  loaned  me  by  the  late  Dr. 
Lawrence  C.  Carr  when  I was  preparing  an  article 
for  the  University  of  Cincinnati  Medical  Bulletin 
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in  1920.  The  following  is  the  account  as  ab- 
stracted from  Dr.  Carr’s  paper  at  that  time: 

This  boat,  with  barges  in  tow,  with  a crew  of 
35  men,  left  New  Orleans  for  Pittsburgh  on  July 
18,  six  days  after  yellow  fever  had  declared  itself 
in  New  Orleans.  As  the  boat  proceeded  up  the 
river  one  after  another  of  the  crew  came  down 
with  yellow  fever.  By  the  time  the  boat  reached 
Vicksburg  three  had  been  attacked.  Two  were 
sent  to  the  hospital  at  that  port,  one  of  whom 
died.  Sixty  miles  above  Vicksburg  one  died  and 
was  buried  in  the  river’s  bank.  Another  died  near 
Louisville,  and  was  buried  on  the  shore.  At  Louis- 
ville five  officers  and  crew  were  ill;  one  left  and 
came  by  rail  to  Cincinnati  and  entered  the  hos- 
pital with  a mild  attack;  one  entered  the  Louis- 
ville hospital,  others  were  sent  to  their  homes. 

The  crew  were  panic-stricken,  and  many  left 
the  boat.  Dr.  Minor,  in  anticipation  of  its  arrival 
here  sent  deputies  to  points  down  the  river  and 
himself  went  by  steamer  and  intercepted  the 
Porter.  He  forbid  the  steamer  landing  at  Cin- 
cinnati or  landing  the  men,  but  detailed  Dr. 
Lawrence  C.  Carr  and  later  Dr.  Slough  to  attend 
the  sick  on  board.  As  the  steamboat  proceeded  up 
the  river,  they  were  met  by  armed  posses  at  al- 
most every  landing,  preventing  their  landing  or 
securing  supplies.  One  by  one  the  men  sickened 
and  died.  On  August  20th,  after  they  had  gotten 
as  far  as  Gallipolis,  Dr.  Carr  reported  to  the 
health  officer,  “fourteen  down,  including  the  three 
dead.” 

The  same  evening  money  having  been  sent  for 
the  crew  all  well  left  the  boat;  the  captain  and 
five  of  the  crew  down  with  the  disease  and  the 
two  doctors  remaining.  They  heard  that  a posse 
from  the  town  was  coming  to  cut  the  hauser  that 
held  the  boat  to  the  shore.  Dr.  Carr  spent  most 
of  the  night  sitting  on  the  deck  with  a shotgun  to 
prevent  their  act.  On  the  next  day  Dr.  Slough 
was  sent  home,  as  there  was  no  further  need  of 
his  services.  Finally  Dr.  Carr  and  the  mate 
Armstrong  were  left  alone  with  two  dead;  two 
colored  men  were  sent  who  assisted  in  burying 
the  dead  on  shore.  The  mate  was  put  in  a tent  on 
shore  with  provisions.  Dr.  Carr,  by  orders  from 
people  on  shore,  divested  himself  of  his  clothing, 
swam  ashore,  put  on  ill-fitting  clothes  provided 
and  walked  toward  Cincinnati.  In  every  town  he 
was  met  by  armed  committees  who  forbade  his 
passing  through  the  place.  Almost  famished, 
footsore,  he  stole  a skiff,  was  wrecked  by  a steam- 
boat, dragged  on  board,  put  ashore  as  soon  as  his 
identity  was  known;  rescued  near  Ironton  by  the 
owner  of  the  hotel,  fed,  clothed,  secreted  in  the 
captain’s  stateroom  on  the  Fleetwood,  reached 
home. 

This  will  illustrate  the  state  of  panic  and  the 
unreasonable  procedure  of  the  public  threatened 
by  a new  and  mysterious  disease. 


Hospital  Service  of  the  Veterans 
Administration 

Certain  figures  in  an  article  by  Dr.  Chas.  M. 
Griffith,  Medical  Director,  Veterans  Administra- 
tion, as  published  in  The  Military  Surgeon  for 
October,  1936,  are  worthy  of  thought  by  every 
private  practitioner  in  the  United  States.  In 
1925,  approximately  17  per  cent  of  the  hospital 
admissions  to  Veterans  Administration  Facilities 
were  patients  with  non-service  connected  disabil- 
ities; in  1926,  they  constituted  34  per  cent;  in 
1927,  49  per  cent,  and  in  1935,  the  figure  was 
approximately  88  per  cent.  Since  June  7,  1924, 
when  hospitalization  was  first  authorized  for  the 
veterans  of  all  wars  without  regard  to  the  origin 
of  their  disabilities,  66  per  cent  of  all  admissions 
have  been  for  such  non-serwice  connected  dis- 
abilities. It  is  obvious  that  the  number  of  non- 
service connected  admissions  is  rapidly  increas- 
ing and  we  may  expect  these  admissions  to  con- 
stitute practically  the  entire  load  within  a few 
years.  The  provisions  of  the  law  are  quite  liberal, 
but  we  cannot  determine  how  even  these  pro- 
visions can  legally  provide  for  the  admission  of 
a number  of  individuals  during  recent  years, 
whose  financial  status  would  seem  to  be  well 
above  that  which  the  Appropriation  Act  of 
March  18,  1934,  sets  forth  as  a requirement.  This 
Act  entitles  veterans  to  hospital  or  domiciliary 
care  who  give  evidence  of  disabilities,  diseases  or 
defects,  irrespective  of  whether  they  are  due  to 
military  service,  provided  the  applicant  for  such 
benefits  states  under  oath  that  he  is  unable  to 
defray  the  necessary  expenses  for  his  hospital 
care  and  incidental  transportation. 

United  States  Statutes  place  a rather  high 
penalty  upon  false  statements;  we  wonder  if  any 
investigation  has  ever  been  made  of  these  sworn 
applications  for  admission. — Jour.  Arkansas  Med. 
Soc.,  33:105,  Nov.,  1936. 


Conference  on  Fever  Therapy 

The  First  International  Conference  on  Fever 
Therapy  will  be  held  March  29-31,  at  the  College 
of  Physicians  and  Surgeons,  Columbia  University, 
New  York  City. 

Dr.  Walter  M.  Simpson,  Dayton,  is  chairman  of 
the  American  Committee  arranging  the  conference 
and  is  chairman  of  the  section  on  syphilis. 

Dr.  Charles  A.  Doan,  Columbus,  is  secretary  of 
the  section  which  is  arranging  a program  for  the 
discussion  of  physiology,  pathology,  and  methods 
of  production  of  fever. 

Additional  details  concerning  the  meeting  can 
be  obtained  by  addressing  the  general  secretary, 
Dr.  William  Bierman,  471  Park  Avenue,  New 
York  City.  The  registration  fee  is  $15. 


PNEUMONIA  CONTROL  WITH  THE  AID  OF  THE  NEUFELD  TEST 

AND  SERUM  THERAPY 

By  WALTER  H.  HARTUNG,  M.D.,  State  Director  of  Health,  Columbus,  Ohio 


REPORTS  appearing  in  medical  publications 
on  the  subject  of  pneumonia  studies  dur- 
ing the  past  years  show  convincing  evi- 
dence that  pneumonia  mortality  can  be  reduced 
to  a marked  degree.  The  results  of  these  studies 
are  based  on  two  procedures  and  it  may  be  of 
value  to  touch  briefly  upon  the  essential  features 
of  the  newer  developments  underlying  this  sig- 
nificant work. 

The  first  phase  of  the  problem  studied  was  the 
evalution  of  the  laboratory  identification  of 
pneumococcus  types.  Since  1902  the  Neufeld  test 
(see  illustration)  has  been  recognized  as  a de- 
pendable method  in  the  identification  of  pneu- 
mococcus types.  For  some  years  prior  and  sub- 
sequent to  the  World  War  two  other  laboratory 
procedures  were  quite  generally  utilized  in  de- 
termining types  I,  II,  III  and  group  IV  and  the 
mouse  and  Avery  methods  are  still  employed  on 
specimens  showing  doubtful  Neufeld  reactions. 
The  latter,  however,  is  the  recommended  pro- 
cedure at  the  present  time.  At  one  time  little 
attention  was  given  to  the  duration  of  the  pa- 
tient’s illness,  and  in  many  cases  serum  therapy 


failed  because  it  was  used  too  late  in  the  course 
of  the  disease.  The  latest  discoveries  show  the 
necessity  of  serum  therapy  before  the  fourth  day 
of  illness. 

Clinicians  are  in  agreement  with  the  fact  that 
the  pneumococcus  is  responsible  for  over  95  per 
cent  of  pneumonia  cases,  and  to  date  there  are 
32  recognized  types  of  pneumococci  which  the 
laboratory  attempts  to  identify  when  a suitable 
specimen  is  submitted  for  examination.  Types  I, 
II,  V,  VII  and  VIII  predominate  and  according  to 
clinical  reports  serum  therapy,  when  administered 
before  the  fourth  day  of  the  patient’s  illness,  in 
types  I and  II,  is  regarded  as  highly  efficacious. 
Favorable  response  has  also  been  noted  when 
serum  treatment  was  applied  within  the  fourth 
day  of  illness  in  other  types  of  the  infection. 
Benjamin,  Blankenhorn  and  Senior1  recently  re- 
ported 50  cases  of  type  I which  were  adequately 
treated  and  no  deaths  occurred.  Similar  records 
of  this  kind  have  been  published  by  a few  city 
and  state  health  departments,  hospitals  and 
clinicians  after  they  had  completed  special  pneu- 
monia studies  in  their  respective  localities.  The 


Number  of  Deaths  from  Pneumonia — all  forms — in  counties  and  cities  of  Ohio  with  rates  per 

100,000  population 


1931 

Deaths  Rate 

1932 

Deaths  Rate 

1933 

Deaths  Rate 

1934 

Deaths  Rate 

1935 

Deaths  Rate 

Adams  County 

22 

107.9 

27 

132.5 

17 

83.4 

22 

107.9 

19 

93.2 

Brown  County 

14 

69.5 

21 

104.2 

12 

59.6 

14 

69.5 

8 

39.7 

Belmont  County 

52 

54.8 

65 

68.4 

54 

56.7 

60 

62.9 

86 

90.1 

Darke  County 

27 

71.0 

31 

81.6 

12 

31.6 

23 

60.5 

34 

89.4 

Erie  County 

22 

51.9 

32 

75.0 

18 

42.9 

30 

69.6 

25 

57.7 

Geauga  County 

12 

77.6 

17 

109.7 

18 

115.9 

13 

83.5 

23 

147.4 

Harrison  County 

16 

84.9 

16 

84.9 

16 

84.9 

20 

106.1 

15 

79.6 

Logan  County 

9 

31.1 

15 

51.8 

15 

51.8 

15 

51.8 

14 

48.3 

Monroe  County 

24 

130.3 

14 

75.9 

13 

70.6 

21 

113.9 

14 

75.9 

Ottawa  County 

15 

61.6 

7 

28.5 

9 

36.4 

3 

12.0 

17 

65.9 

Williams  County 

9 

37.0 

7 

28.8 

8 

32.9 

14 

57.6 

11 

45.2 

Cleveland  City 

958 

104.9 

932 

100.9 

664 

71.1 

868 

92.0 

897 

94.0 

Cincinnati  City 

542 

118.5 

561 

121.4 

445 

95.3 

581 

123.1 

590 

123.7 

Columbus  City 

250 

84.1 

245 

81.0 

218 

70.9 

263 

84.1 

266 

83.6 

Pneumonia  ranks  fifth  as  a cause  of  death  in  Ohio  today. 

I.  C.  Plummer,  Chief, 
Division  of  Vital  Statistics. 
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Neufeid  Taping* 


Positive  Reaction  showing' 
swollen  capsules  in  prepara- 
tion with  serum  or  homol- 
ogous tijpe. 


Negative  Reaction  (capsules  not 
swollen) 

The  absence  of  swollen  capsules 
in  all  3 preparations  suggests 
Group  lx  pneumococci. 


Time  5~30  Minutes 


Massachusetts  Dept,  of  Public  Health. 
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The  Ohio  State  Medical  Journal 


Vol.  33— No.  2 


Massachusetts  Department  of  Public  Health  be- 
gan a study  of  pneumonia  control  in  1931  and 
the  Neufeld  test  and  serum  therapy  played  the 
major  roles  in  the  reduction  of  pneumonia  deaths. 

It  is  apparent  from  the  foregoing  that  the 
logical  approach  to  the  problem  in  this  State  will 
be  the  necessity  of  training  technical  assistants 
in  the  methods  of  typing  pneumococci  by  the 
Neufeld  system.  Accordingly,  the  Ohio  Depart- 
ment of  Health  has  taken  steps  to  arrange  for  a 
comprehensive  course  of  instruction  in  pneu- 
mococcus typing  under  the  supervision  and  direc- 
tion of  the  authors  above  mentioned.  To  the  un- 
initiated the  technique  of  typing  all  groups  of 
pneumococci  by  the  Neufeld  test  may  seem  un- 

Number  of  Death  from  Pneumonia  in  Ohio  with 
rate  per  100,000  Population. 


Lobar  Broncho  Total 

Years  Deaths  Rate  Deaths  Rate  Deaths  Rate 


1931 

2712 

40.1 

2505 

37.1 

5273 

78.0 

1932 

2620 

38.3 

2608 

38.1 

5267 

76.0 

1933 

1931 

27.8 

2090 

30.1 

4109 

59.2 

1934 

2567 

36.6 

2542 

36.2 

5199 

74.1 

1935 

2694 

37.9 

2594 

36.5 

5339 

75.1 

complicated.  Such,  however,  is  not  the  case  as 
any  experienced  “typer”  will  testify.  In  fact, 
many  difficulties  are  encountered  in  the  process 
of  “breaking-down”  the  32  types  to  the  one  finally 
designated  as  the  causative  agent  of  the  infection. 
Obviously  it  can  be  appreciated  why  laboratory 
assistants  should  pursue  typing  studies  under 
expert  leadership. 

The  proposed  plan,  therefore,  is  to  give  at  least 
one  week  of  intensive  laboratory  training  in 
typing  of  pneumococci.  The  individuals  will  be 
expected  to  furnish  their  own  microscopes,  pre- 
ferably binoculars,  electric  lamps,  as  well  as  the 
specific  typing  sera  required  for  the  com- 
plete course.  Pathologists  and  bacteriologists 
engaged  in  either  public  or  private  commercial 
work  will  be  invited  to  participate  in  the  courses. 
Due  to  limited  space  and  facilities  in  the  hospital 
laboratories,  only  eight  individuals  can  be  ac- 
commodated at  one  week’s  session. 

For  good  reason  it  is  planned  to  get  trained 
“typers”  established  in  representative  sections 
of  the  State,  and  particularly  in  the  largest  pop- 
ulated centers  where  pneumonia  death  rates  de- 
mand first  consideration  in  a campaign  of  this 
character.  Final  arrangements  for  matriculation 
will  be  made  through  the  Ohio  Department  of 
Health  offices,  and,  anticipating  no  serious  in- 
terruption, the  first  group  should  be  selected  in 
the  very  near  future. 

l Julien  E.  Benjamin,  M.D.,  Marion  Blankenhorn,  M.D. 
and  Fanny  A.  Senior,  Results  of  the  Treatment  of  Pneu- 
monia with  Specific  Therapeutic  Serum.  O.  S.  Med.  Jour. 
33:36-42,  Jan.,  1937. 


Do  You  Know  - - - 

The  most  inexpensive  method  of  sending  pack-  ' 
ages  or  bottles  of  medicine  through  the  mails? 

Several  members  of  the  State  Association  have 
recently  written  to  the  State  Headquarters  Office 
for  this  information. 

According  to  the  United  States  Postal  Regula- 
tions, all  written  matter — by  hand  or  typewriter 
— must  carry  first-class  postage. 

This  regulation  applies  to  medicine  in  envelopes 
or  in  a bottle  to  which  a label  of  directions,  writ- 
ten by  hand  or  typewritten,  is  attached.  Medicine 
carrying  printed  labels  may  be  mailed  at  parcel 
post  rates. 

To  avoid  having  to  pay  first-clasS  postage  on 
medicine  sent  through  the  mails  to  patients,  it  is 
suggested  that  physicians  adopt  the  following 
procedure: 

In  mailing  a bottle  or  envelope  of  medicine,  do 
not  attach  a label  of  directions  to  the  bottle  or 
envelope.  Wrap  the  bottle  or  envelope  containing 
the  medicine;  properly  address  the  package;  and 
attach  sufficient  postage  at  parcel  post  rates. 
Place  the  label  of  directions  in  a separate  en- 
velope. Seal  and  properly  address  the  envelope, 
and  attach  first-class  postage,  two  or  three  cents, 
depending  on  whether  it  is  or  is  not  for  local  de- 
livery. Then,  place  the  sealed  envelope  contain- 
ing the  label  directions  under  the  twine  about  the 
package  containing  the  bottle  or  envelope  of 
medicine  and  mail  the  package.  The  package  and 
the  envelope  will  be  delivered  together. 

The  physician  should  be  careful  that  the  pack- 
age of  medicine  and  the  envelope  containing  the 
directions  are  each  addressed  as  if  it  were  being 
mailed  separately,  and  that  each  carries  the  cor- 
rect amount  of  postage — the  package  at  parcel 
post  rates  and  the  envelope  at  first-class  rates. 


$22,000  Given  For  Medical  Progress 

Gifts  amounting  to  more  than  $22,000  have 
been  made  to  the  University  of  Cincinnati  Col- 
lege of  Medicine.  An  anonymous  donor  gave 
$12,500  to  the  Department  of  Medicine  for  an 
undesignated  purpose.  Another  unnamed  donor 
gave  $4,000  to  the  Freyhof  Fund  for  the  study  of 
diabetes.  Other  gifts  included:  $1,800  from  Miss 
Mary  Hanna  for  the  Heart  Station  Fund;  $600  a 
year  for  three  years  from  Edward  J.  Mack  for 
the  research  work  of  Dr.  Albert  L.  Brown  in  the 
study  of  diseases  of  the  eye;  $500  from  Dr.  Mark 
Millikin,  Hamilton,  to  establish  the  Mark  Millikin 
Loan  Fund  for  Medical  Students;  $150  from  an 
anonymous  donor  for  the  Department  of  Physi- 
ology, and  $1,000  from  an  anonymous  source  to 
aid  in  the  investigation  of  pneumonia  typing  now 
being  conducted  by  the  Department  of  Internal 
Medicine. 


ECONOMICS --PROFESSIONAL  RELATIONS- - 
ORGANIZATION  PROBLEMS 


THIS  IS  NOT  A ONE-MAN  OR  ONE-COMMITTEE  JOB  BUT  ONE  FOR 

EVERY  MEMBER 


FOR  years  organized  medicine  in  Ohio  has  been  the  principal  champion  of  the  public 
before  the  Ohio  General  Assembly  on  matters  involving  public  health  adminis- 
tration and  the  protection  of  the  public  against  incompetent  and  unqualified  prac- 
titioners of  the  healing  arts. 

In  order  to  safeguard  the  interests  of  the  public,  organized  medicine  has  vigorously 
opposed  the  passage  of  proposals  which  would  handicap  official  public  health  agencies 
in  enforcing  sanitary  regulations  and  regulations  pertaining  to  the  control  of  com- 
municable diseases. 

It  has  opposed  tinkering  with  the  Medical  Practice  Act  which  at  the  present  time 
is  the  chief  protection  offered  the  public  against  quackery,  fraud  and  incompetency  in 
the  practice  of  medicine  and  its  various  limited  branches. 

Organized  medicine  has  insisted  that  Ohio’s  present  high  standards  in  the  field  of 
medical  education  be  maintained  and  that  no  legislation  which  would  prevent  the  dis- 
tribution of  the  benefits  of  scientific  medicine  to  the  public  at  large  shall  be  enacted. 


With  the  Ninety-Second  Ohio  General 
Assembly  in  session  at  this  time,  organ- 
ized medicine  again  is  called  upon  to  rally 
to  the  defense  of  the  public  against  pro- 
posals sponsored  by  cultists,  anti-medical 
groups,  and  groups  which  want  to  experi- 
ment in  public  health  administration. 

The  situation  at  present  is  unusually  acute. 
The  campaigns  being  staged  by  osteopaths,  chiro- 
practors, Christian  Scientists  and  other  groups 
have  gained  considerable  momentum. 

In  a bulletin  issued  to  all  local  Legislative 
Committeemen  on  January  14  by  the  Committee 
on  Public  Relations  and  Sub-Committee  on  Legis- 
lation of  the  State  Association,  the  situation  was 
frankly  and  clearly  analyzed. 

Under  the  heading,  “Organized  Medicine  Will 
Get  a Swell  Drubbing  unless  . . .”,  those  com- 
mittees put  the  matter  up  to  the  membership  as 
a whole  in  the  following  pointed  manner: 

“Developments  so  far  in  the  10-days  old  92nd 
Ohio  General  Assembly  indicate  the  large  bloc 
of  radicals  is  going  to  cause  plenty  of  trouble 
and  make  things  hot  for  the  leaders  and  con- 
servative interests. 

“The  following  predictions  are  based  on  first- 
hand observations  of  goings-on  at  the  State 
House  this  week: 

“Chiropractors  will  get  their  separate  board 
and  unlimited  rights; 

“Osteopaths  will  high-pressure  their  bill 
through  and  by  legislative  fiat  become  full-fledged 
doctors; 


“Christian  Science  healers  will  secure  exemption 
from  the  Medical  Practice  Act; 

UNLESS 

“Every  physician  in  Ohio  gets  on  the  job  im- 
mediately, rolls  up  his  sleeves  and  jumps 
into  what  promises  to  be  the  most 
bitter  legislative  fight  the  medi- 
cal profession  has  had  on 
its  hands  in  many  years. 

“Here  are  some  things  which  must  be  done  im- 
mediately and  thoroughly: 

“1.  Get  every  member  of  your  society  to  talk 
personally  or  write  to  your  county  Representa- 
tive. 

“2.  Have  an  official  delegation  from  your  so- 
ciety to  call  on  your  Representative  when  he  is 
home. 

“3.  Get  every  member  of  your  society  to  talk 
personally  or  write  to  the  State  Senator  from 
your  district. 

“4.  Have  a delegation  call  on  your  Senator  at 
the  first  opportunity. 

“5.  In  all  instances,  point  out  to  your  Repre- 
sentatives and  Senators  the  dangers  of  and  ob- 
jections (as  summarized  in  the  Legislative  Ref- 
erence Handbook)  to  all  proposals  which  would 
give  chiropractors,  osteopaths  and  faith  heal- 
ers more  rights  than  they  now  have. 

“This  is  not  a one-man  or  a one-committee  job. 
Every  member  of  your  society  must  go  to  work. 

“Last  week  end,  practically  every  member  of 
the  Legislature  was  visited  by,  or  received  a 
phone  call  from  representatives  of  the  cults  and 
faith  healers.  How  many  physicians  did  this? 

“This  is  the  most  acute  legislative  situation  we 
have  faced  for  years.  The  fight  will  be  won  or 
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lost  back  home.  Your  influence,  and  that  of  all 
members  of  your  society,  will  be  the  deciding 
factor.  Unless  physicians  in  every  county  do  the 
right  kind  of  a job,  the  cultists  will  be  in  the 
driver’s  seat  and  cult  bills  will  go  through  easily.” 

We  can  add  little,  if  anything,  to  what  was  said 
in  that  communication.  It  hits  the  nail  on  the 
head.  It  places  the  responsibility  for  what  may 
happen  in  the  Ninety-Second  General  Assembly 
with  respect  to  medical  and  public  health  pro- 
posals directly  in  the  hands  of  every  physician  in 
Ohio.  If  the  medical  profession  gets  busy  and 
each  physician  does  his  part,  in  all  probability 
bad  bills  can  be  defeated  and  good  ones  enacted. 

However,  to  repeat  what  was  said  in  the  bul- 
letin: This  is  not  a one-man  or  a one-committee 
job.  It  is  up  to  every  member  to  do  his  part  by 

seeing  the  members  of  the  Legislature  from  his 
community  at  once  and  pointing  out  to  them  the 
dangers  and  fallacies  of  some  of  the  proposals 
which  they  will  be  asked  to  pass  upon. 

For  the  information  of  all  physicians,  the 
members  of  the  important  Senate  and  House  com- 
mittees which  will  handle  most  of  the  measures 
in  which  the  medical  profession  will  be  interested 
are  listed,  and  all  of  them  especially  should  be 
interviewed  when  at  home  over  week  ends: 

Senate  Health  Committee — John  F.  Myers, 
(Stark  County),  chairman;  E.  Matthews  Steele, 
(osteopathic  physician),  (Clinton  County);  How- 
ard L.  Shearer,  (Hamilton  County) ; Harold  D. 
Nichols,  (Clermont  County);  William  M.  Boyd, 
(Cuyahoga  County);  Harry  M.  Van  Doren,  (Sum- 
mit County) ; Lawrence  A.  Kane,  (Hamilton 
County). 

Senate  Rules  Committee — Senators  Lawrence 
(Cuyahoga),  chairman;  Campbell  (Belmont),  Mat- 
thews (Clark),  Bower  (Logan),  Waldvogel  (Ham- 
ilton), Donovan  (Lucas),  Garver  (Holmes),  Met- 
calf (Washington),  Kane  (Hamilton). 

House  Health  Committee  — Representatives 
Whitaker  (Stark),  chairman;  Armbruster 
(Henry),  Bohn  (Huron),  Courtney  (Hamilton), 
Curtin  (Lucas),  Elliott  (Hardin),  Kelley  (Erie), 
Munger  (Montgomery),  Myers  (Franklin),  Smith 
(Cuyahoga),  Betz  (Gallia),  Van  Ness  (Cham- 
paign), Hayden  (Clermont). 

House  Rules  Committee — Representatives  Uible 
(Cuyahoga),  chairman;  Davis  (Pike),  Harter 
(Summit),  Munger  (Montgomery),  Wintzer 
(Auglaize),  Hamilton  (Warren),  McCulloch 
(Miami). 


If  we  of  the  medical  profession  do  not  make 
the  medical  welfare  of  our  people  our  principal 
legislative  objective,  we  shall  be  to  that  extent 
neglectful  of  our  natural  obligation. — Texas  State 
Journal  of  Medicine. 


As  indicated  from  the  articles  about  Dayton 
published  elsewhere  in  this  issue,  the  1937  Annual 
Meeting  of  the  State  Association  in  that  city  is 

in  the  off- 

Are  You  Preparing  To  Attend  ins- 
the  1937  Annual  Meeting?  act  ° if6 will 
You  Can  t Afford  To  Miss  It  be  held 

Wednesday 

and  Thursday,  April  28  and  29,  at  the  Hotel  Bilt- 
more,  Dayton. 

Committees  of  the  Montgomery  County  Medical 
Society  on  local  arrangements  have  been  selected 
and  are  hard  at  work  on  details. 

The  Committee  on  Scientific  Work  and  the 
officers  of  the  various  Scientific  Sections  have 
just  about  completed  an  unusually  interesting  and 
attractive  program  for  the  two-days  meeting. 
Incidentally,  don’t  let  the  fact  that  the  1937  meet- 
ing will  be  a two-day  affair  worry  you.  The  pro- 
gram and  meeting  setup  have  been  changed  in 
such  a way  that  exactly  as  much — if  not  more — - 
material  will  be  presented  at  this  year’s  meeting 
as  in  those  of  past  years  and  the  whole  arrange- 
ment will  add  to  the  convenience  of  all  members. 

The  Sub-Committee  on  Scientific  Exhibit, 
headed  by  Dr.  Albert  F.  Kuhl,  916  Harries  Build- 
ing, Dayton,  is  arranging  for  another  splendid 
exhibit  which  has  become  one  of  the  outstanding 
features  of  the  Annual  Meeting. 

Members  who  have  something  special  to  offer  in 
the  way  of  exhibits  or  demonstrations  should  get 
in  touch  immediately  with  Dr.  Kuhl  in  order  to 
give  the  committee  time  to  make  the  proper  ar- 
rangements for  space,  equipment,  etc. 

Members  in  their  contacts  with  representatives 
of  pharmaceutical  companies  should  suggest  that 
the  companies  reserve  space  in  the  Technical 
Exhibit.  Plenty  of  excellent  space  still  is  avail- 
able and  may  be  secured  by  communicating  with 
the  State  Headquarters  Office.  Only  products 
approved  by  the  American  Medical  Association 
may  be  displayed. 

The  officers  of  all  component  county  medical 
societies  should  cooperate  in  promoting  the  Day- 
ton  meeting  among  the  members  of  their  respec- 
tive societies.  Former  members  who  have  not 
paid  their  1937  State  Association  dues  should  be 
urged  to  do  so  immediately  as  only  members  in 
good  standing  at  the  time  of  the  meeting  will  be 
permitted  to  register  and  attend  the  meeting. 
County  societies  who  have  not  as  yet  elected 
official  delegates  and  alternates  should  do  so 
promptly.  Every  county  society  should  be  repre- 
sented in  the  House  of  Delegates.  Names  of  dele- 
gates and  alternates  should  be  certified  to  the 
State  Headquarters  Office  as  soon  as  they  are 
elected  so  that  their  names  can  be  placed  on  the 
roll  call. 

It  will  be  interesting  to  analyze  the  registra- 
tion at  the  Dayton  meeting  to  ascertain  the  effect 
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of  changing  the  time  of  the  meeting  to  the 
Spring.  The  attendance  of  members  at  recent 
Annual  Meetings  has  not  been  anything  to  brag 
about.  Far  too  many  members  fail  to  take  ad- 
vantage of  this  splendid  opportunity  for  post- 
graduate work — really  the  most  outstanding  post- 
graduate project  of  the  State  Association  to 
date.  None  can  afford  to  miss  the  1937  meeting 
which  will  be  held  under  one  roof  at  the  Hotel 
Biltmore  and  at  a time — April  28  and  29 — when 
there  will  be  no  conflict  with  any  other  medical 
meeting  of  importance.  Watch  future  issues  of 
The  Journal  for  additional  Annual  Meeting  news, 
the  official  program,  committee  reports,  etc. 


In  this  day  and  age,  a county  medical  society 
without  an  active  Committee  on  Public  Relations 
is  comparable  to  a ship  without  a rudder. 


These  are  trying  and  turbulent  times,  making 
it  difficult  even  for  the  person  with  a logical  and 
well-ordered  mind  to  remain  consistent. 

To  illustrate: 

State  Medicine,  Regardless  Tliere  are  some 

of  Its  Disguise,  Still  medical  profes_ 

Is  State  Medicine  sion  who  de- 

plore in  rather 

warm  words  the  gradual  extension  of  state  medi- 
cine and  almost  in  the  same  breath  ask  the  state 
to  dip  into  some  fund  to  pay  them  for  services 
rendered  to  certain  groups  of  citizens — not  al- 
ways those  in  the  indigent  classification,  either. 

State  medicine  is  state  medicine  regardless  of 
the  trimmings.  The  medical  profession  might 
just  as  well  face  the  issue  frankly  and  courage- 
ously. It  can’t  have  its  cake  and  eat  it.  The 
state  medicine  which  exists  today  did  not  come 
about  over  night,  but  gradually;  in  a series  of 
short  steps.  Additional  demands  certainly  will 
expand  the  coverage. 

This  does  not  mean  that  some  of  the  medical 
and  public  health  functions  carried  on  under  state 
supervision  and  financed  with  public  funds  are 
not  desirable  and  necessary.  Quite  the  contrary 
is  true.  At  the  same  time,  the  medical  profession 
must  be  consistent.  It  cannot  be  consistent  if  it 
tries  to  stave  off  state  medicine  with  one  hand 
and  extends  the  other  for  state  bounties. 

All  of  which  opens  the  way  for  quoting  the 
following  excerpt  from  a recent  statement  issued 
by  the  Board  of  Trustees  of  the  American  Medi- 
cal Association  with  respect  to  increasing  de- 
mands of  certain  groups  for  drastic  extension  of 
governmental  medicine: 


“In  the  past,  the  medical  profession  has  always 
been  willing  to  give  of  its  utmost  for  the  care  of 
those  unable  to  pay.  The  available  evidence  in- 
dicates that  today  throughout  the  United  States 
the  indigent  are  being  given  a high  quality  of 
medical  care  and  medical  service.  Nevertheless, 


the  advances  of  medical  science  have  created 
situations  in  which  a group  of  the  population 
neither  wholly  indigent  nor  competent  financially 
find  themselves  under  some  circumstances  unable 
to  meet  the  costs  of  unusual  medical  procedures. 
The  Board  of  Trustees  of  the  American  Medical 
Association  points  out  the  willingness  of  the 
medical  profession  to  do  its  utmost  today,  as  in 
the  past,  to  provide  adequate  medical  service  for 
all  those  unable  to  pay  either  in  whole  or  in  part. 
Members  of  the  medical  profession,  locally  and 
in  the  various  states,  are  ready  and  willing  to 
consider  with  other  agencies  ways  and  means  of 
meeting  the  problems  of  providing  medical  ser- 
vice and  diagnostic  laboratory  facilities  for  all 
requiring  such  service  and  not  able  to  meet  the 
full  cost  thereof.  These  are  problems  for  local 
and  state  consideration  primarily  rather  than 
problems  of  federal  responsibility.  The  willing- 
ness of  the  medical  profession  to  adjust  its  ser- 
vices so  as  to  provide  adequate  medical  care  for 
all  the  people  does  not  constitute  in  any  sense  of 
the  word  an  endorsement  of  health  insurance, 
either  voluntary  or  compulsory,  as  a means  of 
meeting  the  situation.” 

In  countries  functioning  under  compulsory 
health  insurance  ***  the  drones  in  the  medical 
profession  who  might  have  been  eliminated  by  the 
mild  competition  previously  in  existence,  have 
continued  to  prosper  in  the  routine  positions  pro- 
vided for  them. — The  Weekly  Roster  and  Medical 
Digest. 


During  the  past  few  weeks  an  unusually  large 
number  of  complaints  have  been  received  at  the 
State  Headquarters  Office  from  members  of  the 

State  Associa- 

Reason  For  Delay  in  t^on  throughout 

r»  r n/r  t 7 tt77  the  state  with 

Payment  of  Medical  Bills  respect  to  the 

by  Industrial  Commission  seemingly  long 

delay  on  the 

part  of  the  State  Industrial  Commission  in  pay- 
ing medical  and  surgical  fee  bills. 

This  was  not  a surprise  to  those  familiar  with 
the  present  situation  at  the  offices  of  the  Com- 
mission. 

At  present  the  Commission  is  receiving  between 
1200  and  1400  new  claims  daily.  This  is  com- 
parable to  the  number  of  claims  which  were  filed 
daily  with  the  Commission  during  the  prosperous 
years  of  1928  and  1929  when  industry  was  boom- 
ing. 

On  the  other  hand,  the  total  personnel  of  the 
various  divisions  of  the  Commission  is  in  no  way 
comparable  to  the  number  of  employes  of  the 
Commission  during  the  boom  years.  In  fact  the 
Commission  is  woefully  under-manned  in  many 
key  departments  and  officials  of  the  Commission 
point  out  that  it  is  humanly  impossible  for  it  to 
keep  up  with  the  steady  flood  of  claims  as  long 
as  it  is  under-staffed. 

Here  is  a good  example  of  the  situation  which 
exists  any  day  at  the  Commission  at  present : On 
January  18,  there  were  22,000  medical  only  claims 
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in  the  hands  of  the  Auditing  Department  for 
checking  and  payment;  9,500  claims  in  the  Safety 
and  Statistical  Division  for  review  as  to  viola- 
tions of  specific  requirements;  and  3,500  claims 
in  the  Claims  Department  for  examination.  These 
figures  do  not  take  into  consideration  the  hun- 
dreds of  claims  in  the  hands  of  the  Medical  Di- 
vision and  the  Legal  Division  or  the  additional 
hundreds  of  claims  which  have  been  scheduled 
for  rehearing. 

The  object  of  this  comment  is  not  to  try  to 
establish  an  alibi  for  the  Commission.  At  times 
the  machinery  of  the  Commission  does  not  func- 
tion smoothly  for  reasons  which,  could  have  been 
avoided  or  eliminated.  That  is  true  of  any  agency 
doing  a business  comparable  to  that  done  day-in 
and  day-out  by  the  Industrial  Commission,  where 
employes  are  human  beings  and  therefore  sus- 
ceptible to  human  errors  and  mistakes. 

Nevertheless  it  is  proper  that  physicians  should 
know  of  this  problem  confronting  the  Commis- 
sion and  should,  by  being  patient,  try  to  help  the 
Commission  meet  an  acute  situation  which  has 
developed  through  no  fault  of  the  members  of  the 
Industrial  Commission  or  its  employes. 

The  solution  lies  with  the  Ohio  General  As- 
sembly and  the  State  Administration.  Until 
adequate  funds  are  provided  by  the  Legislature 
and  the  employment  of  additional  personnel  au- 
thorized by  the  Executive  Department,  the  In- 
dustrial Commission  will  be  compelled  to  strug- 
gle along  as  best  it  can. 

One  of  the  biggest  departments  of  the  State 
Government,  administering  one  of  the  biggest 
businesses  in  the  state,  cannot  operate  efficiently 
and  promptly  on  a shoestring. 

With  employment  on  the  increase,  the  work  of 
the  Commission  is  bound  to  increase,  making  the 
situation  more  acute. 

Physicians  who  are  interested  in  helping  the 
Commission  solve  this  problem  so  that  medical 
bills  can  be  handled  more  promptly,  should  dis- 
cuss the  matter  with  their  local  legislators  and 
request  that  the  Commission  be  granted  a more 
liberal  allowance  from  state  funds  for  adminis- 
trative purposes. 


The  reward  of  a thing  well  done  is  to  have  done 
it. — Emerson. 

As  this  issue  of  The  Journal  went  to  press, 
official  Washington  was  engaged  in  a lively  con- 
troversy over  proposed  plans  for  a sweeping  re- 
organization o f 
Consolidation  of  Health  activities  of  the 
i nr/  1 1 t • • • Federal  Govern- 

ed W elf  are  Activities  ment  and  changes 

Not  Good  Business  in  numerous  ad- 

ministrative set- 


ups. 

This  situation  is  referred  to  because  of  the 
effect  it  may  have  on  the  future  of  the  public 


health  and  medical  departments  of  the  Federal 
Government — a matter  of  more  than  passing  in- 
terest to  the  medical  profession  and  official  public 
health  workers  throughout  the  nation. 

The  Background: 

For  some  years  the  subject  of  reorganizing  the 
Federal  Government  with  a view  to  efficiency  and 
economy  has  been  studied.  The  Senate  of  the 
last  Congress  created  a select  Committee  to  In- 
vestigate Executive  Agencies  of  the  Government, 
headed  by  Senator  Byrd  of  Virginia.  This  com- 
mittee, assisted  by  the  Brookings  Institute,  has 
been  making  a study  of  this  problem.  However, 
before  Senator  Byrd’s  committee  completed  its 
report,  a special  Committee  on  Administrative 
Management,  composed  of  experts  selected  by 
President  Roosevelt,  made  a report  of  its  findings 
which  served  as  the  basis  for  the  President’s  spe- 
cial message  to  the  new  Congress  on  January  12, 
calling  for  extensive  reorganization  of  govern- 
mental activities  and  agencies.  Thus,  the  con- 
troversy previously  referred  to. 

One  of  the  recommendations  of  the  President 
and  his  committee  is  of  particular  interest  to  the 
medical  profession.  It  calls  for  a consolidation  of 
all  agencies  into  twelve  executive  departments, 
each  to  be  headed  by  a cabinet  officer,  one  such 
department  to  be  known  as  the  Department  of 
Social  Welfare  which  would  handle  among  other 
things  all  the  activities  previously  administered 
by  the  United  States  Public  Health  Service,  now 
under  the  Treasury  Department. 

Obviously,  this  would  mean  a consolidation  of 
welfare  and  public  health  administration  and  the 
elimination  of  public  health  administration  as  a 
distinct  and  separate  function  of  the  Federal 
Government. 

Some  have  argued  that  the  creation  of  such  a 
department  would  be  a step  toward  efficiency 
and  economy,  although  there  are  differences  of 
opinion  on  that  subject.  The  majority  of  the 
medical  profession  always  has  believed  that  the 
consolidation  of  welfare  and  public  health  ad- 
ministrations would  be  a mistake  for  the  reason 
that  the  latter  function  would  most  likely  become 
subservient  to  the  other  and  would  necessarily 
suffer. 

The  Ohio  State  Medical  Association  has  for  a 
long  time  maintained  that  public  health  adminis- 
tration is  one  of  the  primary  functions  of  govern- 
ment and  for  that  reason  should  be  a separate 
and  distinct  agency  of  government — local,  state 
and  national. 

That  this  is  the  policy  of  the  medical  profession 
nationally  is  borne  out  by  the  following  resolu- 
tion adopted  by  the  Board  of  Trustees  of  the 
American  Medical  Association  on  the  eve  of1 
President  Roosevelt’s  message  to  Congress  on 
the  subject  of  governmental  reorganization: 

“Recognizing  that  committees  of  the  Senate 
and  of  the  House  of  Representatives  of  the  United 
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States  government  and  a special  committee  ap- 
pointed by  the  President  are  at  this  time  concern- 
ing themselves  with  the  reorganization  of  govern- 
ment activities  with  a view  to  greater  efficiency 
and  economy,  and  recognizing  also  that  the  Presi- 
dent, in  his  opening  address  to  Congress,  in- 
dicated that  he  would  shortly  present  to  the  Con- 
gress recommendations  for  such  reorganization 
of  governmental  activities  in  the  executive 
branches,  and  recognizing  moreover  the  great 
desirability  that  all  activities  of  the  federal  gov- 
ernment having  to  do  with  the  promotion  of 
health  and  the  prevention  of  disease  might  with 
advantage  be  consolidated  in  one  department  and 
under  one  head,  the  Board  of  Trustees  of  the 
American  Medical  Association  would  recommend 
that  such  health  activities  as  now  exist  be  so  con- 
solidated in  a single  department  which  would  not, 
however,  be  subservient  to  any  charitable,  con- 
servatory or  other  governmental  interest.  It  has 
been  repeatedly  said  that  public  health  work  is 
the  first  problem  of  the  state.  It  is  the  opinion 
of  the  Board  of  Trustees  that  health  activities  of 
the  government,  except  those  concerned  with  the 
military  establishments,  should  not  be  subservient 
to  any  other  departmental  interests.  This  re- 
organization and  consolidation  of  medical  depart- 
ments need  not,  under  present  circumstances,  in- 
volve any  expansion  or  extension  of  govern- 
mental health  activities  but  should  serve  actually 
to  consolidate  and  thus  to  eliminate  such  dupli- 
cations as  exist.  It  is  also  the  view  of  the  Board 
of  Trustees  that  the  supervision  and  direction  of 
such  medical  or  health  department  should  be  in 
the  hands  of  a competently  trained  physician,  ex- 
perienced in  executive  administration.” 

Whether  the  National  Administration  can  be 
persuaded  to  retreat  from  its  position  that  wel- 
fare and  public  health  administrations  should 
be  combined  is  problematical  at  this  time.  The 
United  States  News  in  its  column,  “Tomorrow”, 
states : 

“At  the  outset  of  Mr.  Roosevelt’s  second  term 
his  immediate  objective  is  to  entrench  the  ex- 
periments of  recent  years  more  deeply  in  the 
Government  structure.  Governmental  reorganiza- 
tion plan  is  tied  closely  to  that  objective.  * * * 
Approval  is  likely  by  Congress  of  reorganization 
plan  essentially  as  outlined  in  Brownlow  report 
and  endorsed  by  President.” 

Despite  this  prediction  of  probable  Congres- 
sional approval  of  the  reorganization  plan  liked 
by  the  President,  and  which  doubtless  is  based  on 
a sincere  desire  on  the  part  of  the  research  com- 
mittee and  Mr.  Roosevelt  himself  to  bring  about 
efficiency  and  economy  in  government,  it  is 
proper  that  the  medical  profession  should  call  to 
the  attention  of  Congress  the  valid  objections  to 
a combination  of  welfare  and  public  health  ac- 
tivities. 

Therefore,  it  is  hoped  that  many  Ohio  physi- 
cians will  take  the  time  to  communicate  with  the 
Senators  and  Congressmen  from  this  state,  urging 
them  to  follow  the  advice  of  their  physician-con- 
stituents on  this  phase  of  the  reorganization  pro- 
gram and  to  take  no  steps  which  would  assign 
the  public  health  and  medical  activities  of  the 


Federal  Government  to  the  role  of  second  fiddle 
in  the  governmental  symphony. 

Now  is  the  time  for  physicians  of  Ohio  to  speak 
up.  Tomorrow  or  next  week  may  be  too  late. 


Every  intern  is  the  reflection  of  his  hospital 
and  his  staff  men  in  his  private  practice. — Buford 
G.  Hamilton,  M.D.,  Kansas  City,  Mo. 


Phil  Porter,  refreshing  and  usually  well-in- 
formed columnist  for  The  Cleveland  Plain  Dealer, 

in  his  “The  Inside  of 
Ethics  and  Press  t^ie  ^ews  *n  Cleve- 

land”  on  January 

Relations  Discussed  17>  shot  a few  darts 

by  Columnist  of  P.  D.  at  the  medical  pro- 
fession for  its  al- 
leged childishness  on  the  question  of  professional 
ethics. 

Wrote  Mr.  Porter: 

“Cleveland  doctors  act  like  a lot  of  jealous 
children  at  times  in  their  relations  with  each  other 
and  the  newspapers.  Some  of  the  most  unusual 
and  far-reaching  work  in  the  country  is  turned 
out  here,  but  it  rarely  is  published  until  some 
formal  meeting  of  a medical  association  when 
papers  are  read  months  later.  Officers  of  the  local 
medical  academy  are  usually  timid  about  breaking 
this  tradition,  although  they  have  relaxed  a bit  in 
the  last  couple  of  years  and  are  coming  to  realize 
the  benefit  of  better  press  relations.  But  even 
now  it  is  a great  rarity  when  a newspaper  can 
persuade  a leading  authority  in  one  or  another 
field  (we  have  about  as  many  of  them  here  as 
anywhere)  to  comment  for  publication. 

“It  even  happens  that  some  individual  physi- 
cians, rather  officious  and  without  authority,  try 
to  prevent  reporters  who  cover  medical  conven- 
tions meeting  here  from  reporting  legitimate  ac- 
complishments of  local  doctors.  One  such  in- 
stance happened  at  the  orthopedic  convention  last 
week.  A reporter  learned  about  the  work  of 
‘listening’  to  fractures  which  had  developed  as  a 
result  of  a doctor’s  friendship  with  a layman  who 
set  up  mechanical  and  electrical  equipment  in  his 
basement  as  a hobby. 

“Other  local  doctors  objected  to  the  perfectly 
proper  report  of  such  a development  and  the  re- 
porter finally  had  to  go  to  the  secretary  of  the 
local  academy  and  the  convention  press  officer 
and  get  their  0.  K.  before  he  was  certain  that  no 
complications  would  result.” 

Like  most  newspaper  men,  even  the  well-in- 
formed, Mr.  Porter  apparently  fails  to  under- 
stand the  reasons  for  and  logic  behind  the  code  of 
professional  ethics  governing  members  of  the 
medical  profession.  He  seemingly  does  not  realize 
that  the  medical  profession,  like  all  other  groups, 
has  its  quacks,  greedy  members  and  self-promoters 
and  that  the  code  of  ethics  which  the  medical 
profession  has  imposed  upon  itself  has  done  more 
to  keep  fraud,  deceit  and  abuse  from  over- 
whelming the  sick  than  any  other  law,  rule  or 
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regulation,  written  or  unwritten,  all  arguments 
to  the  contrary  notwithstanding. 

Nevertheless,  to  give  the  devil  his  dues,  we  be- 
lieve that  Mr.  Porter  has  pointed  out  quite  ap- 
propriately one  glaring  weakness  of  the  medical 
profession.  That  is:  The  failure  of  the  profession 
as  a whole  and  physicians  individually,  in  many 
instances,  to  fully  realize  the  importance  of  bet- 
ter press  relations. 

How  to  win,  rather  than  lose,  the  good  will  and 
confidence  of  representatives  of  the  press,  is  a 
subject  which  needs  discussion  by  medical  so- 
cieties. 

There  need  not  be  a conflict  between  the  code 
of  professional  ethics  and  friendly  press  relations 
provided  a reasonable  attitude  can  be  taken  by 
both  sides  and  a mutual  understanding  arrived  at 
with  respect  to  the  respective  problems  of  the 
newspaper  reporter  and  the  practicing  physician. 

Abolition  of  the  code  of  ethics  adhered  to  by  the 
medical  profession  for  centuries  will  not  solve  the 
problem. 

Frank  discussions  between  the  two  “estates”  at 
which  proper  procedure  that  would  be  helpful  to 
both  can  be  formulated,  may  turn  the  trick.  It’s 
a suggestion  worth  trying  at  any  rate. 


Unfamiliarity  with,  or  lack  of  observance  of, 
the  Principles  of  Medical  Ethics,  has  been  the 
cause  of  many  of  the  difficulties  in  which  we  now 
find  ourselves.— S.  E.  Gavin,  M.D.,  President  of 
the  State  Medical  Society  of  Wisconsin. 


On  the  opposite  page  will  be  found  an  in- 
teresting tabulation  of  membership  statistics  for 
the  component  county  medical  societies  of  the 

Ohio  State 

Membership  Figures  on  the  Medical  Asso- 

Next  Page  Show  Medical  first*”1'  column 

Organization  is  Clicking  the  number  of 

members  o f 

each  society  for  the  calendar  year  1936  is  shown. 
Incidentally,  the  total  membership  of  the  State 
Association  for  1936,  namely,  5628,  established  an 
all-time  record,  having  been  approximately  100 
greater  than  the  membership  in  1929,  when  the 
previous  peak  figure  was  recorded. 


The  second  column  shows  the  number  of  mem- 
bers per  county  as  of  January  16,  1937.  The  total 
State  Association  membership  on  that  date  was 
3986,  compared  to  3658  on  January  16,  1936,  an 
increase  of  more  than  300. 


Analysis  of  these  figures  indicates  that  the 
State  Association  should  with  ease  establish  a 
new  membership  record  in  1937. 

Check  the  figures  as  of  January  16,  1937,  care- 
fully. Where  does  your  county  stand?  Is  it  up 
with  the  procession  or  trailing?  Perhaps  you 


haven’t  paid  your  dues  and  that  is  one  of  the 
reasons  why  your  society  is  being  outclassed  by 
some  of  the  other  societies. 

It  would  be  fine  if  every  member  would  take 
part  in  this  friendly  membership  contest  and  do 
his  part  to  help  establish  another  record-breaking 
year. 

These  figures  indicate  a growing  interest  in 
medical  organization  on  the  part  of  a greater 
number  of  physicians  throughout  Ohio.  Of 
course,  this  is  as  it  should  be. 

It  has  been  said  repeatedly,  but  not  too  often, 
that  the  future  of  medicine  will  depend  a great 
deal  on  organized  effort  and  action  within  the 
ranks  of  the  medical  profession.  Even  with 
strong  organized  effort,  miracles  cannot  be  per- 
formed but  it  goes  without  saying  that  consider- 
ably more  can  be  accomplished  by  united,  con- 
certed action  on  the  part  of  the  profession  than 
by  scattered  individual  action. 

This  may  prove  to  be  a momentous  year  for 
the  medical  profession.  Many  things  of  im- 
portance are  taking  place  with  lightning-like 
rapidity  at  Washington.  The  Ohio  General  As- 
sembly will  be  in  session  for  the  next  five  or  six 
months.  There  are  other  serious  problems  in 
which  physicians  have  a direct  interest.  The 
utterance  of  an  individual  physician  here  and 
there  with  respect  to  some  of  these  problems  will 
be  like  a voice  crying  in  the  wilderness.  On  the 
other  hand,  if  every  physician  will  use  the  right 
given  him  to  speak  through  organized  medicine 
and  do  his  part  to  make  medical  organization  more 
powerful  and  influential,  he  will  be  putting  his 
ammunition  to  good  use  and  making  his  shots 
count.  In  addition  to  numbers,  medical  organiza- 
tion must  have  enthusiasm  and  united  action. 

Another  reason  why  every  eligible  physician 
should  be  an  active  member  of  his  local  medical 
society  and  the  State  Association  is  the  fact  that 
medical  organization  is  now  producing  more  ser- 
vices and  benefits  for  the  individual  member  than 
ever  before. 

Every  committee  of  the  State  Association  is 
functioning  and  working  hard  to  solve  the  prob- 
lems or  do  the  job  assigned  to  it. 

The  State  Headquarters  Office  is  giving  num- 
erous personal  services  for  members  on  request 
and  in  many  cases  wtihout  solicitation  on  the  part 
of  members. 

Medical  organization  is  hitting  the  ball.  It  can 
continue  to  do  so  and  can  boost  its  percentage  if 
it  receives  the  right  kind  of  support  from  every 
section  of  the  state. 

Will  you  do  your  part?  If  you  haven’t  renewed 
your  membership,  do  so  immediately.  If  you  can 
devote  some  time  each  day  to  the  activities  and 
programs  of  your  local  medical  society  and  those 
of  the  State  Association,  do  so,  for  you  will  be 
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rewarded  through  additional  protection  and  bene- 
fits which  your  efforts  have  helped  to  make  pos- 
sible. 


Total  Membership 

Members  Certified 

for  Year  1936 

Jan.  16,  1937 

Society 

1936 

1937 

Adams  „ „ - . - 

16 

16 

Allen  

76 

41 

Ashland  

22 

21 

Ashtabula  

42 

32 

Athens  

39 

24 

Auglaize  .. 

30 

27 

Belmont  - 

53 

53 

Brown  

6 

5 

Butler  

71 

37 

Carroll  

10 

11 

Champaign  „ 

18 

14 

Clark  

70 

54 

Clermont  

19 

15 

Clinton  ...  .. 

23 

25 

Columbiana  

50 

44 

Coshocton  

21 

20 

Crawford  

29 

25 

Cuyahoga  .. . . 

1033 

675 

Darke  _ „ 

33 

21 

Defiance  

20 

16 

Delaware  

23 

18 

Erie  . . _ . 

35 

35 

Fairfield  

32 

28 

Fayette  

16 

16 

Franklin  

447 

240 

Fulton  u 

17 

18 

Gallia  

24 

22 

Geauga  

10 

10 

Greene  _ 

39 

23 

Guernsey  . 

30 

25 

Hamilton  ..  .. 

664 

501 

Hancock  

45 

46 

Hardin  

23 

20 

Harrison  

13 

9 

Henry  

12 

11 

Highland  

23 

20 

Hocking  _ 

17 

12 

Holmes  

6 

10 

Huron  

20 

9 

Jackson  

13 

14 

Jefferson  

53 

32 

Knox  

29 

18 

Lake 

16 

Lawrence  

20 

19 

Licking  ... 

52 

49 

Logan  ...  

27 

20 

Lorain  _ _ 

99 

73 

Lucas  - 

246 

128 

Madison  

14 

11 

Mahoning  _ _ 

196 

108 

Marion  ....  

42 

30 

Medina  __  . 

22 

26 

Meigs  

14 

8 

Mercer  _.  .... 

15 

12 

Miami  

51 

39 

Monroe  

5 

5 

Montgomery  ....  

286 

196 

Morgan  

12 

11 

Morrow  ....  . 

10 

9 

Muskingum  

51 

42 

Noble  ..  

1 

1 

Ottawa  

15 

14 

Paulding  

11 

7 

Perry  _ ....  

18 

18 

Pickaway  „ 

12 

10 

Pike  ....  

10 

7 

Portage  .... 

25 

25 

Preble  

18 

Putnam  

25 

23 

Richland  

62 

52 

Ross  

36 

40 

Sandusky  

36 

16 

Scioto  

72 

54 

Seneca  . ..  .. 

32 

25 

Shelby  

19 

18 

Stark  ...  ...  .... 

191 

136 

Summit  ..  

290 

192 

Trumbull  .....  

49 

39 

Tuscarawas  . . 

50 

42 

Union  

15 

10 

Van  Wert  ...  . 

23 

22 

Vinton  . . 

3 

3 

Warren  _ 

22 

12 

Washington  . 

38 

31 

Wayne 

46 

35 

Williams  . 

15 

15 

Wood  ....  ...  ....  . 

36 

33 

Wyandot  ...  

8 

7 

Totals  . . 

5628 

3986 

Dayton  Committees  Hard  at  Work  on 
Local  Arrangements  for  Annual 
Meeting,  April  28-29 

With  Dr.  Charles  H.  Tate  as  general  chairman, 
the  following  committees  of  the  Montgomery 
County  Medical  Society  are  at  work  on  local  ar- 
rangements for  the  Ninety-First  Annual  Meet- 
ing of  the  Ohio  State  Medical  Association,  which 
will  be  held  at  the  Hotel  Biltmore,  Dayton,  Wed- 
nesday and  Thursday,  April  28  and  29,  1937: 
Halls  and  Meeting  Places — Dr.  A.  W.  Carley, 
chairman;  Drs.  C.  N.  Chrisman,  E.  A.  Zimmer- 
mann,  H.  F.  Hilty,  T.  K.  Kirk,  John  Duchak,  A. 
P.  McDonald,  L.  J.  Lohr,  R.  C.  Miller,  R.  S. 
Koehler,  E.  C.  Fischbein,  M.  D.  Prugh. 

Information — Dr.  E.  L.  Braunlin,  chairman; 
Drs.  R.  D.  Adkins,  D.  A.  Crist,  G.  L.  Erbaugh,  J. 
H.  Loeb,  F.  C.  Payne,  W.  S.  Powell,  R.  C.  Markey, 
J.  L.  Sagebiel,  E.  W.  Sachs. 

Scientific  Exhibit — Dr.  Curtiss  Ginn,  chairman; 
Drs.  C.  J.  Derby,  T.  M.  Hoerner,  R.  K.  Bartholo- 
mew, E.  F.  Pfanner,  R.  C.  Schneble,  R.  E.  Tyvand, 
D.  W.  Miller,  C.  J.  Mardis,  H.  D.  Cassel. 

Projection  and  Apparatus — Dr.  H.  W.  Burnett, 
chairman;  Drs.  N.  J.  Birkbeck,  A.  T.  Bowers,  L. 
J.  Newell,  F.  V.  Riche,  T.  P.  Sharkey,  R.  D. 
Dooley,  H.  Snow,  F.  L.  Shively,  W.  C.  Breiden- 
bach. 

Technical  Exhibit — Dr.  H.  C.  Hanning,  chair- 
man; Drs.  D.  B.  Conklin,  E.  M.  Smith,  P.  J. 
Shank,  R.  H.  Spitler,  W.  H.  Hanning,  H.  W. 
Harris,  H.  R.  Huston,  L.  B.  Hurless,  W.  H.  Dels- 
camp. 

Banquet — Dr.  II.  V.  Dutrow,  chairman;  Drs. 
H.  H.  Herman,  A.  G.  Farmer,  P.  L.  Yordy,  R.  D. 
Arn,  H.  M.  James,  W.  M.  Simpson,  B.  F.  Suffron, 
W.  E.  Prugh,  R.  A.  Lewis,  R.  C.  Austin. 

Reception — Dr.  C.  D.  Smith,  chairman;  Drs.  A. 
M.  Culler,  E.  Everhard,  C.  D.  Fife,  R.  K.  Finley, 
C.  Fischer,  G.  G.  Floridis,  G.  C.  Gilfillen,  E.  L. 
Hooper,  C.  C.  Payne,  C.  A.  Smith,  W.  B.  Taggart. 

Entertainment  for  Visiting  Women — Mildred  E. 
Jeffrey,  chairman;  Mrs.  E.  M.  Huston,  Mrs.  C.  H. 
Tate,  Mrs.  A.  W.  Carley,  Mrs.  C.  D.  Smith,  Mrs. 
H.  V.  Dutrow,  Mrs.  A.  F.  Kuhl,  Mrs.  R.  H.  Davis, 
Mrs.  R.  C.  Austin,  Mrs.  R.  S.  Binkley,  Mrs.  E.  L. 
Braunlin,  Mrs.  W.  C.  Breidenbach,  Mrs.  H.  W. 
Burnett,  Mrs.  W.  H.  Delscamp,  Mrs.  R.  0.  Cass, 
Mrs.  A.  G.  Farmer,  Mrs.  E.  C.  Fischbein,  Mrs. 
Curtiss  Ginn,  Mrs.  P.  L.  Gunckel,  Mrs.  H.  C. 
Hanning,  Mrs.  H.  M.  James,  Mrs.  M.  D.  Prugh, 
Mrs.  H.  Snow,  Mrs.  Clarke  Sullivan,  Mrs.  J.  A. 
Tyvand,  Mrs.  C.  N.  Chrisman. 


Dayton — “Health”,  bulletin  issued  by  the  Day- 
ton  Division  of  Health  and  edited  by  Dr.  A.  O. 
Peters,  health  commissioner,  publishes  a monthly 
report  rating  the  city’s  eating  places  as  to  the 
cleanliness  of  eating  and  drinking  utensils  as 
determined  by  bacteria  count. 


HOTEL  RESERVATIONS  FOR  1937  ANNUAL  MEETING  AT  DAYTON 
ON  APRIL  28  AND  29  SHOULD  BE  MADE  IMMEDIATELY 


HOTEL  reservations  should  be  made 
promptly  by  members  of  the  Ohio  State 
Medical  Association  who  are  contemplat- 
ing- attending  the  Ninety-First  Annual  Meeting 
at  Dayton,  Wednesday  and  Thursday,  April  28 
and  29. 

Requests  for  hotel  reservations  should  be  made 
directly  to  the  hotel  selected  and  verification 
should  be  requested. 

Hotel  Biltmore  has  been  designated  as  the 


headquarters  hotel.  All  sessions  will  be  held 
there,  and  it  will  house  the  Scientific  and  Tech- 
nical Exhibits  and  the  Registration  Headquarters. 

Dayton  is  liberally  supplied  with  good  hotels, 
but  in  order  to  secure  proper  accommodations, 
physicians  who  are  planning  to  attend  the  meet- 
ing are  urged  not  to  delay  in  requesting  reserva- 
tions. 

Following  is  a list  of  Dayton  hotels,  their  rates 
and  conveniences: 


NAME  AND  LOCATION 

W2  1 

o o 

is. 

Single 

Double 

Twin  Beds 

3 or  more 
to  a room 

BILTMORE 

(Headquarters  Hotel) 
First  and  Main  Sts. 

600 

$3.00-5.00 

$4.00-6.00 

$5.00-8.00 

$2.00  each 

VAN  CLEVE 

First  and  Ludlow  Sts. 

150 

3.00-3.50 

4.50-5.00 

5.00-6.00 

2.00  each 

MIAMI 

Second  and  Ludlow  Sts. 

350 

2.50-3.00 

4.00-5.00 

5.00-6.00 

2.00  each 

GIBBONS 

Third  and  Ludlow  Sts. 

250 

2.50-3.50 

4.00-5.50 

5.00-6.50 

2.00  each 

HOLDEN 

Fifth  and  Wilkinson  Sts. 

100 

2.50 

3.50 

4.00 

1.75  each 

NEW  ATLAS 

West  Third  St. 

70 

2.50 

3.50 

1.75  each 

HOTEL  RESERVATION  BLANK 
Mail  this  coupon  to  hotel  selected 

Manager .Hotel,  Dayton,  Ohio. 

You  are  requested  to  reserve  the  following  accommodations  during  the  period  of  the  Annual 
Meeting  of  the  Ohio  State  Medical  Association,  April  28-29,  1937,  or  for  such  other  period 
as  may  be  indicated  herein. 

□ Single  Room  with  bath;  □ Double  Room  with  bath;  Price:  ... 

□ Twin  Bed  Room  with  Bath 

Arriving  April at A.M.  P.M. 

Name  

Address  
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MEDICAL  POINTS  OF  INTEREST  AT  DAYTON  WHICH  SHOULD  BE 
VISITED  BY  THOSE  ATTENDING  THE  1937  ANNUAL  MEETING 


RECOGNIZED  throughout  the  state  for  the 
outstanding  qualifications  of  its  medical 
men,  a high  standard  of  medical  and  hos- 
pital service  and  an  alert  and  agressive  medical 
society,  Dayton,  though  not  the  seat  of  a medical 
school,  holds  much  of  interest  to  physicians  who 
will  attend  the  Ninety-First  Annual  Meeting  of 
the  Ohio  State  Medical  Association  at  the  Hotel 
Biltmore,  Wednesday  and  Thursday,  April  28 
and  29. 

Physicians  attending  the  meeting  should  take 
time  to  visit  the  various  Dayton  hospitals,  and 
the  offices  of  the  Montgomery  County  Medical 
Society,  (see  front  cover  this  issue  of  The  Jour- 
nal), which  have  been  located  on  the  third  floor 
of  the  Fidelity  Medical  Building  since  the  re- 
organization of  the  society  in  1926. 


MIAMI  VALLEY  HOSPITAL 


In  February,  1926,  the  Montgomery  County 
Medical  Society  revised  its  constitution  and  by- 
laws, doubled  its  membership  dues,  and  employed 
Miss  Mildred  E.  Jeffrey,  as  a full-time  executive 
secretary.  In  addition  to  extensive  business  ex- 
perience, Miss  Jeffrey  is  a trained  librarian, 
and  she  has  successfully  continued  as  the  ex- 
ecutive officer  of  the  society. 

The  wisdom  of  the  proponents  of  the  plan  for 
a headquarters  office  is  evidenced  by  the  fact 
that  membership  in  the  society  has  more  than 
doubled  since  its  inception,  and  services  offered 
to  the  members  have  increased  ten-fold. 

In  addition  to  the  usual  activities  carried  on  by 
an  office  of  that  type,  the  medical  and  dental  re- 
lief work  of  the  county  is  also  handled  through 
this  office,  giving  patients  eligible  for  medical 
relief  the  opportunity  of  choosing  their  own 
physicians  directly,  without  consulting  an  in- 
vestigator or  social  worker.  This  plan,  initiated 


by  the  society  in  cooperation  with  the  county 
commissioners,  has  been  eminently  satisfactory 
to  indigent  patients,  the  county  commissioners 
and  the  physicians.  It  has  resulted  in  better  ser- 
vice to  the  patients,  prompter  payment  of  medical 
bills  and  has  actually  reduced  the  cost  of  medical 
relief  in  the  county. 


GOOD  SAMARITAN  HOSPITAL 


The  library  of  the  Montgomery  County  Medical 
Society  contains  nearly  5,000  volumes  of  books 
and  9,000  magazines,  and  is  open  from  9:00  A.M. 
until  5:00  P.M.  daily. 

The  society  is  unique  in  that  it  has  to  pay  no 
rent  for  its  headquarters  office,  library  and 


ST.  ELIZABETH  HOSPITAL 


auditorium.  The  owners  of  the  building  have  ab- 
sorbed this  in  view  of  the  large  number  of  phy- 
sicians and  dentists  who  have  offices  in  the  build- 
ing. 

As  indicated  in  the  photograph  on  the  front 
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cover,  the  auditorium  has  a seating  capacity  of 
several  hundred,  and  provides  a convenient  and 
comfortable  place  for  meetings  of  the  society,  and 
similar  medical  gatherings. 

Dr.  R.  S.  Binkley  is  president  and  Dr.  H.  M. 
James,  vice-president  of  the  society. 

Dayton  has  three  private  hospitals  which  are 
officially  approved  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical 
Association  for  training  of  interns,  and  accredited 
by  the  state  board  of  nurse  examiners  for  schools 
of  nursing.  A hospital  of  the  U.  S.  Veterans  Ad- 
ministration also  is  located  there,  and  a state 
institution  for  the  insane — the  Dayton  State 
Hospital,  both  of  which  are  approved  institutions. 


NATIONAL  MILITARY  HOME 


Miami  Valley  Hospital,  of  which  Dr.  E.  R. 
Crew  is  superintendent,  has  327  beds  and  44  bas- 
sinets. In  addition  to  being  approved  by  the 
A.M.A.  for  internship,  it  is  approved  for  resi- 
dencies in  certain  specialties.  Officers  of  the  staff 
are  Dr.  E.  C.  Fischbein,  chief,  and  Dr.  W.  A. 
Ricketts,  secretary. 

Dr.  A.  M.  Culler  is  chief  and  Dr.  R.  J.  Price, 
secretary  of  the  staff  of  Good  Samaritan  Hos- 
pital, which  has  200  beds  and  50  bassinets.  Sis- 
ter Frances  de  Chantal  is  superintendent. 

Officers  of  the  staff  of  St.  Elizabeth  Hospital 
are  Dr.  N.  C.  Hochwalt,  chief,  and  Dr.  C.  J. 
Derby,  secretary.  The  hospital  has  365  beds  and 
35  bassinets.  Sister  Virgila  is  superintendent. 

Dr.  R.  H.  Bryant  is  medical  advisor  of  the 
National  Military  Home,  hospital  of  the  Veterans 
Administration.  This  hospital  has  1114  beds. 

Dayton  State  Hospital  has  1,616  beds.  Dr.  E. 
L.  Hooper  is  superintendent. 


Cleveland — Among  the  speakers  at  a recent 
meeting  of  the  Georgia  Pediatric  Society  at 
Atlanta,  was  Dr.  John  A.  Toomey,  associate  pro- 
fessor of  pediatrics,  Western  Reserve  University 
School  of  Medicine. 


Dr.  Hart  ting  Reappointed  by  Governor 
As  State  Director  of  Health 

Dr.  Walter  H.  Hartung,  Toledo,  for  the  past 
two  years  State  Director  of  Health,  has  been  re- 
appointed by  Governor  Davey. 

Under  Dr.  Hartung’s  direction,  the  State  De- 
partment of  Health  has  been  unusually  active 
during  the  past  two  years.  It  has  had  charge  of 
important  Social  Security  activities  in  the  field 
of  public  health  and  has  closely  cooperated  with 
the  Ohio  State  Medical  Association  on  public 
health  work  and  medical  problems  throughout  the 
state. 

Others  in  the  Governor’s  cabinet  are:  Di- 

rector of  Industrial  Relations,  Ora  B.  Chapman, 
Dayton;  Director  of  Highways,  John.J.  Jaster, 
Jr.,  Cleveland;  Director  of  Commerce,  Alfred  A. 
Benesch,  Cleveland;  Director  of  Finance,  M.  Ray 
Allison,  Columbus;  Adjutant  General,  Emil  P. 
Marx,  St.  Marys;  Director  of  Welfare,  Mrs.  Mar- 
garet Allman,  Canton;  Director  of  Public  Works, 
Carl  G.  Wahl,  Defiance,  and  Director  of  Agricul- 
ture, Earl  H.  Hanefeld,  Ottawa.  E.  L.  Bowsher, 
Ashland,  Director  of  Education,  was  named  last 
Spring  for  a four-year  term. 


COMING  MEETINGS 

Ohio  State  Medical  Association,  Dayton,  April 
28-29. 

American  Medical  Association,  Atlantic  City, 
June  7-11. 

American  Association  of  Anatomists,  Toronto, 
March  25-27. 

American  Association  of  Pathologists  and  Bac- 
teriologists, Chicago,  March  25-26. 

American  Clinical  and  Climatological  Associa- 
tion, Baltimore,  October  11-13. 

American  Ophthalmological  Society,  Hot 
Springs,  Va.,  June,  3-5. 

American  Physiological  Society,  Memphis, 
Tenn.,  April  21-24. 

American  Proctologic  Society,  Atlantic  City, 
June  6-8. 

American  Public  Health  Association,  New  York 
City,  October  5-8. 

American  Urological  Association,  Minenapolis, 
June  29-July  1. 

Annual  Congress  on  Medical  Education,  Medi- 
cal Licensure  and  Hospitals,  Chicago,  February 
15-16. 

Associated  Anesthetists  of  the  United  States 
and  Canada,  Atlantic  City,  June  7-11. 

Association  of  American  Physicians,  Atlantic 
City,  May  4-5. 

First  International  Conference  on  Fever  Ther- 
apy, New  York,  March  29-31. 

National  Tuberculosis  Association,  Milwaukee, 
May  31-June  3. 


HIGH  SPOTS  OF  U.  S.  VENEREAL  DISEASE  CONFERENCE  WHICH 
WAS  ATTENDED  BY  OHIO  PHYSfCIANS  AND  HEALTH  OFFICIALS 


UNDER  the  chairmanship  of  Surgeon  Gen- 
eral Thomas  Parran,  United  States  Public 
Health  Service,  a conference  was  held  in 
Washington,  D.  C.,  December  28-30,  to  discuss 
the  problem  of  the  control  of  syphilis  and  gonor- 
rhea. 

The  meeting  was  attended  by  more  than  600 
persons,  from  45  states  including  practicing 
physicians,  representatives  of  the  American 
American  Medical  Association,  public  health 
officials,  nurses,  social  service  and  welfare  work- 
ers. 

Ohio  physicians  who  attended  the  meeting  in- 
cluded: Dr.  Walter  H.  Hartung,  State  Dh’ector 
of  Health;  Dr.  R.  H.  Markwith,  Akron,  Summit 
County  health  commissioner  and  president  of  the 
Ohio  Federation  of  Public  Health  Officials;  Dr.  R. 
A.  Bolt,  director  of  the  Cleveland  Child  Health 
Association;  Dr.  E.  J.  Braun,  chief,  division  of 
venereal  diseases,  Cleveland;  Dr.  J.  A.  Doull,  pro- 
fessor of  public  health,  Western  Reserve  Univer- 
sity School  of  Medicine,  Cleveland;  Dr.  A.  L. 
Gelperin,  Cincinnati;  Dr.  H.  J.  Gordon,  chief  of 
clinics,  Akron;  Dr.  F.  M.  Houghtaling,  San- 
dusky, Erie  County  health  commissioner;  Dr. 
R.  N.  Hoyt,  secretary,  Social  Hygiene  Committee, 
Cleveland;  Dr.  W.  P.  Johnson,  chief,  Bureau  of 
Venereal  Diseases,  State  Department  of  Health; 
Dr.  V.  D.  Kerns,  Pickaway  County  health  com- 
missioner; Dr.  J.  Grant  Marthens,  chief,  Public 
Health  Clinic,  Dayton ; Dr.  H.  G.  Pamment,  health 
commissioner,  Toledo,  and  Dr.  Frank  M.  Sayre, 
health  commissioner,  Canton. 

SECTIONAL  MEETINGS  HELD 

Following  a general  session  on  the  opening 
day,  the  conference  was  divided  into  six  sections 
to  consider  the  problem  from  various  viewpoints. 
These  sections  were:  Public  health  control  of 

syphilis;  treatment  as  a factor  in  the  control  of 
syphilis;  medical  follow-up  of  the  venereal  disease 
patient;  cooperation  of  the  private  physician  in 
the  control  of  venereal  diseases;  public  health 
control  of  gonorrhea,  and  prevalence,  trend  and 
economic  aspects  of  venereal  diseases. 

Reports  of  the  various  sections,  as  adopted  by 
the  conference  as  a whole,  stressed  the  following 
points: 

IMPORTANT  POINTS  STRESSED 

1.  In  view  of  the  inadequate  existing  statis- 
tical data  concerning  syphilis  and  venereal  dis- 
eases, there  is  need  for  the  development  of  better 
statistical  methods  to  ascertain  the  incidence, 
prevalence,  trends  and  economic  aspects  of  the 


venereal  diseases.  Prevalence  of  syphilis  in  the 
United  States  was  estimated  at  from  five  to  ten 
per  cent  of  the  population,  with  a minimum  of 
681,000  new  cases  of  the  disease  each  year. 

2.  Public  health  officials  emphasized  that  they 
did  not  desire  to  undertake  the  treatment  of  all 
cases  of  syphilis  at  public  expense,  and  that  the 
role  of  the  private  physician  is  an  essential  part 
of  any  scheme  of  syphilis  control.  However,  the 
necessity  of  providing  treatment  facilities  for  all 
classes  of  patients  was  stressed. 

3.  Better  reporting  of  cases  of  venereal  disease 
was  cited  as  essential  to  their  control. 

4.  The  necessity  for  furnishing  laboratory  ser- 
vice gratis  and  for  the  free  distribution  of  drugs 
needed  in  the  treatment  of  venereal  diseases 
through  public  health  authorities  was  empha- 
sized. 

5.  It  was  recommended  that  prophylaxis  be 
included  in  the  antisyphilis  program. 

6.  The  section  on  treatment  urged  the  import- 
ance of  early  treatment,  the  treatment  of  the 
pregnant  syphilitic  woman,  and  the  necessity  for 
continuous  treatment  except  in  the  case  of  late 
syphilis  in  persons  of  middle  age  or  beyond. 

7.  Attention  was  called  to  the  importance  of 
confining  the  distribution  of  drugs  through 
health  departments  to  established  preparations 
such  as,  the  arsenicals,  bismuth  compounds,  mer- 
cury ointments  and  possibly  iodide  preparations. 

8.  Emphasis  was  laid  on  the  necessity  of  ade- 
quately trained  nurses,  either  medical  social 
workers  or  public  health  nurses,  for  follow-up 
procedures. 

9.  It  was  generally  agreed  that  inasmuch  as 
conditions  vary  widely  in  different  localities,  the 
venereal  disease  control  program,  must  be  varied 
and  adapted  to  local  needs,  and  that  it  must  be 
carried  out  in  the  states  and  local  communities 
as  a cooperative  effort  of  the  state  and  local 
health  departments  and  the  state  and  local  medi- 
cal societies. 

OHIO  IN  FRONT  RANK 

In  discussing  the  conference,  Dr.  Hartung 
stated  that  in  his  opinion  Ohio  ranked  among  the 
foremost  states  in  what  has  been  accomplished 
thus  far  in  the  federal-state  program  for  the 
control  of  venereal  diseases,  and  that  he  saw  no 
reason  to  deviate  from  the  policies  under  which 
the  program  is  now  operating.  He  reiterated 
previous  statements  that  he  saw  no  necessity  of 
establishing  new  clinics  as  long  as  adequate  treat- 
ment is  made  available  by  physicians  in  private 
practice. 
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TIMELY  DATA  AND  SUGGESTIONS  FOR  PHYSICIANS  REGARDING 
RETURNS  AND  PAYMENTS  UNDER  FEDERAL  INCOME,  OHIO 
PERSONAL  PROPERTY,  AND  SOCIAL  SECURITY  TAX  LAWS 


MOST  Ohio  physicians,  along  with  other  taxpayers,  must  file  certain  Federal  and 
State  tax  returns  and  pay  certain  taxes  during  the  months  of  February  and 
March. 

These  include  Federal  Income  Tax  Information  Return,  with  the  Commissioner 
of  Internal  Revenue,  Washington,  D.  C.,  February  15 ; Old  Age  Benefits  Tax,  affecting 
all  employers  of  one  or  more  persons,  first  monthly  return  and  tax  for  month  of  Jan- 
uary, with  District  Collector  of  Internal  Revenue,  February  28,  and  monthly  thereafter; 
Ohio  Personal  Property  Tax  Return,  with  County  Auditor,  between  February  15  and 
March  31 ; Federal  Income  Tax  Return  and  first  quarterly  payment,  with  the  District 
Collector  of  Internal  Revenue,  March  15,  and  Unemployment  Compensation  Tax  (for 
employers  of  eight  or  more  employees  during  1936),  with  the  District  Collector  of 
Internal  Revenue,  March  31,  and  the  State  Unemployment  Compensation  Commission, 
at  some  date  prior  to  March  31.  Regulations  governing  the  payment  of  the  State 
Unemployment  Compensation  tax  have  not  yet  been  issued. 

To  assist  members  of  the  Ohio  State  Medical  Association  who  are  required  to  file 
the  above  returns  and  pay  State  and  Federal  taxes,  The  Journal  presents  herewith  in 
some  detail,  provisions  of  the  tax  laws  especially  affecting  physicians  and  suggestions 
as  to  procedure,  etc.,  following  a careful  interview  with  state  and  Federal  tax  officials : 

FEDERAL  INCOME  TAX 


COLLECTORS  of  Internal  Revenue  in  Ohio 
have  mailed  to  all  taxpayers  of  record, 
blanks  for  making  Federal  Income  Tax 
returns  for  the  calendar  year  1936. 

These  blanks,  properly  filled  out,  must  be  filed 
with  the  collector  of  the  district  in  which  the  tax- 
payer resides,  on  or  before  March  15,  1937. 

Any  physician  required  to  make  a return,  but 
who  fails  to  receive  an  income  tax  blank,  should 
apply  to  the  Collector  of  Internal  Revenue  for 
his  district. 

Internal  revenue  districts  of  Ohio,  together 
with  the  name  and  address  of  the  collector,  and 
the  counties  comprising  each  district,  follow: 

For  the  Columbus  District  (Ohio  11th)  Col- 
lector of  Internal  Revenue  Harry  F.  Busey,  Fed- 
eral Building,  Water  and  Gay  Sts.,  Columbus, 
Ohio;  comprising  the  following  counties: 

Adams,  Athens,  Coshocton,  Delaware,  Fair- 
field,  Franklin,  Gallia,  Guernsey,  Hocking,  Jack- 
son,  Knox,  Lawrence,  Licking,  Madison,  Marion, 
Meigs,  Morgan,  Morrow,  Muskingum,  Noble, 
Perry,  Pickaway,  Pike,  Ross,  Scioto,  Union,  Vin- 
ton and  Washington. 

For  the  Cleveland  District  (Ohio  18th)  Collector 
of  Internal  Revenue  Carl  E.  Moore,  262  Federal 
Building,  Cleveland,  Ohio;  comprising  the  follow- 
ing counties: 

Ashland,  Ashtabula,  Belmont,  Carroll,  Colum- 
biana, Cuyahoga,  Geauga,  Harrison,  Holmes,  Jef- 
ferson, Lake,  Lorain,  Mahoning,  Medina,  Monroe, 
Portage,  Richland,  Stark,  Summit,  Trumbull,  Tus- 
carawas and  Wayne. 

For  the  Cincinnati  District  (Ohio  1st)  Collector 
of  Internal  Revenue  Thomas  J.  Connor,  Customs 
Building,  Cincinnati,  Ohio;  comprising  the  fol- 
lowing counties: 


Brown,  Butler,  Clark,  Clermont,  Clinton, 
Fayette,  Greene,  Hamilton,  Highland,  Miami, 
Montgomery,  Preble  and  Warren. 

For  the  Toledo  District  (Ohio  10th)  Collector 
of  Internal  Revenue  Charles  H.  Graves,  Toledo, 
Ohio;  comprising  the  following  counties: 

Allen,  Auglaize,  Champaign,  Crawford,  Darke, 
Defiance,  Erie,  Fulton,  Hancock,  Hardin,  Henry, 
Huron,  Logan,  Lucas,  Mercer,  Ottawa,  Paulding, 
Putnam,  Sandusky,  Seneca,  Shelby,  Van  Wert, 
Williams,  Wood  and  Wyandot. 

INFORMATION  RETURNS 

In  addition,  every  person  making  payments  of 
salaries,  wages,  interest,  rents,  commissions,  or 
other  fixed  or  determinable  income  of  $1,000  or 
more  during  the  calendar  year  1936,  to  a single 
person,  a partnership,  or  a fiduciary,  or  $2,500  or 
more  to  a married  person,  is  required  to  make  a 
return  on  Forms  1096  and  1099  showing  the 
amount  of  such  payments  and  the  name  and  ad- 
dress of  each  recipient.  These  forms  may  be  ob- 
tained from  any  Collector  of  Internal  Revenue  on 
request. 

Salaries  of  office  assistants  and  other  employes 
coming  under  this  provision  must  be  reported, 
also  office  rent,  unless  paid  to  a corporation. 

Such  returns  covering  the  calendar  year  1937 
must  be  forwarded  to  the  Commissioner  of  In- 
ternal Revenue,  Sorting  Section,  Washington,  D. 
C.,  in  time  to  be  received  not  later  than  February 
15,  1937. 

A FEW  CHANGES  MADE 

The  procedure  for  filling  out  income  tax  blanks 
and  computing  the  tax  for  1936  is  in  accordance 
with  the  Revenue  Act  of  1936,  and  with  a few 
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minor  exceptions,  is  substantially  the  same  as 
last  year. 

Included  among  the  changes  are  the  require- 
ment that  dividends  are  subject  to  the  normal 
income  tax  and  the  provision  for  a penalty  of 
$5  for  failure  to  file  a duplicate  return. 

All  income  tax  returns  must  be  filed  in  dupli- 
cate. The  duplicate  will  be  made  available  by  the 
Internal  Revenue  Department  to  the  State  Tax 
Commission  for  the  purpose  of  checking  personal 
property  tax  returns. 

In  order  to  expedite  checking  of  returns,  and 
eliminate  the  possibility  of  unnecessary  corre- 
spondence or  investigations,  physicians  are  urged 
to  fill  out  all  schedules  in  their  returns. 

PROCEDURE  FOR  PHYSICIANS 

Following  is  a detailed  analysis  of  the  pro- 
cedure physicians  should  follow  in  filling  out 
blanks  for  their  1936  income  and  an  example  of 
how  computations  should  be  made: 

Every  physician  whose  net  income  for  1936  was 
$1,000  or  more,  if  single,  and  $2,500  or  more,  if 
married,  must  file  an  income  tax  return  on  or 
before  March  15,  1937.  He  also  must  file  a re- 
turn if  his  gross  income  was  $5,000  -or  more, 
irrespective  of  marital  status  and  net  income. 

All  physicians  and  other  professional  men  are 
required  to  use  Form  1040  in  submitting  returns, 
regardless  of  the  amount  of  net  income. 

All  groups,  joint  ventures  and  other  incorpor- 
ated organizations  must  file  returns  as  partner- 
ships or  corporations.  Such  return  must  list  the 
names  and  addresses  of  the  individuals  who  would 
be  entitled  to  share  in  the  net  income  if  dis- 
tributed and  the  amount  of  the  distributive  share 
of  each  individual.  The  members  of  such  groups 
or  corporations  must  report  their  distributive 
shares  as  their  own  income. 

GROSS  INCOME 

Gross  income  includes  gains,  profits  and  income 
derived  from  professional  services,  business  ac- 
tivities, salaries,  wages,  sales,  dealings  in,  or  ex- 
change of  real  or  personal  property,  rents  or 
royalties,  dividends  and  interest,  bonuses  received 
as  compensation,  money  collected  on  old  accounts 
charged  off  in  previous  years  as  “bad  debts”,  and 
funds  received  from  all  other  sources. 

PERSONAL  EXEMPTIONS 

If  married  and  living  with  wife,  or  the  head  of 
a family,  for  the  entire  year,  an  exemption  of 
$2,500  is  allowed;  if  single  and  not  a head  of  a 
family,  an  exemption  of  $1,000  is  permitted,  as 
credit  against  net  income  for  the  purposes  of  the 
normal  tax  and  the  surtax. 

Credit  of  $400  is  permitted  for  each  dependent 
under  18  years  of  age  or  each  physically  or  men- 
tally handicapped  dependent  regardless  of  age. 
The  credit  is  not  allowed  in  the  case  of  a de- 


pendent minor  over  18  years  of  age  even  if  such 
minor  is  attending  school. 

The  names  and  relationships  of  dependents  for 
whom  a credit  is  taken  must  be  shown  on  Schedule 
F,  page  2 of  the  return. 

In  case  of  a change  during  the  calendar  year  of 
the  status  of  the  physician  in  so  far  as  it  affects 
the  personal  exemption  or  credit  for  dependents, 
the  personal  exemption  and  credit  should  be  ap- 
portioned in  accordance  with  the  number  of 
months  after  such  change.  Authority  for  pre- 
scribing rules  and  regulations  for  such  apportion- 
ment is  given  to  the  Commissioner  of  Internal 
Revenue. 

A husband  and  wife  living  together  shall  re- 
ceive but  one  personal  exemption.  The  amount 
of  such  personal  exemption  is,  as  previously 
stated,  $2,500.  If  such  husband  and  wife  mal^e 
separate  returns,  the  personal  exemption  may 
be  taken  by  either  or  divided  between  them. 

ITEMS  NOT  REPORTABLE  AS  INCOME 

The  following  items  should  not  be  included  in 
gross  income  since  they  are  exempt  to  Federal 
income  tax: 

Amounts  received  under  a life  insurance  con- 
tract paid  by  reason  of  the  death  of  the  insured; 
whether  in  a single  sum  or  in  installments  (but 
if  such  amounts  are  held  by  the  insurer  under  an 
agreement  to  pay  interest  thereon,  the  interest 
payments  shall  be  included  in  gross  income). 

Amounts  received  (other  than  amounts  paid  by 
reason  of  the  death  of  the  insured  and  interest 
payments  on  such  amounts  and  other  than 
amounts  received  as  annuities)  under  a life  in- 
surance or  endowment  contract,  but  if  such 
amounts  (when  added  to  amounts  received  before 
the  taxable  year  under  such  contract)  exceed  the 
aggregate  premiums  or  consideration  paid 
(whether  or  not  paid  during  the  taxable  year) 
then  the  excess  shall  be  included  in  gross  income. 
Amounts  received  as  an  annuity  under  an  an- 
nuity or  endowment  contract  shall  be  included  in 
gross  income;  except  that  there  shall  be  excluded 
from  gross  income  the  excess  of  the  amount  re- 
ceived in  the  taxable  year  over  an  amount  equal 
to  3 per  cent  of  the  aggregate  premiums  or  con- 
sideration paid  for  such  annuity  (whether  or  not 
paid  during  such  year),  until  the  aggregate 
amount  excluded  from  gross  income  equals  the 
aggregate  premiums  or  consideration  paid  for 
such  annuity. 

Gifts  (not  made  as  a consideration  for  service 
rendered.)  and  money  and  property  acquired  by 
bequest,  devise,  or  inheritance  (but  the  income 
derived  from  such  property  is  taxable  and  must 
be  reported). 

Interest  upon  (1)  the  obligations  of  a State, 
Territory,  or  any  political  subdivision  thereof,  or 
the  District  of  Columbia,  or  United  States  pos- 
sessions; or  (2)  obligations  issued  under  the 


202 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  2 


provisions  of  the  Federal  Farm  Loan  Act  or  under 
such  act  as  amended;  or  (3)  the  obligations  of  the 
United  States;  or  (4)  obligations  of  instrumen- 
talities of  the  United  States  (other  than  obliga- 
tions issued  under  Federal  Farm  Loan  Act  or 
under  such  Act  as  amended),  such  as  Federal 
Farm  Mortgage  Corporation  bonds,  Home 
Owners’  Loan  Corporation  bonds,  etc.  The  in- 
terest on  United  States  Savings  Bonds  and 
Treasury  Bonds,  owned  in  excess  of  $5,000,  and 
on  obligations  of  instrumentalities  of  the  United 
States  (other  than  obligations  issued  under  Fed- 
eral Farm  Loan  Act  or  under  such  Act  as 
amended)  is  subject  to  surtax  if  the  surtax  net 
income  is  over  $4,000. 

Amounts  received  through  accident  or  health 
insurance  or  under  workmen’s  compensation  acts, 
as  compensation  for  personal  injuries  or  sickness 
plus  the  amount  of  any  damages  received,  whether 
by  suit  or  agreement,  on  account  of  such  injuries 
or  sickness. 

Compensation  paid  by  a State  or  political  sub- 
division thereof  to  its  officers  or  employees  for 
services  rendered  in  connection  with  the  exercise 
of  an  essential  governmental  function. 

Amounts  received  as  earned  income  from  sources 
without  the  United  States  (except  amounts  paid 
by  the  United  States  or  any  agency  thereof)  by 
an  individual  citizen  of  the  United  States  who  is 
a bona  fide  nonresident  for  more  than  6 months 
during  the  taxable  year.  The  taxpayer  in  such  a 
case  may  not  deduct  from  his  gross  income  any 
amount  properly  allocable  to  or  chargeable 
against  the  amount  so  excluded  from  his  gross 
income. 

DEDUCTIBLE  ITEMS 

In  computing  net  income,  the  following  items 
may  be  deducted  by  a physician  from  gross  in- 
come: 

Office  Rental — If  a physician  pays  rent  to  an- 
other person  for  office  space,  he  may  deduct  such 
amount.  If  he  owns  his  own  home  and  maintains 
an  office  in  it,  he  cannot  claim  deduction  for  office 
rent.  However,  he  is  entitled  to  claim  deprecia- 
tion on  that  portion  of  the  property  occupied  as 
an  office. 

Automobile — The  cost  of  repair  and  upkeep  of 
an  automobile,  including  gasoline  and  oil,  used  in 
professional  visits  may  be  deducted.  That  part 
of  the  salary  paid  to  a chauffeur  and  attributable 
to  time  spent  in  driving  his  employer  on  pro- 
fessional calls,  may  be  deducted.  Sums  spent  for 
taxi  hire,  car  fare,  etc.,  while  on  professional 
calls,  may  be  deducted. 

Loss  on  an  automobile  used  in  professional 
business  through  depreciation  may  be  deducted. 
The  depreciation  which  should  be  deducted  an- 
nually is  figured  by  dividing  the  cost  price  of  the 
machine  by  the  number  of  years  of  its  usefulness. 


If  a physician  has  one  automobile  which  is  used 
exclusively  in  professional  business,  he  may  de- 
duct the  full  depreciation  each  year.  If  the  ma- 
chine is  used  only  partly  in  professional  business 
the  deductible  depreciation  should  be  computed 
on  the  basis  of  the  amount  of  time  the  car  is 
used  for  professional  purposes.  If  a physician 
possesses  two  cars,  each  of  which  is  used  partly 
in  professional  business,  the  deductible  deprecia- 
tion on  each  car  should  be  computed  on  the  basis 
of  the  amount  of  time  each  car  is  used  for  pro- 
fessional purposes.  In  other  words,  if  an  automo- 
bile is  used  only  partly  for  business  purposes, 
depreciation  may  be  deducted  only  on  a propor- 
tionate part  thereof,  the  amount  of  depreciation 
depending  on  the  amount  of  time  the  machine  is 
used  in  professional  business. 

It  is  suggested  that  physicians  be  prepared  to 
substantiate  claims  for  deductions  from  gross  in- 
come for  professional  use  of  automobiles  in  case 
income  tax  officials  should  call  on  them  for  writ- 
ten records  to  show  the  mileage  traveled  by 
them  in  connection  with  professional  practice,  or 
to  prove  just  what  part  of  their  automobile 
maintenance  expense  was  a professional  expense, 
and  therefore  deductible. 

Professional  Dues — Dues  paid  to  professional 
associations  to  which,  in  the  interest  of  his  pro- 
fession, the  physician  belongs,  may  be  deducted. 
Expenses  incurred  in  taking  graduate  courses 
have  been  held  not  to  be  deductible. 

Traveling  Expenses — Traveling  expenses  neces- 
sarily incurred  by  a physician  on  professional 
calls  and  in  attending  medical  conventions  for  a 
professional  purpose  are  deductible  from  gross 
income. 

Salaries  and  Wages — Deductions  are  permitted 
for  the  salaries  or  wages  of  nurses,  laboratory 
workers,  technicians,  assistants,  stenographers  or 
other  clerical  workers  in  a physician’s  office  so 
long  as  their  duties  are  connected  with  profes- 
sional work;  also  for  wages  paid  maids,  janitors, 
etc.,  for  services  rendered  in  connection  with  pro- 
fessional practice. 

Medicines,  Supplies,  etc. — Cost  of  medicines 
used  in  the  office  to  treat  patients,  medicine  dis- 
pensed, bandages,  laboratory  materials,  chemicals, 
and  other  supplies  “consumed  in  the  using”  and 
necessary  to  operate  the  office  may  be  deducted. 

Equipment,  Furniture,  Library,  etc. — Cost  of 
surgical  instruments  and  laboratory  appliances 
of  more  or  less  permanent  value  may  not  be  de- 
ducted but  a percentage  of  the  purchase  price 
may  be  deducted  annually  under  a depreciation 
account.  The  same  rule  applies  to  office  furniture 
and  books  purchased  for  the  physician’s  office 
library.  If  improvement  to  offset  obsolescence 
and  wear  and  tear  or  injury  has  been  made  and 
deduction  for  the  cost  claimed  elsewhere  in  the 
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return,  claim  should  not  be  made  for  deprecia- 
tion. 

General  Office  Expenses. — The  cost  of  tele- 
phone, telegrams,  heat,  light,  water,  etc.,  used  in 
professional  service  is  deductible.  Physicians 
who  keep  current  magazine  and  newspapers  in 
their  waiting  rooms  for  the  benefit  of  their  pa- 
tients, may  deduct  this  item  as  a business  ex- 
pense. The  cost  of  professional  journals  for  the 
physician’s  own  use  is  also  a deductible  item. 

Debts — If  the  physician’s  books  are  kept  ac- 
cording to  the  “Cash  Receipts  and  Disbursements” 
system,  he  may  not  charge  off  any  unpaid  debt 
because  he  is  then  only  reporting  as  gross  income 
those  accounts  which  have  proved  to  be  good.  Bad 
accounts  have  not  been  reported  and  are  there- 
fore not  deductible. 

If  books  are  kept  on  an  “Accrual  Basis”  (where 
expense  is  actually  incurred  and  payable  even 
though  not  yet  paid,  or  income  earned  although 
not  yet  collected)  it  is  permissible  to  charge  off 
all  debts  which  have  been  definitely  ascertained 
to  be  worthless  during  the  fiscal  year  covered  by 
the  report. 

The  physician  using  this  latter  system  must  be 
careful  to  include  in  gross  income  bad  debts 
which  have  been  charged  off  in  previous  years 
but  collected  during  the  calendar  year  for  which 
the  return  is  filed. 

Taxes  and  Licenses — All  state  and  county  taxes, 
except  those  assessed  against  local  benefits  of  a 
kind  tending  to  increase  the  value  of  the  property 
assessed  and  those  imposed  upon  the  taxpayer 
upon  his  interest  as  shareholder  of  a corpora- 
tion which  are  paid  by  the  corporation  without 
reimbursement  from  the  taxpayer,  are  deductible. 

Sales  tax  payments  may  be  deducted.  A reason- 
able allowance  will  be  permitted  in  proportion  to 
the  physician’s  income.  Should  the  claimed  ex- 
emption appear  too  large,  however,  the  burden  of 
proof  falls  upon  the  taxpayer,  and  he  may  be 
called  up  to  produce  purchase  receipts  to  sub- 
stantiate his  claim.  Sales  tax  coupons  are  not 
considered  sufficient  evidence. 

All  Federal  taxes  except  income,  war-profit 
and  excess-profit  taxes  are  deductible,  including 
Federal  excise  taxes  collected  direct  from  the 
consumer  or  purchaser. 

Under  a new  ruling  of  the  Bureau  of  Internal 
Revenue,  the  Ohio  Gasoline  Tax  is  deductible  to 
the  extent  of  three  cents  per  gallon.  If  a physi- 
cian has  already  deducted  the  cost  of  gasoline 
used  in  making  professional  calls  as  automobile 
expense,  he  cannot  of  course  make  an  additional 
deduction  of  three  cents  per  gallon  for  gasoline 
so  used.  However,  he  may  deduct  that  amount 
on  gasoline  purchased  for  other  than  professional 
use. 

All  license  fees  which  the  physician  is  required 


to  pay  are  deductible,  including  the  narcotic  tax, 
automobile  license  tag  fee,  local  occupational 
taxes,  taxes  on  club  dues,  etc. 

Interest — Amounts  paid  out  as  interest  upon 
indebtedness  (except  interest  paid  to  carry  non- 
taxable  securities)  are  deductible. 

Losses  by  Fire  and  Theft — Loss  of  and  damage 
to  a physician’s  equipment  by  fire,  theft,  or  other 
cause,  not  compensable  by  insurance  or  otherwise 
recoverable,  may  be  computed  as  a business  ex- 
pense, and  is  deductible,  provided  evidence  of  such 
loss  or  damage  can  be  produced.  Such  loss  or 
damage  is  deductible,  however,  only  to  the  extent 
to  which  it  has  not  been  made  good  by  repair  and 
the  cost  of  the  repair  is  claimed  as  a deduction. 

Insurance  Premiums — Premiums  paid  for  in- 
surance against  professional  losses  are  deductible. 
This  includes  insurance  against  damages  for 
alleged  malpractice,  against  liability  for  injuries 
to  a physician’s  automobile  while  in  use  for  pro- 
fessional purposes,  and  against  loss  from  theft  of 
professional  equipment,  and  damage  to  or  loss 
of  professional  equipment  by  fire  or  otherwise. 
Premiums  paid  on  life  insurance  are  not  de- 
ductible. 

Legal  Expenses — Expense  incurred  in  the  de- 
fense of  a suit  for  alleged  malpractice  is  deduct- 
ible as  business  expense.  However,  expense  in- 
curred in  the  defense  of  a criminal  action  is  not 
deductible. 

Contributions,  Gifts,  etc. — It  is  permissible  to 
deduct  from  gross  income  contributions  made  to 
charitable,  religious,  educational  and  scientific 
organizations,  no  substantial  part  of  the  activi- 
ties of  which  is  carrying  on  propaganda,  or  other- 
wise attempting  to  influence  legislation,  to  an 
aggregate  amount  not  to  exceed  15  per  cent  of 
the  net  income,  exclusive  of  such  contributions. 

NORMAL  TAX  RATE 

The  normal  tax  rate  on  1936  income  is  4 per 
cent  on  all  net  income  in  excess  of  exemptions 
and  credits. 

SURTAX  RATES 

In  addition  to  the  normal  tax,  a surtax  is  levied 
on  surtax  net  income,  that  is,  net  income  less  the 
personal  exemption  and  the  credit  for  dependents, 
as  follows: 

Surtax  net  income  of  $4,000,  no  surtax;  $4,000 
to  $6,000,  4 per  cent;  $6,000  to  $8,000,  5 per  cent; 
$8,000  to  $10,000,  6 per  cent;  $10,000  to  $12,000, 

7 per  cent;  $12,000  to  $14,000,  8 per  cent;  $14,000 
to  $16,000,  9 per  cent;  $16,000  to  $18,000,  11  per 
cent;  $18,000  to  $20,000,  13  per  cent;  $20,000  to 
$22,000,  15  per  cent;  $22,000,  to  $26,000,  17  per 
cent;  $26,000  to  $32,000,  19  per  cent;  $32,000  to 
$38,000,  21  per  cent;  $38,000  to  $44,000,  24  per 
cent;  $44,000  to  $50,000,  27  per  cent;  $50,000  to 
$56,000,  30  per  cent;  $56,000  to  $62,000,  33  per 
cent;  $62,000  to  $68,000,  36  per  cent;  $68,000  to 
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$74,000,  39  per  cent;  $74,000  to  $80,000,  42  per 
cent;  $80,000  to  $90,000,  45  per  cent;  $90,000  to 
$100,000,  50  per  cent;  $100,000  to  $150,000,  52  per 
cent;  $150,000  to  $200,000,  53  per  cent;  $200,000 
to  $300,000,  54  per  cent;  $300,000  to  $400,000,  55 
per  cent;  $400,000  to  $500,000,  56  per  cent; 
$500,000  to  $750,000,  57  per  cent;  $750,000  to 
$1,000,000,  58  per  cent;  $1,000,000  or  more,  59 
per  cent. 

EARNED  INCOME  CREDIT 

For  purposes  of  the  normal  tax,  an  earned  in- 
come credit  is  allowed  by  means  of  a deduction 
from  net  income  of  an  amount  equal  to  10  per 
cent  of  the  earned  net  income.  If  the  taxpayer’s 
net  income  is  not  more  than  $3,000,  his  entire  net 
income  is  considered  to  be  earned  net  income.  If 
his  net  income  is  more  than  $3,000,  his  earned  net 
income  shall  not  be  considered  less  than  $3,000 
but  in  no  case  shall  the  earned  net  income  be 
considered  more  than  $14,000. 

HOW  COMPUTATIONS  ARE  MADE 

An  example  of  how  computations  are  made  is 
given  here  for  the  information  of  physicians. 
The  figures  used  in  the  following  tabulations  may 
appear  out  of  proportion  to  the  actual  income  of 
the  average  physician  during  1936.  However, 
they  are  used  merely  to  illustrate  how  the  normal 
and  surtax  rates  should  be  applied. 

If  a married  physician  with  no  dependents  and 
who  rents  his  home  and  office  had  a gross  income 
during  1936  of  $15,000  and  ordinary  expenses,  he 
should  submit  the  following  data  on  his  return 
and  compute  his  tax  as  follows: 

Gross  Income 

Income  from  professional  services $12,000.00 

Income  from  other  sources: 

Rent  from  apartment $1,500.00 

Taxable  interest,  dividends  1,500.00 


$3,000.00  3,000.00 


Gross  Income  $15,000.00 

Deductions 

Depreciation  of  office  furni- 
ture, etc.  $ 400.00 

Salaries  and  wages  for  office 

help  , 1,500.00 

Telephone,  heat,  light,  etc...  400.00 

Automobile  cost  and  depre- 
ciation   800.00 

Drugs,  bandages,  medicines, 

etc.  2,500.00 

Traveling  expenses  to  medi- 
cal meetings  300.00 

Office  rent  800.00 

Dues,  insurance  200.00 

Miscellaneous  expense 100.00 


$7,000.00 


Taxes  on  apartment 500.00 

Interest  on  mortgage,  over- 
head, etc.  300.00 


Total  deductible  expenses $ 7,800.00 


Net  income  (gross  income,  less  de- 
ductible expenses)  r $ 7,200.00 

Computations 

Surtax  net  income  (net  income  less  per- 
sonal exemption  $7,200.00  less 

$2,500.00)  $4,700.00 

Earned  net  income  (earned  income  less 
business  expenses,  $12,000.00  less 

$7,000.00)  $5,000.00 

Earned  income  credit  (10%  of  earned  net 

income,  $5,000.00)  $ 500.00 

Income  subject  to  normal  tax  (net  income 
less  personal  exemptions  and  earned 
income  credit;  $7,200.00  less  $2,500.00 

and  $500.00)  , $4,200.00 

Normal  tax  (4%  of  $4,200.00) $ 168.00 

Income  subject  to  surtax  (surtax  net  in- 
come in  excess  of  $4,000.00) $ 700.00 

Surtax  (4%  of  $700.00) $ 28.00 

Total  tax  (normal  tax  plus  surtax)  $ 196.00 

EXTENSION  OF  TIME  FOR  FILING  RETURNS 
Collectors  of  Internal  Revenue  are  authorized 
to  grant  reasonable  extensions  of  time  for  filing 
income  tax  returns.  Applications  for  extensions 
of  time  should  be  addressed  to  the  collector  for 
the  district  in  which  the  physician  files  his  re- 
turn, and  must  contain  a full  recital  of  the  causes 
for  the  delay.  Except  in  the  cases  of  taxpayers 
who  are  abroad,  no  extension  for  filing  income  tax 
returns  may  be  granted  for  more  than  six  months. 


OLD  AGE  BENEFITS  TAX 

FEBRUARY  28,  1937,  is  the  final  date  for 
the  payment  of  the  first  monthly  payroll 
tax  under  Title  8,  the  old-age  benefits  sec- 
tion of  the  Federal  Social  Security  Act  (January, 
1937,  issue,  The  Ohio  State  Medical  Joumalt 
pages  76-77). 

This  tax  applies  to  every  physician  who  em- 
ployes one  or  more  persons  in  his  office. 

On  or  before  February  28  a physician  who  has 
one  or  more  office  employes  must  file  a monthly 
tax  return,  in  quadruplicate,  on  Form  SS-1,  with 
the  collector  of  internal  revenue  of  his  district, 
covering  wages  paid  during  the  month  of  Jan- 
uary, 1937.  The  amount  of  the  tax  is  1 per  cent 
of  the  wages  paid  by  the  physician  plus  the  same 
amount  deducted  by  the  physician  from  each 
employee’s  wages. 

Every  physician  who  is  an  employer  within  the 
meaning  of  the  act,  must  file  Form  SS-1  and  pay 
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the  payroll  tax,  on  or  before  the  last  day  of  each 
month,  for  wages  paid  during  the  preceding 
month. 


OHIO  PERSONAL  PROPERTY  TAX 

RETURNS  under  the  Ohio  Personal  Property 
Tax  Law  must  be  made  between  February 
15  and  March  31,  annually. 

All  tangible  and  intangible  personal  property 
(not  real  property)  in  possession  of  a physician 
on  January  1,  1937,  which  is  subject  to  taxation 
under  the  Ohio  law,  should  be  listed  on  the  return 
which  should  be  filed  with  the  county  auditor  be- 
tween those  dates. 

Such  returns  should  be  made  in  duplicate.  The 

so-called  intangible  tax  statutes  are  intricate  and 
complicated  so  each  physician  having  taxable  per- 
sonal property  for  listing  should  obtain  competent 
advice  in  case  of  doubt  as  to  the  meaning  of  any 
of  the  provisions  of  the  law. 

One  of  the  complicated  provisions  of  the  tax 
law  is  that  involving  the  listing  of  credits  which 
are  taxable  at  3 mills  on  the  dollar  and  which  in- 
volves the  computation  of  accounts  receivable. 

As  defined  in  Section  5327  of  the  law,  credits 
“means  the  excess  of  the  sum  of  all  current  ac- 
counts receivable  and  prepaid  items  used  in  busi- 
ness when  added  together  estimating  every  such 
account  and  item  at  its  true  value  in  money,  over 
and  above  the  sum  of  current  accounts  payable  of 
the  business,  other  than  taxes  and  assessments”. 

The  same  section  states  that  “current  accounts 
includes  items  receivable  or  payable  on  demand 
or  within  one  year  from  the  date  of  inception, 
however  evidenced”. 

As  the  first  step  in  making  his  return  under  the 
section  relating  to  credits,  a physician  should  esti- 
mate by  his  best  judgment  the  Actual  Value  of 
his  current  accounts  receivable — the  amount  that 
can  probably  be  collected. 

In  listing  his  current  accounts  receivable,  the 
physician  should  note  after  each  account  what  he 
considers  the  value  of  the  account.  If  he  believes 
the  account  can  be  collected  in  full,  it  should  be 
listed  at  its  full  face  value.  Otherwise,  it  should 
be  listed  at  75%,  50%,  25%,  10%,  etc.,  of  its  full 
face  value,  or  of  “no  value”  in  case  that  is  con- 
sidered the  “actual  value”  of  the  account.  The 
total  of  these  estimates  is  the  total  to  be  entered 
as  “current  accounts  receivable”  and  used  in 
computing  credits. 

This  procedure  permits  the  physician  to  charge 
off  bad  debts  since  in  his  1937  return  he  would  be 
permitted  to  return  as  of  “no  value”  accounts  re- 
ceivable which  he  listed  in  1936  but  no  part  of 
which  was  collected  during  the  past  year.  More- 
over, it  permits  a physician  to  depreciate  the 
actual  value  of  accounts  returned  in  1936  but 
which  have  decreased  in  actual  value  during  the 
past  year. 


UNEMPLOYMENT  COMPENSATION 
TAX 

FEW  Ohio  physicians  will  be  affected  this 
year  by  the  taxing  provisions  of  the  State 
Unemployment  Compensation  Act,  effective 
December  17,  1936,  which  applies  to  employers  of 
eight  or  more  persons  during  1936.  (Employers 
of  three  or  more  persons  during  1937  will  have 
to  pay  the  tax  in  1938  unless  changes  are  made 
in  the  act  by  the  present  Legislature). 

This  act  conforms  to  Title  9 of  the  Federal 
Social  Security  Act,  providing  for  unemployment 
compensation,  under  which  employers  of  eight  or 
more  employees  are  obligated  to  pay  the  Federal 
Government  an  amount  equivalent  to  1 per  cent  of 
their  1936  payroll. 

The  Ohio  law  requires  employers  to  pay  a lump 
sum  premium  equivalent  to  90  per  cent  of  the 
Federal  tax.  When  an  employer  has  made  such 
payment,  he  is  permitted  to  claim  credit  for  the 
amount  so  paid  when  remitting  his  Federal  Un- 
employment Compensation  tax.  In  other  words, 
90  per  cent  of  the  tax  will  be  paid  directly  to  the 
state  fund,  and  10  per  cent  to  the  Federal  Gov- 
ernment through  the  district  Collectors  of  In- 
ternal Revenue. 

Although  January  31  had  been  set  as  the  dead- 
line for  the  payment  of  the  Federal  unemploy- 
ment tax,  the  final  payment  date  has  been  ex- 
tended 60  days,  in  order  to  give  the  Ohio  Unem- 
ployment Compensation  Commission  adequate 
time  to  formulate  rules  and  regulations  and  begin 
the  collection  of  the  Ohio  tax. 

The  deadline  for  filing  returns  under  the  Ohio 
law  has  not  been  determined,  but  it  probably  will 
be  some  time  in  advance  of  March  31,  for  the 
reason  that  contributions  into  the  State  Unem- 
ployment Compensation  Fund  must  have  been 
made  before  credit  may  be  claimed  against  the 
Federal  tax. 

Members  of  the  State  Unemployment  Com- 
pensation Commission  are  Charles  S.  Leasure, 
Zanesville,  chairma,  representing  the  public  Wal- 
ter J.  Mackey,  Canton,  representing  employers; 
and  William  T.  Roberts,  Belmont  County,  repre- 
senting employees.  Offices  are  maintained  at  68 
E.  Gay  Street,  Columbus. 


Philadelphia  Postgraduate  Institute 

Tbe  Second  Annual  Session  of  the  Postgradu- 
ate Institute  of  the  Philadelphia  County  Medical 
Society  will  be  held  at  the  Bellevue-Stratford 
Hotel,  Philadelphia,  Pa.,  April  12-16,  1937.  The 
subject  for  discussion  will  be  “Diseases  of  the 
Chest  and  Upper  Respiratory  Tract”.  The  reg- 
istration fee  is  $5.  Additional  details  can  be  ob- 
tained by  writing  the  Executive  Office  of  the 
society,  21st  and  Spruce  Streets,  Philadelphia, 
Pennsylvania. 


MEDICAL  CONFERENCES  AND  POSTGRADUATE  ASSEMBLY. 
SPONSORED  BY  O.S.U.  ALUMNI,  TO  BE  MARCH  4,  5 AND  6 


ON  March  4,  5 and  6,  the  alumni  of  the  Ohio 
State  University  College  of  Medicine  will 
celebrate  the  103rd  anniversary  of  the 
founding  of  the  Willoughby  Medical  College,  from 
which  the  present  college  traces  its  origin  in  an 
unbroken  line. 

The  celebration  will  take  the  form  of  one  day 
of  conferences  and  two  days  of  postgraduate  as- 
sembly, in  which  45  members  of  the  faculty  and 
five  guest  speakers  will  take  part. 

Guest  speakers  will  be:  Dr.  Chas.  Gordon  Heyd, 
New  York  City,  President  of  the  American  Medi- 
cal Association;  Dr.  Arthur  C.  Bachmeyer,  director 
of  the  University  of  Chicago  Clinics;  Dr.  Henry 
E.  Sigerist,  professor  of  historical  medicine, 
Johns  Hopkins  University  School  of  Medicine;  Dr. 
Charles  W.  McClure,  O.S.U.  ’10,  associate  pro- 
fessor of  gastro-enterology,  Boston  University 
School  of  Medicine,  and  Dr.  Gatewood,  O.S.U.  ’ll, 
associate  clinical  professor  of  surgery,  Rush 
Medical  College. 

Thursday,  March  4,  will  be  given  over  to  an 
open  house  at  the  College  of  Medicine.  The  var- 
ious preclinical  departments  and  the  research 
laboratories  will  have  certain  demonstrations 
open  for  inspection.  In  addition,  every  physician 
in  the  state  is  invited  to  bring  his  special  prob- 
lem to  the  various  clinical  teachers,  who  will  be 
glad  to  confer  with  him  about  its  solution. 

The  program  on  Friday  and  Saturday,  March 
5 and  6,  follows: 

Friday  Morning,  March  5 — Campbell  Hall 
9:00— 

The  Relation  of  Hemorrhoids  and  Rectal  Ulcer 
to  Large  Bowel  Symptoms  Dr.  Walter  Hamilton 

9: 10- 

Acute  Otitis  Media  in  Influenza 

Dr.  Edward  Harris 

9:20— 

Malignant  Skin  Lesions.— Dr.  Edward  Kirkendall 
9: 30- 

Current  Treatment  of  Communicable  Diseases 

Dr.  O.  C.  Woolpert 

9:40 — 

Dental  Infection  with  Some  Systemic  Con- 
ditions, (Slides) Dr.  P.  C.  Kitchin 

RECESS 

10:00— 

Clinical  Interpretation  of  Jaundice 

Dr.  B.  K.  Wiseman 

10:10— 

Present  Status  of  Prostatism.... Dr.  W.  N.  Taylor 
10:20— 

Question  of  Fertility Dr.  C.  W.  Pavey 

10:30— 

Treatment  of  Burns Dr.  P.  H.  Charlton 


10:40— 

Care  of  the  Weak  and  Premature  Infant 

Dr.  John  E.  Brown,  Jr. 


Dr.  Chas.  Shepard 


RECESS 

11:00— 

Itching  

11:10— 

The  Recognition  of  Thyroid  Disease 

Dr.  Geo.  Morris  Curtis 

11:20— 

Treatment  of  Late  Toxemia  of  Pregnancy 

Dr.  Andrews  Rogers 

11:30— 

Functional  Hemorrhages  of  the  Uterus 

Dr.  Philip  J.  Reel 

11:40— 

Tuberculosis  in  Childhood Dr.  M.  D.  Miller 


LUNCH— REFECTORY,  POMERENE  HALL 


Friday  Afternoon,  March  5 — Campbell  Hall 
1:00— 

Foetal  Head  and  Pelvic  Measurements  in 

Pregnancy  by  Roentograms  Dr.  Hugh  G.  Means 

1:10— 

Treatment  of  Varicose  Veins Dr.  Geo.  Watson 


1:20— 

Protamin  Insulin  Therapy  _____ Dr.  S.  A.  Hatfield 
1:30— 

The  Relation  of  Internal  Secretions  to 

the  Breast Dr.  John  W.  Means 

1:40— 

Late  Effects  of  Head  Injury ...  Dr.  Geo.  T.  Harding 
RECESS 

2:00— 

The  Neufeld  Test  in  Pneumonia.... Dr.  Carl  Spohr 
2:10— 

Subacromial  Bursitis Dr.  E.  Harlan  Wilson 

2: 20- 

Management  of  Heart  in  Pneumonia 

Dr.  Geo.  I.  Nelson 

2: 30- 

Hormone  Therapy  in  Menopause  . 

Dr.  Edwin  J.  Stedem 

2:40— 

Role  of  the  G.  I.  Tract  in  Nutritional 

Deficiency  States Dr.  Carl  V.  Moore 

RECESS 

3 no- 
where the  Field  of  the  Oculist  Meets  that 
of  the  Family  Physician Dr.  A.  D.  Frost 

3: 10- 

Raw  Apple  and  Allied  Methods  in  Diarrhea 

of  Childhood  Dr.  Earl  H.  Baxter 

3:20— 

The  Chronic  Cough Dr.  Phillip  T.  Knies 

3: 30- 


Dr.  F.  C.  Wagenhals 
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3: 40- 

Modern  Aspects  of  Transfusion 

Dr.  Harry  L.  Reinhart 

RECESS 

4 rOO- 

Infection  of  Residual  Tonsil  Tissue 

Dr.  Hugh  G.  Beatty 

4:10— 

Diagnosis  and  Treatment  of  Syphilis  in 

Pregnant  Women Dr.  H.  W.  Koerper 

4:20— 

Treatment  of  Asthma Dr.  John  H.  Mitchell 

4: 30- 

Post  Abortional  Management Dr.  John  V.  Horst 

4 MO- 

Use  of  the  Biopsy  in  General  Practice 

Dr.  Horace  Davidson 

6:00— 

Alpha  Omega  Alpha  Dinner,  Faculty  Club 
(Open  to  Members  of  the  Fraternity). 
8:00-9:30— 

Alpha  Omega  Alpha  Lecture,  (Public  Invited), 
Campbell  Hall 

Dr.  Henry  E.  Sigerist,  professor  of  Historical 
Medicine,  Johns  Hopkins  Medical  School, 
“Early  Medical  History  in  United  States”. 

Meeting  of  Ex-Residents  and  Ex-House  Surgeons 
of  Protestant  and  University  Hospitals 
following  the  Lecture. 

Saturday  Morning,  March  6 — University  Hall 
9:00— 

Contusion  of  the  Heart Dr.  Ray  W.  Kissane 

9:15— 

The  Mantoux  Test Dr.  C.  H.  Benson 

9:30— 

Sciatica  Dr.  Verne  A.  Dodd 

9: 45- 

Pediatrics  in  Relation  to  Public  Health 

Administration  Dr.  E.  G.  Horton 

10:00— 

What  Can  Be  Learned  from  Lumbar 

Puncture Dr.  H.  E.  LeFever 

10:15— 

Felton’s  Anti-Body  Solution  Treatment 
of  Pneumonia... Dr.  Chas.  A.  Doan 

RECESS 

10:45— 

Dedication  Ceremony  of  New  Out-Patient  Build- 
ing. Speakers:  Dr.  Charles  Gordon  Heyd,  Dr. 
Gatewood,  Dr.  Arthur  C.  Bachmeyer  and  Dr. 
Charles  W.  McClure. 

12:00  Noon — - 

Reunion  and  class  luncheons,  Deshler-Wallick 
Hotel,  Dr.  Henry  W.  Lehrer,  Sandusky,  Presi- 
dent Medical  Alumni  Association,  presiding. 

Presentation  of  Dr.  J.  H.  J.  Upham,  President- 
Elect  of  the  American  Medical  Association. 

Presentation  of  Dr.  John  B.  Alcorn,  President- 
Elect  of  the  Ohio  State  Medical  Association. 


Saturday  Afternoon,  March  6,  St.  Francis 
Hospital 

Dr.  I.  B.  Harris,  chief  of  staff,  St.  Francis  Hos- 
pital, presiding  officer. 

2:30— 

Trichinosis.. Dr.  Thomas  Rardin 

2:45— 

Treatment  of  Fractured  Neck  of  Femur 

Dr.  Judson  Wilson 

3: 00- 

Diseases  of  Liver  (Address) 

Dr.  Charles  W.  McClure,  Boston,  Mass. 

RECESS 

4: 10- 

Treatment  of  Influenzal  Pneumonia 

Dr.  C.  C.  Sherburne 

4: 20- 

Treatment  of  Gonorrhea  in  Male Dr.  L.  J.  Roth 

4:30— 

Treatment  of  Acute  Appendicitis  at  St. 

Francis  Hospital Dr.  L.  L.  Bigelow 

4:40— 

Treatment  of  Gastric  Ulcer  by  Histamine 

Dr.  L.  H.  Van  Buskirk 

Alternate  speakers  from  the  faculty  who  will 
stand  by  to  fill  in  any  vacancies  in  the  program 
are:  Dr.  H.  M.  Platter,  Dr.  Russel  G.  Means,  Dr. 
Francis  W.  Davis,  Dr.  John  P.  Farson,  Dr.  Samuel 
E.  Edelman,  Dr.  Thomas  F.  Ross  and  Dr.  Jona- 
than Forman. 

The  medical  fraternities  will  hold  their  annua] 
banquet  Saturday  evening  at  various  downtown 
clubs. 

Arrangements  for  the  meeting  are  in  charge 
of  Dr.  J.  H.  J.  Upham,  dean  of  the  Ohio  State 
University  College  of  Medicine;  the  officers  of  the 
Medical  College  Alumni  Association,  Dr.  Henry 
W.  Lehrer,  ’16,  Sandusky,  president;  Dr.  Walter 
W.  Beck,  ’17,  Toledo,  first  vice-president;  Dr.  G. 
A.  Hochwalt,  ’95,  Dayton,  second  vice-president; 
Dr.  Jonathan  Forman,  ’13,  Columbus,  secretary; 
and  the  following  committee:  Dr.  Russel  G. 

Means,  chairman;  Dr.  Verne  A.  Dodd,  Dr.  Charles 
A.  Doan,  Dr.  I.  B.  Harris,  Dr.  N.  Paul  Hudson  and 
Dr.  H.  M.  Platter. 


Hotel  Reservations  For  A.M.A.  Meeting 

Physicians  who  are  planning  to  attend  the 
meeting  of  the  American  Medical  Association  at 
Atlantic  City,  N.  J.,  June  7-11,  should  send  in 
their  applications  for  hotel  reservations  promptly. 

A list  of  Atlantic  City  hotels  and  room-rates 
appeared  on  page  41  of  the  January  9 issue  of 
The  Journal  of  the  A.M.A. , together  with  an 
application  form  which  may  be  used  to  secure 
reservations. 

Applications  should  be  sent  to  Dr.  William 
Edgar  Darnall,  chairman,  Committee  on  Hotels, 
16  Central  Pier,  Atlantic  City,  N.  J. 


PROVISIONS  OF  PROPOSED  MEDICAL  LIEN  ACT  TO  BE  SPONSORED 
BY  OHIO  STATE  MEDICAL  ASSOCIATION  AND  ALLIED  GROUPS 


THE  Ninety-Second  Ohio  General  Assembly, 
now  in  session,  will  be  asked  to  enact  a 
bill  co-sponsored  by  the  Ohio  State  Medical 
Association,  the  Ohio  State  Dental  Association, 
Ohio  State  Nurses  Association  and  the  Ohio  Hos- 
pital Association. 

It  will  provide  a means  whereby  physicians, 
dentists,  nurses  and  hospitals  may  file  a lien  for 
money  due  them  for  services  rendered  injured 
persons  where  the  injured  patient  is  entitled  to 
reimbursement  from  another  party  for  such  in- 
jury, except  in  Workmen’s  Compensation  claims. 

The  Background: 

It  will  be  remembered  that  at  the  1935  An- 
nual Meeting  of  the  Ohio  State  Medical  Asso- 
ciation in  Cincinnati,  October  2,  3 and  4,  the 
problem  of  protecting  physicians,  dentists, 
nurses  and  hospitals  against  being  deprived 
of  an  adequate  fee  for  services  rendered  in 
injury  cases  not  covered  by  the  Workmen’s 
Compensation  Law  and  where  the  person  was 
injured  through  the  fault  or  neglect  of  an- 
other, was  discussed  by  the  House  of  Dele- 
gates. Numerous  instances  were  cited  where 
injured  persons  have  received  indemnity  for 
their  injuries  but  have  failed  to  pay  medical, 
dental,  nursing  and  hospital  bills  for  services 
in  such  cases.  The  House  of  Delegates  in- 
structed the  former  Committee  on  Public 
Policy  to  make  a study  of  this  situation  and 
recommend,  if  possible,  a solution.  This  was 
done  and  at  the  1936  Annual  Meeting  of  the 
State  Association  in  Cleveland,  October  7,  8 
and  9,  that  committee  recommended  that  the 
State  Association  sponsor  a medical  lien  bill 
in  the  State  Legislature,  which  suggestion 
was  approved  by  the  House  of  Delegates. 

The  bill  which  the  State  Association  will  have 
introduced  (the  complete  text  of  which  follows) 
is  patterned  for  the  most  part  after  the  pro- 
posed Uniform  Medical  Lien  Law,  drafted  after 
much  study  and  research  by  the  Bureau  of  Legal 
Medicine  and  Legislation  of  the  American  Medical 
Association.  Similar  bills  have  been  enacted, 
with  some  modifications,  in  a dozen  or  15  states. 

A brief  synopsis  of  the  provisions  of  the  sec- 
tions of  the  bill  follows: 

Section  1 — Definitions. 

Section  2 — Scope  of  the  lien. 

Section  3 — How  lien  is  established,  filing  of 
notices,  etc. 

Section  4 — Enforcement  of  lien  in  pending  ac- 
tion. 

Section  5 — Claim  cannot  be  settled  with  set- 
tlement of  lien. 


Section  6 — Payment  of  damages  or  insurance 
into  court. 

Section  7 — Default  in  enforcing  lien. 

Section  8 — Waiver  or  release  of  claim  of  lien 
void. 

Section  9 — Release  of  lien. 

Section  10 — Enforcement  of  lien. 

Section  11 — Liens  are  assignable. 

Section  12 — Subrogation  of  right  of  lien. 

Section  13 — Survival  of  lien. 

Section  14 — Records  of  liens. 

Section  15 — Constitutionality. 

Section  16 — Short  title. 

It  is  impossible  at  this  time  to  state  the  number 
of  the  bill,  inasmuch  as  it  has  not  been  intro- 
duced. Sucb  information  will  be  furnished  all 
Legislative  Committeemen  at  the  proper  time. 

All  members  of  the  State  Association  are  re- 
quested to  read  the  proposal  carefully  and  if  they 
are  in  accord  with  its  provisions,  to  discuss  it 
with  the  members  of  the  State  Legislature  from 
their  city,  county  and  senatorial  district,  and  re- 
quest their  legislators  to  support  it  in  the  General 
Assembly.  Favorable  action  on  this  proposal  can- 
not be  obtained  through  the  work  of  a com- 
paratively few  members  of  the  four  groups  in- 
terested in  its  provisions.  Concerted  and  united 
action  on  the  part  of  physicians,  dentists,  nurses 
and  hospital  officials  will  be  needed.  See  your 
legislators  immediately  and  urge  them  to  vote  for 
this  proposal  which  does  but  one  thing,  namely: 
Provides  a legal  and  practical  method  whereby  a 
physician,  dentist,  nurse  and  hospital  can  protect 
his  rights  and  obtain  equitable  payment  for  the 
value  of  services  rendered  in  good  faith  to  persons 
injured  through  the  fault  or  neglect  of  another  or 
due  to  accident  or  accidental  means. 

Some  changes  and  revisions  may  be  made  in 
the  bill  later  to  clarify  its  meaning  or  to  meet 
suggestions  made  by  members  of  the  Legislature. 
When  and  if  such  changes  are  made,  information 
will  be  furnished  local  Legislative  Committee- 
men who  will  be  expected  to  transmit  it  to  mem- 
bers of  their  respective  county  medical  societies. 

A BILL 

Relative  to  Liens  for  Money  Due  Physi- 
cians, Dentists,  Nurses,  and  Hospitals, 
for  Services  Rendered  Certain 
Injured  Persons. 

Be  it  enacted  by  the  General  Assembly  of  the 

State  of  Ohio: 

Section  1.  In  this  act 

(1)  “Person”  means  a natural  person,  a part- 
nership, an  association,  and  a corporation. 

(2)  “Patient”  means  a person  injured 
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through  the  fault  or  neglect  of  another  person, 
for  the  relief  or  cure  of  whose  injury  a physician, 
dentist,  nurse,  or  hospital  renders  service. 

(3)  “Tort  feasor”  means  a person  through 
whose  fault  or  neglect  a person  is  injured. 

(4)  “Insurer”  means  a person  that  by  a con- 
tract of  insurance  has  undertaken  to  indemnify 
a patient  against  loss  through  injury  resulting 
from  accident  or  accidental  means. 

(5)  “Claim”  means,  unless  the  context  other- 
wise requires,  the  claim  of  a patient  (a)  for 
damages  from  a tort  feasor  or  (b)  for  benefits 
from  an  insurer. 

(6)  “Injury”  means  impairment  of  bodily, 
nervous,  or  mental  integrity  or  health. 

(7)  “Service”  means  personal  service,  and 
food,  lodging,  ambulance  service,  medical  supplies 
and  appliances,  and  whatever  else  is  reasonably 
necessary  for  the  care,  treatment,  and  mainte- 
nance of  a patient. 

Section  2.  On  compliance  with  the  require- 
ments of  this  act,  a physician,  dentist,  nurse,  and 
hospital  and  each  of  them  shall  have  a lien  for 
the  value  of  the  service  rendered  and  to  be  ren- 
dered by  such  physician,  dentist,  nurse,  or  hos- 
pital to  a patient,  at  the  express  or  implied  re- 
quest of  that  patient  or  of  someone  acting  on  his 
behalf,  for  the  relief  and  cure  of  an  injury,  suf- 
fered through  the  fault  or  neglect  of  someone 
other  than  the  patient  himself,  on  any  claim, 
right  of  action,  and  money  to  which  the  patient 
is  entitled  because  of  that  injury,  except  on 
claims,  rights  of  action,  and  money  accruing  to 
the  patient  under  the  “Workmen’s  Compensation 
Act”  of  this  state. 

Section  3.  In  order  to  establish  a lien  under 
this  act,  a physician,  dentist,  nurse,  or  hospital 
shall  comply  with  the  following  conditions. 

(1)  The  physician,  dentist,  nurse,  or  hospital 
shall  serve  on  the  patient  a written  notice  of  his 
claim  of  lien  and  shall  serve  a copy  of  that  notice 
on  the  tort  feasor  or  on  the  insurer  (if  there  be 
any),  or,  at  the  discretion  of  the  physician,  den- 
tist, nurse,  or  hospital,  on  both;  and  he  shall  file 
in  the  office  of  the  clerk  of  the  Common  Pleas 
Court  in  the  county  in  which  his  professional, 
nursing,  or  hospital  service  has  been  or  is  being 
rendered,  a copy  of  the  notice  so  served,  au- 
thenticated by  an  affidavit  to  show  that  the  notice 
and  copies  of  it  have  been  served  as  required  by 
this  act.  This  notice  may  be  served  and  recorded 
at  any  time  while  service  is  being  rendered  and 
at  any  time  after  the  discontinuance  of  service  so 
long  as  the  claim  of  the  physician,  dentist,  nurse, 
or  hospital  for  compensation  for  service  is  not 
barred  by  the  statute  of  limitations. 

If  to  the  knowledge  of  the  physician,  dentist, 
nurse,  or  hospital,  the  patient  against  whose 
claim  or  right  of  action  it  is  desired  to  establish  a 
lien  has  instituted  an  action  in  any  court  in  Ohio 
to  enforce  his  claim  against  the  tort  feasor  re- 
sponsible for  his  injury,  or  against  any  insurer 
by  which  he  was  insured  against  loss  through  in- 
jury due  to  accident  or  accidental  means,  the 
physician,  dentist,  nurse,  or  hospital  may,  in  his 
discretion,  in  lieu  of  or  in  addition  to  serving 
notice  of  his  claim  and  recording  such  notice,  as 
authorized  by  the  preceding  paragraph,  file  a 
notice  of  his  claim,  duly  authenticated  under  oath, 
in  the  court  in  which  such  action  is  pending;  and 
the  filing  of  the  notice  of  such  claim  shall  be  notice 
thereof  to  all  parties  to  the  action,  without  the 


serving  of  further  notice  or  the  recording  of  the 
copy  of  any  notice  in  the  office  of  the  clerk  of 
the  Common  Pleas  Court. 

(2)  The  notice  required  by  this  section  shall 
show,  so  far  as  is  known  to  the  physician,  dentist, 
nurse,  or  hospital  on  whose  behalf  it  is  filed  or 
served, 

(a)  the  name  and  address  of  the  tort  feasor 
and,  if  a lien  is  claimed  against  an  insurer,  then 
the  name  and  address  of  that  insurer; 

(b)  the  name  of  the  patient,  his  usual  address, 
and  his  whereabouts  when  the  notice  is  served,  if 
elsewhere  than  at  his  usual  address; 

(c)  the  name  and  address  of  the  person  claim- 
ing the  lien,  and  whether  he  claims  as  a physician, 
dentist,  nurse,  or  hospital; 

(d)  the  time  when,  place  where,  and  circum- 
stances under  which  the  injury  occurred,  and  the 
nature  of  the  injury;  and 

(e)  if  the  service  of  the  physician,  dentist, 
nurse,  or  hospital  has  been  completed,  the  amount 
for  which  his  lien  is  claimed. 

The  notice  shall  be  supported  by  an  affidavit  by 
the  physician,  dentist,  nurse,  or  hospital,  showing 
that  the  facts  stated  of  affiant’s  own  knowledge 
are  true  and  that  the  facts  stated  on  information 
and  belief,  he  believes  to  be  true. 

If  the  professional,  nursing,  or  hospital  service 
on  which  the  claim  of  lien  is  based  has  not  been 
completed  when  the  notice  of  the  claim  of  lien  is 
served  and  the  amount  for  which  a lien  is  claimed 
is  not  stated  in  the  notice,  then  the  physician, 
dentist,  nurse,  or  hospital  on  whose  behalf  the 
notice  has  been  served  shall,  within  10  days  after 
the  termination  of  his  service,  serve  a supple- 
mentary notice  on  each  person  previously  noti- 
fied, and  file  a notice  in  the  court  in  which  the 
previous  notice  was  filed,  showing  the  amount 
claimed  under  the  lien. 

(3)  Any  notice  required  by  this  act  to  be 
served  shall  be  deemed  to  have  been  served 

(a)  if  delivered  to  the  person  on  whom  it  is  to 
be  served,  or  left  at  his  usual  place  of  business  or 
residence  with  some  person  of  mature  years  em- 
ployed or  dwelling  there;  or 

(b)  if  delivered  by  registered  mail  at  the  last 
known  address  of  the  person  to  be  notified,  either 
within  or  without  the  State  of  Ohio,  as  shown  by 
the  receipt  returned  by  the  Postoffice  Department 
and  by  an  affidavit  by  an  affiant  having  personal 
knowledge  of  the  facts,  showing  that  the  notice 
herein  required  to  be  served  was  enclosed  in  the 
letter  for  which  the  receipt  was  returned,  when 
that  letter  was  deposited  in  the  mail. 

(4)  The  fact  that  a physician,  dentist,  nurse, 
or  hospital  has  filed  a notice  of  the  lien  as  au- 
thorized by  this  act  shall  not  prevent  his  filing- 
amendatory  or  supplementary  notices  of  liens 
subsequently;  but  every  amendatory  and  sup- 
plementary notice  shall  be  served  and  filed  in  the 
same  manner  as  the  original  notice. 

Section  4.  If  a patient  has  instituted  an  action 
in  any  court  in  Ohio  to  enforce  his  claim  against 
the  tort  feasor  through  whose  fault  or  neglect  he 
was  injured,  or  against  any  insurer  by  which  he 
was  insured  against  loss  through  accident  or  ac- 
cidental means,  and  a physician,  dentist,  nurse, 
or  hospital  has  filed  in  the  court  in  which  the 
action  is  pending  a notice  of  his  claim  of  lien, 
as  authorized  by  this  act,  the  court  before  which 
the  action  is  pending  shall  have  jurisdiction  with 
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respect  to  that  claim  of  lien  and  shall  embody  in 
its  judgment  such  an  award  with  respect  thereto 
as  the  evidence  warrants. 

Section  5.  A tort  feasor  and  an  insurer,  and 
each  of  them,  who  has  been  notified,  as  authorized 
by  this  act,  of  a claim  of  lien  against  any  claim 
or  right  of  action  that  a patient  has  against  such 
tort  feasor  or  insurer  by  reason  of  an  injury 
caused  by  the  fault  or  neglect  of  a tort  feasor, 
shall  not,  within  10  days  after  the  service  of 
such  notice,  nor  at  any  time  after  a copy  of 
that  notice  has  been  recorded  in  the  office  of 
the  clerk  of  the  Common  Pleas  Court  of  the 
county  in  which  the  professional,  nursing,  or 
hospital  service  was  rendered,  pay  to  the  patient, 
either  directly  or  indirectly,  any  money,  or  deliver 
to  him,  either  directly  or  indirectly,  anything  of 
value,  in  settlement  or  part  settlement  of  the 
patient’s  claim  or  right  of  action,  without  hav- 
ing previously 

(a)  paid  to  the  physician,  dentist,  nurse,  or 
hospital  that  gave  notice  of  such  claim  of  lien, 
the  amount  claimed  under  it;  or 

(b)  received  a written  release  of  the  claim  of 
lien  from  the  physician,  dentist,  nurse,  or  hos- 
pital that  gave  notice  of  it,  except  as  otherwise 
authorized  by  this  act. 

A person  who  has  been  notified  of  such  a lien 
may  pay  into  any  court  of  competent  jurisdiction 
the  claim  of  the  physician,  dentist,  nurse,  or  hos- 
pital, against  the  patient,  for  compensation  for 
service  rendered,  the  amount  for  which  a lien  is 
claimed,  or  if  no  amount  is  claimed  in  the  notice 
of  claim  of  lien,  then  he  may  pay  into  such  court 
the  entire  amount  of  the  indebtedness  or  obliga- 
tion claimed  by  the  patient  on  account  of  his  in- 
jury, and  on  doing  so  he  shall  be  discharged  of 
all  obligation  with  respect  to  the  lien  and  of  all 
obligation  to  the  patient  to  the  extent  of  the 
money  so  deposited. 

A tort  feasor  and  an  insurer,  or  either  of  them, 
that  has  been  notified  by  a physician,  dentist, 
nurse,  or  hospital  of  a claim  of  lien  under  this 
act,  and  who,  directly  or  indirectly,  otherwise  than 
as  is  authorized  by  this  act,  pays  to  the  patient 
any  money  or  delivers  to  him  anthing  of  value  as 
a settlement  or  compromise  of  the  patient’s  claim 
arising  out  of  the  injury  done  to  him,  shall 
be  liable  to  such  physician,  dentist,  nurse,  or 
hospital  for  the  money  value  of  the  service  ren- 
dered by  such  physician,  dentist,  nurse,  or  hos- 
pital, in  an  amount  not  in  excess  of  the  amount 
to  which  the  patient  was  entitled  from  the  tort 
feasor  or  insurer  because  of  the  injury. 

If  the  amount  for  which  a tort  feasor  or  an 
insurer  is  liable  to  the  patient  on  account  of  his 
injury  is  not  sufficient  to  pay  in  full  the  claims  of 
all  physicians,  dentists,  nurses,  and  hospitals 
that  rendered  services  in  the  case  and  who  have 
given  notices  of  liens,  each  such  physician,  den- 
tist, nurse,  and  hospital  shall  share  in  the  amount 
payable  to  the  patient,  in  the  proportion  that  his 
claim  bears  to  the  total  amount  claimed  by  all 
other  such  physicians,  dentists,  nurses,  and  hos- 
pitals. 

Section  6.  Any  court  having  jurisdiction  in  an 
action  by  a patient  injured  through  the  fault  or 
neglect  of  another  person,  against  the  person 
whose  fault  or  neglect  caused  the  injury  or  against 
an  insurer  obligated  by  reason  of  that  injury,  and 
if  an  action  has  not  been  begun,  then  any  court 
having  authority  to  entertain  an  action  under  the 
circumstances  stated  above,  if  and  when  an  action 


is  brought,  may,  on  petition  or  other  procedure 
conformable  to  the  rules  of  practice  of  the  court, 
by  the  tort  feasor  or  by  the  insurer  who  has  been 
notified  of  a claim  of  lien  under  the  provisions  of 
this  act,  receive  and  impound  the  amount  claimed 
by  any  physician,  dentist,  nurse,  or  hospital  under 
such  lien,  or  if  no  amount  is  named  in  the  notice 
of  the  claim  of  lien  that  has  been  served,  then  the 
entire  amount  claimed  by  the  patient  from  the 
tort  feasor  or  from  the  insurer,  or  any  less 
amount  that  the  court  deems  sufficient  to  pay  the 
amount  claimed  under  such  claims  of  lien  or 
liens  as  have  been  served. 

The  court  may  on  joint  motion  or  petition  of 
the  patient  and  the  physician  or  physicians,  den- 
tist or  dentists,  nurse  or  nurses,  and  hospital  or 
hospitals  claiming  interests  in  the  money  so  paid 
into  court,  or  on  judgment  by  any  competent 
court,  pay  or  distribute  such  money  in  accordance 
with  that  petition,  motion,  or  judgment  and  pay 
any  remaining  balance  to  the  person  by  whom  the 
money  was  deposited. 

Section  7.  If  at  the  expiration  of  120  days 
immediately  following  the  day  on  which  the  most 
recent  notice,  amendatory  notice,  or  supple- 
mentary notice  of  a claim  of  lien  was  filed  in  the 
office  of  the  clerk  of  the  Common  Pleas  Court,  as 
authorized  by  this  act,  and  if  in  any  event  im- 
mediately on  the  expiration  of  the  period  during 
which  the  physician,  dentist,  nurse,  or  hospital 
can  enter  action  to  enforce  his  claim  against  the 
patient  for  compensation  for  service  rendered 
the  lien  remains  unsatisfied  and  unreleased,  and 
no  suit  by  the  physician,  dentist,  nurse,  or  hos- 
pital by  which  notice  of  such  lien  was  filed,  to 
enforce  that  lien,  is  pending  in  any  court,  the 
lien  shall  be  void  and  of  no  effect. 

Any  patient  against  whose  claim  or  right  of 
action  any  such  void  lien  exists  may  enforce  that 
claim  or  right  of  action  discharged  from  that 
lien,  on  delivering  to  the  tort  feasor  or  insurer 
an  affidavit  showing  that  no  action  is  pending 
against  the  affiant  to  enforce  the  lien  claimed  by 
the  physician,  dentist,  nurse,  or  hospital;  and  on 
filing  a copy  of  that  affidavit  with  the  clerk  of  the 
Common  Pleas  Court  in  whose  office  notice  of  the 
lien  was  originally  filed,  the  clerk  shall  enter  on 
his  docket  and  file  a notation  to  show  that  the  lien 
has  lapsed  and  is  void. 

If  the  amount  claimed  under  any  lien  has  been 
paid  into  court,  as  authorized  by  this  act,  remains 
in  the  custody  of  the  court  after  the  lien  has  be- 
come void,  on  application  by  the  tort  feasor  or  the 
insurer,  by  which  the  money  was  so  paid,  sup- 
ported by  a copy  of  the  record  of  the  Common 
Pleas  Court  showing  that  the  lien  has  lapsed,  the 
court  may  retui'n  the  money  to  the  person  by 
whom  it  was  deposited  and  give  him  judgment 
against  the  lienor  for  interest  on  the  money  dur- 
ing the  time  it  was  on  deposit  and  for  costs  and 
a reasonable  counsel  fee. 

Any  person  who,  in  order  to  obtain  the  release 
of  an  alleged  lapsed  lien,  makes  a false  affidavit 
and  delivers  a copy  of  it  to  any  tort  feasor  or 
insurer,  or  files  a copy  of  any  such  affidavit  in 
the  office  of  the  clerk  of  the  Common  Pleas  Court, 
shall  be  guilty  of  perjury  and  subject  to  the 
penalties  prescribed  for  that  offense. 

If  at  the  expiration  of  the  90  days  period 
named  above,  an  action  is  pending  by  the  physi- 
cian, dentist,  nurse,  or  hospital  to  enforce  a claim 
of  lien  filed  by  him,  the  lien  shall  continue  in 
full  force  and  effect  during  the  pendency  of  that 
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suit,  unless  released  by  the  physician,  dentist, 
nurse,  or  hospital  by  ■whom  the  claim  was  filed. 

Section  8.  A patient  who  has  been  notified  by 
a physician,  dentist,  nurse,  or  hospital  of  a claim 
of  lien  on  any  claim  or  right  of  action  that  the 
patient  has  because  of  the  injury  for  which  ser- 
vice was  rendered,  shall  not  waive  or  release  that 
claim,  or  any  part  of  it,  unless  the  amount  claimed 
by  the  physician,  dentist,  nurse,  or  hospital,  under 
the  lien,  has  been  paid;  or  the  physician,  dentist, 
nurse,  or  hospital  has  in  writing  released  his 
lien. 

Any  waiver  or  release  given  contrary  to  the 
provisions  of  this  act  shall  be  void  and  of  no 
effect. 

Section  9.  When  a lien  has  been  satisfied  or 
waived,  the  physician,  dentist,  nurse,  or  hospital 
that  established  or  waived  it  shall,  on  written  de- 
mand and  at  the  expense  of  the  patient,  or  the 
person  by  whom  the  patient  was  injured,  or  by 
the  insurer  obligated  by  reason  of  such  injury, 
give  a written  release,  duly  acknowledged  before 
a notary  public.  Any  such  physician,  dentist, 
nurse,  or  hospital  that  refuses  or  fails  under  the 
circumstances  stated,  for  a period  of  five  days 
or  more  after  a written  demand  is  made  for  a re- 
lease, to  execute  and  deliver  it,  shall  be  liable  to 
the  demandant  for  any  injury  or  damage  that 
results  from  such  refusal  or  failure,  and  in  any 
event  he  shall  forfeit  to  the  demandant  the  sum 
of  $25  which  may  be  recovered  in  any  action  for 
damages  because  of  such  failure,  or  in  an  action 
of  debt  as  the  circumstances  of  the  case  require. 

Section  10.  A physician,  dentist,  nurse,  or 
hospital  that  has  perfected  a lien  under  the  pro- 
visions of  this  act,  to  secure  the  payment  of  a 
debt  for  service  rendered,  may  enforce  that  lien 
by  any  proper  action  against  the  patient,  the  tort 
feasor,  and  the  insurer,  jointly  or  severally,  in 
any  court  of  competent  jurisdiction;  but  no  such 
action  shall  be  begun  after  action  on  the  debt 
itself  is  barred  by  the  statute  of  limitations. 
The  plaintiff  in  any  such  case  shall  make  any  and 
all  persons  having  interests  in  the  subject  matter 
of  the  action,  of  whose  interests  he  has  knowledge, 
parties  defendant.  Any  person  having  an  interest 
in  the  subject  matter  of  the  action  who  is  not 
made  a party  to  it,  may,  with  the  consent  of  the 
court,  become  a party  in  order  to  protect  his 
interest.  Persons  having  interest  in  the  subject 
matter  of  the  action  include,  within  the  meaning 
of  this  Section,  all  persons  authorized  by  this  act 
to  establish  liens  to  secure  their  interests,  those 
whose  claims  against  the  patient  are  not,  as  well 
as  those  whose  claims  against  the  patient  are,  due 
at  the  time  of  the  commencement  of  the  action. 

Any  two  or  more  persons  having  liens  on  the 
same  claim  or  right  of  action  of  a patient  may 
join  in  bringing  action  setting  forth  their  re- 
spective rights  in  their  pleading.  An  action  to 
which  any  physician,  dentist,  nurse,  or  hospital 
having  a lien  on  the  subject  matter  is  a party, 
shall  not  be  dismissed  without  his  consent. 

Section  11.  All  liens  or  claims  of  liens  that 
accrue  to  any  physician,  dentist,  nurse,  or  hos- 
pital under  this  act  are  assignable.  Proceedings 
to  enforce  assigned  liens  or  claims  of  liens  may 
be  maintained  by  and  in  the  name  of  the  assignee. 
The  assignee  shall  have  as  full  and  complete 
power  to  enforce  the  lien  or  claim  of  lien  assigned 
to  him  as  if  proceedings  to  that  end  were  taken 
under  this  act,  by  and  in  the  name  of  the  assignor. 

Section  12.  Any  person  who,  with  the  con- 


sent of  a patient,  injured  through  the  fault  or 
neglect  of  another  person,  pays  to  a physician, 
dentist,  nurse,  or  hospital,  the  amount  due  for 
service  to  that  patient,  shall  be  subrogated  to 
the  rights  of  the  payee  with  respect  to  the 
establishment  and  enforcement  of  a lien  under 
this  act. 

Section  13.  If  any  person,  because  of  minority, 
mental  defect,  death,  or  other  legal  disability, 
cannot  exercise  any  right  conferred  on  him  by 
this  act  or  discharge  any  duty  imposed  on  him  by 
it,  that  right  may  be  exercised,  and  that  duty 
shall  be  discharged  by  his  father,  mother,  guard- 
ian, executor,  or  administrator,  as  the  circum- 
stances of  the  case  require. 

Section  14.  The  clerk  of  the  Common  Pleas 
Court  in  each  county  shall  maintain  at  the  ex- 
pense of  the  county  a file  designated  and  labeled 
“Medical,  Dental,  Nursing,  and  Hospital  Liens,” 
and  an  appropriate  and  sufficient  book  record  and 
index  of  such  liens,  properly  labeled.  He  shall 
make  a record  in  said  book  of  notices  of  liens 
filed  in  the  order  in  which  they  are  filed,  noting 
therein  the  names  and  addresses  of  patients;  of 
physicians,  dentists,  nurses,  hospitals,  and  other 
persons  on  whose  behalf  a notice  of  lien  has  been 
filed;  and  of  tort  feasors  and  insurers. 

On  the  presentation  of  a release  of  any  lien, 
the  clerk  of  the  Common  Pleas  Court  of  the 
county  in  which  said  lien  is  filed  and  recorded 
shall  note  on  the  file  and  in  the  record  the  date 
when  such  release  was  filed,  and  he  shall  note  on 
the  release  the  fact  that  it  has  been  so  recorded. 
A release  so  noted  and  the  record  in  the  office  of 
the  clerk  of  the  Common  Pleas  Court  shall  either 
of  them  be  prima  facie  evidence  of  the  release  of 
the  lien. 

The  clerk  of  the  Common  Pleas  Court  shall  be 
entitled  to  collect  not  more  than  25  cents  for  the 
filing,  recording,  and  indexing  of  each  lien,  and 
not  more  than  25  cents  for  the  filing  of  the  release 
of  any  lien  and  noting  on  the  record  and  on  the 
release  the  fact  that  the  release  has  been  so 
filed. 

Section  15.  If  any  provision  of  this  act,  or 
the  application  of  any  provision  of  it  to  any  per- 
son or  circumstances,  is  held  to  be  invalid  such 
invalidity  shall  not  affect  other  provisions  or 
applications  of  the  act  that  can  be  given  effect 
without  the  invalid  provision  or  application,  and 
to  this  end  the  provisions  of  this  act  are  declared 
to  be  severable. 

Section  16.  This  act  may  be  cited  as  the 
“Medical,  Dental,  Nursing,  and  Hospital  Lien 
Act”. 


McDowell  Home  To  Be  Shrine 

The  McDowell  Memorial  Committee  of  the 
Kentucky  State  Medical  Association  has  pur- 
chased the  Ephraim  McDowell  home  at  Danville, 
Kentucky,  in  which  the  first  ovariotomy  was 
performed  on  Christmas  Day,  1809.  Seyeral  hun- 
dred physicians  from  every  section  of  the  United 
States  have  contributed  to  the  fund  for  the  pur- 
chase of  the  home,  and  a W.P.A.  grant  has  been 
secured  for  the  restoration  of  the  property  as 
a national  shrine.  Donations  to  the  fund  should 
be  sent  to  the  Kentucky  Medical  Association 
McDowell,  Memorial  Fund,  532  West  Main  St., 
Louisville,  Ky. 
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All  unsigned  reviews  are  from  the  pen  of  the  Editor. 


Puerperal  Gynecology.  By  J.  L.  Bubis,  M.D., 
Cleveland.  William  Wood  and  Company,  Balti- 
more, $4.50.  199  pp.  81  illustrations. 

The  Readers  Digest  influence  has  penetrated  the 
field  of  medical  books.  Here  is  a volume  of  prac- 
tical information  small  enough  to  hold  in  the 
hand  for  reading  or  to  tuck  in  the  pocket.  It  is 
not  only  short  but  quite  readable  with  numerous 
references  to  original  articles  and  with  the 
references  at  the  foot  of  each  page  where  they 
belong  instead  of  the  end  of  the  chapter. 

The  scope  of  the  book  is  much  wider  than  the 
title  indicates.  The  problems  of  gynecological 
complications  of  pregnancy  are  dealt  with  and 
many  questions  that  trouble  the  practitioner  are 
answered.  Such  questions  are  dealt  with  as  how 
much  the  presence  of  pregnancy  interferes  with 
or  modifies  the  treatment  of  these  conditions. 

There  is  a useful  chapter  on  analgesia  in  labor 
that  is  a compendium  of  the  different  methods 
including  detailed  instructions  for  special  anes- 
thesia. 

Another  chapter  gives  practical  and  detailed 
instructions  for  after-care  in  both  simple  and 
complicated  cases. 

The  most  notable  shortcoming  of  the  book  is 
the  failure  to  give  detailed  consideration  to  the 
immediate  and  delayed  repair  of  third  degree 
lacerations. 

Dr.  Bubis  warms  to  the  subject  of  immediate 
gynoplastic  repair  with  all  of  the  enthusiasm 
that  has  for  a long  time  marked  his  successful 
pioneering  in  this  field.  He  is  at  all  times  pre- 
pared to  defend  his  stand  with  logic  and  tables  of 
results  but  among  enlightened  accoucheurs  this 
is  no  longer  necessary.  Today,  I believe  prac- 
tically every  one  is  in  accord  with  the  position 
Dr.  Bubis  has  advocated  for  almost  two  decades. 
— Charles  W.  Pavey,  M.D. 

Harmonious  Development  of  Women’s  Bodies. 
By  Alice  Bloch,  directress  of  the  Orthopedic 
Gymnastic  Institute.  Translated  from  the 
Sixth  German  edition  by  Mathias  H.  Macherey, 
assistant  supervisor  of  physical  education  in 
Newark,  New  Jersey.  119  pages;  $3.00. 
Emerson  Books,  Inc.,  New  York,  1936. 

The  150  pictures  in  this  book  by  Will  Ballard, 
W.  Tank,  and  others,  taken  in  the  nude  are  works 
of  art  and  show  clearly  the  various  muscle  groups 
involved  in  the  exercises  being  described.  It  is  an 
excellent  guide  and  reference  handbook  of  ex- 
ercises especially  suited  for  girls  and  women.  For 
women  who  need  to  take  exercises  and  who  must 
do  them  at  home  it  gives  most  excellent  instruc- 
tions. 


Exophthalmic  Goiter  and  Its  Medical  Treatment, 
by  Israel  Bram,  M.D.,  medical  director  of  The 
Braum  Institute.  $6.00.  Pp.  456.  C.  V.  Mosby 
Co.,  St.  Louis,  1936. 

This  useful  volume  may  be  read  with  benefit 
by  those  who  are  genuinely  interested  in  search- 
ing- for  the  true  nature  of  this  baffling  disease; 
and  with  real  profit  by  those  who  are  called  upon 
to  manage  it.  Since  the  original  edition  of  Ex- 
ophthalmic Goiter  and  its  Nonsurgical  Treatment 
appeared  about  sixteen  years  ago,  this  repre- 
sents seasoned  and  experienced  work  with  a con- 
sequent maturity  of  opinion.  This,  however,  is  a 
new  book,  as  the  inclusion  of  a number  of  more 
recent,  digested,  scientific  references  will  show. 

During  the  past  decade  the  three  evolving 
trends  of  the  treatment  of  exophthalmic  goiter 
became  rather  clearly  delineated.  Medical,  radio- 
logic  and  surgical  proponents  each  claimed 
superior  end  results.  The  real  need  was  for  more 
light  concerning  the  pathologic  physiology  which 
was  being  treated. 

This  work  presents  a frank  if  somewhat  par- 
tisan appraisal  of  the  modern  medical  manage- 
ment of  exophthalmic  goiter.  Psychotherapy  is 
given  a prominent  position.  Nevertheless,  so  far 
as  preventive  therapy  is  concerned  an  even 
stronger  position  might  have  been  taken.  More 
recent  studies  from  Lunterian  laboratories  have 
outlined  even  more  clearly  the  iodine  deficiency 
factor  of  the  Graves’  syndrome. 

“During  the  course  of  treatment  these  patients 
must  be  trained  to  face  the  struggle  for  existence 
with  the  confidence  and  imperturbability  so  es- 
sential to  self-preservation.”  This  is  manifestly 
applicable  to  those  treated  by  surgical  or  radio- 
logic  measures.  Too,  it  is  good  sound  philosophy 
in  any  system  of  therapeutics. 

Altogether  the  book  may  be  genuinely  recom- 
mended to  those  who  are  concerned  with  this 
curious  product  of  modern  civilization. — George 
Curtis,  M.D. 

Why  Keep  Them  Alive,  by  Paul  DeKruif,  Ph.D. 
$3.00.  Pp.  289.  Harcourt  Brace  and  Co.,  New 
York. 

For  some  months  now  I have  been  depressed 
by  the  facts  set  forth  in  U.  S.  Department  of 
Agriculture’s  Bulletin  No.  296  and  those  splendid 
graphic  charts  prepared  by  the  Goslins  of  the 
facts  set  forth  in  this  government  circular.  In 
all  discussions  of  economics  in  medical  circles,  I 
have  mumbled  something  about  being  too  poor— 
“not  enough  money  to  go  around — can’t  ever  be 
in  a society  dedicated  to  the  gospel  of  scarcity”. 
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No  one  has  understood.  Most  of  the  learned  have 
looked  upon  me  as  “tetched  in  th’  haid”.  Here, 
however,  is  one  who  has  said  clearly  and  dra- 
matically what  I was  mumbling  over  to  my 
superiors.  Paul  DeKruif,  the  master  propa- 
gandist, has  grown  restless  because  the  people 
were  not  saving  themselves  by  the  facts  set  forth 
in  his  famous  books,  “The  Microbe  Hunters”  and 
“The  Hunger  Fighters”.  So  he  investigated  why 
diphtheria  was  not  wiped  out,  why  tuberculosis 
persisted,  why  the  pneumonia  death  rate  con- 
tinued to  climb  and  rheumatic  heart  disease  in- 
creased, in  spite  of  the  fact  that  the  people  had  at 
hand  enough  knowledge  to  wipe  the  disease  out 
entirely,  especially  from  the  children  of  America. 

In  this  book  we  get  his  report,  told  in  his  own 
forcible  fashion.  Everyone  who  is  interested  in 
keeping  little  children  alive  and  in  helping  them 
to  grow  to  sturdy  manhood  and  womanhood  should 
read  here  the  story  of  “how  the  science,  the 
brains,  the  wits,  the  devotion  of  a miserably  paid 
and  sometimes  unpaid  small  army  of  men  and 
women  can  do  a great  deal  to  guard  a funda- 
mentally teachable  mass  of  humanity  from  the 
extremes  of  the  deadliness  of  their  poverty”.  No 
one  who  gives  away  medical  service;  no  one  who 
promises  health  security  in  a country  that  wor- 
ships scarcity;  no  physician  who  undertakes  to 
discuss  medical  economics  apart  from  general 
economics  should  miss  reading  DeKruif’s  bril- 
liant job  of  pamphleteering  and  always  with  it 
should  go  the  following  volume. 

Principles  of  Biochemistry,  by  Albert  P.  Mathews, 
Ph.D.,  Andrew  Carnegie  Professor  of  Bio- 
chemistry, University  of  Cincinnati.  William 
Wood  and  Company,  Batlimore.  1936.  Price, 
$4.50. 

This  is  not  a revision  of  the  author’s  well 
known  Textbook  of  Physiological  Chemistry 
which  has  already  passed  through  five  editions. 
The  newer  book  is  one  that  has  grown  out  of  Pro- 
fessor Mathew’s  forty  years  experience  in  teach- 
ing medical  students.  Because  biochemistry  pre- 
sents peculiar  difficulties  to  the  medical  student  in 
that  he  cannot  see  the  object  of  his  study  as  is  the 
case  with  gross  anatomy  and  histology  (the  other 
two  freshman  subjects)  the  author  has  tried  to 
correlate  numerous  facts  so  that  they  will  appear 
as  making  a part  of  a great  science  which  reveals 
the  finer  structure  and  coordinated  chemistry  of 
the  human  body.  This  has  been  accomplished  in 
part  by  changing  the  arrangement  of  the  subject 
matter  presented.  In  his  standard  text  Professor 
Mathews  discusses  the  chemistry  of  the  carbohy- 
drates, fats  and  proteins  and  later  in  the  book 
has  a section  on  metabolism.  In  the  new  text  the 
metabolism  of  the  carbohydrates  follows  immedi- 
ately after  a discussion  of  their  chemistry.  Like- 
wise diseases,  enzymes  and  hormones  related  to 
carbohydrates  are  included  in  the  same  section. 


In  a similar  manner  the  chemistry  and  metabolism 
of  the  fats  and  proteins  are  treated. 

To  conform  with  chemical  nomenclature  the 
terms  glucide  (carbohydrates)  and  lipids  (fats) 
are  used  in  the  text.  Since  the  text  is  not  to  be 
used  as  a laboratory  manual  as  well  as  a text  all 
laboratory  exercises  originally  included  in  the 
standard  text  have  been  omitted.  As  the  book  is 
not  to  be  used  as  a reference  text  the  biblio- 
graphies which  follow  each  chapter  in  the  stand- 
ard text  have  also  been  omitted.  It  is  unfor- 
tunate that  there  is  no  section  on  foods  and  their 
composition.  Medical  students  get  little  instruc- 
tion in  dietetics  and  laymen  are  always  interested 
in  matters  of  diet.  The  emphasis  on  the  connec- 
tion between  chemistry  and  disease  cannot  help 
but  stimulate  the  medical  student  and  make  the 
subject  of  chemistry  more  appealing  to  him. 

In  presenting  his  new  text  Professor  Mathews 
has  made  a great  departure  from  the  method 
used  in  the  five  editions  of  his  textbook  of 
Physiological  Chemistry.  A great  deal  can  be 
said  for  each  method  of  presentation  but  medical 
students  and  practitioners  will  favor  the  newer 
manner.  In  bringing  out  this  book  Professor 
Mathews  has  done  a great  service  in  the  interest 
of  chemistry  as  applied  to  medicine. — Clayton  S. 
Smith,  M.D. 

Health  Chats,  by  Logan  Clendening.  $2.50.  Fp. 

390.  McKay,  New  York. 

A reprint  of  the  author’s  syndicated  health 
column  with  which  most  of  us  are  familiar.  The 
suggestion  is  made  that  the  physician  who  will 
read  this  book  for  the  purpose  of  acquainting 
himself  with  the  manner  of  telling  will  profit  by 
his  increased  capacity  to  serve  his  practice.  The 
author  has  done  a splendid  job  but  nearly  half  the 
world  is  not  impressed  by  the  printed  word.  They 
must  be  told.  Here  comes  in  the  pleasure  and 
duty  of  the  physician  to  teach  the  masses.  This  is 
the  greatest  service  he  can  render  himself,  society, 
and  his  profession.  Clendening  will  show  the 
physician  how  to  do  this. 

Home  Care  of  the  Mental  Patient,  by  Arie  Quer- 

ido,  M.D.  $2.50.  Pp.  93.  Oxford  Press. 

A creditable  attempt  to  convey  in  a handy  lit- 
tle volume,  in  the  simple  language  of  the  man  in 
the  street,  how  to  deal  and,  if  necessary,  to  live 
with  those  who  are  mentally  ill. 

It  Shall  Be  Done  Unto  You,  by  Lucius  Humphrey. 

$2.50.  Pp.  262.  Richard  Smith,  New  York. 

The  author  shows  how  finite  human  intelligence 
may  merge  itself  with  the  infinite  mind  so  as  to 
control  human  destiny,  and  thereby  attain  its 
material  desires.  It  might  be  well  to  suggest  this 
work  to  those  of  your  patients  who  are  tottering 
in  front  of  some  brand  of  mental  quackery  such 
as  that  of  Mrs.  Eddy. 


STATE  MEDICAL  BOARD  ISSUES  LICENSES  TO  49  AND  ELECTS 
OFFICERS  FOR  NEXT  YEAR  AT  MEETING  ON  JANUARY  5 


LICENSES  to  practice  medicine  and  surgery 
in  Ohio  were  granted  49  medical  school 
graduates  by  the  State  Medical  Board  at 
its  meeting  in  Columbus  on  January  5. 

The  board  also  granted  certificates  to  2 osteo- 
paths, 1 chiropractor,  11  mecano-therapists,  1 
cosmetic-therapist,  1 chiropodist  and  7 masseurs. 

The  following  officers  were  elected  by  the  Board 
for  the  ensuing  year:  Dr.  Lee  Humphrey,  Malta, 
president;  Dr.  Floyd  S.  Meek,  Cleveland,  vice- 
president;  Dr.  C.  W.  Waggoner,  Toledo,  treasurer, 
and  Dr.  H.  M.  Platter,  Columbus,  secretary. 

Other  members  of  the  board  are  Dr.  J.  H.  J. 
Upham,  Columbus;  Dr.  John  R.  Shoemaker, 
Cuyahoga  Falls;  Dr.  Roy  C.  Hunter,  Wapakoneta, 
and  Dr.  L.  T.  Franklin,  Chillicothe. 

Professor  S.  E.  Rasor  and  Miss  Clara  F. 
Brouse  were  appointed  entrance  examiner  and 
chief  nurse  examiner,  respectively. 

The  license  of  Dr.  Charles  R.  Buck,  Cincinnati, 
was  suspended  until  July  1,  1938;  that  of  Dr. 
Robert  I.  McPhail,  Arcadia,  for  one  year;  and 
that  of  Dr.  Ralph  B.  Brown,  Belle  Center,  until 
October  1,  1937,  for  violations  of  the  Harrison 
Narcotic  Act. 

The  highest  grade  in  the  December  examina- 
tions was  made  by  George  Alpert,  Apple  Creek, 
graduate  of  the  University  of  Maryland  Medical 
School,  with  an  average  of  89.6  per  cent.  James 
M.  Shaffer,  Dayton,  Northwestern  University 
Medical  School,  was  second  with  87.4  per  cent. 
Third  place  was  taken  by  John  Falk,  Cincinnati, 
University  of  Basel,  Switzerland,  with  a grade 
of  86.5  per  cent. 

Those  granted  medical  and  surgical  licenses 
following  examination  were:  Lucy  0.  Oxley, 

Cincinnati,  University  of  Cincinnati;  Philip  E. 
Benton,  Cincinnati,  Columbia  University;  Wm. 
T.  Vaughan,  Akron,  Georgetown  University; 
Richard  T.  Sauer,  Dayton,  Hahnemann  Medical 
College;  Peter  Lancione,  Bellaire,  Gabriel  E. 
DeCicco,  Youngstown,  Barclay  M.  Brandmiller, 
Youngstown,  Jefferson  Medical  College;  Douglas 
B.  Remsen,  Cincinnati,  Johns  Hopkins  Medical 
College;  Paul  A.  Mankovich,  Cleveland,  Loyola 
University;  Anne  E.  Cannon,  Cleveland,  Otis  J. 
Fronek,  Cleveland,  Chester  S.  Heimlich,  Cleve- 
land, Joseph  A.  Pietrafese,  Cleveland,  New  York 
Medical  College  and  Flower  Hospital;  Orville  J. 
Lighthizer,  Steubenville,  New  York  University; 
Benjamin  J.  Fieldhouse,  Toledo,  Robert  J.  Eng- 
lish, Toledo,  James  M.  Shaffer,  Dayton,  Nicholas 
E.  Williard,  Tiffin,  Northwestern  University; 
Alfred  Cherry,  Akron,  University  of  Buffalo; 
George  Alpert,  Apple  Creek,  University  of  Mary- 


land; Thomas  B.  Keller,  Cleveland,  Richard  F. 
Webb,  Cleveland,  University  of  Pennsylvania; 
William  R.  Liebschner,  Columbus,  University  of 
Rochester;  Mildred  E.  B.  Matousek,  Bedford, 
Katherine  Ver,  Dayton,  Woman’s  Medical  College 
of  P'ennsylvania;  John  Falk,  Cincinnati,  Univer- 
sity of  Basel,  Switzerland;  Leo  Lauter,  Toledo, 
Albertus  University,  Prussia;  Walter  Joseph, 
Columbus,  Friedrich- Wilhelms  University,  Berlin; 
Heinz  Oppenheim,  N.  Royalton,  University  of 
Tubingen,  Tubingen,  Gex-many. 

Those  granted  licenses  through  reciprocity 
were:  Raymond  B.  Benning,  Fort  Recovery, 

Northwestern  University;  Alfred  Breuer,  Cleve- 
land, St.  Louis  University;  Wiley  B.  Craft,  Ports- 
mouth, University  of  Louisville;  William  E. 
Elliott,  Alliance,  Rush  Medical  College;  Paul 
Gageby,  Barberton,  Northwestern  University; 
James  I.  Kendrick,  Jr.,  Cleveland,  University  of 
Texas;  James  Lynch,  Akron,  University  of 
Pennsylvania;  J.  Winford  Mather,  Columbus, 
Rush  Medical  College;  Lad  R.  Mezera,  Cleveland, 
St.  Louis  University;  Joseph  C.  Placak,  Jr.,  Cleve- 
land, Harvard  University;  Maitland  D.  Place, 
Dayton,  State  University  of  Iowa;  David  E.  Rolf, 
Cleveland,  Marquette  Medical  School;  Milton  R. 
Rubin,  Akron,  Temple  University;  Arthur  R. 
Schumacker,  Cleveland,  University  of  Illinois; 
Charles  S.  Turville,  Zanesville,  University  of 
Pennsylvania;  David  T.  Williams,  Newark,  Uni- 
versity of  Maryland;  Isaac  K.  Darby,  Columbus, 
Meharry  Medical  School;  Philip  Jaeger,  Cincin- 
nati, University  of  Vienna;  Raymond  J.  Borer, 
Toledo,  St.  Louis  University,  and  James  J.  Clark, 
Pleasant  City,  University  of  Wisconsin. 


Four  New  Public  Health  Regulations 

At  a meeting  of  the  Ohio  Public  Health  Coun- 
cil, January  8,  the  drafting  of  four  new  regu- 
lations to  be  enforced  by  the  State  Department 
of  Health  was  ordered. 

The  regulations  would  require:  (1)  operators 
of  sewage  disposal  plants  and  water  works  must 
obtain  a license  from  the  state  health  engineer; 
(2)  railroads  shall  install  wash  and  dressing 
rooms  for  employees  at  division  points;  (3)  regu- 
lar inspection  of  swimming  pools;  (4)  bus  lines 
shall  provide  adequate  toilet  facilities  at  regular 
intervals  for  passengers. 


Cleveland — An  anonymous  gift  of  $10,000  to  be 
known  as  the  Willard  C.  Stoner  Fund,  and  to  be 
used  to  support  medical  research  and  graduate 
medical  education,  was  recently  made  at  St. 
Luke’s  Hospital.  The  gift  was  made  in  honor  of 
Dr.  Stoner,  director  of  medicine  at  the  hospital. 
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BUCKEYE  NEWS  NOTES 


Akron — Dr.  Paul  A.  Davis  has  been  appointed 
representative  of  the  Section  on  Preventive  and 
Industrial  Medicine  and  Public  Health  to  the 
Scientific  Exhibit  for  the  88th  Annual  Session  of 
the  American  Medical  Association  to  be  held  at 
Atlantic  City,  June  7-11. 

Akron — Dr.  A.  S.  McCormick  is  now  serving 
his  23rd  year  as  secretary  of  the  Summit  County 
Medical  Society,  and  his  18th  year  as  treasurer. 

Cadiz — The  new  health  commissioner  of  Har- 
rison County  is  Dr.  Herbert  E.  Koepke. 

Canton — Dr.  John  D.  O’Brien  has  been  made  a 
member  of  the  governing  committee  of  the  Na- 
tional Institute  of  Mental  Hygiene. 

Cincinnati — Dr.  A.  R.  Vonderahe  has  been  ap- 
pointed an  associate  examiner  in  neuropathology 
for  the  American  Board  of  Psychiatry  and  Neu- 
rology. 

Cleveland — Dr.  M.  B.  Cohen  recently  addressed 
the  Chicago  Medical  Society  on  “The  Importance 
of  the  Recognition  of  the  Minor  Alleries”. 

Cleveland — A grant  from  the  Committee  on 
Scientific  Research  of  the  American  Medical  Asso- 
ciation to  develop  an  auscultatory  method  of  diag- 
nosing and  following  the  progress  of  bone  frac- 
tures and  other  bone  disorders,  was  recently  made 
to  Dr.  Wilbert  H.  McGaw  of  the  School  of  Medi- 
cine of  Western  Reserve  University. 

Columbus — Dr.  Andre  Crotti  was  recently  elected 
president  of  the  American  Chapter  of  the  Inter- 
national College  of  Surgeons. 

Edon — Williams  County’s  oldest  practicing  phy- 
sician, Dr.  Albert  Hathaway,  recently  celebrated 
his  87th  birthday. 

Fremont — Officers  of  the  staff  of  Memorial 
Hospital  are:  Dr.  C.  I.  Kuntz,  Fremont,  chief; 
Dr.  Allen  Eyestone,  Gibsonburg,  assistant  chief, 
and  Dr.  Cyrus  R.  Wood,  Port  Clinton,  secretary- 
treasurer. 

Ironton — Dr.  H.  S.  Allen  was  recently  reap- 
pointed city  health  commissioner. 

Lebanon — The  Warren  County  Board  of  Health 
recently  appointed  Dr.  Ed  Blair  to  a two-year 
term  as  county  health  commissioner. 

Lima — Dr.  0.  E.  Harvey,  superintendent  of  the 
Lima  Tuberculosis  Hospital,  recently  addressed 
the  Ottawa  Kiwanis  Club. 

Lorain — Officers  of  the  St.  Joseph  Hospital  staff 
for  1937  are:  Dr.  Robert  A.  Stack,  president;  Dr. 
A.  J.  Kirchner,  vice-president,  and  Dr.  M.  E. 
Kishman,  secretary-treasurer. 

Marion — The  necessity  of  the  public  giving  seri- 
ous thought  and  attention  to  the  problem  of  car- 
ing for  persons  afflicted  with  mental  ailments  was 
emphasized  by  Dr.  Carl  W.  Sawyer  at  a recent 
meeting  of  the  Rotary  Club. 


Marysville — Dr.  H.  G.  Southard  was  recently  re- 
appointed health  commissioner  of  Union  County. 

Middletown — A talk  on  “Anesthetics”  was  given 
by  Dr.  Frederick  W.  Brosius  at  a recent  meeting 
of  the  Phalanx  fraternity. 

New  Philadelphia — Dr.  W.  E.  Hudson  has  been 
named  superintendent  of  the  Tuscarawas  County 
Tuberculosis  Sanatorium,  which  is  rapidly  near- 
ing completion. 

Salem — Officers  of  the  Salem  City  Hospital  staff 
are:  Dr.  P.  C.  Hartford,  East  Palestine,  presi- 
dent; Dr.  A.  B.  Hobson,  vice-president;  Dr.  Guy 
E.  Byers,  secretary-treasurer,  and  Dr.  F.  R.  Crow- 
gey,  member  of  the  advisory  committee. 

Sandusky — At  the  annual  staff  meeting  of  the 
Good  Samaritan  Hospital,  the  following  officers 
were  elected  for  1937:  Dr.  Henry  W.  Lehrer, 
president;  Dr.  Wm.  F.  Burger,  vice-president,  and 
Dr.  Charles  J.  Reichenbach,  secretary-treasurer. 

Shaker  Heights — For  the  14th  consecutive  year, 
Dr.  Charles  A.  Bowers  has  been  elected  president 
of  the  Board  of  Education. 

Springfield — Dr.  C.  W.  Evans  was  recently  re- 
elected president  of  the  City  Board  of  Educa- 
tion. 

Sulphur  Grove — Dr.  C.  E.  Shepard  is  president 
of  the  Montgomery  County  Board  of  Health. 

Toledo — A course  for  lawyers  in  the  study  of 
legal  problems  in  medicine  is  to  be  given  at  the 
University  of  Toledo  by  Dr.  Bernhard  Steinberg. 

Troy — Dr.  E.  R.  Hiatt  has  been  reappointed 
health  commissioner  for  Miami  County  and  Troy. 

Wilmington — Dr.  W.  K.  Ruble,  who  has  been 
health  commissioner  of  Clinton  County  for  15 
years,  was  recently  reappointed. 

Wooster — Dr.  J.  J.  Sutter,  Lima,  has  been  ap- 
pointed health  commissioner  of  Wayne  County 
and  the  city  of  Wooster. 

Van  Wert — At  a recent  meeting  of  the  Toast- 
masters Club,  Dr.  H.  E.  Wilkinson  spoke  on  “The 
History  of  Medicine”,  and  Dr.  J.  R.  Jarvis  dis- 
cussed “How  Medicine  Has  Affected  History”. 

Youngstown — The  following  officers  for  1937 
were  elected  at  the  December  meeting  of  the 
staff  of  St.  Elizabeth  Hospital:  Dr.  F.  W.  Mc- 

Namara, chief  of  staff;  Dr.  J.  N.  Nelson,  vice- 
chief; Dr.  Saul  J.  Tamar  kin,  secretary-treasurer; 
Dr.  A.  M.  Rosenblum,  chief  of  medicine,  and  Dr. 
J.  M.  Ranz,  chief  of  surgery. 

Zanesville — Under  the  terms  of  the  will  of  the 
late  Dr.  William  A.  Melick,  his  medical  library, 
surgical  instruments  and  other  apparatus  were 
bequeathed  to  Bethesda  Hospital. 
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IN  MEMORIAM 


Arthur  T.  Barnum,  M.D.,  Toledo;  Chicago 
Homeopathic  Medical  College,  1890;  aged  70; 
former  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
December  15,  following  a heart  attack.  Dr.  Bar- 
num began  practice  in  Toledo  in  1893,  and  was  an 
active  member  of  the  profession  there  until  his 
retirement  several  years  ago.  He  was  at  one  time 
chief  of  staff  of  Toledo  Hospital.  His  widow  and 
a daughter  survive. 

William  Thomas  Burke,  M.D.,  Toledo;  Univer- 
sity of  Michigan  Medical  School,  1895;  aged  68; 
former  member  of  the  Ohio  State  Medical  Asso- 
ciation and  the  American  Medical  Association; 
died  January  2.  Dr.  Burke  had  practiced  in  To- 
ledo for  40  years,  after  practicing  in  Antrim,  Pa., 
for  two  years.  He  was  a member  of  the  Elks 
Lodge.  Three  brothers  survive. 

Harold  Hixon  Brittingham,  M.D.,  Cleveland; 
Harvard  University  Medical  School,  1920;  aged 
43;  member  of  the  Ohio  State  Medical  Associa- 
tion and  Fellow  of  the  American  Medical  Asso- 
ciation; died  January  6.  Dr.  Brittingham  had 
been  a resident  of  Cleveland  for  15  years.  His 
widow  survives. 

Joseph  H.  Carroll,  M.D.,  Columbus;  Western 
Reserve  University  School  of  Medicine,  1894; 
aged  62;  former  member  of  the  Ohio  State  Medi- 
cal Association  and  the  American  Medical  Asso- 
ciation; died  January  5.  Dr.  Carroll  practiced 
in  Columbus  for  36  years.  He  was  a first  lieu- 
tenant in  the  Medical  Corps  of  the  U.  S.  Army 
during  the  Spanish- American  War.  His  widow, 
two  sons  and  a brother  survive. 

Harrison  Arthur  Coleman,  M.D.,  New  Phila- 
delphia; Western  Reserve  University  School  of 
Medicine,  1910;  aged  51;  member  of  the  Ohio 
State  Medical  Association  and  Fellow  of  the 
American  Medical  Association;  died  January  9. 
Due  to  ill  health  Dr.  Coleman  retired  from  active 
practice  last  May  after  having  been  prominent  in 
civic  and  professional  circles  in  New  Philadelphia 
for  25  years.  He  was  a past  president  of  the 
Tuscarawas  County  Medical  Society,  and  of  the 
Western  Reserve  Medical  Alumni  Association. 
Dr.  Coleman  had  also  served  as  president  of  the 
Chamber  of  Commerce  and  president  of  the  city 
council  in  New  Philadelphia,  and  was  the  first 
president  of  the  local  Kiwanis  Club.  He  was  a 
life  member  of  the  American  Philatelic  Society 
and  a member  of  the  Canton  area  council  of  the 
Boy  Scouts  of  America.  Dr.  Coleman  held  the 
rank  of  lieutenant-colonel  in  the  Medical  Reserve 
Corps  of  the  U.  S.  Army,  and  was  an  officer  in 


the  medical  corps  during  the  World  War.  He 
was  a member  of  the  First  Methodist  Church,  the 
Masonic  Order  and  the  Elks  Lodge.  Surviving 
are  his  widow,  two  sons  and  a daughter. 

Ora  Waldo  Drake,  M.D.,  Grand  Rapids;  Toledo 
Medical  College,  1906;  age  56;  former  member  of 
the  Ohio  State  Medical  Association  and  the  Amer- 
ican Medical  Association;  died  January  1.  Dr. 
Di-ake  first  practiced  medicine  at  La  Carne,  and 
in  1914  moved  to  Grand  Rapids,  where  he  was 
active  until  his  retirement  five  years  ago  because 
of  ill  health.  He  was  a former  member  of  the 
Board  of  Education.  His  fraternal  affiliations 
were  the  Masonic  and  Odd  Fellows  Lodges.  Sur- 
viving are  his  widow,  two  sons  and  two  daughters. 

Harry  Hubbard,  M.D.,  Tiltonville;  College  of 
Physicians  and  Surgeons,  Baltimore,  Md.,  1899; 
aged  64;  died  December  11.  Dr.  Hubbard  origin- 
ally practiced  in  Wheeling,  W.  Va.  During  1911-12 
he  was  a member  of  the  West  Virginia  legis- 
lature. In  1923,  he  located  at  Tiltonsville,  and  con- 
tinued in  practice  there  until  his  death.  Dr.  Hub- 
bard was  active  in  Democratic  politics,  and  was  a 
member  of  the  Northwest  Territory  Sesquicenten- 
nial  Commission.  Surviving  are  his  widow,  one 
daughter,  two  sisters  and  two  brothers. 

, Charles  Ross  Johnson,  M.D.,  Cambridge;  Star- 
ling Medical  College,  Columbus,  1898;  aged  61; 
member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  December  25.  After  practicing  for  four 
years  in  Londonderry,  Dr.  Johnson  established 
offices  in  Cambridge,  where  he  had  been  in  active 
practice  for  35  years.  He  was  president  of  the 
Guernsey  County  Medical  Society  in  1936.  During 
the  World  War  he  was  an  officer  in  the  Medical 
Corps  of  the  U.  S.  Army,  stationed  at  Camp 
Meade,  Md.  Dr.  Johnson  was  a member  of  the 
Methodist  Church,  the  Masonic  Order  and  the 
American  Legion.  His  widow,  a sister  and  two 
brothers  survive. 

Foster  D.  Kiser,  M.D.,  Tippecanoe  City;  Ohio 
State  University  College  of  Medicine,  1910;  aged 
50;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
December  20,  following  a heart  attack.  Dr.  Kiser 
located  in  Tippecanoe  City  in  1914,  after  having 
practiced  in  Casstown  for  three  years.  He  was 
prominent  in  the  medical,  civic  and  fraternal 
affairs  of  the  city.  Dr.  Kiser  was  a former 
president  of  the  Miami  County  Medical  Society. 
He  was  a member  of  the  Masonic  Order,  and  the 
Rotary  Club.  Surviving  are  his  widow;  two  sons, 
one  of  whom  is  Dr.  Maynard  C.  Kiser,  Tippecanoe 
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City;  and  two  brothers,  including  Dr.  I.  C.  Kiser, 
Piqua. 

Guy  Boyd  Maxwell,  M.D.,  Canton;  Chicago  Col- 
lege of  Medicine  and  Surgery,  1911;  aged  50; 
member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  December  22,  at  Brownsville,  Texas,  where 
he  had  gone  several  months  ago  because  of  ill 
health.  Dr.  Maxwell  first  practiced  in  Fredericks- 
burg, and  later  located  in  Canton,  where  he  prac- 
ticed 12  years.  He  was  a member  of  the  Masonic 
Order  and  the  Presbyterian  Church.  His  widow, 
a daughter,  a son,  a sister  and  a brother  survive. 

Mary  Carswell  McClellan,  M.D.,  Lexington,  Ky.; 
Woman’s  Medical  College  of  Philadelphia,  1907; 
aged  63;  died  December  22.  Dr.  McClellan  re- 
tired from  practice  several  years  ago  because  of 
ill  health.  She  had  practiced  at  Lexington,  Ky., 
Lake  Forrest,  111.,  and  at  the  Hamilton  County 
Hospital  for  Tuberculosis,  Cincinnati.  Three  sis- 
ters survive. 

George  E.  Miller,  M.D.,  Fayetteville,  Georgia; 
Pulte  Medical  College  (Homeopathic),  Cincinnati, 
1885;  aged  84;  died  December  5.  Dr.  Miller  was 
a former  resident  of  Mercer  County,  Ohio.  He  had 
practiced  medicine  in  Ohio  for  20  years,  and  in 
Fayetteville,  Georgia,  for  the  past  30  years.  A 
daughter  and  a brother  survive. 

Melville  F.  Miller,  M.D.,  Wadsworth;  Western 
Reserve  University  School  of  Medicine,  1892; 
aged  71;  member  of  the  Ohio  State  Medical  As- 
sociation and  Fellow  of  the  American  Medical 
Association;  died  December  19.  Dr.  Miller  was 
the  dean  of  the  Wadsworth  medical  profession, 
having  been  in  practice  there  for  45  years.  He 
was  prominent  in  the  establishment  and  progress 
of  the  Wadsworth  Municipal  Hospital.  Sur- 
viving are  his  widow  and  three  daughters. 

Virgil  Owen  Moore,  M.D.,  Toledo;  Starling 
Medical  College,  Columbus,  1898;  age  67;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died 
January  12.  Dr.  Moore  practiced  in  Toledo  for 
38  years,  and  was  a member  of  the  staff  of 
Robinwood  Hospital  since  its  founding.  He  was 
prominent  in  the  Masonic  Order  and  a member 
of  the  Methodist  Church.  His  widow  and  a son 
survive. 

Lida  Atwood  Morse,  M.D.,  Chardon;  aged  87; 
died  November  12.  Dr.  Morse  practiced  in  Char- 
don for  33  years,  and  prior  to  that  time  had  prac- 
ticed for  several  years  with  her  husband,  the  late 
Dr.  E.  L.  Morse,  at  Ashtabula.  Her  father,  Dr.  J. 
W.  Atwood,  also  was  a physician. 

William  F.  Reilly,  M.D.,  Cincinnati;  South- 
western Homeopathic  Medical  College  and  Hos- 
pital, Louisville,  Ky.,  1895;  aged  81;  died  January 
6.  Dr.  Reilly  practiced  in  Covington  and  Cincin- 


nati for  30  years.  He  was  a member  of  the 
Knights  of  Columbus. 

Thomas  W.  Treharne,  M.D.,  Zimmercan;  Wayne 
University  College  of  Medicine,  Detroit,  1892; 
aged  73;  former  member  of  the  Ohio  State  Medi- 
cal Association  and  the  American  Medical  Asso- 
ciation; died  December  26.  Dr.  Treharne  had 
practiced  in  Dayton  for  four  years,  and  in  Zim- 
merman for  40  years,  retiring  three  years  ago 
because  of  ill  health.  He  was  a past  president 
of  the  Greene  County  Medical  Society,  and  served 
for  years  on  the  Greene  County  Pension  Board. 
Dr.  Treharne  was  one  of  the  first  physicians  in 
the  Dayton  community  to  make  his  calls  by  auto- 
mobile. He  was  a member  of  the  K.  of  P.  Lodge. 
Surviving  are  his  widow,  a daughter,  two  sons, 
two  sisters  and  two  brothers. 

Clayton  Ausburn  Tribett,  M.D.,  Westboro; 
Miami  Medical  College,  Cincinnati,  1886;  aged 
83;  member  of  the  Ohio  State  Medical  Associa- 
tion and  Fellow  of  the  American  Medical  Asso- 
ciation; died  January  5.  Dr.  Tribett  had  been  in 
active  practice  in  Westboro  for  50  years.  He  was 
a member  of  the  Methodist  Church.  His  widow 
and  two  brothers  survive. 


Dr.  Bateman  New  Superintendent  of 
Columbus  State  Hospital 

Dr.  J.  Fremont  Bateman,  formerly  of  Cincin- 
nati, was  recently  appointed  superintendent  of 
the  Columbus  State  Hospital,  succeeding  the  late 
Dr.  William  H.  Pritchard. 

The  new  superintendent  has  been  assistant  su- 
perintendent and  clinical  director  of  Longview 
State  Hospital,  Cincinnati.  He  graduated  at  the 
University  of  Cincinnati  College  of  Medicine  in 
1928,  and  is  a member  of  the  Ohio  State  Medical 
Association,  Fellow  of  the  American  Medical  As- 
sociation, member  of  the  American  Psychiatric 
Association,  Central  Neuropsychiatric  Association, 
National  Committee  for  Mental  Hygiene,  and  the 
honorary  medical  and  scientific  societies,  Sigma 
Xi  and  Alpha  Omega  Alpha.  Dr.  Bateman  has 
appeared  many  times  on  the  program  of  the  Sec- 
tion on  Nervous  and  Mental  Diseases  at  Annual 
Meetings  of  the  State  Association.  In  1932  he 
served  as  secretary  and  in  1933  as  chairman  of 
the  section. 

Dr.  Douglas  Goldman,  director  of  Longview 
Hospital’s  pathology  department,  has  been  ap- 
pointed successor  to  Dr.  Bateman.  Dr.  Goldman 
graduated  at  the  University  of  Cincinnati  College 
of  Medicine  in  1929.  He  is  a member  of  the  Ohio 
State  Medical  Association  and  the  American 
Medical  Association. 


Cincinnati — Dr.  Louis  A.  Lurie  was  one  of  the 
speakers  at  a recent  meeting  of  the  Association 
for  Research  in  Nervous  and  Mental  Diseases  at 
Boston,  Mass. 


HEAVY  INCREASE  SHOWN  IN  POLIOMYELITIS  CASES  IN  OHIO 
DURING  1936;  COUNTIES  WITH  HIGHEST  RATE  NAMED 


Statistics  compiled  by  Dr.  Finley  Van  Orsdall, 
chief,  Division  of  Communicable  Diseases,  State 
Department  of  Health,  show  a heavy  increase  in 
cases  of  acute  anterior  poliomyelitis  in  Ohio  dur- 
ing 1936.  (Tables  I and  II). 

Cases  reported  for  the  first  ten  months  of  1936 
total  267,  as  compared  with  85  for  the  same 
period  in  1935  and  89  for  the  entire  year.  Of  the 


267  cases  so  far  reported  in  1936,  175  were  from 
cities  and  92  from  rural  districts. 

The  ten  Ohio  counties  showing  the  highest 
poliomyelitis  case  rate  per  100,000  population  in 
1935,  were:  Ashland,  10.7;  Fulton,  8.5;  Geauga, 
6.4;  Madison,  4.9;  Preble,  4.5;  Highland,  3.9; 
Mercer,  3.9;  Ottawa,  3.9;  Logan,  3.5,  Summit, 
3.2.  The  rate  for  the  state  was  1.25. 


TABLE  I. 

Acute  Anterior  Poliomyelitis  Cases — By  Years  and  by  Months — 1926-1935 


Year 

Jan. 

Feb. 

Mar. 

Apr. 

May 

June 

July 

Aug. 

Sept. 

Oct. 

Nov. 

Dee. 

Total 

1926 

4 

5 

1 

2 

0 

4 

16 

36 

32 

23 

7 

10 

140 

1927 

6 

7 

2 

1 

0 

2 

30 

271 

426 

272 

121 

30 

1168 

1928 

14 

10 

10 

5 

9 

4 

24 

72 

69 

44 

24 

6 

291 

1929 

4 

1 

5 

10 

3 

5 

6 

36 

33 

40 

26 

12 

180 

1930 

6 

5 

4 

2 

6 

8 

26 

100 

305 

317 

111 

30 

920 

1931 

15 

21 

6 

2 

5 

8 

5 

42 

52 

39 

20 

12 

227 

1932 

2 

2 

2 

1 

2 

5 

3 

2 

4 

6 

4 

2 

S4 

1933 

3 

0 

3 

6 

5 

6 

18 

84 

128 

80 

16 

9 

368 

1934 

5 

1 

9 

2 

5 

4 

18 

68 

84 

64 

17 

9 

286 

1935 

5 

5 

3 

1 

1 

5 

7 

27 

21 

10 

3 

1 

89 

Total 

64 

57 

45 

32 

36 

61 

153 

737 

1154 

894 

349 

121 

3693 

1936 

2 

2 

1 

2 

0 

2 

7 

39 

108 

104 

267 

TABLE  II. 


Acute  Anterior  Poliomyelitis  Cases  and  Deaths,  With  Rates  Per  100,000  Pop. — By  Years 

1926—1935 


- 

1926 

1927 

1928 

1929 

1930 

1931 

1932 

1933 

1934 

1935 

Gases 

140 

1,170 

291 

180 

920 

227 

81 

358 

289 

89 

Rate 

2.2 

17.9 

4.4 

2.7 

13.7 

3.4 

1.2 

5.2 

4.1  1.3 

Deaths 

44 

166 

71 

41 

112 

52 

29 

52 

40 

33 

Rate 

.68 

2.54 

1.07 

.60 

1.68 

.77 

.42 

.75 

.57 

.46 

New  Offices  Opened  by  Physicians 

Physicians  who  have  recently  established  new 
locations  in  Ohio  include  the  following:  Dr.  Paul 
Z.  King,  Bedford;  Dr.  Albert  Borreson,  Washing- 
ton C.  H.;  Dr.  John  H.  Mowi'y,  Conneaut;  Dr. 
John  G.  Anderson,  Lynchburg;  Dr.  C.  W.  Mc- 
Guire, Elyria;  Dr.  Henry  T.  Stiles,  Cleveland; 
Dr.  M.  R.  Wedemeyer,  Oak  Hill;  Dr.  A.  K.  Buell, 
Wellston;  Dr.  William  Sharp,  Nelsonville,  and 
Dr.  Harmar  H.  McConkey,  Canton. 


Columbus — Officers  of  the  staff  of  White  Cross 
Hospital  for  1937  are:  Dr.  Rush  Robinson,  chair- 
man; Dr.  M.  E.  Reeder,  vice  chairman,  and  Dr. 
L.  A.  Lenahan,  secretary. 


Sales  Tax  Total  56  Millions  in  1936 

A recent  report  of  the  state  treasurer  revealed 
that  the  sale  of  prepaid  sales  tax  receipts  yielded 
$56,660,535  during  1936.  During  the  11  months 
and  four  days  the  three  per  cent  levy  was  effec- 
tive in  1935,  the  state  obtained  $46,370,841  in 
revenues.  Revenues,  after  deduction  of  adminis- 
trative costs,  are  used  to  finance  schools,  political 
subdivisions  and  relief. 


Akron — Staff  officers  of  Children’s  Hospital  for 
1937  are:  Dr.  C.  C.  Pinkerton,  chief;  Dr.  J.  G. 
Kramer,  vice-chief,  and  Dr.  A.  S.  McCormick, 
secretary,  (19th  term).  Dr.  W.  A.  Hoyt  has  been 
named  chief  of  staff  at  St.  Thomas  Hospital,  and 
Dr.  H.  H.  Musser,  vice-chief. 
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Health  Conditions  Continue  Favorable, 
Annual  Report  of  Surgeon  General  of 
U.  S.  Public  Health  Service  Shows 

Health  conditions  in  the  United  States  have 
not  only  been  good  during  the  past  five  years, 
but  continue  favorable,  according  to  Surgeon 
General  Thomas  Parran  of  the  United  States 
Public  Health  Service  in  his  annual  report  to 
Congress  for  the  fiscal  year  ended  June  30,  1936. 
The  average  general  death  rate  from  1931  to 
1935,  inclusive,  was  10.9  per  1,000  population, 
the  lowest  rate  recorded  in  the  United  States  for 
any  five-year  period.  The  rate  for  1935  was  10.8 
per  1,000. 

New  low  death  rates  were  recorded  for  both 
typhoid  fever  and  diphtheria  in  1935,  being  2.8 
and  3.0  respectively  per  100,000  population,  as 
compared  with  3.3  and  3.4  in  1934,  and  35.9  and 
43.3  in  1900.  The  tuberculosis  rate,  maintaining 
its  downward  trend  of  recent  years,  was  54.3  as 
compared  with  56.1  in  1934. 

Reports  from  24  states  gave  an  infant  mortality 
rate  of  52  deaths  under  one  year  per  1,000  live 
births  for  the  calendar  year  1935 — the  lowest  in- 
fant mortality  rate  ever  recorded  in  these  states. 
There  was  no  significant  decline  in  maternal  mor- 
tality. The  rate  was  5.3  deaths  of  mothers  per 

1.000  live  births.  The  average  for  the  five  years, 
1931  to  1935,  was  5.7. 

Neither  cholera  nor  yellow  fever  appeared  in 
the  United  States  during  1935,  although  there 
were  three  cases  of  plague,  from  Western  States. 

A total  of  10,839  cases  of  poliomyelitis  was  re- 
ported during  the  year,  as  compared  with  7,517 
cases  in  1934,  and  an  average  of  8,249  cases  for 
the  five  years  ended  with  1934.  The  death  rate 
was  .8  per  100,000  population,  compared  with  .7 
in  1934. 

Reported  cases  of  smallpox  during  1936 
totalled  7,927,  as  compared  with  5,337  in  1934. 

In  order  to  prevent  the  importation  of  disease 
through  commerce,  the  U.  S.  Public  Health  Service 
keeps  currently  informed  of  the  occurrence  of 
dangerous  infectious  diseases  in  foreign  coun- 
tries, and  is  on  constant  guard  for  disease  that 
may  be  brought  by  vessels  and  airplanes.  To 
illustrate  this  constant  danger,  the  Surgeon  Gen- 
eral states  in  his  report  that  during  1935  nearly 

350.000  cases  of  cholera  were  reported  in  foreign 
countries,  42,000  deaths  from  plague,  87,000  cases 
of  typhus  fever,  and  that  yellow  fever  has  been 
reported  in  South  America  and  Africa.  During 
the  year  quarantine  officers  inspected  nearly 

16.000  vessels,  carrying  733,000  passengers  and 

1.182.000  seamen,  and  2,281  airplanes  carrying 
21,898  persons,  1,193  of  the  vessels  were  fumi- 
gated. These  officers  also  examined  824,400  alien 
passengers  and  722,700  alien  seamen  under  the 
immigration  law. 

Dr.  Parran  pointed  out  that  with  the  decrease 


in  many  of  the  communicable  diseases  which 
were  previously  made  the  special  object  of  study 
of  public  health  efforts,  there  has  been  an  in- 
crease in  the  deaths  from  chronic  disease,  such 
as  heart  disease  and  cancer.  The  Public  Health 
Service  is  now  devoting  increasing  attention  to 
the  study  of  these  conditions. 

It  was  stated  in  the  report  that  the  Public 
Health  Service  is  engaged  in  the  analysis  of  the 
enormous  amount  of  data  secured  in  the  health 
inventory  conducted  in  1935  and  1936.  This 
study  included  a survey  of  disabling  illness, 
physical  impairments  and  facilities  for  medical 
care  among  865,000  families  in  90  cities  and  23 
rural  counties. 


Bills  To  Reorganize  County  Government 
To  Be  Presented  to  New  Legislature 

Following  a state-wide  conference  of  repre- 
sentatives of  the  Ohio  County  Home  Rule  As- 
sociation, the  Ohio  Chamber  of  Commerce  and  the 
League  of  Women  Voters,  held  at  Columbus, 
January  6,  four  bills  to  change  the  present  pro- 
cedure in  Ohio’s  county  government  were  recom- 
mended to  the  General  Assembly. 

The  bills  call  for  consolidation  of  all  welfare 
activities  into  a county  welfare  department; 
establishment  of  optional  plans  of  county  govern- 
ment; abolition  of  the  office  of  coroner,  and  pro- 
vision for  the  appointment  of  a medical  examiner 
on  the  county  prosecutor’s  staff,  and  establish- 
ment of  an  optional  program  under  which  counties 
would  have  authority  to  establish  centralized  pur- 
chasing units. 

The  county  welfare  bill  aims  to  consolidate 
in  a single  department  the  principal  relief,  se- 
curity and  welfare  activities  in  each  county,  in 
order  to  reduce  duplication  and  effect  economy 
and  efficiency. 

Activities  included  in  the  proposed  consolida- 
tion are:  Relief  of  needy  in  their  homes;  blind 
relief;  soldiers’  pensions  and  burial;  aid  for  the 
aged;  aid  to  needy  children;  burial  of  the  indi- 
gent; county  homes,  boards  of  county  visitors  and 
county  workhouses. 

The  proposed  legislation  is  similar  to  that  which 
was  introduced  in  the  Ninety-First  General  As- 
sembly in  February,  1935,  but  which  was  not 
enacted.  (See  March,  1935,  issue  The  Journal, 
pages  213-214;  February,  1935,  issue,  pages  138- 
143.) 

None  of  the  proposals  in  its  present  form 
affects  the  present  set  up  for  official  public  health 
activities.  However,  it  is  reported  that  some  of 
the  groups  backing  the  county  reorganization 
program  are  in  favor  of  a provision  which  would 
change  the  present  system  of  public  health  ad- 
ministration, making  it  a function  of  county  gov- 
ernment rather  than  an  independent  activity  as 
provided  for  in  the  Hughes-Griswold  Act. 


ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

BROWN 

Officers  of  the  Brown  County  Medical  Society 
for  1937  are:  Dr.  R.  B.  Hannah,  Georgetown, 

president;  Dr.  George  P.  Tyler,  Jr.,  Ripley,  secre- 
tary-treasurer, and  Dr.  Robert  T.  Prine,  legisla- 
tive committeeman. — George  P.  Tyler,  Jr.,  M.D., 
secretary. 

BUTLER 

At  a meeting  of  the  Butler  County  Medical  So- 
ciety, December  9,  at  the  Middletown  Hospital, 
the  following  officers  were  elected  for  the  ensuing 
year:  Dr.  D.  M.  Blizzard,  Middletown,  president; 
Dr.  Wilmer  E.  Griffith,  Hamilton,  vice-president; 
Dr.  Mildred  White  Gardiner,  Middletown,  secre- 
tary-treasurer; Dr.  C.  J.  Baldridge,  Hamilton, 
legislative  committeeman;  Dr.  H.  M.  Lowell,  Ham- 
ilton, medical  defense  committeeman;  Dr.  C.  T. 
Atkinson,  Middletown,  delegate,  and  Dr.  Earl  Mc- 
Call Morris,  Middletown,  alternate. — H.  F.  Deubel, 
M.D.,  retiring  secretary. 

CLERMONT 

At  a meeting  of  the  Clermont  County  Medical 
Society  at  Bethel,  January  20,  Dr.  Wm.  S.  Keller, 
Cincinnati,  spoke  on  “Trends  in  the  Socialization 
of  Medicine”,  and  Dr.  Harold  S.  Downing,  Cin- 
cinnati, discussed  “Significance  of  Cyanosis  and 
Convulsions  in  the  New  Born”.— J.  M.  Coleman, 
M.D.,  secretary. 

CLINTON 

Dr.  Robert  Conard  presented  a comprehensive 
paper  on  “The  Description  and  Function  of  the 
Liver”,  at  a meeting  of  the  Clinton  County  Medi- 
cal Society,  January  5,  at  the  General  Denver 
Hotel,  Wilmington.  Progress  in  preparations  for 
the  Chest  Clinic  to  be  held  in  April  was  reported 
by  Dr.  W.  K.  Ruble,  county  health  commissioner. 
At  the  suggestion  of  Dr.  Conard,  the  society  de- 
cided that  the  officers  and  board  of  censors  should 
hold  a business  meeting  once  a month  to  discuss 
the  business  matters  of  the  society  and  report 
their  findings  at  the  regular  session,  which  would 
conserve  time  for  more  thorough  discussion  of 
the  scientific  subjects  presented. — Elizabeth 
Shrieves,  M.D.,  corresponding  secretary. 

HAMILTON 

The  following  programs  were  presented  by  The 
Academy  of  Medicine  of  Cincinnati  during  Jan- 
uary: 

January  5 — “The  Physician  and  the  Cancer 
Control  Program”,  by  Dr.  F.  L.  Rector,  field  rep- 
resentative, American  Society  for  the  Control  of 
Cancer.  Discussants — “Surgical  Aspects”,  Dr. 
Wm.  M.  Millar,  Dr.  J.  Louis  Ransohoff  and  Dr.  B. 


N.  Carter;  “Radiologic  Aspects”,  J.  Edward  Mc- 
Carthy; “The  Private  Doctor”,  Dr.  D.  C.  Rivers. 

January  12 — “Some  Theoretical  Considerations 
of  Diabetes  Mellitus”,  by  Dr.  I.  Arthur  Mirsky, 
Institute  for  Medical  Research,  Jewish  Hospital, 
Cincinnati;  Dr.  Glenn  E.  Cullen,  discussant. 
“Some  Practical  Considerations  of  Diabetes  Mel- 
litus”, by  Dr.  Cecil  Striker;  discussants— Dr.  Louis 
G.  Heyn  and  Dr.  Louis  B.  Owens. 

January  19 — “The  Mechanics  of  the  Nose  and 
its  Bearing  on  Treatment”,  by  Dr.  Arthur  W. 
Proetz,  St.  Louis,  Mo. 

January  26 — “The  Medical  Corps  Reserve,  U. 
S.  Army”,  by  Colonel  Robert  D.  Maddox,  acting 
surgeon,  Cincinnati  Military  District.  Case  Re- 
ports—“The  Use  of  Massive  Doses  of  Viosterol  to 
Reduce  the  Bleeding  Time  in  Obstructive  Jaun- 
dice”, by  Dr.  Lloyd  B.  Johnston;  discussants — 
Dr.  M.  M.  Zinninger  and  Dr.  Joseph  N.  Ganim. 
“An  Unusual  Skin  Condition  Associated  with 
Chronic  Arthritis”,  by  Dr.  Hiram  B.  Weiss  and 
Dr.  Sander  Cohen,  with  discussion  by  Dr.  Leon 
Goldman.  “Liver  Deaths  (?)  Unassociated  with 
Biliary  Tract  Operations”,  by  Dr.  Joseph  De 
Courcy,  Dr.  Symmes  Oliver,  discussant. 

HIGHLAND 

The  officers  of  the  Highland  County  Medical 
Society  for  1937  are:  Dr.  J.  C.  Larkin,  president; 
Dr.  J.  D.  McBride,  vice-president;  Dr.  Wilbur  B. 
Roads,  secretary-treasurer;  Dr.  Larkin,  legisla- 
tive committeeman  and  medical  defense  commit- 
teeman; Dr.  H.  W.  Chaney,  delegate,  all  of  Hills- 
boro; and  Dr.  Jos.  H.  Frame,  Highland,  alternate. 
— W.  B.  Roads,  M.D.,  secretary. 

Dr.  W.  H.  Willson,  Greenfield,  discussed  “Pneu- 
monia”, at  a meeting  of  the  society,  January  6, 
at  Hillsboro. — News  clipping. 

WARREN 

The  Warren  County  Medical  Society  has  elected 
the  following  officers  for  1937:  Dr.  Mary  Cook, 
Waynesville,  president;  Dr.  C.  G.  Randall,  Har- 
veysburg,  vice-president;  Dr.  James  H.  Arnold, 
Lebanon,  secretary;  Dr.  A.  D.  Harvey,  Lebanon, 
treasurer;  Dr.  J.  E.  Witham,  Waynesville,  legis- 
lative committeeman;  Dr.  P.  W.  Tetrick,  Mason, 
medical  defense  committeeman;  Dr.  N.  A.  Hamil- 
ton, Franklin,  delegate,  and  Dr.  Leonard  Mounts, 
Morrow,  alternate. — James  H.  Arnold,  M.D.,  sec- 
retary. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

CHAMPAIGN 

The  following  Urbana  physicians  are  the  offi- 
cers of  the  Champaign  County  Medical  Society  for 
1937:  Dr.  R.  T.  Henderson,  president;  Dr.  E.  D. 
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Buhrer,  president-elect;  and  Dr.  F.  R.  Grogan, 
secretary-treasurer. — F.  R.  Grogan,  M.D.,  secre- 
tary. 

CLARK 

“Hernia,  with  Particular  Reference  to  Injec- 
tion Treatment”,  was  the  subject  discussed  by 
Dr.  Frank  A.  Kelly,  Detroit,  Michigan,  at  the 
annual  banquet  of  the  Clark  County  Medical  So- 
ciety, January  13,  at  the  Hotel  Bancroft,  Spring- 
field.  Dr.  John  Srail,  superintendent  of  the  Clark 
County  Tuberculosis  Sanatorium  spoke  on  “The 
Clark  County  Tuberculosis  Sanatorium  and  Its 
Role  in  Our  Community”,  at  a meeting  of  the 
society,  January  28. — Bulletin. 

DARKE 

Officers  of  the  Darke  County  Medical  Society 
for  1937  are:  Dr.  J.  P.  Gibbel,  Gettysburg,  presi- 
dent; Dr.  C.  J.  Mills,  Greenville,  vice-president; 
Dr.  W.  D.  Bishop,  Greenville,  secretary -treasurer; 
Dr.  R.  T.  Poling,  Greenville,  legislative  commit- 
teeman; Dr.  Charles  I.  Stephen,  Ansonia,  delegate, 
and  Dr.  Faul  G.  Lenhert,  Arcanum,  alternate. 

Through  the  courtesy  of  the  Eli  Lilly  Company, 
two  motion  pictures  were  presented  at  a meeting 
of  the  society,  January  15,  at  Greenville.  One 
was  a visualization  of  the  control  of  pertussis 
through  vaccine,  and  the  other,  the  technique  of 
collapse  therapy  in  the  treatment  of  pulmonary 
tuberculosis. — W.  D.  Bishop,  M.D.,  secretary. 

MIAMI 

A joint  meeting  of  the  Miami  and  Shelby 
County  Medical  Societies  was  held  at  the  Favorite 
Hotel,  Piqua,  January  7.  The  speakers  were  Dr. 
Jonathan  Forman,  Columbus,  who  spoke  on 
“Allergy  in  General  Practice”,  and  Charles  S. 
Nelson,  Columbus,  Executive  Secretary  of  the 
Ohio  State  Medical  Association,  who  discussed 
“Medical  Organization  Activities”. — G.  A.  Wood- 
house,  M.D.,  secretary. 

SHELBY 

At  a meeting  of  the  Shelby  County  Medical 
Society,  December  11,  at  the  Wilson  Memorial 
Hospital,  Sidney,  the  following  officers  were 
elected  for  the  ensuing  year:  Dr.  K.  G.  Hawver, 
Jackson  Center,  president;  Dr.  Brent  Welch,  Sid- 
ney, vice-president;  Dr.  R.  W.  Alvis,  Sidney,  sec- 
retary-treasurer; Dr.  V.  W.  LeMaster,  Sidney, 
legislative  committeeman;  Dr.  C.  C.  Hussey,  Sid- 
ney, chairman  medical  economics  committee;  Dr. 
A.  W.  Hobby,  Sidney,  medical  defense  committee- 
man; Dr.  S.  C.  Yinger,  Sidney,  delegate,  and  Dr. 
A.  B.  Gudenkauf,  Sidney,  alternate. 

Following  the  election  of  officers,  Dr.  D.  W. 
Hogue,  Springfield,  Councilor  for  the  Second  Dis- 
trict, spoke  on  the  necessity  of  physicians  taking 
greater  interest  in  the  governmental  affairs  of 
the  state.  Hon.  Paul  T.  Klapp,  Judge  of  the 
Common  Pleas  Court  of  Miami  County,  spoke  on 


“The  Doctor  on  the  Witness  Stand”.  In  his  in- 
teresting and  instructive  address,  he  pointed  out 
some  of  the  rights  and  duties  of  the  physician 
when  appearing  as  a court  witness. — A.  B.  Guden- 
kauf, M.D.,  retiring  secretary. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

HANCOCK 

Dr.  W.  S.  Peck  of  the  University  of  Michigan 
Medical  School  gave  an  interesting  illustrated 
talk  on  “Radiation  Treatment  of  Carcinoma”  at  a 
meeting  of  the  Hancock  County  Medical  Society, 
December  3,  at  Findlay. 

The  society  elected  the  following  officers  for 
1937:  Dr.  R.  E.  McBroom,  McCornb,  president; 
Dr.  T.  A.  Spitler,  Findlay,  vice-president;  Dr.  B. 
F.  Mowry,  Findlay,  secretary;  Dr.  E.  J.  Thomas, 
Findlay,  treasurer;  Dr.  John  M.  Firmin,  Findlay, 
delegate;  Dr.  J.  V.  Hartman,  Findlay,  alternate. 
Dr.  R.  C.  Pennington  was  re-elected  to  the  Board 
of  Censors.  Other  members  of  the  board  are:  Dr. 
D.  J.  King  and  Dr.  T.  A.  Spitler. — R.  S.  Rilling, 
M.D.,  retiring  secretary. 

HARDIN 

Officers  of  the  Hardin  County  Medical  Society 
for  1937,  elected  at  a meeting  of  the  society,  De- 
cember 18,  at  Kenton,  are:  Dr.  J.  F.  Holtzmuller, 
Forest,  president;  Dr.  G.  S.  Wilcox,  Ada,  vice- 
president;  Dr.  John  A.  Mooney,  Kenton,  secre- 
tary-treasurer; Dr.  F.  M.  Elliott,  Ada,  legislative 
committeeman;  Dr.  R.  G.  Schutte,  Kenton,  medi- 
cal defense  committeeman;  Dr.  C.  G.  Jackson, 
Kenton,  delegate,  and  Dr.  Donald  R.  Printz,  Ada, 
alternate. — John  A.  Mooney,  M.D.,  secretary. 

LOGAN 

Dr.  E.  M.  Huston,  President  of  the  Ohio  State 
Medical  Association,  was  guest  speaker  at  a 
well-attended  meeting  of  the  Logan  County 
Medical  Society,  January  8,  at  Bellefontaine.  His 
address  on  the  subject,  “Socialized  and  State 
Medicine”,  was  very  comprehensive  and  instruc- 
tive.— F.  Blair  Webster,  M.D.,  secretary. 

SENECA 

At  a meeting  of  the  Seneca  County  Medical 
Society,  January  21,  at  the  Shawhan  Hotel,  Tiffin, 
Dr.  John  P.  Tucker,  Cleveland,  spoke  on  “De- 
ficiency Diseases  in  Clinical  Practice”. — Edmund 
F.  Ley,  M.D.,  secretary. 

VAN  WERT 

Officers  of  the  Van  Wert  County  Medical  So- 
ciety for  1937  are:  Dr.  L.  N.  Irvin,  Ohio  City, 
president;  Dr.  F.  W.  Dannecker,  Van  Wert,  vice- 
president;  Dr.  C.  A.  Morgan,  Van  Wert,  secre- 
tary-treasurer; Dr.  Chas.  R.  Keyser,  Van  Wert, 
legislative  committeeman;  Dr.  S.  A.  Edwards, 
Van  Wert,  medical  defense  committeeman;  Dr. 
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A.  T.  Rank,  Van  Wert,  delegate,  and  Dr.  J.  R. 
Jarvis,  Van  Wert,  alternate. — C.  A.  Morgan,  M.D., 
secretary. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

LUCAS 

The  following  programs  were  presented  by  the 
Toledo  Academy  of  Medicine  during  January: 

January  8 — Annual  Meeting,  with  reports  and 
election  of  officers. 

January  15 — Section  of  Pathology,  Experi- 
mental Medicine  and  Bacteriology.  “Early  Diag- 
nosis of  Lesions  of  Cervix  (Schiller  Iodine  Test),” 
by  Dr.  Walter  Schiller,  professor  of  gynecological 
pathology,  University  of  Vienna.  This  address 
was  the  closing  lecture  of  a postgraduate  course 
in  gynecological  pathology  presented  by  Dr. 
Schiller  during  the  week  of  January  11  at  the 
Academy  of  Medicine. 

January  22 — Medical  Section.  “Pneumonia  and 
Typed  Pneumonia  Serums”,  by  Dr.  F.  E.  Schmidt, 
Lederle  Laboratories,  New  York  City. 

January  29 — Surgical  Section.  Symposium  on 
Backache,  under  direction  of  Dr.  B.  J.  Hein. 
“Gynecological  Backache”,  by  Dr.  R.  C.  King; 
“Postural  Backache”,  by  Dr.  L.  R.  Carr;  “Neuro- 
logical Backache”,  by  Dr.  Louis  Miller;  “Uro- 
logical Backache”,  by  Dr.  E.  A.  Ockuly;  “Trau- 
matic Backache”,  by  Dr.  Hein;  “Arthritic  Back- 
ache”, by  Dr.  C.  W.  Waggoner,  and  “Anomalies 
of  Spine”,  by  Dr.  A.  L.  Bershon. 

PUTNAM 

Dr.  R.  S.  Rilling,  Findlay,  gave  a talk  and 
demonstration  on  “Fractures”  at  a meeting  of  the 
Putnam  County  Medical  Society,  December  1,  at 
Ottawa. — News  clipping. 

SANDUSKY 

Speakers  at  a meeting  of  the  Sandusky  County 
Medical  Society,  December  17,  at  Fremont,  were 
Dr.  H.  F.  House  and  Dr.  J.  A.  M.  Magoun,  To- 
ledo.— News  clipping. 

WILLIAMS 

Officers  of  the  Williams  County  Medical  Society 
for  1937  are:  Dr.  H.  R.  Mayberry,  Bryan,  presi- 
dent; Dr.  M.  R.  Kittredge,  Bryan,  vice-president; 
Dr.  John  F.  Smith,  Montpelier,  secretary-treas- 
urer; Dr.  F.  E.  Sober,  Bryan,  legislative  commit- 
teeman; Dr.  D.  S.  Burns,  Bryan,  medical  defense 
committeeman,  and  Dr.  H.  W.  Wertz,  Montpelier, 
delegate — E.  R.  Jacka,  M.D. 

WOOD 

The  following  are  the  officers  of  the  Wood 
County  Medical  Society  for  1937:  Dr.  F.  V.  Boyle, 
Bowling  Green,  president;  Dr.  E.  A.  Powell,  North 
Baltimore,  vice-president,  Dr.  R.  N.  Whitehead, 
Bowling  Green,  secretary-treasurer;  Dr.  H.  J. 
Powell,  Bowling  Green,  correspondent  for  The 
Journal;  Dr.  Daniel  R.  Barr,  Grand  Rapids, 


legislative  committeeman;  Dr.  E.  A.  Powell, 
medical  defense  committeeman;  Dr.  Earl  D.  Foltz, 
North  Baltimore,  delegate,  and  Dr.  Paul  F.  Orr, 
Perrysburg,  alternate. — R.  N.  Whitehead,  M.D., 
secretary. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

CUYAHOGA 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cleveland  during  Jan- 
uary: 

January  5 — Clinical  and  Pathological  Section. 
“Cardiac  Asthma  Due  to  Occluding  Thrombus  of 
Left  Auricle”,  by  Dr.  A.  Carlton  Ernstene;  “Duo- 
denal Diverticula”,  by  Dr.  E.  N.  Collins; 
“Adenoma  of  the  Kidney”,  by  Dr.  W.  J.  Engel; 
“Unusual  Case  of  Paraplegia”,  by  Dr.  J.  A.  Dick- 
son; “Case  of  Renal  Rickets”,  by  Dr.  E.  P.  Mc- 
Cullagh. 

January  8 — Experimental  Medicine  Section  and 
Cleveland  Section  of  the  Society  for  Experimental 
Biology  and  Medicine.  “The  Effect  of  Vitamin  A 
Deficient  Diet  upon  the  Resistance  of  the  Rabbit 
to  Shope  Fibroma  Virus”,  by  R.  L.  Thompson, 
D.  Sc.;  “Antitoxin  Titrations  Following  Diph- 
theria Immunization”,  by  Eunice  E.  Bryan,  A.B.; 
“Milk  Consumption  in  Low  Income  Families”,  by 
Huldah  Bancroft,  M.A.;  “Attempts  to  Measure 
Relative  Severity  of  Pertussis  Among  Inoculated 
and  Non-inoculated  Children”,  by  Dr.  Grace  Has- 
kin  and  Dr.  J.  E.  McClelland.  “The  Action  of 
Morphine  on  Chronically  Decorticated  Cats”,  by 
W.  E.  Hambourger,  Ph.D.;  “A  Cinematic  Study  of 
Bronehiolar  Reactions”,  by  Dr.  T.  Sollman  and  A. 
J.  Gilbert,  A.B. 

January  13 — Obstetrical  and  Gynecological  Sec- 
tion. “Utilitarian  Value  of  the  Aschheim-Zon- 
dek  Pregnancy  Test”,  by  James  W.  Mull,  Ph.D.; 
“Prenatal  Care  of  the  Incapacitated”,  by  Dr. 
Theodore  Miller;  “Cause  of  Rupture  of  Graafian 
Follicles”,  by  Dr.  Joseph  T.  Smith. — Bulletin. 

ERIE 

The  annual  meeting  of  the  Erie  County  Medical 
Society  was  held  at  the  Hotel  Rieger,  Sandusky, 
December  10.  All  members  with  the  exception  of 
two,  were  present,  this  being  the  best  turnout  in 
the  history  of  the  society.  Following  dinner  and 
a business  meeting,  the  following  officers  were 
elected  for  the  ensuing  year:  Dr.  Carl  R.  Knoble, 
president;  Dr.  Wm.  F.  Burger,  vice-president,  and 
Dr.  Ross  M.  Knoble,  secretary-treasurer,  all  of 
Sandusky.. — Ross  M.  Knoble,  M.D.,  secretary. 

HURON 

Officers  of  the  Huron  County  Medical  Society 
for  1937  are:  Dr.  G.  F.  Linn,  Norwalk,  president; 
Dr.  C.  B.  Thomas,  Greenwich,  vice-president;  Dr. 
0.  J.  Nicholson,  Norwalk,  secretary-treasurer; 
Dr.  J.  C.  Steiner,  Willard,  legislative  committee- 
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ing General  Surgery,  Traumatic  Sur- 
gery, Abdominal  Surgery,  Gastro- 
Enterology,  Proctology,  Gynecological 
Surgery,  Urological  Surgery,  Thor- 
acic Surgery,  Pathology,  Roentgen- 
ology, Physical  Therapy,  Operative 
Surgery  and  Operative  Gynecology 
on  the  Cadaver. 
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COOK  COUNTY  GRADUATE 

SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course  first  of  every  week  ; In- 
tensive Personal  Courses. 

SURGERY — General  Course  One,  Two,  Three  and  Six 

Months;  T.vo  Weeks  Intensive  Course  Surgical 
Technique  (Operative  Surgery  with  Practice)  ; 
Clinical  Courses. 

GYNECOLOGY — Three  Months  Course ; Intensive  Two 
Weeks  Course  starting  February  15,  1937. 
OBSTETRICS — Informal  Course  ; Special  Courses. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Ten  Day  Intensive 
Course  starting  February  15,  1937. 

EAR,  NOSE  & THROAT — Informal  Course;  Personal 
Courses  ; Intensive  Two  Weeks  Course  starting 
April  19,  1937. 

OPHTHALMOLOGY — Intensive  Two  Weeks  Course 

starting  April  19,  1937 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks ; Special  Courses. 

CYSTOSCOPY — Intensive  Course  every  two  weeks  (at- 
tendance limited). 

GENERAL,  INTENSIVE  and  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 
SURGERY. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 
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man;  Dr.  Linn,  delegate,  and  Dr.  Nicholson,  alter- 
nate.— C.  B.  Thomas,  M.D.,  retiring  secretary. 

LORAIN 

“The  Present  Knowledge  of  the  Gastro-Intes- 
tinal  Tract”,  was  the  subject  discussed  by  Dr. 
Fred  C.  Oldenburg,  Cleveland,  at  a meeting  of  the 
Lorain  County  Medical  Society,  January  12,  at 
Elyria. — L.  H.  Trufant,  M.D.,  secretary 

MEDINA 

Officers  of  the  Medina  County  Medical  Society 
for  1937  are:  Dr.  H.  P.  H.  Robinson,  Medina, 
president;  Dr.  J.  K.  Durling,  Wadsworth,  vice- 
president;  Dr.  H.  T.  Pease,  Wadsworth,  secretary- 
treasurer;  Dr.  R.  L.  Mansell,  Medina,  legislative 
committeeman  and  medical  defense  committee- 
man; Dr.  Frank  C.  Reutter,  Spencer,  delegate; 
and  Dr.  John  L.  Jones,  Medina,  alternate. — H.  T. 
Pease,  M.D.,  secretary. 

TRUMBULL 

The  following  officers  have  been  elected  by  the 
Trumbull  County  Medical  Society  for  1937:  Dr. 
M.  A.  Buck,  Niles,  president;  Dr.  A.  W.  Beale, 
Warren,  vice-president;  Dr.  A.  H.  Seiple,  Warren, 
secretary- treasurer;  Dr.  R.  D.  Herlinger,  Warren, 
legislative  committeeman  and  delegate,  and  Dr. 
John  D.  Knox,  Warren,  alternate. — A.  H.  Seiple, 
M.D.,  secretary. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

At  a meeting  of  the  Ashland  County  Medical 
Society,  January  8,  at  Ashland,  the  evening  was 
devoted  to  discussion  of  economics,  particularly 
the  matter  of  compensation  for  services  to  in- 
digent patients.  Certain  aspects  of  the  subject 
were  explained  by  the  society’s  legal  advisor, 
Howard  Lutz,  Ashland  attorney. — M.  D.  Shilling, 
M.D.,  secretary. 

HOLMES 

Officers  of  the  Holmes  County  Medical  Society 
for  1937  are:  Dr.  Neven  P.  Stauffer,  Killbuck, 
president;  Dr.  A.  J.  Earney,  Millersburg,  secre- 
tary-treasurer; Dr.  Stauffer,  delegate. — A.  J. 
Earney,  M.D.,  secretary. 

MAHONING 

Officers  of  the  Mahoning  County  Medical  So- 
ciety for  1937  are:  Dr.  Paul  J.  Fuzy,  president; 
Dr.  Claude  B.  Norris,  president-elect;  Dr.  Wm. 
M.  Skipp,  vice-president;  Dr.  Robert  B.  Poling, 
secretary;  Dr.  M.  H.  Bachman,  treasurer;  Dr.  W. 
C.  Redd,  correspondent  to  The  Journal;  legisla- 
tive committee,  Dr.  0.  J.  Walker,  chairman;  Dr. 
Clarence  Stefanski,  Dr.  P.  L.  Boyle  and  Dr.  A.  C. 
Montani;  delegates,  Dr.  W.  K.  Stewart  and  Dr. 
0.  J.  Walker;  alternates,  Dr.  Ivan  C.  Smith  and 
Dr.  Gordon  Nelson,  all  of  Youngstown. 

On  January  7,  Dr.  Fuzy,  the  newly  installed 


president  of  the  society,  was  host  to  the  officers 
and  chairman  of  committees  at  a delightful  din- 
ner at  the  Elks  Club.  Plans  for  the  activities  and 
program  of  the  society  for  the  year  were  out- 
lined and  discussed.  It  was  announced  that  the 
annual  postgraduate  day  will  be  held  April  20, 
the  program  to  be  presented  by  a group  of  dis- 
tinguished members  of  the  faculty  of  the  Uni- 
versity of  Michigan  Medical  School.  An  intensive 
effort  will  be  made  to  attract  a large  attendance 
at  this  meeting.  Another  item  of  importance  dis- 
cussed at  the  meeting  was  the  possibility  of  either 
buying  or  building  a home  for  the  society. 

Dr.  W.  W.  G.  Mac  Lachlan,  Pittsburgh,  Pa., 
discussed  “Chemo-Therapeutic  Aspects  of  the 
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Treatment  of  Pneumonia”,  at  a meeting  of  the 
society,  January  16. 

Guest  speaker  at  the  annual  banquet  of  the 
society,  January  19,  was  Ellis  Manning,  of  the  Re- 
search Laboratories,  General  Electric  Company, 
Schnectady,  N.  Y. — Wesley  C.  Redd,  M.D.,  corre- 
spondent for  The  Journal. 

PORTAGE 

Dr.  Bernard  H.  Nichols,  Cleveland,  was  the 
speaker  at  a meeting  of  the  Portage  County 
Medical  Society,  January  7,  at  the  home  of  Dr.  L. 
W.  Prichard,  Ravenna.  Using  lantern  slides,  Dr. 
Nichols  discussed  various  inflammations  of  bones, 
deformities  caused  by  bone  diseases  and  their 
prevention. — E.  J.  Widdecombe,  M.D.,  secretary. 

RICHLAND 

The  following  Mansfield  physicians  are  the  offi- 
cers of  the  Richland  County  Medical  Society  for 
1937:  Dr.  Frank  H.  Maxwell,  president;  Dr.  Hugh 
Winbigler,  vice-president;  Dr.  F.  J.  Heringhaus, 
secretary-treasurer;  Dr.  Charles  R.  Keller,  legis- 
lative committeeman;  Dr.  J.  S.  Hattery,  delegate, 
and  Dr.  D.  A.  Weir,  alternate. — Frank  H.  Max- 
well, M.D.,  retiring  secretary. 

STARK 

Dr.  A.  D.  Frost,  Columbus,  professor  of  oph- 
thalmology, Ohio  State  University  College  of 


Medicine,  spoke  on  “Some  General  Aspects  of 
Ophthalmology  Related  to  General  Practice”,  at 
a meeting  of  the  Stark  County  Medical  Society, 
January  14,  at  Canton. 

Officers  of  the  society  for  1937  are:  Dr.  F.  S. 
Van  Dyke,  Canton,  president;  Dr.  0.  R.  Clovis, 
Canton,  vice-president;  Dr.  C.  B.  King,  Canton, 
secretary- treasurer;  Dr.  J.  P.  DeWitt,  and  Dr.  L. 
E.  Leavenworth,  Canton,  delegates;  and  Dr.  B. 
C.  Barnard,  Alliance,  and  Dr.  P.  A.  Paulson, 
Massillon,  alternates. — H.  W.  Beck,  M.D.,  re- 
tiring secretary. 

SUMMIT 

“The  Progress  of  1936”  was  the  subject  of  the 
program  presented  at  a meeting  of  the  Summit 
County  Medical  Society,  January  5,  at  Akron. 
Progress  in  their  respective  specialties  was  dis- 
cussed by  Dr.  R.  F.  Jukes,  medicine;  Dr.  M.  C. 
Beyer,  surgery;  Dr.  G.  A.  Palmer,  obstetrics; 
Dr.  C.  E.  Krill,  pediatrics,  and  Dr.  J.  D.  Brum- 
baugh, eye,  ear,  nose  and  throat. 

Officers  of  the  society  for  1937  are:  Dr.  D.  S. 
Brennan,  president;  Dr.  James  G.  Lemmon,  presi- 
dent-elect; Dr.  A.  S.  McCormick,  secretary-treas- 
urer; Dr.  J.  R.  Shoemaker,  chairman,  and  Dr. 
W.  McK.  Johnston,  Dr.  A.  H.  Franks  and  Dr. 
IJ.  S.  Davidson,  members  of  the  legislative  com- 
mittee; Dr.  C.  R.  Steinke,  Dr.  D.  B.  Lowe  and 
Dr.  F.  C.  Potter,  delegates;  Dr.  E.  A Freeman, 
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Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

Tel.  Main  1537  University  5842 


When  dealing  with  Cancer . . . 

consider  the  utility,  accessibility  and 


RADIUM 
THERAPY 
is  of 

Particular 

Value 

in  Carcinoma 
of 

Cervix 

Breast 

Lip 

Tongue 

Bladder 

Rectum 

Prostate 

• 

Epithelioma 

Uterine 

Bleeding 

and 

Fibroids 


Low-Cost  of  Radium  Therapy 

Our  rental  plan  gives  you  an  adequate  radium  supply, 
quickly  available,  with  every  requirement  for  ap- 
proved technique — new  platinum  filters — all  dosage 
range  in  tubes  and  needles.  All  applicators  are  pre- 
pared under  competent  medical  and  technical  super- 
vision. Special  delivery  express  service. 

TYPICAL  RATES 

Actual  time  of  use  50  milligrams  75  milligrams 

36  hours  or  less $10.00  $14.60 

48  hours 13.00  19.00 

72  hours 19.00  28.00 

96  hours 25.00  37.00 

RADON,  in  ALL-GOLD  implants,  $2.50  per  millicurie 


Telephone  Randolph  8855  or  write  or  ivire 

Radium  and  Radon  Corporation 

Marshall  Field  Annex  Building  25  E.  Washington  St. 

CHICAGO,  ILL. 


100  milligrams 
$19.00 

25.00 

37.00 

49.00 
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Dr.  W.  A.  Hoyt  and  Dr.  H.  H.  Musser,  alternates. 
— A.  S.  McCormick,  M.D.,  secretary. 

WAYNE 

The  Wayne  County  Medical  Society  has  elected 
the  following  officers  for  1937:  Dr.  Lyman  A. 
Adair,  president;  Dr.  W.  F.  Mitchell,  vice-presi- 
dent; Dr.  R.  C.  Paul,  secretary-treasurer;  Dr. 
J.  B.  Beeson,  Dr.  A.  J.  Hartzler  and  Dr.  Wm.  A. 
Morton,  all  of  Wooster,  legislative  committee- 
men; Dr.  O.  J.  Shong,  Rittman,  medical  defense 
committeeman;  Dr.  Paul,  delegate,  and  Dr.  W.  A. 
Fritz,  Wooster,  alternate. — R.  C.  Paul,  M.D.,  sec- 
retary. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

BELMONT 

Officers  of  the  Belmont  County  Medical  Society 
for  1937  are:  Dr.  C.  B.  Messerly,  Martins  Ferry, 
president;  Dr.  R.  H.  McCommon,  Shadyside,  presi- 
dent-elect; Dr.  C.  W.  Kirkland,  Bellaire,  secretary- 
treasurer;  Dr.  R.  H.  Wilson,  Martins  Ferry,  leg- 
islative committeeman;  Dr.  Messerly,  medical  de- 
fense committeeman;  Dr.  Ellis  P.  Cope,  Barton, 
censor  for  three  years;  Dr.  Messerly,  delegate, 
and  Dr.  McCommon,  alternate. — C.  W.  Kirkland, 
M.D.,  secretary. 

CARROLL 

“Pneumonia  and  its  Present  Treatment”  was 
the  subject  presented  by  Dr.  Lewis  W.  Cellio  at 
a meeting  of  the  Carroll  County  Medical  Society, 
December  3,  at  Carrollton, 

Officers  of  the  society  for  1937  are:  Dr.  Glen 
C.  Dowell,  Carrollton,  president;  Dr.  Samuel  Weir, 
Minerva,  vice-president;  Dr.  Carl  A.  Lincke,  Car- 
rollton, secretary- treasurer;  legislative  commit- 
tee, Dr.  P.  S.  Whiteleather,  Minerva,  chairman, 
and  Dr.  Samuel  Weir,  Minerva;  medical  defense 
committeeman,  Dr.  J.  D.  Stires,  Malvern;  dele- 
gate, Dr.  Walter  G.  Lyle,  Minerva;  and  alternate, 
Dr.  Stires. — Carl  A.  Lincke,  M.D.,  secretary. 

COSHOCTON 

The  following  officers  have  been  elected  by  the 
Coshocton  County  Medical  Society  for  1937:  Dr. 
W.  F.  Lyons,  Coshocton,  president;  Dr.  L.  B. 
Lebold,  Warsaw,  vice-president;  Dr.  J.  D.  Lower, 
Coshocton,  secretary-treasurer;  Dr.  J.  C.  Briner, 
West  Lafayette,  correspondent  for  The  Journal; 
Dr.  E.  M.  Wright,  Coshocton,  legislative  com- 
mitteeman and  medical  defense  committeeman; 
Dr.  J.  G.  Smailes,  Coshocton,  delegate,  and  Dr. 
A.  P.  Magness,  Coshocton,  alternate. — J.  D. 
Lower,  M.D.,  secretary. 

HARRISON 

At  a meeting  of  the  Harrison  County  Medical 
Society,  December  17,  at  Cadiz,  the  following 
officers  were  elected  for  the  ensuing  year:  Dr. 

Joseph  McElhatten,  Freeport,  president;  Dr. 
James  A.  L.  Toland,  Jewett,  vice-president;  Dr. 


BISMUTH 

SALICYLATE 


U.  S.  S.  P.  CO. 

Physicians  now  have  at  their  command  a greatly 
improved  bismuth  salicylate  to  aid  them  in  the 
control  of  syphilis.  A shake  of  the  bottle  and  the 
bismuth  and  oil  quickly  mix  . . . does  not  readily 
form  a hard  mass  at  the  bottom.  Two  grains  of 
bismuth  per  cc. 

f Packaged  in  2 cc.  ampuls,  10  cc.  rubber  Yl 
stoppered  vial,  30  cc.,  60  cc.,  and  500  I* 
cc.  in  glass  stoppered  bottles.  JJ 


U.  S.  STANDARD  PRODUCTS  CO. 

U.  S.  Government  License  No.  65 
WOODWORTH,  WIS. 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 

JW 

The  Rupp  & Bowman  Co. 

319  Superior  St.  Toledo,  Ohio 


Biologicals,  ampules  and 
glandular  products  of  high- 
est quality  and  purity. 
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/ieadih j.  assimilable  fat 

- - an  essential  in 
FEEDING  THE  PREMATURE 

IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 

SIMILAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 

Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 

The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 


The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 


M & R DIETETIC  LABORATORIES.  Inc.,  Columbus,  Ohio 
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Theodore  Berg,  Cadiz,  secretary-treasurer;  Dr. 
Herbert  E.  Koepke,  legislative  committeeman; 
Dr.  Anna  B.  Watson,  New  Athens,  medical  defense 
committeeman;  Dr.  Edward  L.  Miller,  Bowerston, 
delegate,  and  Dr.  Toland,  alternate. — Theodore 
Berg,  M.D.,  secretary. 

JEFFERSON 

Officers  of  the  Jefferson  County  Medical  Society 
for  1937  are:  Dr.  John  L.  Quinn,  Steubenville, 

president;  Dr.  Albert  C.  Sunseri,  Steubenville, 
vice-president;  Dr.  Howard  W.  Brettell,  Brilliant, 
secretary;  Dr.  John  A.  Bradley,  Steubenville, 
medical  defense  committeeman;  Dr.  J.  Ellison 
Gamble,  Steubenville,  delegate,  and  Dr.  Max  H. 
Rosenblum,  Steubenville,  alternate. — Howard  W. 
Brettell,  M.D.,  secretary. 

TUSCARAWAS 

The  Tuscarawas  County  Medical  Society  met 
at  the  Hotel  Reeves  in  New  Philadelphia,  January 
13.  The  program  was  in  charge  of  Dr.  Max 
Shaweker,  Dover,  who  spoke  on  “Syphilis”. 

Officers  of  the  society  for  1937  are:  Dr.  M.  W. 
Everhard,  New  Philadelphia,  president;  Dr.  D.  H. 
Downey,  Dover,  vice-president;  Dr.  William  E. 
Hudson,  New  Philadelphia,  secretary-treasui'er; 
Dr.  J.  A.  McCollam,  Uhrichsville,  legislative  com- 
mitteeman; Dr.  E.  D.  Moore,  New  Philadelphia, 
medical  defense  committeeman;  Dr.  Roy  D.  Hilde- 
brand, Newcomerstown,  delegate  and  Dr.  J.  W. 
Calhoon,  Uhrichsville,  alternate. — William  E. 
Hudson,  M.D.,  Secretary. 


Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

Dr.  Drew  Davies,  Columbus,  spoke  on  “History 
and  Methods  of  Artificial  Respiration”,  at  a 
meeting  of  the  Athens  County  Medical  Society, 
January  6,  at  Athens.  He  was  assisted  by  several 
members  of  the  State  Highway  Patrol. — -News 
clipping. 

GUERNSEY 

The  annual  Ladies’  Night  Banquet  of  the 
Guernsey  County  Medical  Society  was  held  at 
the  Cambridge  Country  Club,  December  17,  with 
approximately  50  guests  present.  Part  of  the  en- 
tertainment was  a mock  operation  performed  on 
one  of  the  members. 

The  first  bi-monthly  luncheon  meeting  of  the 
year,  held  at  the  Berwick  Hotel,  January  7,  was 
spent  in  discussing  the  economic  relations  of  the 
profession  and.  the  community.  Committees  for 
the  year  were  appointed. — O.  R.  Jones,  M.D.,  cor- 
respondent for  The  Journal. 

MORGAN 

Officers  of  the  Morgan  County  Medical  Society 
for  1937  are:  Dr.  A.  A.  Tombaugh,  president; 
Dr.  E.  G.  Rex,  secretary-treasurer,  and  Dr.  Edgar 
Northrup,  delegate,  all  of  McConnelsville. — E.  G. 
Rex,  M.D.,  secretary. 

MUSKINGUM 

The  annual  banquet  for  the  members  of  the 


COMPLETE  NEW  DRESS  — INSIDE  AND  OUT 

Hard  wear- resisting  finish  — opalescent  gray,  black  and  silver 

TUBE  MOUNTING  CARELESSNESS- PROOF 

Practically  defies  glass  breakage.  Facilitates  exact  reading 

BEAUTIFUL  MODERN  SCALE 

Platinum-like  debossed  numbers  on  black  alumilited  metal 

SOLID  ONE-PIECE  DIE-CAST  DURALUMIN 

Light  as  aluminum  — strong  as  steel.  Cannot  warp,  crack  or  chip 

AND  MANY  OTHER  NEW  FEATURES 


ALL  THE  EXCLUSIVE  FEATURES  THAT  HAVE 
MADE  THE  BAUMANOMETER  “STANDARD 
FOR  BLOODPRESSURE  iTHE  WORLD  OVER" 
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An  Accepted,  Highly  Effective 
Milk  Modifier  ...  at  an 
Approximate  Cost  of 

2/ 

PER  DAY 


On  the  basis  of  tested  and  approved 
feeding  schedules  averaged  for  babies 
up  to  the  age  of  nine  months,  one  table- 
spoon of  Karo  would  be  used  with 
about  6 fluid  ounces  of  milk.  On  this 
basis,  a one  and  one-half  pound  tin  of 
Karo  (which  sells  in  grocery  stores  for 
about  12c)  will  furnish  the  necessary 
amounts  of  easily  assimilated  carbohy- 
drates, dextrin,  maltose  and  dextrose. 


for  6 quarts  of  whole  milk.  Probably  no 
other  infant  food  of  equal  acceptance 
is  available  at  such  low  cost  as  Karo. 

Mothers,  generally,  will  appreciate 
their  doctors’  suggestion  of  Karo  as  an 
effective,  economical  milk  modifier. 

Karo  is  accepted  by  the  Council  on 
Foods  of  the  American  Medical  Asso- 
ciation. 


"A  Infant  feeding  practice  is  primarily  the  concern  of  the  physician,  therefore, 
Karo,  for  infant  feeding,  is  advertised  to  the  Medical  Profession  exclusively. 


For  further  information,  write  Dept.  S.J.  1 
CORN  PRODUCTS  SALES  COMPANY,  17  Battery  Place,  New  York,  N.  Y. 
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Muskingum  County  Medical  Society  and  their 
ladies  was  held  at  the  Zane  Hotel,  Zanesville, 
January  7. 

Officers  of  the  society  for  1937  are:  Dr.  Robert 
S.  Martin,  Zanesville,  president;  Dr.  R.  D.  Bate- 
man, Zanesville,  vice-president;  Dr.  Beatrice  T. 
Hagen,  Zanesville,  secretary-treasurer;  Dr.  M.  A. 
Loebell,  Zanesville,  delegate,  and  Dr.  C.  F.  Sisk, 
Philo,  alternate. — Beatrice  T.  Hagen,  M.D.,  sec- 
retary. 

PERRY 

Dr.  Robert  W.  Miller,  Hemlock,  discussed 
“Tuberculosis  and  Peritonitis”  at  a meeting  of  the 
Perry  County  Medical  Society,  December  21,  at 
New  Lexington.— News  clipping. 

WASHINGTON 

Dr.  Adam  F.  Weiss,  Marietta,  spoke  on  “Angina 
Pectoris,”  at  a meeting  of  the  Washington  County 
Medical  Society,  November  18,  at  Marietta. 

Dr.  Chas.  C.  Deamude,  Waterford,  addressed 
the  society  December  9,  on  “Oedema,  its  Origin 
and  Treatment”. — R.  W.  Riggs,  retiring  secre- 
tary. 

“Case  Report  Night”  was  observed  at  the  regu- 
lar meeting  of  the  society,  January  13.  A num- 
ber of  interesting  cases  were  discussed  by  various 
members  of  the  society. 

Officers  of  the  society  for  1937  are:  Dr.  M.  S. 
Muskat,  Marietta,  president;  Dr.  John  B.  Mc- 
Clure, Marietta,  vice-president;  Dr.  F.  E.  Eddy, 
Marietta,  secretary;  Dr.  J.  F.  Weber  and  Dr.  J. 
A.  McCowan,  Marietta,  and  Dr.  W.  E.  Radcliff, 
Caldwell,  members  of  legislative  committee;  Dr. 
R.  M.  Meredith,  Marietta,  delegate,  and  Dr.  E.  W. 
Hill,  Jr.,  Marietta,  alternate. — F.  E.  Eddy,  M.D., 
secretary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 


Service 
Exclusively 
Ethical 

Constant  research,  and  over 
Fifty  Years  experience  in 
manufacturing  pharmaceuti- 
cals for  physicians  is  the  basis 
of  our  honored  reputation. 

We  are  proud  and  appreciative 
of  the  confidence  reposed 


in  us. 


Write  for  our  complete  catalog. 

TheColumbusPharmacalCo. 

330  OAK  ST.  , COLUMBUS,  OHIO 


Behind 

Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


HOCKING 

The  Hocking  County  Medical  Society  held  its 
regular  monthly  meeting  at  the  Hotel  Ambrose, 
Logan,  January  15.  Following  luncheon,  Dr.  C. 

F.  Shonk  gave  a very  interesting  talk  on  “Blood”. 
— M.  H.  Cherrington,  M.D.,  secretary. 

LAWRENCE 

The  Lawrence  County  Medical  Society  elected 
the  following  officers  for  1937  at  a meeting  at 
Ironton,  December  3:  Dr.  Chester  A.  Casey, 

president;  Dr.  V.  V.  Smith,  vice-president;  Dr. 
Wm.  A.  French,  secretary- treasurer;  Dr.  George 

G.  Hunter,  legislative  committeeman;  Dr.  Hunter, 
delegate,  and  Dr.  Smith  alternate,  all  of  Ironton. 
■ — W.  Wilson  Lynd,  retiring  secretary. 

MEIGS 

Officers  of  the  Meigs  County  Medical  Society 
for  1937  are:  Dr.  F.  M.  Cluff,  Middleport,  presi- 
dent; Dr.  M.  S.  Daniels,  Pomeroy,  vice-president; 
Dr.  R.  E.  Boice,  Middleport,  secretary-treasurer; 


Precise  manufacturing  methods  in- 
suring uniformity 


Controlled  laboratory  investigation 


Chemical  and  biological  control  of 
each  lot  produced 

Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

n^34 t-t*.  BALTIMORE,  MARYLAND 
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"A  supply  in  the  bag; 
a supply  in  the  office 

-always!” 


No  physician  knows,  when  he 
starts  his  day,  what  critical  situ- 
ations will  confront  him.  Because 
this  product  is  essentially  an 
emergency  remedy,  many  physi- 
cians make  a practice  of  keeping 
at  hand  at  all  times  a supply  of 
Adrenalin  Chloride  Solution 
1:1000  (the  Parke-Davis  brand 
of  Solution  of  Epinephrine  Hy- 
drochloride U.S.P.). 

Medical  men  and  women 


throughout  the  world  have 
been  relying  on  the  original 
Parke-Davis  product  every 
hour  of  the  day  and  night  for 
thirty-five  years;  and  the  re- 
sources and  personnel  of  the 
Parke,  Davis  & Co.  labora- 
tories of  today  are  pledged  to 
maintain  its  unvarying  depend- 
ability. A request  will  bring  the 
booklet  “Adrenalin  in  Medicine” 
by  return  mail. 


PARKE 


DA  FIS 


COMPANY 


Home  Offices  and  laboratories  — Detroit , Michigan 

ATLANTA  BALTIMORE  BOSTON  BUFFALO  CHICAGO  CINCINNATI  DALLAS  INDIANAPOLIS 
KANSAS  CITY  MINNEAPOLIS  NEW  ORLEANS  NEW  YORK  PHILADELPHIA  PITTSBURGH 
ST.  LOUIS  SAN  FRANCISCO  SEATTLE 
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Dr.  Byron  Bing,  Pomeroy,  correspondent  for  The 
Journal;  Dr.  Robert  R.  Boice,  Pomeroy,  legislative 
committeeman  and  medical  defense  committee- 
man; Dr.  P.  A.  Jividen,  Rutland,  delegate,  and 
Dr.  Robert  R.  Boice,  alternate. — R.  E.  Boice,  M.D., 
secretary. 

PIKE 

The  Pike  County  Medical  Society  has  elected 
the  following  officers  for  1937:  Dr.  Robert  T. 

Leever,  Waverly,  president;  Dr.  Mack  E.  Moore, 
Piketon,  vice-president;  Dr.  A.  M.  Shrader, 
Waverly,  secretary-treasurer;  Dr.  Leever,  legisla- 
tive committeeman;  Dr.  I.  P.  Seiler,  Piketon, 
medical  defense  committeeman;  Dr.  L.  E.  Wills, 
Waverly,  delegate,  and  Dr.  Robert  M.  Andre, 
Waverly,  alternate — A.  M.  Shrader,  M.D.,  secre- 
tary 

SCIOTO 

Officers  of  the  Hempstead  Academy  of  Medicine 
for  1937  are;  Dr.  William  D.  Micklethwaite,  pres- 
ident; Dr.  A.  A.  Wikoff,  vice-president;  Dr.  W.  M. 
Singleton,  secretary-treasurer;  Dr.  Jos.  S.  Rardin, 
legislative  committeeman;  Dr.  A.  L.  Test,  medical 
defense  committeeman;  Dr.  L.  Dow  Allard,  dele- 
gate, and  Dr.  0.  D.  Tatje,  alternate,  all  of  Ports- 
mouth.- 

Dr.  E.  H.  Baxter,  Columbus,  discussed  “Ped- 
iatrics”, at  a meeting  of  the  academy,  January 
11,  at  Portsmouth.— W.  M.  Singleton,  M.D.,  sec- 
retary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

FRANKLIN 

The  following  programs  were  presented  by  the 
Columbus  Academy  of  Medicine  during  January: 

January  4 — “Medicine — Progress  in  1936”,  by 
Dr.  Carl  Hyer. 

January  11 — “Surgery — Progress  in  1936”,  by 
Dr.  E.  J.  Stedem. 

January  18 — “Pediatrics — Progress  in  1936”, 
by  Dr.  E.  H.  Baxter;  “Obstetrics  and  Gynecology 
— Progress  in  1936”,  by  Dr.  R.  E.  Krigbaum. 

January  25 — General  Practitioners’  Section. 
“The  Papulo-Squamous  Eruptions”,  by  Dr.  B.  F. 
Barney,  formerly  lecturer,  Department  of 
Dermatology,  University  of  Michigan  Medical 
School. 

KNOX 

Member  of  the  Knox  County  Medical  Society 
were  the  guests  of  Dr.  C.  L.  Harmer,  Danville,  at 
a turkey  dinner  at  Mt.  Vernon,  December  23. 

Officers  of  the  society  for  1937  are;  Dr.  C.  L. 
Harmer,  Danville,  president;  Dr.  I.  S.  Workman, 
Mt.  Vernon,  vice-president;  Dr.  R.  L.  Eastman, 
Mt.  Vernon,  secretary- treasurer;  Dr.  James  F. 
Lee,  Mt.  Vernon,  legislative  committeeman;  Dr. 
F.  C.  Anderson,  delegate,  and  Dr.  Julius  Shaman- 
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sky,  alternate. — Robert  L.  Eastman,  M.D.,  secre- 
tary. 

MADISON 

The  following  officers  have  been  elected  by  the 
Madison  County  Medical  Society  for  1937;  Dr.  F. 
E.  Rosnagle,  London,  president;  Dr.  W.  M.  Mc- 
Shane,  London,  vice-president;  Dr.  J.  A.  Knapp, 
London,  secretary- treasurer;  Dr.  F.  E.  Rosnagle, 
legislative  committeeman;  Dr.  W.  A.  Holman, 
London,  medical  defense  committeeman;  Dr.  R. 
W.  E.  Irwin,  Mt.  Sterling,  delegate,  and  Dr.  G.  C. 
Sheetz,  West  Jefferson,  alternate. — J.  A.  Knapp, 
M.D.,  secretary. 

MORROW 

Dr.  W.  I.  Jones,  Columbus  dentist,  was  the 
speaker  at  a meeting  of  the  Morrow  County 
Medical  Society,  December  8,  at  Mt.  Gilead. 

A paper  on  “Abdominal  Surgery”  was  pre- 
sented by  Dr.  G.  C.  Smith,  Marion,  at  a meeting 
of  the  society,  January  12. 

Officers  of  the  society  for  1937  are:  Dr.  E.  C. 
Sherman,  Cardington,  president;  Dr.  C.  S.  Jack- 
son,  Mt.  Gilead,  vice-president;  Dr.  T.  Caris,  Mt. 
Gilead,  secretary;  Dr.  R.  L.  Fierce,  Mt.  Gilead, 
treasurer;  Dr.  Frank  H.  Sweeney,  Mt.  Gilead, 
legislative  committeeman;  Dr.  Pierce,  medical  de- 
fense committeeman;  Dr.  F.  M.  Hartsook,  Car- 
dington, delegate,  and  Dr.  J.  P.  Ingmire,  Mt. 
Gilead,  alternate. — T.  Caris,  M.D.,  secretary. 

PICKAWAY 

The  following  Circleville  physicians  are  the 
officers  of  the  Pickaway  County  Medical  Society 
for  1937:  Dr.  C.  G.  Stewart,  president;  Dr.  E.  S. 
Shane,  vice-president;  Dr.  E.  R.  Austin,  secre- 
tary-treasurer; Dr.  V.  D.  Kerns,  legislative  com- 
mitteeman and  medical  defense  committeeman; 
Dr.  H.  D.  Jackson,  delegate,  and  Dr.  D.  V.  Court- 
right,  alternate. 

At  a meeting  of  the  society  January  8,  at  Cir- 
cleville, Dr.  P.  L.  Harris,  State  Department  of 
Health,  Columbus,  explained  the  department’s 
program  for  the  control  of  venereal  diseases. — W. 
E.  Austin,  M.D.,  secretary. 

ROSS 

Dr  Robert  Carothers  and  Dr.  Ralph  G.  Caroth- 
ers,  Cincinnati,  spoke  on  “Fractures  of  the  Hip”, 
at  a meeting  of  the  Ross  County  Medical  Society 
at  Chillicothe,  December  3. — News  clipping. 


Louisville  Medical  School  Centennial 

The  University  of  Louisville  Medical  School, 
second  oldest  medical  school  now  in  existence 
west  of  the  Alleghenies  and  oldest  municipal 
medical  school  in  the  United  States,  will  cele- 
brate its  centennial  March  31  to  April  3,  1937, 
at  Louisville,  Kentucky.  A program  of  clinical 
papers  and  scientific  demonstrations  will  be  pro- 
vided for  alumni  who  attend  the  celebration. 
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NATURE’S  AID  IN  THERAPY 


Freedom  from  mental  strain  or  ner- 
vous apprehension  is  often  a factor 
of  vital  importance  in  the  favorable 
outcome  of  disease  or  of  operative 
procedure. 

Where  normal  sleep  is  difficult, 
the  use  of  hypnotics  or  sedatives  is 
often  indicated. 

Ipral  Calcium  (calcium  ethyliso- 
propylbarbiturate)  is  a safe  sedative 
which  induces  a sound,  restful  sleep 
closely  resembling  the  normal.  It  is 
rapidly  and  readily  absorbed,  effec- 
tive in  small  dosage  and  rapidly  ex- 
creted. No  untoward  organic  or  sys- 
temic effects  have  been  reported  from 
its  use  and  undesirable  cumulative 
effect  may  be  avoided  by  proper  regu- 
lation of  the  dosage. 

Ipral  Calcium  is  supplied  in  2-gr. 


tablets  and  in  powder  form  for  use  as 
a sedative  and  hypnotic. 

Ipral  Sodium  ( sodium  ethylisopro- 
pylbarbiturate)  is  supplied  in  2-gr. 
tablets  and  capsules  for  hypnotic  use 
and  in  4-gr.  tablets  for  preanesthetic 
medication. 

Tablets  Ipral  Aminopyrine  (2gr- 
Ipral,  2.33  gr.  Aminopyrine  Squibb) 
provide  both  analgesic  and  sedative 
effects. 

Ipral  Calcium  (Powder)  is  avail- 
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Calcium,  2 gr.,  Tablets  Ipral  Amino- 
pyrine 4.33  gr.,  Tablets  Ipral  Sodium, 
2 gr.  and  4 gr.,  and  Capsules  Ipral 
Sodium  2 gr.  are  available  in  bottles 
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Probate  Judges  Recommend  Changes  in 
System  of  Caring  for  Mentally  111 

Adopting  the  report  of  a special  committee  on 
insanity,  the  Association  of  Probate  Judges  in 
Ohio  at  its  annual  meeting  in  Columbus,  January 
12-15,  proposed  the  creation  of  a separate 
division  in  the  State  Department  of  Welfare  for 
the  care  of  the  mentally  ill.  This  new  division 
would  have  complete  charge  of  treatment  of  the 
insane,  feeble-minded,  epileptic,  chronic  alco- 
holics and  narcotic  addicts,  and  would  be  headed 
by  a physician  trained  in  psychopathic  work. 

The  report  also  recommended  the  immediate 
development  of  a state-wide  system  of  psycho- 
pathic hospitals  for  the  care  of  the  mentally  ill 
in  early  stages  and  elimination  of  the  custom  of 
incarcerating  persons  in  a city  or  county  jail 
while  awaiting  admission  to  state  hospitals. 

The  association  discussed  the  desirability  of 
repealing  the  state  law  requiring  applications  for 
marriage  licenses  to  be  made  five  days  prior  to 
the  date  of  marriage.  This  was  deemed  advisable 
by  some  of  the  judges  because  of  the  lax  marriage 
laws  in  adjoining  states.  Requirement  of  phy- 
sical examination  of  applicants  for  a marriage 
license  also  was  discussed.  Both  questions  were 
referred  to  the  legislative  committee  for  further 
study. 


Trap  Shoot  Challenge  Issued 

Dr.  A.  F.  Sydow,  Cleveland,  won  the  champion- 
ship in  the  first  trap  and  skeet  tournament  held 
in  conjunction  with  the  16th  Annual  Tournament 
of  the  Ohio  State  Medical  Golfers’  Association  at 
the  Oakwood  Country  Club,  Cleveland,  October  6. 
Other  prize-winners  were:  Dr.  J.  H.  Nichols, 

second;  Dr.  R.  A.  Carson,  third;  and  Dr.  J.  W. 
Con  well,  fourth,  all  of  Cleveland.  It  is  the  hope  of 
Dr.  Conwell  and  the  committee  which  arranged 
the  tourney  that  it  will  become  an  annual  event. 

The  Cleveland  physicians  have  issued  a chal- 
lenge to  any  group  in  the  state  for  a five-man 
team  shoot  by  telegraph.  Additional  particulars 
may  be  obtained  by  addressing  Dr.  Conwell  at 
1616  Medical  Arts  Building,  Cleveland. 


Conference  on  Occupational  Diseases 

The  Mid-west  Conference  on  Occupational 
Disease  will  be  held  at  the  Hotel  Statler  in  De- 
troit, on  May  3-7  inclusive,  in  conjunction  with 
the  annual  meetings  of  the  American  Association 
of  Industrial  Physicians  and  Surgeons,  and 
and  Michigan  Association  of  Industrial  Physi- 
cians and  Surgeons. 


Ashland — Legal  provisions  for  the  care  of 
crippled  children  in  Ohio  were  explained  by  Dr. 
E.  L.  Clem  at  a recent  meeting  of  the  Rotary 
Club. 
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CONSERVATION  OF  ESSENTIAL  ELEMENTS  IN 

PROTECTIVE  FOODS 


II.  THE  VITAMINS 


• Refinement  of  vitamin  assay  methods  has 
made  practical  many  quantitative  studies 
which  had  hitherto  been  impossible.  Em- 
ployment of  these  methods  has  yielded  evi- 
dence which  indicates  that  many  factors 
may  influence  the  vitamin  content  of  foods 
which  come  to  the  table;  in  particular,  the 
fruits  and  vegetables.  Variety,  maturity, 
time  and  temperature  of  storage  after  har- 
vesting, and  method  of  preparation,  all  have 
been  found  to  affect  the  ultimate  vitamin 
content  of  common  foods.  Several  examples 
of  the  extent  to  which  certain  of  these  fac- 
tors operate  might  well  be  given. 

It  has  been  shown  that  spinach  slowly  loses 
its  vitamin  C potency  even  in  low  tempera- 
ture storage;  at  room  temperature,  one- 
half  of  the  vitamin  C is  lost  in  three  days; 
practically  all  antiscorbutic  potency  disap- 
pears in  seven  days  ( 1 ) . 

Another  report  indicates  a loss  in  vitamin  C 
of  78  per  cent  in  spinach  stored  two  days 
at  room  temperature  and  80  per  cent  loss  in 
asparagus  tips  during  four  days’ storage  (2) . 

The  vitamin  C content  of  apples  is  markedly 
reduced  during  cold  storage:  20  per  cent  in 
4 to  6 months  and  about  40  per  cent  in  8 to 
10  months  (3) . 

Vitamin  A in  apples  is,  however,  subject  to 
less  destruction  than  vitamin  C during  pro- 
longed storage  (4). 

Prolonged  cold  storage  of  pears  may  result 
in  a loss  in  the  vitamin  A and  vitamin  C 
content  of  nearly  50  per  cent  (5). 


Further,  solution  losses  which  may  occur 
during  cooking  vary  with  the  individual 
product  and  with  the  method  used  in  cook- 
ing. From  40  to  48  per  cent  of  vitamin  C 
may  be  lost  to  the  water  in  which  peas  are 
cooked  (6). 

Vitamin  C losses  in  12  different  vegetables 
have  been  reported  to  vary  from  12  per  cent 
in  asparagus  to  80  per  cent  in  white 
onions  (7) . 

These  data  demonstrate  the  seriousness  of 
solution  losses  of  vitamin  C.  It  is  considered 
probable  that  other  water  soluble  vitamins 
are  affected  in  a similar  way. 

Thus,  by  the  time  fruits  and  vegetables 
spend  some  days  in  transit  or  storage  before 
reaching  the  kitchen  and  are  cooked  by  the 
usual  home  method,  much  of  the  original 
vitamin  content  may  have  been  lost.  Little 
can  be  done  to  prevent  storage  losses  when 
fresh  fruits  and  vegetables  are  not  available 
from  the  home  garden,  but  solution  losses 
may  in  part  be  overcome  by  using  the  cook- 
ing water. 

Fortunately,  in  the  commercial  canning  pro- 
cedure, products  are  harvested  at  the  opti- 
mum stage  of  maturity  and  canned  imme- 
diately, using  only  a limited  quantity  of 
water  which  is  retained  in  the  can.  As  a re- 
sult, storage  losses  of  the  vitamins  are  re- 
duced (8),  and  solution  losses  may  be 
eliminated  by  the  use  of  the  liquid  in  which 
the  food  is  canned. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  City 

(1)  1936.  Food  Research  1,1.  (4)  1936.  Food  Research  1,  121.  (7)  1936.  J.  Home  Econ.  28,  15.  b.  1928.  Ind.  Eng.  Chem.  20,  202 

(2) 1936.  J.Soc.Chem.Ind.  55, 153T.  (5)  1934.  J.  Am.  Diet.  Assn.  10,217.  (8)  a.  1921.  Proc.  Soc.  Exp.  Biol.  c.  1929.  Ibid.  21,  347 

(3)  1933.  J.  Agr.  Res.  46,  1039-  (6)  1936.  J.  Nutrition  12,  285.  Med.  18,  164  d.  1932.  J.  Home  Econ.  24,  826 


This  is  the  twenty-first  in  a series  of  monthly  articles,  which  will  summa- 
rize, for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 
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Social  Security  Field  Offices  Opened 
In  Various  Ohio  Cities 

Announcement  has  been  made  by  the  Federal 
Social  Security  Board  that  field  offices  have  been 
established  in  the  following  cities  for  the  purpose 
of  furnishing  employers,  employees,  and  all  other 
interested  persons  with  accurate  information  re- 
garding the  Federal  old-age  benefits  plan,  and 
their  rights  and  obligations  under  the  Social  Se- 
curity Act: 

Cleveland — Union  Trust  Building,  925  Euclid 
Avenue. 

Cincinnati — Mercantile  Building,  414  Walnut 
Street. 

Columbus — Rowlands  Building,  12  N.  Third  St. 

Office  space  has  been  leased  for  the  following 
additional  field  offices,  which  will  be  opened 
shortly : 

Akron — Medford  Building,  21-27  North  Main 
Street. 

Canton — Mellett  Building,  115  De  Walt  Avenue. 

Dayton — Dickey  Block  Building,  108-130  East 
Third  Street. 

Lima — Old  National  City  Building,  121  West 
High  Street. 

Lorain — Commercial  Building,  Broadway  and 
Eighth  Streets. 

Mansfield — Richland  Building,  Main  Street  and 
Park  Avenue. 

Portsmouth — Masonic  Temple,  Sixth  and  Chilli- 
cothe  Streets. 

Springfield — Post  Office  Building. 

Toledo — Commercial  Bank  Building,  335  Su- 
perior Street. 

Youngstown — Youngstown  Terminal  Building, 
Phelps  and  Commerce  Streets. 

Zanesville — Lind  Arcade  Building,  North  Fifth 
Street. 

Offices  of  Benedict  Crowell,  regional  director 
of  the  Social  Security  Board  for  Ohio,  Michigan, 
and  Kentucky  are  located  in  the  Bulkley  Build- 
ing, 1501  Euclid  Avenue,  Cleveland. 


State  Hospital  Employes  Organize 

The  Ohio  State  Hospital  Attendant’s  Associa- 
tion has  been  organized  for  the  purpose  of  seek- 
ing shorter  hours  and  pay  increases  for  all  at- 
tendants, matrons  and  nurses  employed  at  state 
hospitals.  Remedial  legislation  to  accomplish 
this  purpose  will  be  presented  to  the  92nd  Ohio 
General  Assembly. 


Columbus — Dr.  N.  Paul  Hudson  and  Dr.  W.  A. 
Starin,  both  of  Ohio  State  University,  have  been 
named  chairman  and  secretary-treasurer,  re- 
spectively, of  the  new  Association  of  Bacteriolo- 
gists in  Ohio.  More  than  100  Ohio  bacteriologists 
have  joined  in  the  formation  of  the  new  organi- 
zation. 
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THE  TREATMENT  OF  RHEUMATOID  ARTHRITIS 

By  RUSSELL  L.  HADEN,  M.D.,  Cleveland,  Ohio 


No.  3 


'OINT  disease  is  the  most  important  single 
cause  of  chronic  illness  in  temperate  zones. 
A recent  survey  of  chronic  disease  in  Massa- 
chusetts1 revealed  a greater  incidence  of  rheu- 
matic affections  than  of  heart  disease,  tuber- 
culosis, and  cancer  combined.  Chronic  arthritis 
seldom  causes  death  but  is  attended  with  great 
suffering  and  disability  and  thus  presents  a most 
appealing  human  phase.  The  economic  aspect  is 
also  a formidable  one.  It  has  been  estimated  that 
chronic  rheumatic  disease  causes  in  the  United 
States  a yearly  loss  of  7,500,000  weeks  of  work 
and  of  more  than  $200,000,000  to  those  disabled. 
Ex-service  men  alone  received  in  1931  over 
$10,000,000  in  benefits2  due  to  chronic  arthritis. 
Similar  figures  might  be  quoted  for  European 
countries. 

Hench3  estimates  that  of  100  patients  present- 
ing themselves  with  the  complaint  of  “rheuma- 
tism”, 25  to  30  will  be  found  to  have  osteo- 
arthritis and  30  to  40  rheumatoid  arthritis  so 
these  two  fundamental  types  of  chronic  arthritis 
constitute  about  two-thirds  of  the  rheumatic  dis- 
eases. Osteo-arthritis  is  looked  on  as  a degenera- 
tive process,  primarily  involving  the  joint  car- 
tilage and  secondarily  the  soft  tissues  and  bone. 
This  form  of  arthritis  is  relatively  benign.  The 
patient  may  be  entirely  well  except  for  the  joint 
disability.  The  disease  may  continue  to  give  pain 
and  other  symptoms  but  is  only  exceptionally  the 
cause  of  serious  disability  before  old  age.  Rheu- 
matoid arthritis,  on  the  other  hand,  is  a malig- 
nant form  of  chronic  arthritis,  is  usually  prog- 
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ressive,  and  all  too  frequently  leads  to  total  dis- 
ability even  in  young  individuals. 

The  classic  picture  of  rheumatoid  arthritis  is 
that  of  a young  woman,  obviously  ill,  underweight 
and  pale,  with  fusiform  swelling  of  the  small 
joints  of  both  hands,  pain  and  limitation  of 
motion  of  many  joints,  and  cold,  clammy  ex- 
tremities. All  variants  of  this  clinical  pattern  are 
seen.  The  disease  may  occur  at  any  age  from  in- 
fancy to  extreme  old  age.  Women  have  the  dis- 
ease three  times  as  frequently  as  men;  it  is  a 
disease  largely  of  temperate  climates;  the  course 
is  usually  insidious  but  may  be  acute;  a single 
joint  only  may  be  involved;  the  progress  may  be 
very  slow;  spontaneous  remission  or  even  com- 
plete cure  may  be  observed;  carditis  and  iritis 
may  often  occur  just  as  in  rheumatic  fever  and 
subcutaneous  nodules  are  common;  there  is 
usually  a low  grade  fever.  As  the  disease  prog- 
resses, muscle  atrophy  and  joint  deformity  almost 
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invariably  develop;  the  joint  surface  is  pro- 
foundly affected  and  bony  ankylosis  is  common. 
The  picture  is  that  of  a systemic  disturbance  with 
joint  involvement  only  a phase  of  the  disease. 

Even  with  its  high  incidence  and  great  clinical 
importance,  rheumatoid  arthritis  remains  of  un- 
determined etiology.  Many  points  suggest  that 
the  disease  is  infectious  in  origin  and  many  dif- 
ferent organisms  have  been  described  each  as  the 
specific  causal  agent.  It  is  the  majority  opinion 
now  that  bacteria  are  not  present  in  the  blood  or 
tissues;  so  if  bacterial  in  origin,  the  disease  is  a 
bacterial  toxemia  or  a manifestation  of  bacterial 
allergy.  The  hemolytic  streptoccocci  as  a group 
are  most  frequently  incriminated,  since  agglu- 
tinins, precipitins,  and  anti-streptolysins  for 
such  organisms  may  frequently  be  demonstrated 
in  the  sera  of  affected  individuals.  If  this  group 
of  bacteria  is  specifically  related  to  the  disease, 
the  joint  manifestations  are  most  probably  al- 
lergic in  nature,  representing  an  antigen-antibody 
reaction.  There  is  much  to  suggest  a fundamental 
relationship  of  rheumatoid  arthritis  to  rheumatic 
fever.  Recently,  Schlesinger,  Signy,and  Amies  have 
reported  experimental  evidence  of  a virus  as  the 
causal  agent  of  rheumatic  fever4.  This  work  has 
not  been  confirmed.  One  can  only  say  that  no 
known  organism  has  been  proved  to  be  the  cause 
of  rheumatoid  arthritis  although  the  clinical  pic- 
ture suggests  an  infectious  origin  of  specific 
etiology.  If  it  is  proved  that  the  disease  is  due  to 
some  known  micro-organism,  this  will  most  prob- 
ably be  the  hemolytic  streptococcus  and  the  joint 
reaction  a toxemic  or  allergic  manifestation.  The 
causative  agent  may,  however,  be  some  entirely 
new  oganism,  a filtrable  virus,  or  even  a synergic 
action  of  filtrable  virus  and  bacteria  such  as  that 
observed  in  swine  influenza.5 

Since  the  etiology  of  rheumatoid  arthritis  is  so 
unsettled,  it  is  apparent  no  specific  causative 
agent  can  be  found  and  removed.  This  does  not 
mean,  however,  that  much  cannot  be  done  for  the 
patient.  Every  disease  is  the  result  of  more  than 
one  causal  or  contributing  factor.  These  factors 
in  rheumatoid  arthritis  may  be  thought  of  as 
specific  etiologic  factors  and  influencing  factors. 
The  action  of  a specific  etiologic  factor  may  be 
necessary  for  the  development  of  a disease  yet  the 
patient  may  harbor  or  be  exposed  to  a specific 
causative  agent  without  developing  disease. 

The  factors  determining  the  clinical  picture  of 
a disease  caused  by  a specific  agent  may  be  termed 
precipitating  or  influencing  factors.  Thus  a per- 
son may  harbor  the  virus  of  herpes  labialis  in  the 
skin  of  the  lip  without  developing  a lesion  until 
some  other  factor  becomes  operative  such  as  a 
bacterial  infection  as  pneumonia,  a protozoan  in- 
fection as  malaria,  a high  temperature  induced  by 
exposure  to  heat,  a non-specific  protein  reaction 
as  from  typhoid  vaccine,  or  an  intestinal  upset 
from  one  of  many  causes.  The  virus  is  necessary 


for  the  disease  but  becomes  active  only  after  the 
interaction  of  some  other  factor.  Bland  and  Jones 
have  made  such  observations  on  precipitating 
factors  in  rheumatic  fever5.  These  observers 
found  that  an  operative  procedure  or  a dose  of 
typhoid  vaccine  might  precipitate  an  attack  of 
typical  rheumatic  fever  although  by  far  the  most 
common  precipitating  factor  is  an  infection  of  the 
upper  respiratory  tract.  This  point  of  view  should 
guide  the  clinical  approach  to  rheumatoid  ar- 
thritis and  necessitates  first  a careful  survey  of 
the  patient  to  determine  all  influencing  factors. 
The  treatment  is  thus  general  and  directed  toward 
the  tangible  influencing  factors  and  only  in- 
directly toward  the  unknown  specific  causative 
agent.  The  survey  should  embrace  in  addition  to 
a careful  history  including  environmental  status 
and  complete  physical  examination: 

1.  The  sedimentation  rate  of  the  red  corpuscles 

2.  A detailed  study  of  any  anemia  present 

3.  A glucose  tolerance  curve 

4.  The  blood  uric  acid 

5.  A test  meal 

6.  A roentgen  study  of  the  gastro-intestinal 
tract 

7.  Roentgen  study  of  teeth  and  sinuses 

8.  The  basal  metabolic  rate. 

I have  discussed  the  diagnostic  study  else- 
where7. After  the  survey,  the  treatment  should 
be  planned  from  a general  standpoint  and  on  the 
basis  of  the  findings  in  the  detailed  individual 
examination. 

The  influencing  and  precipitating  factors  in 
rheumatoid  arthritis  are  such  as: 

1.  From  the  history: 

a.  Previous  infections  such  as  scarlet  fever  or 
ulcerative  colitis  which  seem  specifically  to  pre- 
dispose to  rheumatoid  arthritis  or  any  other  ill- 
ness which  lowers  the  body  reserve  in  general. 

b.  Nervous  tension  or  mental  stress  leading  to 
nervous  and  mental  exhaustion. 

c.  Deficient  or  improperly  balanced  diet. 

d.  Long  continued  physical  exhaustion. 

e.  Family  history  of  predisposition  to  rheu- 
matic disease. 

f.  Exposure  to  cold  and  damp. 

2.  From  the  physical  examination: 

a.  Undernutrition. 

b.  A disturbance  of  the  sympathetic  system 
with  diminished  blood  flow  producing  pale,  cold, 
and  cyanotic  extremities. 

c.  Concurrent  disease,  as  hyperthyroidism. 

d.  Tall,  ptotic  body  build. 

e.  Chronic  focal  infections. 

f.  Evidence  of  nutritional  deficiency  disease, 
such  as  edema  and  neuritis. 

g.  Poor  posture  and  poor  lung  aeration. 

3.  From  the  laboratory  studies: 

a.  Diabetic  glucose  tolerance  curve. 

b.  Achlorhydria. 
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c.  A deficiency  type  anemia. 

d.  Large  atonic  colon  which  may  be  due  to  a 
vitamin  B deficiency. 

e.  Abnormality  of  the  basal  metabolic  rate. 

In  outlining  the  treatment  of  rheumatoid 
arthritis,  the  following  points  must  be  considered: 

1.  Rest:  This  is  the  one  most  important  ele- 
ment in  treatment.  One  should  no  more  think  of 
ideally  treating  rheumatoid  arthritis  without  rest 
in  bed  than  he  would  active  tuberculosis.  Often 
this  is  impossible.  The  next  best  thing  is  to  regu- 
late activity  to  provide  for  as  much  rest  as  possi- 
ble. In  treating  patients  with  rheumatoid  arthri- 
tis one  is  constantly  impressed  with  the  finding 
that  the  patient  is  in  a state  of  chronic  exhaus- 
tion which  is  markely  influenced  for  good  by 
proper  rest.  Most  patients  with  any  type  of 
chronic  arthritis  have  the  idea,  usually  obtained 
from  a physician,  that  continuous  activity  is 
necessary  to  prevent  stiffening  of  the  joints. 
While  the  patient  has  body-rest  in  bed,  he  should 
have  joint-use  to  prevent  stiffening  and  contract- 
ure by  carrying  each  joint  through  a complete 
range  of  motion  one  or  more  times  each  day. 

2.  Diet:  There  is  certainly  no  specific  diet  for 
rheumatoid  arthritis.  Many  patients,  however, 
have  been  on  a poorly  balanced  diet.  Glucose 
tolerance  curves  frequently  show  a disturbance  in 
carbohydrate  utilization  and  carbohydrates  have 
often  been  taken  in  excess.  The  diet  has  fe- 
quently  been  defective  in  protective  foods  and 
proteins.  Often  patients  are  much  underweight, 
due  more  often  to  ravages  of  the  disease  than 
to  a deficient  caloric  intake.  In  other  patients 
the  weight  has  been  increased  to  the  detriment 
of  the  patient  by  increasing  the  caloric  intake.  I 
think  the  best  diet  is  a low  carbohydrate-high 
vitamin  one  with  abundant  protein  and  adequate 
calories.  By  limitation  of  sweets  and  starches 
the  patient  necessarily  gets  abundant  protective 
foods  and  protein  if  the  caloric  intake  is  suffi- 
ciently high.  It  is  remarkable  how  well  under- 
nourished patients  will  gain  weight  on  a low 
carbohyclrate-high  vitamin  diet.  This  diet  has  to 
be  applied  with  clinical  judgment  in  each  indi- 
vidual case.  I have  discussed  the  diet  problem  in 
arthritis  more  fully  elsewhere7. 

3.  Added  Vitamins:  Many  patients  with  rheu- 
matoid arthritis  show  evidence  of  nutritional  de- 
ficiency disease.  This  lack  is  certainly  not  the 
cause  of  the  disease  but  may  be  an  important 
influencing  factor.  No  harm  and  often  good  is 
done  by  supplementing  the  diet  with  vitamins 
and  mineral  elements.  Wheat  germ  and  yeast 
are  excellent  and  may  be  supplied  as  such  or  in 
a,  more  concentrated  form  such  as  vegex.  Cod 
liver  oil  given  in  ounce  doses  twice  a day  is  most 
valuable.  If  this  cannot  be  taken,  halibut  liver 
oil  with  viosterol  may  be  given. 

4.  Treatment  of  the  Anemia:  Almost  every  pa- 


tient with  active  rheumatoid  arthritis  has  some 
degree  of  anemia  and  often  a marked  anemia. 
This  is  almost  always  a hypochromic  anemia  of 
an  iron  deficiency  type  due  either  to  poor  absorp- 
tion or  deficient  utilization  of  iron.  If  the  fault 
is  in  utilization,  it  is  apparent  that  giving  more 
iron  is  of  no  value.  This  can  be  determined  only 
by  therapeutic  trial,  however,  so  we  always  give 
iron,  preferably  as  Blaud’s  pills,  in  adequate  dos- 
age (60-90  grains  each  day). 

Transfusion  is  of  the  greatest  value,  both  from 
a general  standpoint  and  to  combat  the  anemia. 
If  possible,  it  is  advisable  to  give  two  or  more 
transfusions  at  weekly  intervals.  Transfusion 
seems  to  do  more  than  simply  aid  in  relieving 
the  anemia. 

5.  Removal  of  Focal  Infection:  It  seems  more 
and  more  evident  to  critical  observers  that  focal 
infection  is  concerned  only  as  an  influencing  fac- 
tor in  rheumatoid  arthritis  and  is  not  the  point 
at  which  a specific  organism  is  harbored.  If  the 
infection  does  get  in  through  the  throat,  it  seems 
to  do  so  as  well  after  removal  of  the  tonsils  as 
before.  It  is  possible  focal  infection  is  more  im- 
portant early  in  the  course  of  the  disease  than  it 
is  later.  On  general  principles,  I believe  it  very 
unwise  to  allow  any  evident  focal  infection  to  re- 
main. It  is  very  unwise,  however,  to  remove  teeth 
which  are  simply  suspicious  as  this  so  often 
leaves  the  patient  without  adequate  masticating 
surface  and  thus  prevents  proper  nutrition.  The 
main  problem  is  to  decide  when  infection  should 
be  removed.  This  should  be  done  early  in  mild 
cases.  Often  the  patient  is  made  worse  by  in- 
judicious operative  procedures  on  the  teeth  and 
tonsils.  I think  the  patient  with  chronic  arthritis 
should  be  on  the  upgrade  if  possible  before  foci 
are  treated.  Most  of  the  patients  one  sees  in  a 
clinic  now  have  already  had  every  demonstrable 
focus  removed  before  they  present  themselves  for 
study  and  treatment,  so  little  consideration  need 
be  given  to  focal  infection. 

6.  Physiotherapy:  This  has  a large  place  in 
the  treatment  of  rheumatoid  arthritis.  It  con- 
sists of  tonic  measures  such  as  ultraviolet  radia- 
tion, treatment  designed  to  improve  the  general 
and  local  circulation,  and  measures  to  prevent  and 
overcome  the  deformities  incident  to  the  disease. 
The  simplest  way  to  get  ultraviolet  radiation  is 
by  exposure  to  the  sun  and  this  is  the  treatment 
of  choice  when  the  climate  and  season  permit.  It 
is,  of  course,  of  value  only  when  the  nude  body  is 
exposed  to  the  sun  and  does  not  mean  simply  sit- 
ting out  in  the  sun  fully  clothed.  Various  heating 
devices  such  as  cabinet  baths,  paraffin  baths, 
diathermy,  and  radiant  heat,  especially  when 
combined  with  massage  and  manipulation,  are  of 
great  help.  Many  simple  home  made  devices  for 
physiotherapy  are  just  as  valuable  as  the  ex- 
pensive ones.  A home  baker  can  be  made  with  a 
frame  and  light  bulbs,  and  a paraffin  bath  with  an 
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inexpensive  electric  hot  plate  and  a double  boiler9. 
In  addition  to  the  measures  outlined,  postural  and 
breathing  exercises  to  improve  the  thoracic  and 
abdominal  muscles  are  of  great  value.  These  can 
be  carried  out  by  any  one  without  apparatus  or 
other  expense. 

7.  “Specific”  and  Non-specific  Vaccines:  If  the 
view  is  accepted  that  the  cause  of  the  disease  is 
unknown,  it  is  apparent  there  is  no  “specific”  vac- 
cine. A different  organism  or  organisms  are  con- 
tained in  each  vaccine  suggested  for  the  treat- 
ment of  rheumatoid  arthritis.  I see  no  objection 
to  trying  vaccines  provided  they  are  looked  on 
simply  as  adjuvants  in  treatment.  Many  different 
methods  of  administration  have  been  used.  Prob- 
ably the  best  procedure  is  to  inject  intravenously 
the  vaccine  beginning  with  a very  small  dose  and 
gradually  increasing  the  amount  injected  with 
the  idea  of  desensitizing  the  patient. 

Patients  are  often  helped  by  the  use  of  non- 
specific vaccines.  For  this,  the  stock  typhoid- 
paratyphoid  vaccine  is  excellent.  For  the  first 
treatment,  25  million  bacteria  are  injected  intra- 
venously. Each  succeeding  injection  is  given  after 
24  hours  of  normal  temperature.  The  amount  in- 
jected each  time  is  twice  the  number  of  bacteria 
given  at  the  preceding  dose.  The  temperature 
reaction  following  the  first  injection  usually  lasts 
longer  than  48  hours,  so  72  hours  should  elapse 
between  the  first  and  second  dose.  The  succeed- 
ing injections  are  less  prolonged  so  the  third  and 
succeeding  doses  can  usually  be  given  48  hours 
after  the  preceding  dose.  Non-specific  protein 
therapy  should  not  be  given  to  seriously  ill  pa- 
tients. It  should  be  reserved  for  use  as  an  aid 
when  the  patient  is  improving  and  on  the  up- 
grade. Three  to  six  injections  are  given. 

8.  Artificial  Fever  Therapy:  This  has  not 

proved  of  great  value  in  rheumatoid  arthritis. 
Hench  has  summarized  the  entire  national  ex- 
perience on  the  basis  of  published  reports10.  Of 
about  200  patients  treated  with  artificial  fever 
therapy,  less  than  10  per  cent  became  symptom 
free  while  about  25  to  30  per  cent  noted  some  re- 
lief. Early  relapse  is  common  after  fever  treat- 
ment. This  method  of  therapy  also  should  not  be 
employed  with  seriously  ill  patients. 

9.  Drug  Therapy:  The  value  of  drugs  in  rheu- 
matoid arthritis  other  than  to  relieve  pain  may  be 
questioned.  I believe  arsenic  is  most  valuable  and 
use  it  routinely  in  all  cases.  I prefer  to  use  it  in 
the  form  of  neoarsphenamine  given  in  doses  of 
0.3  to  0.45  gm.  twice  a week  for  six  to  ten  in- 
jections. Iodine,  given  preferably  as  the  tincture, 
often  seems  to  help.  This  may  be  combined  with 
arsenic  as  Fowler’s  solution.  If  the  basal  meta- 
bolic rate  is  low,  thyroid  extract  should  be  tried. 
Since  there  is  so  often  an  achlorhydria  or  hypoch- 
lorhydria,  dilute  hydrochloric  acid  should  be  given 
also  unless  a normal  acidity  has  been  demon- 
strated. 


The  number  of  other  drugs  suggested  for  the 
treatment  of  arthritis  is  legion.  I have  had  little 
personal  experience  with  sulphur  but,  from  the 
observation  of  results  in  patients  treated  by 
others,  I have  seen  no  evidence  of  its  value.  Re- 
cently gold  salts  have  been  used  but  these  fre- 
quently cause  toxic  effects  as  dermatitis  or 
nephritis. 

10.  Climate:  Patients  with  rheumatoid  arth- 
ritis certainly  do  better  in  a hot  dry  climate  if  it 
is  possible  to  stay  in  such  a place  long  enough. 
Climate  alone,  however,  avails  little  as  it  is  only 
an  aid  in  treatment  and  not  a substitute  for  other 
therapy.  So  often  we  see  a patient  sent  to  the 
southwest  without  supervision  and  no  result  at- 
tained because  climate  alone  is  depended  on  for 
improvement.  Complete  treatment  is  just  as 
necessary  in  the  southwest  as  elsewhere. 

11.  Orthopedic  Aid:  Every  patient  with  rheu- 
matoid arthritis  should  be  under  orthopedic  super- 
vision early  in  order  to  prevent  contractures.  The 
development  of  contractures  while  under  medical 
supervision  is  an  indictment  of  the  doctor  as  such 
can  usually  be  prevented  by  splinting  and  proper 
care.  After  the  disease  has  run  its  acute  course, 
if  contractures  have  developed,  much  can  be  done 
to  straighten  knees  and  other  joints  by  simple 
procedures.  Later  if  necessary,  an  operative  pro- 
cedure such  as  posterior  capsulotomy  on  a knee 
may  enable  a patient  to  walk  and  thus  change 
him  from  a cripple  to  a useful  member  of  society. 
Early  in  rheumatoid  arthritis  a patient  is  pri- 
marily medical  and  secondarily  orthopedic;  late  in 
the  disease  he  is  primarily  orthopedic  and  second- 
arily medical.  There  should  be  medical  and 
orthopedic  cooperation  in  every  case. 

SUMMARY 

One  should  approach  a patient  with  rheumatoid 
arthritis  with  the  knowledge  that  it  is  a disease 
of  unknown  etiology  but  probably  an  infection. 
No  one  organism  so  far  described  is  the  proven 
cause  of  the  disease.  It  may  be  due  to  a single 
organism  such  as  some  filtrable  virus;  the  joint 
symptoms  may  represent  a specific  antigen-anti- 
body reaction  to  a single  organism  or  a group  of 
organisms;  it  is  possible  that  more  than  one  or- 
ganism may  be  necessary  for  the  production  of 
the  disease  as  for  instance  a filtrable  virus  and  a 
hemolytic  streptococcus. 

Since  the  etiology  is  so  far  undetermined,  it  is 
impossible  to  find  and  remove  or  specifically  treat 
the  specific  causative  organism.  This  does  not 
mean,  however,  that  much  cannot  be  done  for  the 
patient  since  there  are  always  influencing  factors 
which  may  determine  the  development  and  cause 
of  the  disease.  These  influencing  factors  should 
be  found  and  treated. 

Each  patient  must  have  individual  treatment 
based  on  a careful  survey.  The  treatment  may  be 
summarized  in  general  as  follows: 
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1.  Adequate  rest  usually  in  bed, — at  the  be- 
ginning at  least. 

2.  A diet  adequate  in  calories,  low  in  carbohy- 
drates, but  furnishing  abundant  protein  and  pro- 
tective nutritive  elements. 

3.  Relief  of  the  anemia,  usually  by  transfusion. 

4.  Long  continued  physiotherapy  designed  to 
improve  the  general  condition  as  well  as  help  the 
local  process  in  the  joint. 

5.  The  judicious  use  of  vaccine  especially  for 
the  non-specific  protein  effect. 

6.  The  liberal  use  of  arsenic  in  all  cases.  The 
addition  of  indicated  drug  therapy  as  thyroid  ex- 
tract and  hydrochloric  acid. 

7.  A hot  dry  climate  if  possible. 

8.  Vigorous  use  of  all  indicated  therapy  simul- 
taneously. 

The  last  point  is  most  important.  Most  patients 
with  this  serious  disease  try  first  one  drug,  vac- 
cine, or  physiotherapeutic  procedure  and  then  an- 
other without  thought  of  an  orderly  plan  of  treat- 
ment over  a long  period  of  time.  Treatment  must 
always  cover  months  and  often  years.  Little  is 
accomplished  by  the  use  of  different  treatments 
singly  when  results  are  dependent  on  co-ordinated 
treatment.  The  problem  is  much  like  attempting 
to  pull  a four-horse  wagon  up  a hill  with  one 
horse  at  a time  when  the  full  team  is  required  for 
results. 

PROGNOSIS 

What  can  be  expected  from  the  proper  treat- 
ment of  rheumatoid  arthritis?  Results  will  de- 
pend of  course  on  the  severity  and  the  stage  of 
the  disease  and  the  extent  of  joint  damage  when 
treatment  is  begun.  If  the  treatment  is  not 
limited  for  economic  reasons  and  is  carried  out  as 
it  can  be  done,  I believe  many  patients  can  be 
cured  in  the  early  stages;  later  the  disease  may 
be  arrested  and  most  patients  restored  to  a more 
comfortable  and  useful  life.  Unfortunately,  this 
disease  is  a most  expensive  one  to  treat  as  most 
patients  need  hospital  care.  This  fact  precludes 
so  often  the  application  of  proper  treatment.  I 
believe  the  time  will  come  when  deserving  patients 
suffering  from  chronic  arthritis  will  have  state 
aid  just  as  the  patients  with  active  tuberculosis 
do  now.  The  results  in  rheumatoid  arthritis  should 
be  equally  as  good  as  those  quite  uniformly  ob- 
tained now  in  tuberculosis.  Even  in  mild  cases  of 
tuberculosis,  treatment  for  months  under  the  best 
of  conditions  is  taken  as  a matter  of  course.  It 
is  unfortunate  that  rheumatoid  arthritis  is  not  a 
contagious  disease.  If  it  were,  it  would  be  properly 
treated  at  the  expense  of  the  state. 

CONCLUSIONS 

Rheumatoid  arthritis  is  the  most  important 
single  cause  of  chronic  illness  in  temperate  cli- 
mates. 

The  cause  is  unknown. 

Every  patient  with  rheumatoid  arthritis  should 


have  a careful  survey  to  determine  factors  in- 
fluencing the  onset  and  progress  of  the  disease. 

There  is  no  specific  treatment. 

Elements  in  the  non-specific  treatment  have 
been  reviewed  in  detail. 

One  most  important  point  is  the  coordination  of 
treatment. 

The  prognosis  is  good  in  adequately  and  in- 
telligently treated  patients. 
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Conduct  in  General  Practice 

I sometimes  think  of  what  people  say  in  re- 
ferring to  some  older  physician  who  is  dead  and 
gone.  They  will  say  that  he  never  said  much  but 
that  he  was  a great  doctor.  He  may  really  not 
have  said  much  because  he  did  not  know  much 
about  the  matter,  but,  at  least,  he  knew  enough 
not  to  try  to  explain  the  unexplainable — to  “un- 
screw the  unscrutable,”  as  the  negro  preacher  ex- 
pressed it.  I think,  in  our  younger  days  especially, 
we  often  try  to  explain  too  much,  the  net  result 
being  further  confusion  and  loss  of  confidence  on 
the  part  of  the  patient  and  the  family.  We  should 
oftener  remember  that  we  are  master  of  the  un- 
spoken word.  This  is  well  expressed  in  one  of  the 
epistles  of  St.  James,  in  which  he  says: 

“We  should  be  quick  to  hear  but  slow  to  speak.” 

I do  not  mean  to  imply  that  the  Sphinx  on  the 
Nile  would  make  a great  doctor,  for  the  practice 
of  the  art  of  medicine  is  based  in  great  part  on 
the  skillful  use  of  words;  but  the  practice  of  the 
science  of  medicine  is  seldom,  if  ever,  improved 
by  recourse  to  verbosity. — B.  J.  Gallagher,  M.D., 
Waseca,  Minnesota,  Minn.  Med.,  19:759,  Dec., 
1936. 


If  the  organized  efforts  directed  toward  the 
control  of  syphilis  are  to  be  attended  by  the  de- 
gree of  success  which  the  gravity  of  the  situation 
warrants,  eventually  a suitable  prophylactic 
method  must  be  elaborated. 
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MEDICAL  literature  in  recent  years  has 
contained  a number  of  excellent  reports 
and  searching  consideration  of  work  done 
in  the  field  of  cancer  of  the  breast,  in  the  larger 
clinics  of  the  United  States.  There  has  not  been, 

I feel  quite  sure,  a proportionate  number  of  re- 
ports on  cases  that  come  to  operation  in  the  aver- 
age hospital  of  the  country  representing  the  work 
of  a physician  doing  general  surgery  in  the  aver- 
age city  of  the  United  States. 

In  that  view  of  the  case,  I am  bringing  to  your 
attention  some  222  recorded  cases  which  were  part 
of  my  practice  between  the  years  1920  and  1935, 
inclusive,  all  of  which  have  been  handled  in  some 
one  of  the  several  hospitals  of  the  city  of  Colum- 
bus. In  this  paper  I will  consider  briefly  (1) 
symptomology ; (2)  the  technique;  (3)  observa- 
tion; (4)  conclusions. 

I am  making  no  attempt  to  review  the  litera- 
ture on  this  subject,  to  which  there  have  been 
many  and  generous  contributions  in  recent  years 
from  such  outstanding  authorities  as  Burton  Lee, 
Bloodgood,  Dean  Lewis,  Frank  Adair,  Porter,  and 
others.  In  order  to  have  a basis  for  comparison 
I cite  some  figures  from  the  Harrington  report 
on  a large  number  of  mastectomies  at  Mayo 
Clinic.  (Journal  Am.  Med.  Assn.,  Jan.,  1929). 

SYMPTOM  C'LOGY 

The  most  common  of  the  early  symptoms  of 
cancer  of  the  breast  is  a small,  hard,  irregular, 
painless  lump,  which  may  be  located  in  any  part 
of  the  breast,  but  most  commonly  is  found  in 
upper  outer  quadrants.  Pain  of  a slight  sting- 
ing quality  is  noticed  in  some  cases.  It  should 
be  particularly  noted  that  the  presence  of  an  ab- 
normal discharge  from  the  nipple,  bloody,  serous, 
or  pus-like,  may  be  the  first  and  only  sign  of 
a beginning  malignancy.  In  our  series  of  cases, 
30  (13.5  per  cent)  complained  of  pain  first;  184 
(82.88  per  cent)  noticed  a nodule  first,  and  8 
(3.6  per  cent)  a discharge  from  the  nipple,  usu- 
ally bloody. 

At  first  the  nodule  is  hard,  irregular,  and  not 
movable  except  with  the  breast.  Soon  it  is  fixed 
to  the  overlying  skin,  producing  a dimpling.  Gen- 
erally it  remains  painless.  When  the  growth  is 
located  near  the  central  portion  of  the  breast,  the 
nipple  becomes  involved  in  the  process  of  infiltra- 
tion and  is  retracted.  Ths  happens  only  after 
the  disease  is  fairly  well  advanced. 

Any  abnormal  discharge  from  the  nipple  is  al- 
ways an  alarming  sign.  In  the  eight  cases  of  our 
series  in  which  this  was  the  first  symptom  to  ap- 
pear, there  were  no  palpable  tumors  or  pain,  and 
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very  slight  tenderness.  No  other  signs  or  symp- 
toms were  present  except  a discharge  from  the 
nipple. 

The  earliest  recognizable  signs  of  carcinoma  of 
the  breast  then,  are  but  three,  or  any  one  of  the 
three  taken  alone;  namely,  nodule,  pain,  or  ab- 
normal discharge  from  the  nipple. 

None  of  these  symptoms  seem  to  attract  the 
attention  of  the  average  patient  sufficiently  to 
cause  her  to  consult  a physician  early.  At  times 
it  seems  even  the  physician  waits  for  more  prom- 
inent signs  or  symptoms  before  referring  the 
patient  to  a surgeon. 

The  surgical  treatment  of  carcinoma  of  the 
breast  is  based  on  the  assumption  that  the  disease 
begins  as  a purely  local  lesion,  invading  the  sur- 
rounding tissues  and  metastasizing  from  that 
point.  If  we  could  diagnose  all  our  cases  while  the 
disease  is  still  purely  a local  one,  the  cure  would 
seem  to  be  easy;  but  unfortunately  there  is  no 
way  by  which  one  can  know  when  the  disease  is 
limited  to  the  beginning  point  or  whether  it  has 
spread  to  distant  lymphatic  glands.  Even  the 
tissue  in  close  proximity  to  ,the  growth  may  be  in- 
volved and  there  is  no  way  of  detecting  this  except 
by  the  microscope. 

We  have  seen  a very  small  nodule  located  in  the 
breast  and  no  axillary  glands  could  be  palpated 
previous  to  operation,  but  at  time  of  operation  a 
single  nodule  was  found  in  the  apex  of  the  axilla. 
It  is  possible,  according  to  those  who  have  made 
a close  study  of  the  anatomy  of  the  breast  (Cun- 
ningham and  Davis),  for  the  growth  to  spread, 
not  only  along  the  principal  chain  of  lymphatics 
which  accompany  the  blood  vessels  to  the  axilla 
and  subclavicular  region,  but  also  by  way  of  the 
lymphatics  which  accompany  the  intercostal  ves- 
sels, or  the  vessels  which  communicate  with  the 
anterior  sheath  of  the  recti  muscles,  even  through 
the  umbilicus,  and  thence  to  the  liver;  or  it  may 
spread  through  the  vessels  across  the  sternum  to 
the  breast  of  the  opposite  side. 

Owing  to  these  facts  we  have  made  it  a rule  in 
doing  an  operation  for  cancer  of  the  breast, 
whether  it  is  apparently  early  or  whether  it  is 
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late,  to  remove  as  nearly  as  possible  all  of  these 
channels  for  the  spread  of  cancer. 

Stuart  R.  Harrington  of  the  Mayo  Clinic  in  a 
recent  article  on  carcinoma  of  the  breast  makes 
the  following  statement: 

“The  most  important  consideration  in  surgical 
treatment  of  mammary  carcinoma  is  the  early  rec- 
ognition of  the  disease.  There  are  no  pathogno- 
monic signs  or  symptoms  by  which  all  mammary 
malignant  growths  can  be  recognized.  This,  un- 
fortunately is  particularly  true  of  early  lesions. 
This  fact  emphasizes  the  importance  of  consider- 
ing every  lesion  of  the  breast  as  possibly  malig- 
nant, because  delay  in  treatment  may  result  in 
death  from  metastasis  of  a malignant  lesion.” 

In  view  of  the  fact  that  there  are  no  clinical 
symptoms  by  which  one  can  definitely  diagnose 
early  cancer  of  the  breast,  it  has  been  my  practice, 
when  there  is  any  doubt  in  diagnosis — and  there 
usually  is  some  question  in  all  cases  of  early  ma- 
lignancy— to  do  a biopsy  on,  the  nodule.  The 
patient  is  prepared  for  radical  operation  and  in- 
structed as  to  the  possibility  of  having  to  sacrifice 
her  breast.  She  is  given  a general  anesthetic,  the 
lesion  is  removed  and  examined  by  frozen  section. 
If  it  is  malignant,  a radical  amputation  of  the 
breast  is  done  at  once. 

The  wisdom  of  this  procedure  has  been  demon- 
strated in  a few  of  the  cases  of  this  particular 
series,  in  which  a clinical  diagnosis  has  been  made 
of  chronic  cystic  mastitis  with  a blue  dome  cyst; 
yet,  when  the  cyst  was  removed  for  biopsy,  a 
carcinoma  was  found  on  the  inner  wall  of  the  cyst. 
Obviously,  these  are  cases  of  the  type  the  surgeon 
always  wants  to  pick  up.  When  the  malignancy 
is  so  located  as  to  be  below  the  level  of  clinical 
recognition,  he  has  the  satisfaction  of  being  able 
to  give  the  patient  the  very  best  chance  for  a 
complete  cure. 

I would  like  to  quote  from  an  article  entitled 


“The  Ten  Year  Survivors  of  Radical  Mastectomy” 
by  Frank  S.  Mathews,  published  in  Annals  of 
Surgery,  1933,  in  which  he  says: 

“In  the  earliest  cases  we  have  only  the  age  of 
the  patient  and  the  possible  skin  retraction  to 
guide  us.  The  importance  of  the  former  is  that 
few  breast  masses  except  carcinoma  begin  after 
the  age  of  45.  We  are  not  in  position  to  let  time 
decide  the  question,  nor  should  we  do  radical  mas- 
tectomies on  innocent  growths,  hence  the  necessity 
of  biopsies — and  by  this  I mean  only  biopsies 
with  the  stage  set  for  radical  operation.  As 
time  goes  on  we  have  felt  more  and  more  the  need 
of  making  the  pathologist  an  integral  part  of  our 
operating  room  team.  The  macroscopical  appear- 
ance of  the  tumor  is  usually  sufficient  but  cer- 
tainty is  what  is  needed;  hence  the  necessity  for 
confirmation  of  clinical  opinion  based  on  frozen 
section  diagnosis.  Sometimes  it  is  suggested 
that  the  prognosis  is  impaired  by  biopsy.  On  the 
other  hand,  Eggers  has  maintained  that  the  prog- 
nosis is  improved  if  a discreet  tumor  is  first  widely 
excised  preparatory  to  proceeding  with  a radical 
mastectomy.  He  thereby  hopes  to  forestall  dis- 
semination during  the  manipulation  incident  to 
mastectomy.” 


I am  certain  I would  not  want  to  do  a radical 
amputation  of  the  breast  if  there  was  any  doubt 
about  the  growth  being  a carcinoma. 

Always  regrettable  is  the  fact  that  we  fre- 
quently do  not  get  our  cases  in  the  early  stages. 
In  fact  often  in  this  series  of  cases,  as  in  those 
of  every  other  man  who  does  surgery  for  cancer 
of  the  breast,  the  patient  makes  her  appearance 
months  and  even  years  after  the  tumor  is  first 
noticed.  In  some  of  these  cases  the  growth  was 
an  ulcerating  mass,  with  extensive  axillary  and 
subclavicular  metastasis,  and  in  some,  the  supra- 
clavicular glands  were  also  involved.  In  this  class 
of  cases  it  often  becomes  a debatable  question 
whether,  or  not,  to  offer  the  benefit  of  surgical 
treatment.  I believe  that  whenever  the  growth  is 
not  adherent  to  the  chest  wall  and  the  lymphatics 
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of  the  axilla  and  subclavicular  regions  are  not 
tightly  adherent  to,  or  grown  into  the  walls  of  the 
large  blood  vessels,  the  patient  should  be  given 
the  benefit  of  the  doubt,  and  a radical  operation 
should  be  done,  removing  all  lymphatics  and  can- 
cer bearing  tissue  as  widely  as  possible.  This 
will  often  prolong  the  life  of  the  patient  and  make 
her  much  more  comfortable  during  her  remaining 
days. 

In  our  series  there  were  12  such  patients  in 
whom  the  carcinoma  was  so  extensive  it  had  pro- 
gressed to  ulceration  at  time  of  operation;  the 
stage  varying  from  a small  ulcer  in  the  skin  over- 
lying  the  growth,  to  a large  stinking  mass.  In 
all  the  cases  there  was  an  extensive  metastasis 
to  the  lymphatics  of  the  axilla  and  subclavicular 
region;  yet  we  believe  the  results  were  such  as  to 
justify  a radical  operation. 

Even  in  cases  where  there  is  a marked  meta- 
stasis to  distant  organs  or  to  the  skeleton, 
and  where  the  breast  is  an  ulcerating  offensive 
mass,  I believe  some  of  these  patients  are  made 
much  more  comfortable  by  the  removal  of  the 
stinking,  ulcerating  breast. 

OPERATION 

Technic:  A long,  longitudinal,  elliptical  in- 

cision is  made  so  as  to  include  most  of  the  skin 
over  the  mammary  gland,  and  to  go  wide  of  the 
growth  as  much  as  two  or  more  inches  on  either 
side,  and  this  incision  is  so;  placed  that  when 
closed  it  will  be  anterior  to  the  axilla.  In  some 
cases  where  the  growth  is  located  high  in  the 
upper  outer  quadrant  a longitudinal  incision  would 
be  placing  the  incision  too  close  to  the  apex  of 
the  axilla.  In  such  cases  a transverse  elliptical 
incision  is  used.  The  skin  and  enough  of  the  sub- 
cutaneous tissue  to  preserve  a good  blood  supply 
on  the  inner  side  is  dissected  back  to  the  middle 


of  the  sternum;  that  of  the  outer  side  to  the  pos- 
terior axillary  line.  Then  the  dissection  is  carried 
upward  to  the  clavicle  in  the  same  manner. 

Next,  the  fascia  and  subcutaneous  tissue  overly- 
ing the  pectoral  muscle  is  dissected  down  from  the 
clavicle  a short  distance,  and  the  large  pectoral 
muscle  is  then  divided,  or  split,  at  a short  distance 
below  the  clavicle,  so  as  to  include  the  sternal  por- 
tion, and  dissected  free  up  to  its  insertion  into  the 
humerus,  and  cut  off  at  this  point,  turned  down- 
wards and  inwards,  exposing  the  costo-coracoid 
fascia,  which  is  then  divided,  and  the  axillary  ves- 
sels are  exposed.  Next,  we  dissect  the  pectoralis 
minor  free  up  to  its  insertion  into  the  coracoid 
process  and  divide  the  muscle  at  this  point,  turn- 
ing it  downwards.  Then  the  dissection  of  the 
subclavicular  and  axillary  spaces  is  begun  near 
the  sternum  and  carried  outward  toward  the 


axilla  until  all  the  lymphatics  and  cancer  bearing 
tissues  have  been  removed,  clamping  the  blood 
vessels  as  we  come  to  them,  being  careful  to  pre- 
serve the  long  thoracic  and  subscapular  nerves. 

Then  the  entire  mass,  including  the  breast, 
both  pectoral  muscles,  and  the  overlying  and  un- 
derlying connective  tissue  is  dissected  from  above 
downward  and  inward,  so  as  to  remove  practic- 
ally everything  on  the  anterior  chest  wall  down 
to  the  ribs  and  intercostal  muscles,  and  the  upper 
portion  of  the  anterior  sheath  of  the  rectus  muscle 
should  be  included  in  the  dissection.  In  the  mean- 
time, all  skin  and  subcutaneous  flaps  are  protected 
with  large  hot  gauze  sponges,  so  as  to  control 
oozing,  and  as  much  as  possible  prevent  the 
spread  of  stray  cancer  cells.  Next,  all  bleeding 
points  are  carefully  ligated,  the  flaps  brought  to- 
gether with  sutures,  usually  of  kal-dermic  or 
s.  w.  g.  material.  Axillary  space  is  drained  with 
one  rubber  tube  drawn  out  through  a stab  wound 
in  the  axilla. 
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If  it  is  necessary  to  remove  a large  portion  of 
the  skin  on  the  anterior  chest  wall  so  as  to  make 
it  difficult  to  close  the  wound,  the  closure  may 
be  facilitated  by  making  a transverse  incision 
above  and  one  below  the  breast  on  the  opposite 
side,  dissecting  it  loose  and  sliding  it  over  to  fill 
in  the  vacant  space,  according  to  the  method  of  the 
late  Doctor  J.  F.  Baldwin.  By  keeping  this  in 
mind  it  has  never  been  necessary  for  me  to  do 
skin  grafting  for  closure. 

The  patient  is  instructed  to  use  the  forearm 
and  not  to  remain  too  quiet.  They  are  usually 
propped  up  in  bed  on  the  second  day,  and  gener- 
ally out  of  bed  on  the  fourth  day.  Drainage  re- 
moved on  the  fourth  day,  and  if  the  wound  heals 
promptly,  stitches  removed  on  the  tenth  day, 
and  the  patient  may  go  home  on  the  eleventh  or 
twelfth  day. 

Post-operative  deep  x-ray  treatment  is  a rou- 
tine procedure  in  all  cases  such  as  are  here  re- 
ported. Occasionally  a patient  has  refused  to  ac- 
cept such  treatment  but  my  judgment  is  that  it 
has  distinctly  beneficial  results  in  most,  if  not  all 
instances  where  properly  employed. 

OBSERVATIONS 

The  entire  group  of  cases  which  have  come 
under  my  observation  from  1920  to  1935,  inclu- 
sive, and  from  which  I have  drawn  my  conclu- 
sions numbers  222.  There  were  four  males  and 
218  females,  of  which  192  were  married  and  26 
single.  Measured  by  ages,  the  decade  between  60 
and  70  shows  the  greatest  number  of  cases. 

By  type  of  operation  performed  the  cases  divide 
into  125  radical  right  mastectomies,  95  radical  left 
mastectomies,  and  two  cases  a bilateral  radical 
mastectomy.  This  ratio  incidentally  is  the  reverse 


of  the  majority  of  cases  reported  in  the  literature. 
The  microscopic  diagnosis  at  time  of  operation 
shows  130  cases,  (58.56  per  cent)  were  alveolar  or 
scirrhous,  of  these  93  had  proven  metastasis  to 
the  axillary  lymph  glands.  Thirty-three  cases 
(14.9  per  cent)  were  adeno-carcinoma,  of  which 
12  had  metastasized  to  the  lymph  glands.  Eight 
(3.6  per  cent) , were  medullaiy  carcinoma,  of  these 
four  had  metastasis.  Two  (.45  per  cent)  were 
colloid  carcinoma,  of  which  one  had  metastasis. 
There  were  41  (18.5  per  cent)  unclassified  cases, 
of  which  30  had  metastasis  to  the  lymph  nodes. 
Of  this  total  of  222  cases,  143  (64.46  per  cent) 
had  metastasis  at  time  of  operation. 

In  our  search  for  post-operative  results  of  the 
222  cases,  we  are  able  to  trace  142  patients. 
Fifty-one  cases  could  not  be  located.  Some  of  the 
families  had  moved  away  or  the  referring  phy- 
sician had  died,  or  something  had  happened  mak- 
ing it  impossible  to  obtain  any  follow-up  record 
of  the  patient.  The  29  cases  operated  in  1935  are 
too  recent  to  be  of  any  statistical  value;  there- 
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fore,  the  following  statistics  are  based  on  the  142 
cases  on  which  there  was  adequate  follow-up. 

Taking  up  this  group  reveals  a total  of  77 
patients  still  living  over  the  entire  period.  Sixty- 
five  are  dead  and  the  mortality  results  here  corre- 
spond with  those  of  most  papers,  in  that  the  ma- 
jority of  deaths  occur  in  the  first  two  years. 

In  the  group  with  no  metastasis,  39  in  num- 
ber, seven  have  died,  five  within  two  years  after 
operation,  one  three  years,  and  one  seven  years 
after  operation;  an  average  duration  of  life  after 
operation  of  2.43  years.  Of  the  entire  group,  one 
patient  lived  15  years,  four  lived  12  years  five 
lived  10  years,  six  lived  nine  years,  10  lived  seven 
years,  16  lived  five  years,  29  lived  three  years, 
and  36  lived  two  years  after  operation. 
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The  average  age  at  time  of  operation  of  those 
living  10  years  or  more,  was  46.2,  and  the  average 
age  at  time  of  operation  of  the  seven  who  died  was 
55.33. 

In  similar  work,  Stout  reports  63  per  cent  alive 
and  47.5  per  cent  apparently  cancer  free  at  the  end 
of  three  years  post-operative  period,  and  54  per- 
cent living  and  46  per  cent  cancer  free  at  the  end 
of  five  years.  Harrington’s  figures  are  64.35  per 
cent  living  at  the  end  of  three  years  and  55.44  per 
cent  at  the  end  of  five  years. 

There  were  103  patients  in  our  group  of  those 
whom  we  were  able  to  trace,  who  had  definite 
metastasis  to  the  lymph  nodes  at  time  of  opera- 
tion; 47  of  these  are  still  living  with  no  apparent 
recurrence,  and  56  are  dead. 

Of  the  56  who  are  dead — 18  died  less  than  one 
year  after  operation;  15  lived  one  year;  10  lived 
two  years;  seven  lived  three  years;  three  lived 
four  years;  one  lived  six  years;  one  lived  seven 
years;  and  one  lived  13  years. 

In  this  group  of  56  deaths,  nine  patients  died  of 
some  cause  other  than  cancer.  In  the  group  who 
lived  less  than  one  year,  one  died  six  months 
post-operative  of  pneumonia  and  one  died  five  days 
post-operative  of  a mental  disorder.  In  the  group 
who  lived  for  one  year,  one  died  of  coronary  dis- 
ease; one  died  after  sustaining  a fractured  hip. 
In  the  group  who  lived  for  two  years,  one  died  of 
coronary  disease,  one  died  after  a prostatectomy. 
In  the  group  who  lived  for  four  years,  one  died 
following  a prostatectomy  and  one  died  of  dia- 
betes. The  cause  of  death  is  not  known  in  the 
patient  who  lived  13  years  after  operation. 

In  the  metastases  group  of  those  who  are  now 
living,  70  are  two  years  or  more  after  operation; 
44  are  three  years  or  more  after  operation;  32, 
four  years  or  more;  18,  five  years  or  more;  13,  six 
years  or  more;  10,  seven  years  or  more;  seven, 


metastasized,  and  four  did  not  have  metastasis. 
The  ages  of  these  patients  and  the  grade  of  malig- 
nancy varies  widely.  In  this  group  there  were 
only  two  deaths,  one  died  one  year  after  operation, 
the  other  died  three  years  after  operation,  both  of 
general  malignancy.  The  other  10  patients  are 
still  living  with  no  apparent  recurrence,  four  of 
them  have  survived  two  years;  two  for  three 
years;  three  for  four  years,  and  one  for  10  years 
post-operative. 

Taking  those  cases  which  had  demonstrable  me- 
tastasis at  time  of  operation  and  comparing  with 
those  which  did  not  have  metastasis  to  the  lym- 
phatic glands,  we  find  an  average  age  at  time  of 
operation  in  the  no-metastasis  group  of  51.5  years, 
while  in  the  group  with  metastasis  it  was  54.07 
years.  The  majority  of  cases  operated  in  each 
group  was  between  40  and  70  years.  The  highest 
number  of  cases  in  the  group  without  metastasis 
was  in  the  50  to  60  years  division  while  in  the 


eight  years  or  more;  three,  10  years  or  more, 
and  one  is  still  living  16  years  post-operative. 

Combining  the  two  divisions  into  one  group,  we 
have  one  patient  living  16  years;  six  patients  12 
years;  eight  patents  10  years;  13  patients  eight 
years;  20  patients  seven  years;  29  patients  six 
years;  34  patients  five  years;  and  73  patients  for 
three  years,  and  106  who  have  lived  two  years. 

The  patients  in  this  group  who  lived  for  10 
years  or  more  had  an  average  age  of  42.6  years 
at  operation;-  34  lived  five  years  or  more  with  an 
average  age  at  time  of  operation  of  47.9  years 
and  73  lived  three  years  or  more  with  an  average 
age  at  time  of  operation  of  54.28  years. 

In  our  group  of  reported  cases  there  were  12 
who  were  operated  upon  less  than  one  week  after 
the  patient  discovered  the  lesion.  At  operation, 
eight  of  these  cases  were  shown  to  have  already 
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metastasis  group,  the  greatest  number  came  be- 
tween ages  of  60  and  65  years. 

There  are  80  per  cent  of  the  no-metastasis 
group  still  living  and  well.  There  are  54.37  per 
cent  of  the  metastasis  group  still  living  and  well. 
Sixteen  of  the  non-metastasis  group  have  lived 
five  years  or  more,  and  18  of  the  metastasis  group 
have  lived  the  same  length  of  time. 

We  have  then  34  five-year  cures  in  the  entire 
group  of  142  traced  cases.  If  we  eliminate  all 
those  operated  less  than  five  years,  there  remain 
63  patients  who  have  been  operated  five  years  or 
more.  On  this  basis  34  patients  still  living  give 
53.9  per  cent  five-year  cures. 

The  patients  in  this  group  who  lived  for  10 
years  or  more  had  an  average  age  at  operation  of 
42.6  years;  34  lived  five  years  or  more  with  an 
average  age  at  time  of  operation  of  47.9  years 
and  45  lived  three  years  or  more  with  an  average 
age  at  time  of  operation  of  54.28  years. 

It  appears  from  this  that  age  is  not  such  a 
prominent  factor  in  prognosis  of  cases  of  cancer  of 
the  breast  as  was  formerly  believed. 

Comparing  mortality  of  these  two  groups  we 
find  they  correspond  very  closely  with  practically 
all  other  reports  in  the  literature,  viz.,  the  chances 
of  a permanent  cure  in  patients  having  metastasis 
at  time  of  operation  is  very  much  reduced  as  well 
as  the  chances  for  a prolongation  of  life. 

Stout’s  figures  that  are  measurably  comparable 
show  22.3  per  cent  living  after  three  years,  where 
metastases  was  apparent  at  operation  and  12.3 
per  cent  at  end  of  five  years.  Similarly  Harring- 
ton shows  35.06  per  cent  living  at  the  end  of 
three  years  and  21.18  per  cent  after  five  years. 

Comparison  of  the  groups  with  metastasis  and  no 


metastasis  shows  the  average  age  at  time  of  op- 
eration is  slightly  lower  in  the  group  with  no 
metastasis.  The  larger  number  of  cases  comes  in 
the  lower  age  groups.  The  average  duration  of 
life  is  almost  two  years  longer  in  the  group  with 
no  mestastasis,  and  this  occurs  in  an  older  age 
group. 

CONCLUSIONS 

While  I am  glad  to  add  the  mite  of  my  small 
series  of  cases  to  the  more  imposing  reports  from 
our  great  clinics,  I believe  there  must  be  many 
more  of  both  sorts  before  substantially  safe  con- 
clusions may  be  drawn.  I am  impressed  by  the 
persistent  lurking  factor  of  the  unknown  which 
prevades  the  whole  subject  of  cancer  treatment. 
Cases  survive  even  to  10  years  and  longer,  that 
would  seem  to  fall  into  a group  with  little  or  no 
expectancy  while  others  who  have  what  we  have 
accepted  as  favorable  indications  come  to  an  early 
death. 

The  patients  who  lived  for  10  years  or  more 
and  some  who  seem  permanently  cured,  were  in 
many  instances  in  the  earlier  age  groups  and 
some  had  metastasis  with  a known  lesion  in  the 
breast  for  several  months.  Others  with  no  nodes 
in  the  lymph  glands  and  coming  early  to  the  sur- 
geon after  the  discovery  of  the  lesion  lived  but  a 
few  months  after  radical  surgery  combined  with 
irradiation. 

This  factor  of  the  unknown  is  the  thing  most 
greatly  to  be  sought.  Until  this  unknown  factor 
is  cleared  up,  we  are  going  to  remain  in  the  dark 
as  to  the  best  treatment  of  cancer  of  the  breast 
and  the  same  is  true  of  cancer  wherever  found. 

While  at  present  we  are  able  to  give  our  pa- 
tients a reasonable  assurance  of  a five-year  life 
to  a permanent  cure  in  from  17  per  cent  to  50  per 
cent  of  those  presenting  themselves  for  treat- 
ment, we  find  many  who  succumb  to  the  disease, 
which  according  to  the  commonly  accepted  rules 
should  give  us  years  of  life  or  even  cures.  The 
reverse  is  also  true. 

Cancer  seems  to  be  a more  serious  jeopardy  to 
life  among  the  young  and  middle  aged  than  to 
those  past  50.  Favorable  results  more  generally 
follow  early  operations.  Radical  operations  seem 
to  be  indicated  in  every  instance  where  a true 
carcinoma  of  the  breast  is  found.  Beyond  this 
one  may  not  go  with  any  sense  of  safety  and  even 
these  conclusions  are  generalities  in  which  a host 
of  exceptions  must  be  expected. 
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We  contend,  in  arguing  against  “state  medi- 
cine,” that  people  must  be  allowed  “free  choice  of 
physician.”  We  must  then  allow  them  that  privi- 
lege freely  ourselves  and  not  feel  that  we  have 
any  counter-claim  on  them  because  we  may  have 
done  things  for  them  in  the  past. — B.  J.  Gallagher, 
M.D.,  Waseca,  Minnesota,  Minn.  Med.,  19:759, 
Dec.,  1936. 


DIAGNOSIS  AND  TREATMENT  OF  CONCRETIO  CORDIS: 

ACCRETIO  CORDIS 

By  JOHNSON  McGUIRE,  M.D.,  and  VIRGIL  HAUENSTEIN,  M.D.,  Cincinnati  Ohio 


IT  IS  the  purpose  of  this  communication  to  de- 
scribe the  clinical  picture  characterizing 
chronic  constrictive  pericarditis,  otherwise 
known  as  concretio  cordis,  pericardial  scar,  or 
Pick’s  disease,  and  the  clinical  features  of  ac- 
cretio  cordis,  or  pericarditis  with  external  ad- 
hesions uniting  various  intrathoracic  structures  to 
the  heart.  Our  description  is  based  on  a review  of 
the  autopsy  material  of  the  past  10  years  at  the 
Cincinnati  General  Hospital  and  the  carefully 
studied  series  of  fifteen  cases  recently  reported 
by  White1. 

Following  the  classical  description  of  con- 
cretio cordis  by  Volhard2  in  1923,  interesting  and 
important  contributions  to  the  recognition  and 
treatment  of  this  condition  have  been  published 
by  Beck3  in  Cleveland,  Burwell4  in  Nashville,  and 
Bigger5  in  Richmond.  As  few  cases  of  this  dis- 
order have  been  reported  elsewhere  in  this  coun- 
try, it  seems  probable  that  many  cases  of  con- 
cretio cordis  are  not  being  recognized.  Since  peri- 
cardial resection  is  curative  when  carried  out  in 
properly  selected  cases  by  skillful  thoracic  sur- 
geons, it  is  obvious  that  the  diagnostic  features 
of  the  disease  merit  more  attention. 

After  reviewing  67  cases  of  various  types  of 
adherent  pericardium  which  have  come  to  autopsy 
at  the  Cincinnati  General  Hospital  during  the  past 
10  years,  we  have  been  impressed  with  the  follow- 
ing facts:  (1)  External  adhesions  alone  extend- 
ing from  the  pericardium  to  various  intra-thoracic 
structures  do  not  cause,  and  are  not  associated 
with  cardiac  enlargement  (Table  3);  (2)  adhes- 
ions binding  the  visceral  and  parietal  pericardium 
firmly  together  either  when  unassociated  with 
external  pericardial  adhesions,  or  when  associated 
with  adhesions  firmly  binding  the  heart  to  the 
diaphragm,  lungs,  or  mediastinum  only  are  asso- 
ciated with  cardiac  hypertrophy  when  complicat- 
ing hypertension  or  some  valvular  lesion  co-exists 
(Tables  2 and  3).  Thus  we  believe  we  can  offer  an 
explanation  for  the  large  hearts  sometimes  found 
with  adherent  pericardium. 

Adherent  pericardium  is  usually  the  result  of  a 
previous  acute  pericarditis  and  a history  of 
antecedent  pericarditis  can  often  be  obtained. 
Tuberculosis  and  pneumococcus  infections  are  fre- 
quently responsible.  Most  commonly  chronic  con- 
strictive pericarditis  is  caused  by  an  infection  of 
unknown  etiology.  Polyserositis  (Concato’s  dis- 
ease) may  cause  adherent  pericardium.  However, 
the  two  diseases,  Pick’s  disease  and  Concato’s 
disease,  are  not  identical  and  may  occur  inde- 
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pendently.  Rheumatic  fever  frequently  causes 
pericarditis.  However,  it  would  seem  that  rheu- 
matic pericarditis  rarely,  if  ever,  causes  the  thick, 
callous  pericardial  scar  of  chronic  constrictive 
pericarditis.  Adhesions  between  the  epicardium 
and  pericardium  and  external  pericardial  ad- 
hesions have  been  found  in  our  series  at  five  years 
and  at  eighty.  Concretio  cordis  is  most  frequently 
encountered  in  adolescence  and  young  adult  life, 
possibly  because  unrecognized  cases  do  not  sur- 
vive for  many  years. 

TABLE  1 

Cases  of  Chronic  Adhesive  Pericarditis  Uniting 
Epicardium  and  Pericardium  without 
External  Pericardial  Adhesions 


Number 
of  cases 

Average  weight 
of  heart 
in  grams 

34 

469 

14  of  these  cases  had  no  record 

of  hypertension  nor  valvular 

273 

lesion  at  autopsy 

20  cases  were  complicated  by 

hypertension  or  valvular  lesion 

626 

as  proved  by  autopsy 

The  location  and  character  of  the  adhesions  de- 
termine the  influence  that  adherent  pericardium 
has  upon  the  heart.  Even  when  the  visceral  and 
parietal  pericardium  are  densely  adherent  no  in- 
fluence upon  the  heart  size  or  function  was  noted 
in  our  cases  unless  great  thickening  of  the  peri- 
cardium resulted  from  fibrous  tissue  deposition 
which  encased  and  constricted  the  heart  and  pre- 
vented normal  diastolic  relaxation  and  filling 
(Concretio  cordis).  Under  these  circumstances 
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even  normal  hearts  are  unable  to  function 
properly  as  the  flow  of  blood  in  diastole  is  im- 
peded and  an  elevation  of  venous  pressure  results, 
which  is  followed  by  enlargement  of  the  liver  and 
ascites.  Because  of  the  inelastic  scar  tissue  sur- 
rounding the  heart,  hypertrophy  seldom  occurs 
even  when  external  adhesions  develop  and  require 
extra  work  during  systole.  It  is  likely  that  the 
encasing  mass  of  fibrous  tissue  at  times  inter- 
feres with  blood  flow  through  the  coronary 
arteries  and  may  in  part  account  for  the  fibrosis 
and  degenerative  changes  in  the  myocardium 
usually  found  in  this  disorder. 


TABLE  2 

Cases  of  Adhesive  Pericarditis  with  External 
as  well  as  Internal  Adhesions 


Number 
of  cases 

Average  weight 
of  heart 
in  grams 

23 

430 

12  of  these  cases  had  no  record 
of  hypertension  and  no 
valvular  lesion  at  autopsy 

304 

11  cases  were  complicated  by 
hypertension  or  valvular  lesion 
as  proved  by  autopsy 

562 

Adhesive  pericarditis  uniting  the 

visceral  and 

parietal  pericardium  may  be  associated  with  ex- 
ternal adhesions  binding  the  heart  to  the  pleurae, 
the  diaphragm,  the  costal  cartilages  or  sternum 
(mediastino-pericarditis  or  accretio  cordis).  It  is 
in  this  type  of  adherent  pericardium  that  an  ex- 
treme degree  of  cardiac  hypertrophy  has  been 
described,  and  has  been  attributed  to  an  increase 
in  work  during  systole  as  the  heart  tugs  on  the 
fixed  adhesions.  In  recent  years  there  has  been 
considerable  controversy  regarding  the  influence 
of  adherent  pericardium  as  a factor  in  causing 
cardiac  enlargement.  In  our  cases  of  adherent 
pericardium  enlargement  did  not  follow  merely 
the  additional  work  imposed  on  the  heart  by  the 
pull  of  the  heart  against  the  adhesions  during 
systole.  As  shown  by  our  tables,  the  hearts  of 
extraordinary  size  (sometimes  weighing  more 
than  1000  grams)  not  only  had  internal  or  in- 
ternal and  external  pericardial  adhesions  but  also 
some  complicating  handicap,  such  as  hypertension 
or  valvular  disease. 

Clinically  adherent  pericardium  may  be  divided 
into  three  groups: 

1.  Asymptomatic  group.  In  the  majority  of 
cases  adhesions  between  the  visceral  and  parietal 
pericardium,  or  adhesions  between  the  parietal 
pericardium  and  intra-thoracic  structures  cause 
no  symptoms  or  signs.  Thus  the  disorder  may 
first  be  discovered  at  autopsy,  death  occurring 
from  some  unrelated  cause. 

2.  Chronic  Constrictive  Pericarditis  (Con- 
cretio  cordis).  Dyspnea,  swelling  of  the  abdomen 
and  occasionally  edema  of  the  ankles  but  usually 
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not  in  proportion  to  the  abdominal  enlargement 
are  the  characteristic  symptoms  encountered  in 
chronic  constrictive  pericarditis.  Increasing  prom- 
inence of  the  cervical  veins  may  be  noted  and 
sometimes  there  is  swelling  of  the  feet.  General 
weakness  and  low  grade  fever  are  occasionally 
present. 

Inspection  reveals  conspicuous  engorgement  of 
the  veins  of  the  neck.  The  distension  of  the  veins 
is  often  present  in  the  sitting,  as  well  as  in  the 
recumbent  position.  Cyanosis  of  the  lips  and  nail 
beds  may  be  present.  Inspiratory  swelling  of  the 
veins  of  the  neck  is  a common  and  important 
sign.  Orthopnea  is  inconstant.  There  is  moderate 
or  even  extreme  enlargement  of  the  abdomen 
usually  with  a fluid  wave.  Often  pitting  edema  of 
the  legs  and  ankles  is  found.  The  liver  is  regu- 
larly enlarged  and  firm,  but  usually  it  is  not  ten- 
der and  does  not  pulsate.  Splenomegaly  rarely 
occurs.  The  pulse  is  small,  the  systolic  blood 
pressure  and  pulse  pressure  are  characteristically 
low,  or  within  the  lower  limits  of  normal.  Pleural 
effusion  is  not  uncommonly  present.  The  fluid, 
like  that  found  in  the  abdomen,  usually  has  the 
characteristics  of  a transudate. 

Usually  the  heart  is  not  enlarged.  If  there  is 
enlargement,  it  is  slight.  The  rhythm  is  usually 
regular;  however,  irregularity  due  to  auricular 
fibrillation  or  extra-systoles  is  sometimes  en- 
countered. The  sounds  may  be  distant  but  often 
are  of  normal  intensity.  Systolic  apical  murmurs 
may  be  present,  but  clear  evidence  of  valvular 
heart  disease  is  usually  absent. 


TABLE  3 

Cases  of  External  Pericardial  Adhesions 
without  Internal  Adhesions 


Number 

Average  weight 
of  heart 

of  cases 

in  grams 

10 

270 

In  the  recognition  of  chronic  constrictive  peri- 
carditis the  electrocardiogram  is  helpful.  Usually 
there  is  low  voltage  of  the  QRS  complexes;  and 
the  T-waves  of  lead  1 and  lead  2 are  frequently 
of  low  amplitude  or  negative,  as  described  by 
Cushing  and  Feil8.  If  the  heart  be  immobilized  by 
adhesions,  the  electrical  axis  may  not  alter  with 
change  of  position  of  the  body  as  pointed  out  by 
Dieuaide,  but  fixation  of  the  electrical  axis  is  by 
no  means  pathognomonic.  While  rare,  the  de- 
tection by  X-ray  of  calcareous  deposits  encircling 
the  heart  is  practically  pathognomonic  of  ad- 
herent pericardium.  The  cardiac  silhouette  is 
usually  of  normal  size,  though  marked  thickening 
of  the  pericardium  may  suggest  hypertrophy  or 
dilatation.  Decrease  in  the  amplitude  of  the  pul- 
sations of  the  heart,  particularly  of  the  right 
border,  is  the  usual  fluoroscopic  finding. 

3.  External  Pericardial  Adhesions  (Mediastino- 
pericarditis)  (Accretio  Cordis).  Unless  the  symp- 
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TABLE  4 


CONCRETE)  CORDIS 
(Chronic  constrictive  pericarditis) 

ACCRETIO  CORDIS 
(External  pericardial  adhesions) 

Etiology 

Unknown,  pneumococcus,  tuberculosis 

Rheumatic,  tuberculosis,  unknown 

Size  of  Heart 

Usually  small 

Often  large 

Age 

Usually  young 

Any  age 

Symptoms 

Enlargement  of  abdomen 

Loss  of  weight  upper  half  of  body 

Dyspnea 

None,  or  those  usually  associated 
with  myocardial  insufficiency 

Signs 

Ascites 

Enlargement  of  liver  without  pulsation 
Engorgement  of  veins  of  neck 
No  murmur  suggesting  organic  disease 
of  the  heart 

Absence  of  pulmonary  congestion 
Low  or  normal  blood  pressure 

Systolic  retraction  of  interspace  at 
cardiac  apex 
Broadbent’s  Sign 
Pulsus  paradoxus 

Often  murmurs  suggesting  valvular 
lesions 

Blood  pressure  may  be  high,  or 
normal 

X-Ray 

Limitation  pulsation  of  heart  as  seen 
fluoroseopically.  Fixation  heart 
within  thorax.  Calcification  in 
pericardial  silhouette 

Visualization  of  adhesions  between 
heart  and  diaphragm 

E.K.G. 

Low  voltage  QRS  and  T 

Nothing  characteristic 

toms  of  myocardial  insufficiency  are  present  there 
are  no  characteristic  symptoms  of  external  peri- 
cardial adhesions.  The  most  important  physical 
sign  of  external  adhesions  is  systolic  retraction  of 
the  interspace  or  interspaces  near  the  cardiac 
apex.  However,  this  phenomenon  may  be  seen 
also  during  the  systole  of  a greatly  enlarged 
heart  without  adhesions.  Systolic  retraction  may 
be  seen  posteriorly  on  the  left  side  between  the 
eleventh  and  twelfth  ribs  (Broadbent’s  sign).  It 
may  also  involve  the  ribs;  that  is,  the  lower  chest 
wall.  Pulsus  paradoxus  (the  disappearance  of  the 
radial  pulse  during  inspiration)  may  be  present 
but  is  of  limited  value  as  this  sign  may  be  present 
in  normal  individuals.  If  rheumatic  fever  be  the 
etiologic  factor,  a variety  of  valvular  murmurs 
may  be  encountered. 

With  the  external  pericardial  adhesions  and  ad- 
hesions between  the  epicardium  and  pericardium 
complicated  by  hypertension  or  valvular  disease 
an  enormous  degree  of  hypertrophy  may  be  seen. 
X-ray  and  fluoroscopy  may  be  of  aid.  If  during  in- 
spiration the  heart  rises,  especially  if  one  side 
rises  more  than  the  other,  there  is  additional  evi- 
dence for  the  diagnosis.  Bands  of  adhesions  ex- 
tending from  the  parietal  pericardium  to  various 
intra-thoraeic  structures  are  sometimes  visualized 
by  fluoroscopy  or  X-ray. 

differential  diagnosis  of  chronic  constrictive 

PERICARDITIS 

Mitral  and  Tricuspid  Disease.  Enlargement  of 
the  liver,  edema  and  dilatation  of  the  cervical 
veins  are  commonly  present  with  tricuspid 
stenosis  or  insufficiency,  and  failure  of  the  right 
heart  secondary  to  mitral  stenosis.  The  history, 
the  configuration  of  the  heart  and  the  presence  of 


a pre-systolic  or  mid  or  late  diastolic  murmur  are 
helpful  differential  findings,  particularly  as  cases 
of  adhesive  pericarditis  complicated  by  serious 
valvular  lesions  are  usually  not  amenable  to  sur- 
gical treatment. 

The  picture  can  be  confused  with  functional 
tricuspid  regurgitation  which  is  commonly  seen  in 
the  acute  stages  of  right  heart  failure  and  in 
chronic  right-sided  failure  secondary  to  mitral 
stenosis.  The  presence  of  valvular  disease  or 
hypertension,  and  systolic  venous  pulsation  should 
serve  to  differentiate  this  condition. 

Beriberi  Heart.  The  generalized  edema  and 
signs  of  right-sided  heart  failure  in  this  con- 
dition are  theoretically  confusing.  The  history  of 
dietary  deficiency,  peripheral  neuritis,  tenderness 
and  atrophy  of  the  muscles,  therapeutic  response 
to  vitamin  B are  characteristic  of  beriberi.  The 
enlarged  liver,  fluoroscopic  and  electrocardio- 
graphic findings  in  chronic  constrictive  pericarditis 
help  to  differentiate  these  diseases. 

Portal  Cirrhosis  of  the  Liver.  The  age  of  the 
patient  with  cirrhosis  of  the  liver,  the  history  of 
alcoholism,  the  absence  of  peripheral  venous  en- 
gorgement, the  presence  of  splenomegaly  and  the 
absence  of  signs  referable  to  the  heart  make  the 
differentiation  from  adherent  pericardium  com- 
paratively simple. 

Polyserositis.  In  polyserositis  the  serous  ef- 
fusions are  primarily  inflammatory,  in  adherent 
pericardium  effusion  results  from  elevated  venous 
pressure  and  chronic  passive  congestion.  If 
polyserositis  be  the  cause  of  Pick’s  disease  the 
differentiation  is  difficult. 

PROGNOSIS 

The  disease  is  essentially  chronic,  and  the  ulti- 
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mate  outlook  depends  entirely  upon  the  myocar- 
dium and  its  ability  to  carry  the  added  burden. 
The  heart  may  be  able  to  compensate  for  years, 
but  sooner  or  later  it  fails  unless  surgical  treat- 
ment is  successful. 

TREATMENT 

Chronic  constrictive  pericarditis  may  be  cured 
by  pericardial  resection  as  suggested  by  Delorme 
in  properly  selected  cases.  Brilliant  results  from 
this  operation  have  been  secured  by  Beck  and 
Churchill  within  the  past  few  years.  Patients 
under  30  years  with  no  history  or  physical  evi- 
dence of  rheumatic  heart  disease  and  without 
marked  cardiac  enlargement  are  most  likely  to  be 
helped.  Medical  treatment  consists  of  the  usual 
measures  for  combating  myocardial  insufficiency. 
In  adherent  pericardium  with  external  adhesions 
Brauer  has  advocated  as  a palliative  procedure 
the  resection  of  several  ribs  and  costal  cartilages 
overlying  the  pericardium  in  order  that  the  heart 
may  pull  against  yielding  rather  than  rigid  struc- 
tures. 

SUMMARY 

1.  Concretio  cordis  or  chronic  constrictive  peri- 
carditis is  not  a cause  of  cardiac  enlargement. 

2.  External  pericardial  adhesions  alone  do  not 
cause  cardiac  hypertrophy. 

3.  Marked  cardiac  enlargement  associated  with 
adherent  pericardium  in  our  series  of  cases  was 
always  complicated  by  hypertension  or  valvular 
lesions. 
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DISCUSSION 

E.  H.  Cushing,  M.D.,  Cleveland,  Ohio:  Dr.  Mc- 
Guire has  ably  summarized  the  clinical  picture  of 
adhesions  within  and  without  the  pericardium,  and 
has  emphasized  the  fact  that  cardiac  hypertrophy 
does  not  occur  as  a direct  result  of  these  ad- 
hesions. 

We  have  been  unusually  fortunate  at  Lakeside 
Hospital  to  have  seen  a considerable  number  of 
cases  with  scarring  of  the  pericardium,  and  Dr. 
Claude  S.  Beck  has  performed  a pericardectomy 
on  sixteen  of  these  cases.  We  have  used  the  terms 
acute  and  chronic  intrapericardial  compression  to 
emphasize  the  pathological  changes  in  the  peri- 
cardium produced  by  the  abnormal  physiological 
pictures,  and  the  accompanying  slides  explain 
acute  and  chronic  pericardial  compression  more 
graphically  than  words. 

The  recognition  of  these  clinical  entities  by 
physicians  will  bring  many  more  cases  to  their 
attention. 


We  Sometimes  Forget  — 

OUR  knowledge  of  coronary  artery  disease 
and  coronary  occlusion  is  a recent  ac- 
quisition. In  the  last  few  years  physicians 
have  learned  the  frequency  and  importance  of 
these  lesions  and  the  ability  to  diagnose  the  typi- 
cal coronary  occlusion  is  quite  general. 

Recently  words  of  warning  have  been  sounded 
from  several  quarters,  cautioning  us  against  over- 
doing this  diagnosis.  Herrick,  White  and  Ern- 
stene  have  all  reported  series  of  cases  in  which 
the  diagnosis  of  coronary  occlusion  was  made 
erroneously.  These  series  included  cases  of  per- 
forated peptic  ulcer,  gastric  crises  of  tabes,  car- 
cinoma of  the  stomach  and  even  herpes  zoster. 

We  must  avoid  the  errors  of  a previous  genera- 
tion which  resulted  from  a lack  of  knowledge,  but 
we  must  not  let  our  enthusiasm  carry  us  on  to  a 
point  where  we  overdiagnose  the  coronary 
syndrome.  Remember,  even  a patient  with  known 
coronary  artery  disease  may  develop  abdominal 
surgical  lesions. 

* * * 

The  pendulum  has  swung  from  that  point  some 
years  ago  when  every  murmur  was  regarded 
as  evidence  of  heart  disease,  through  the  Mac- 
Kenzie  era  when  we  were  taught  to  disregard 
these  murmurs  to  its  present  middle  position 
where  a more  reasonable  and  thoughtful  view 
prevails.  It  is  quite  true  that  many  individuals 
with  otherwise  normal  hearts  may  have  systolic 
murmurs  throughout  life.  However,  any  murmur 
is  an  adventitious  sound  and  should  arouse  sus- 
picion. 

In  children  be  slow  to  diagnose  heart  disease 
on  soft  systolic  murmurs  without  cardiac  enlarge- 
ment, especially  if  heard  when  fever  is  present. 
Soft  systolic  murmurs  may  be  heard  in  a large 
percentage  of  small  children  with  fever,  a rough 
or  loud  murmur  may  be  evidence  of  rheumatic 
heart  disease. 

The  appearance  of  a systolic  murmur  in  a 
patient  past  middle-life  indicates,  usually,  the 
progressive,  degenerative  changes  of  coronary 
artery  disease.  Such  murmur,  at  times,  appears 
first  shortly  after  an  infarct  from  coronary  oc- 
clusion. 

Too  often  we  find  physicians  making  a diag- 
nosis of  mitral  insufficiency  in  a middle-aged 
patient  on  the  basis  of  a systolic  murmur.  Such 
an  unqualified  diagnosis  suggests  to  them  rheu- 
matic heart  disease.  Rheumatic  heart  disease 
with  mitral  insufficiency  is  the  rarest  cause  of 
systolic  murmurs.  If  such  an  insufficiency  is 
present  in  middle-life  it  is  a relative  insufficiency 
from  cardiac  dilatation. — Hubert  C.  King,  M.D., 
Cleveland,  Ohio. 


A TRANSFUSION  APPARATUS  WITH  MINIMUM  TRAUMA 

TO  THE  CELLS 

By  MAX  SHAWEKER,  M.  D.,  Dover,  Ohio 


EVER  since  Lewisohn’s  description  of  a trans- 
fusion method  using  sodium  citrate  as  an 
anti-coagulant  there  has  been  a running 
argument  relative  to  the  comparative  merits  and 
demerits  of  citrated  and  whole  blood.  It  is 
thought  by  many,  that  the  citrate  method  is 
technically  a positive  process  and  far  more  delib- 
erate than  the  giving  of  whole  blood,  in  that  it 
requires  no  moving  about  of  the  recipient,  and 
psychic  and  so  called  “speed  shock”  are  largely 
avoided.  It  has  been  shown  by  Neuhof  and 
Hirschfield  and  others  that  as  much  as  eight 
grams  of  sodium  citrate  can  be  given  without 
toxic  effects  if  given  slowly,  so  in  all  probability 
the  sodium  citrate  in  itself  is  not  toxic. 

Again  by  transfusing  different  but  compatible 
types  using  sodium  citrate  as  an  anti-coagulant 
it  has  been  shown  that  after  a month  50  per  cent 
of  the  transfused  cells  are  still  present  in  the  cir- 
culation. This  is  important,  for  it  is  not  likely 
that  the  host  would  tolerate  a non-functioning 
cell  for  that  period  of  time.  Also,  in  most  trans- 
fusions the  object  is  to  introduce  the  cells  rather 
than  the  serum  into  the  recipient.  In  a few  cases, 
of  course,  the  blood  serum  instead  of  the  blood 
cells  is  the  desired  portion  and  it  may  be  that  in 
these  cases  the  giving  of  whole  blood  is  superior 
to  using  citrate  blood.  At  least,  it  has  been  no- 
ticed that  the  serums  of  citrated  blood  do  not 
enter  in  the  bacteriolytic  or  hemolytic  immune 
chains  in  a normal  manner  and  it  is  reasonable  to 
suppose  that  the  calcium  is  interfered  with.  It 
has  been  shown,  however,  that  bloods  treated  with 
sodium  citrate  and  transfused  into  a recipient  do 
not  interfere  with  the  complement  fixation  or 
agglutination  tests  of  the  recipient.  It  has  also 
been  shown  that  the  introduction  of  citrated  blood 
does  not  raise  the  coagulation  time  or  bleeding 
time  of  the  recipient. 

Shortly  after  Lewisohn’s  method  was  published 
and  tried  by  us,  we  found  it  necessary  to  filter 
the  blood  through  gauze  because  of  small  strings 
of  fibrin  that  would  occlude  the  needle.  The 
needles  (far  from  the  high  grade  article  of  today) 
would  cause  some  trouble  even  after  filtering  was 
done.  Inspection  of  the  minute  blood  plugs  in  the 
lumen  of  the  recipient’s  needle  often  showed  small 
pieces  of  lint.  So  what  we  were  doing  was  to 
trade  the  fibrin  strings  we  beat  out  with  the  glass 
rod  for  the  smaller  strings  of  cotton. 

At  this  point,  we  changed  the  technic  to  using 
a dropper  and  drop  the  citrate  into  the  collecting 
beaker  (all  wide  open  processes)  and  gently  ro- 
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tated  the  beaker  instead  of  beating  the  blood  with 
a glass  rod.  This  was  a distinct  gain,  but  a fur- 
ther improvement  was  made  by  attaching  a rub- 
ber tube  to  the  donor’s  needle  and  with  the  end  of 
this  tube  in  the  bottom  of  the  receiving  flask  and 
then  injecting  the  citrate  with  a large  hypoder- 
mic syringe  just  back  of  the  donor’s  needle  at  a 
rate  of  speed  to  uniformly  citrate  the  blood.  This 
made  satisfactory  blood,  but  it  was  still  a wide 
open  process  and  plenty  cumbersome  as  it  had  to 
be  transferred  to  an  infusion  jar  before  being 
introduced  into  the  recipient  even  though  filter- 
ing became  unnecessary.  Comparison  of  blood 
collected  in  this  manner  showed  less  hemoglobin 
stain  in  the  serum  than  blood  collected  by  the 
original  Lewisohn  technic. 

Our  next  step  was  to  use  a jar  that  could  also 
be  used  for  the  recipient  and  changed  the  citrat- 
ing  device  to  a small  gravity  jar  (GT)  and  a T 
(TT)  tube  introducing  the  citrate  directly  behind 
the  donor’s  needle  (DN)  as  advocated  by  Frank 
Hartman  and  others. 

We  have  found  it  convenient  to  make  up  solu- 
tions of  sodium  citrate  (2%  per  cent)  in  normal 
saline  solution  and  a separate  bottle  of  normal 
saline  solution  from  the  dry  salts.  We  weigh  the 
salts  and  keep  them  in  a dry  state  until  just  be- 
fore the  transfusion  when  these  amounts  are 
diluted  with  100  cc.  of  distilled  water. 

For  containers  of  the  anti-coagulant  and  nor- 
mal saline  solution  we  use  4 ounce  pyrex  nursing 
bottles  (PB)  and  cover  the  necks  with  inverted 
porcelain  crucibles  (PC).  We  have  found  cotton 
stoppers  unsatisfactory  in  that  lint  sometimes 
works  its  way  into  the  blood.  We  have  also  found 
it  convenient  to  place  a colored  glass  bead  (GB) 
in  the  citrate  bottle  which  is  readily  visible  from 
any  angle  thus  making  a mistake  in  the  choice  of 
solutions  almost  impossible. 

We  then  use  a ring  stand  which  can  be  easily 
attached  to  tables,  chairs,  beds,  etc.,  and  is  adjust- 
able to  all  desired  levels.  A glass  tube  (GT)  in 
the  citrate  jar  serves  as  a flow  meter  to  show  the 
relative  rate  of  flow.  This  jar  is  graduated  using 
the  same  numbers  that  appear  on  the  collecting 
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flask,  i.c.  100  ml. — 200  ml.  etc.,  etc.,  so  during  the 
operation  the  numbers  need  only  match.  Actually 
they  represent  10  per  cent  of  the  amounts  shown. 
This  jar  is  suspended  at  the  top  of  the  support 
rod  by  means  of  a burette  clamp  which  has  a 
thimble  that  slips  over  the  rod.  This  method  of 
support  allows  considerable  latitude  of  the  needle 
over  the  donor’s  arm  in  that  the  citrate  jar 
swings  around  easily  in  different  positions.  It 
also  makes  it  simple  to  remove  the  citrating  de- 
vice after  the  blood  is  collected. 

The  needle  adapter  (NA)  and  T tube  adapter 
(TT)  are  separated  and  the  entire  citrating  appa- 
ratus, T tube,  adapter,  donor’s  needle  and  all  is 
lifted  off  of  the  supporting  rod  (SR)  and  laid 
aside.  The  receiving  flask  (RF),  support  ring 
(SR)  included  is  transferred  to  the  top  of  the 
rod,  the  rod  being  elevated  to  full  height.  At  this 
point,  20  ml.  of  isotonic  salt  solution  is  introduced 
through  the  tube  using  a Luer  syringe  (LS)  and 
a double  female  adapter  (DA)  which  displaces 
the  blood  in  the  tube  along  with  any  air  bubbles 
to  the  receiving  flask  and  provides  a small  trial 
amount  of  salt  solution  instead  of  blood  for  de- 
termining the  “hit”  in  the  recipient’s  vein. 

A double  bulb  thistle  tube  (DB)  is  placed  in  the 
neck  of  the  collecting  flask.  A few  drops  of  saline 
solution  (DS)  or  water  placed  in  the  tube  will 
thus  make  a flow  meter  both  for  collecting  and 
giving  the  blood.  This  flask,  of  course,  is  grad- 
uated in  mis.  A small  Hoffman  clamp  (HC)  is 
used  to  regulate  the  speed  of  citrate  flow.  A mod- 
ified Day  clamp  (DC)  is  used  to  control  the  tube 
to  (or  from)  the  receiving  flask. 

The  method  is  practically  closed  and  the  blood 
is  collected  without  stirring  or  beating  in  any 
manner.  You  will  note  its  pattern  results  not 
from  any  sudden  inspiration  but  is  a gradual  evo- 
lution from  the  Lewisohn  method.  In  fact,  small 
changes  are  so  frequent  it  will  probably  look  just 
a little  different  before  the  year  is  out. 

There  are  some  personal  observations  about 
transfusion  that  we  consider  worth  while. 

(1)  There  are  too  many  transfusions  being 
done  on  dying  patients— patients  absolutely  sure 
to  die.  This  makes  the  process  one  which  is  terri- 
fying to  many  patients.  They  think  they  must  be 


in  a dying  condition.  There  should  be  a definite  set 
of  indications  for  transfusion  just  as  there  is  for 
cesarean  section  or  for  a forceps  delivery. 

(2)  The  most  important  item  in  the  technic  of 
transfusion  is  the  donor’s  needle — more  grief 
occurs  here  regardless  of  the  method  used  than 
in  any  part  of  the  various  apparatus.  The  needle 
should  have  a moderate  bevel  and  of  course  be 
very  sharp,  and  the  largest  needle  that  is  prac- 
tical should  be  used.  We  use  either  a 13-14-  or 
15-gauge  Medical  Center  needle.  This  needle 
smoothed  out  at  the  hub  side  with  a small 
jeweler’s  reamer  and  the  lumen  polished  with  a 
wire  in  a motor  chuck,  using  emery  in  glycerine 
as  an  abrative. 

(3)  The  most  important  item  in  the  blood  is 
the  fate  of  the  donor’s  cells  in  the  recipient.  The 
effect  of  the  donor’s  serum  on  the  recipient’s  cells 
is  not  so  important,  especially  when  transfused 
slowly.  One  of  the  less  common  disturbing  blood 
factors  is  allergy  or  even  a direct  toxin  such  as 
nicotine  (as  is  often  consumed  by  a nervous  pros- 
pective donor)  and  given  too  little  consideration. 

(4)  Too  much  emphasis  cannot  be  made  on  the 
comfort  of  the  donor.  He  should  be  fully  in- 
formed and  know  the  harmlessness  of  it  all  and 
be  fully  prepared  mentally  for  transfusion.  Noth- 
ing is  so  disturbing  as  the  200  lb.  football  player 
going  into  syncope  after  a few  hundred  mis.  of 
blood  are  drawn.  Sometimes  this  can  be  averted 
by  lowering  the  head  when  the  donor  yawns.  Be 
on  the  lookout  for  this  yawn — Mr.  Donor  is  not 
yawning  because  he  is  bored  or  sleepy— he  is  get- 
ting ready  to  faint. 

(5)  Get  the  needle  placed  accurately  and 
quickly  and  then  support  it  by  the  use  of  bandage 
or  tape — do  not  hold  it  with  the  hand  for  it  will 
not  be  steady  enough  and  will  scrape  in  endothe- 
lial cells  from  the  intima  of  the  vein  which 
favors  clotting  in  the  needle. 

To  summarize,  we  feel,  that  in  view  of  the  fact 
that  in  the  blood  stream  the  erythrocytes  hardly 
touch  the  vessel  wall  due  to  a sticky  film  of 
white  blood  cells  dragging  along  the  delicate 
endothelial  intima,  we  should  handle  them  very 
gently.  It  seems  they  stand  some  chemical  insult 
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and  considerable  variations  in  temperature,  espe- 
cially lowering  of  the  temperature,  but  they  stand 
very  little  trauma.  It  seems  to  us,  the  transfu- 
sions should  be  given  slowly  and  gently — we  use 
an  18  gauge  platinum  needle  for  the  recipient. 
In  our  method  we  accomplish  early  and  uniform 
citration  and  it  is  practically  a closed  method.  It 
is  a one  man  procedure. 

Union  Hospital. 

discussion 

George  S.  Hackett,  M.D.,  Canton,  Ohio:  My 

experience  with  transfusions  began  many  years 
ago,  with  the  “direct  method.”  After  many  com- 
plications with  apparatus  which  failed  at  the 
crucial  moment  and  interrupted  the  procedure,  I 
changed  to  the  “citrate  method.”  About  this  time 
Dr.  Shaweker  became  pathologist  at  Mercy  Hos- 
pital, Canton,  and  it  has  been  my  good  fortune 
to  have  the  advantage  of  using  his  apparatus  as 
each  improvement  was  added. 

At  the  present  time  I believe  it  is  the  best 
apparatus  available,  because  of  the  ease  with 
which  a transfusion  can  be  done;  and  because  of 
the  diminished  trauma  to  the  blood  which  results 
in  a minimum  of  shock  to  the  patient. 

The  citrate  method  is  of  particular  advantage 
when  the  patients  are  too  ill  to  be  moved  to  the 
operating  room;  in  fracture  cases  that  cannot  be 
moved;  and  when  it  is  desired  to  give  blood  while 
the  operation  is  in  progress. 

During  these  years  I have  made  two  observa- 
tions. First,  that  infected  cases  and  long  drawn 
out  fracture  cases  are  likely  to  develop  a second- 
ary anemia  under  the  daily  observation  of  the 
attending  surgeon  without  his  suspecting  it. 


Second,  that  the  ability  of  the  patient  to  recover 
from  infection,  or  lay  down  new  bone  callous  is  ih 
direct  proportion  to  the  number  of  red  blood  cells 
and  the  per  cent  of  hemaglobin. 

From  these  observations  I have  drawn  two  con- 
clusions. First,  that  the  above  cases  should  have 
a red  blood  count  and  hemaglobin  each  week. 
Second,  that  in  no  case  should  the  blood  be  al- 
lowed to  drop  below  3,500,000  red  cells  and  60 
per  cent  hemaglobin  without  having  a blood 
transfusion,  for  at  this  point  their  recuperative 
power  is  greatly  diminished. 


Postoperative  Deaths 

Unexpected  post-operative  deaths  from  heart 
disease  can  be  almost  entirely  eliminated.  It  does 
not  necessarily  follow  that  the  cardiac  patient 
must  be  denied  the  benefits  of  surgical  treatment. 
It  is  essential,  however,  first  to  make  an  accurate 
diagnosis  and  to  estimate  the  probable  risk  in- 
volved. The  true  cardiac  patient  must  be  pre- 
pared by  rest  and  adequate  digitalization,  and  the 
most  favorable  time  must  be  selected  for  opera- 
tion. 

An  anesthetic  must  be  selected  which  will  not 
cause  undue  excitement.  Elimination  of  ether 
should  be  hastened  by  ventilation  of  lungs  with 
oxygen  and  carbon  dioxide.  Peripheral  circulatory 
failure  and  pulmonary  embolism  must  be  differ- 
entiated from  heart  disease,  and  the  former 
should  be  vigorously  treated.- — W.  B.  Whiting, 
M.D.,  and  G.  B.  Lee,  M.D.,  F.A.C.S.,  Wichita  Falls, 
Texas,  Tex.  State  Jour,  of  Med.,  32:1,  Jan.,  1937. 


THE  TAKATA-ARA  TEST  FOR  LIVER  FUNCTION 

By  F.  C.  PAYNE,  M.D.,  Dayton,  Ohio 


TWO  Japanese  investigators,  Takata  and 
Ara1  thought  that  a colloidal  phenomenon 
manifested  by  the  spinal  fluid  would  differ- 
entiate between  meningitic  and  syphilitic  lesions 
of  the  central  nervous  system.  Thinking  that  the 
reaction  was  due  to  changes  in  the  relative  amount 
of  albumin  and  globulin,  they  assumed  that  this 
phenomenon  depended  on  reversal  of  the  ratio  of 
albumin  to  globulin.  This  colloidal  phenomenon 
was  also  proposed  by  Takata2  to  differentiate  be- 
tween lobar  and  lobular  pneumonia. 

Jezler3  applied  the  test  in  numerous  cases 
where  parenchymatous  disease  of  the  liver  caused 
protein  shift  and  found  that  patients  suffering 
from  cirrhosis  gave  a flocculation  or  positive  re- 
action in  the  majority  of  instances. 

METHOD 

During  the  last  two  years  I have  tried  to 
evaluate  the  Takata-Ara  test  on  224  patients  using 
the  Crane  modification4  which  is  as  follows:  The 
reagents  required  are  a 0.9  per  cent  solution  of 
sodium  chloride,  a 10  per  cent  solution  of  sodium 
carbonate  and  a 0.5  per  cent  solution  of  mercuric 
chloride.  All  these  solutions  are  made  with  double 
distilled  water.  To  each  of  six  test  tubes  (100x13 
Mm.)  is  added  1.0  cc.  of  0.9  per  cent  sodium 
chloride  solution.  To  the  first  tube  1.0  cc.  of 
serum  or  ascitic  fluid  is  added  and  contents  are 
thoroughly  mixed,  1.01  cc.  of  this  mixture  is  then 
removed  and  added  to  the  next  tube  and  contents 
thoroughly  mixed.  The  process  is  repeated  in  the 
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remaining  tubes  and  the  1.0  cc.  from  the  sixth 
tube  is  discarded.  The  dilutions  of  serum  are  1:2, 
1:4,  1:8,  1:16,  1:32,  1:64.  To  each  tube  is  added 
0.25  cc.  of  10  per  cent  sodium  carbonate  and  0.15 
cc.  of  0.5  per  cent  mercuric  chloride  solution. 
The  mixtures  are  allowed  to  stand  at  room  tem- 
perature for  16  to  24  hours.  A definite  pearly 
flocculent  precipitate  occurring  in  any  tube  at 
the  end  of  16  to  24  hours  is  interpreted  as  a 
positive  Takata-Ara  reaction.  A fine  granular, 
a coarse  flaky  or  a reddish  granular  precipitate  is 
without  significance. 

RESULTS 

In  this  series  of  224  cases,  all  patients  were 
studied  clinically  with  special  reference  to  the 
possibility  of  liver  disease  and  the  condition  of 
the  liver  of  49  patients  was  observed  by  post- 
mortem examination  or  surgical  biopsy.  Quanti- 


TABLE  1 


Cases  with  Takata-Ara  Tests 


Clinical  Diagnosis 

No. 

of 

Takata-Ara  Tests 

Autopsy  and 
biopsy  confirmation 

cases 

Positive 

Negative 

of  liver  pathology 

Cirrhosis  of  liver 

71 

61 

10 

13  Autopsies 
2 Biopsies 

Arsenical  poisoning 

2 

0 

2 

Malignant  tumors  without  liver 
Metastases 

30 

4 

26 

16  Autopsies 

Malignant  tumors  with  liver 
Metastases 

14 

9 

5 

2 Autopsies 
2 Biopsies 

Normal  Pregnancies 

30 

0 

30 

Toxemia  of  Pregnancy 

4 

3 

1 

Renal  disease 

18 

2 

16 

2 Autopsies 

Blood  dyscrasias 

7 

0 

7 

1 Autopsy 

Diseases  of  glands  of  internal 
secretion 

8 

3 

5 

Syphilis 

40 

9 

31 

11  Autopsies 

224 

91 

133 

49 
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tative  protein  determinations  were  made  in  67 
cases  and  icterus  index  determinations  were  made 
in  47  cases.  Advanced  liver  injury  caused  a re- 
duction of  serum  albumin  with  the  reversal  of  the 
albumin  globulin  ratio.  Serum  globulin  rises  and 
albumin  falls  during  periods  of  increase  liver  in- 
jury and  when  improvement  occurs  the  reverse  is 
noted.  The  cases  were  classified  into  ten  groups 
with  cirrhosis  of  the  liver  leading  the  list. 
(Table  1). 

Table  2 


Takata-Ara  Test 

Positive 

Negative 

Icterus  Index,  normal 

4 

7 

Icterus  Index,  increased 

30 

6 

Serum  globulin,  normal 

4 

22 

Serum  globulin,  increased 

38 

3 

Albumin  globulin  ratio, 
normal 

8 

18 

Albumin  globulin  ratio, 
reversed 

33 

8 

EXPLANATION 

Icterus  index  showed  a parallelism  with  the 
Takata-Ara  test  when  cirrhosis  of  the  liver  was 
present.  A positive  Takata-Ara  test  was  usually 
accompanied  by  an  increase  in  serum  globulin 
above  3 per  cent  and  usually  accompanied  by  a 
reversed  albumin  globulin  ratio. 

(Table  2).  In  41  positive  Takata-Ara  cases,  33 
showed  a reversed  albumin  globulin  ratio.  In  26 
negative  Takata-Ara  cases,  18  showed  a normal 
ratio.  The  Takata-Ara  test  proved  negative  where 
there  was  mechanical  obstruction  without  much 
liver  damage.  A considerable  amount  of  liver 
damage  must  be  present  before  the  test  becomes 
positive.  Of  all  the  non-obstructive  lesions  of  the 
liver,  cirrhosis  is  the  most  common.  Practically 
all  advanced  cases  of  cirrhosis  will  give  a positive 
Takata-Ara  test  and  a moderate  infiltration  of 
carcinoma  into  the  liver  will  cause  parenchy- 
matous changes  which  will  give  a positive  Takata- 
Ara  test.  The  positive  Wassermann  and  Kahn 
test  does  not  interfere  with  the  Takata-Ara  test. 
Only  nine  cases  or  less  than  25  per  cent  of  the 
cases  with  syphilis  gave  positive  Takata-Ara  tests. 
While  the  rationale  of  the  Takata-Ara  test  on 
blood  is  still  poorly  understood  and  it  is  not 
specific,  the  technic  is  simple  and  the  test  com- 
bined with  other  similar  tests  can  be  of  diagnostic 
value  in  obscure  abdominal  conditions. 

CONCLUSIONS 

1.  Two  hundred  and  twenty-four  cases  of 
Takata-Ara  tests  were  studied. 


2.  There  is  relationship  between  positive  Ta- 
kata-Ara tests  and  the  reversed  albumin-globulin 
ratio. 

3.  Eighty-five  per  cent  of  cirrhosis  cases  show 
a positive  Takata-Ara  test. 

4.  The  simplicity  of  the  test  makes  it  useful  in 
the  diagnosis  of  obscure  abdominal  conditions  in 
which  there  is  a auestion  of  liver  cirrhosis  or 
severe  damage  to  the  liver. 

880  Fidelity  Building. 
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Staphylococcal  Infections 

Staphylococcus  antitoxic  serum  has  been  avail- 
able for  clinical  trial  in  this  country  and  others 
for  several  years  It  is  not  as  yet  Council  ac- 
cepted. The  antitoxic  serum  is  prepared  by  in- 
jecting horses  first  with  the  toxoid  and  later  with 
crude  toxin.  Following  this  method  horses  attain 
a high  titer  of  antitoxin.  Since  the  antitoxic 
properties  are  embodied  in  the  pseudoglobulin 
fraction,  the  serum  is  subjected  to  a fractional 
concentration  process.  There  is  laboratory  evi- 
dence to  indicate  that  the  staphylococcus  anti- 
toxin neutralizes  the  hemolytic,  dei’monecrotic, 
lethal,  leukocidin  and  plasmacoagulating  proper- 
ties of  the  toxin.  It  also  shows  a high  agglutina- 
tion titer  against  staphylococcus  suspensions. 
There  is  no  demonstrable  bacterial  action  of 
the  serum;  in  fact,  staphylococci  readily  multiply 
in  the  antiserum. 

The  staphylococcus  antiserum  is  given  intra- 
venously, intramuscularly  and,  when  indicated,  in- 
traspinally.  There  is  evidence  that  the  toxemia  of 
many  cases  of  severe  staphylococcal  infections  is 
materially  lessened.  The  trend  of  opinion  as  re- 
gards the  value  of  the  antiserum  is  to  be  found 
in  recent  articles  by  some  who  have  had  oppor- 
tunities to  give  it  clinical  trial.  This  opinion  is 
perhaps  conservatively  expressed  by  Dolman,  who 
has  treated  104  cases,  fifty-four  of  which  had 
staphylococcemia,  as  follows:  “.  . . the  conclusion 
is  reached  that,  when  supported  by  adequate  sur- 
gical drainage  . . . , staphylococcus  antitoxin 
serum  is  a specific  therapeutic  agent  of  very  con- 
siderable usefulness.”  Although  it  is  too  early  to 
become  greatly  enthusiastic  over  the  use  of  the 
antitoxin  it  is  to  be  hoped  that  its  usefulness  may 
be  greatly  extended. — C.  R.  Ferris,  Kansas  City, 
Mo.,  Jour,  of  Mo.  St.  Med.  Assoc.,  33:453,  Dee., 
1936. 
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PROBABLY  the  earliest  description  of  a case 
of  tuberous  sclerosis,  described  by  von  Reck- 
linghausen25 in  1863,  was  that  of  a newly 
born  child  with  sclerotic  areas  in  the  brain  and 
myoma  in  the  heart  muscles.  Bourneville3  first 
described  the  condition  as  a pathological  entity  in 
1880.  He  called  attention  to  a rare  form  of  mul- 
tiple cerebral  sclerosis  in  young  patients  with 
mental  deficiency  and  epilepsy.  He  also  described 
tumors  of  the  kidney  of  a primitive  “mixed”  his- 
tological character.  The  term,  “Boumeville’s 
tuberous  sclerosis,”  is  often  used  to  indicate  the 
condition,  the  term,  “tuberous”  or  “tuberose,” 
having  been  coined  by  Bourneville,  because  of  the 
potato-like  shape  of  the  sclerotic  patches  in  the 
brain. 

While  adenoma  sebaceum  had  been  noted  by 
Bourneville  and  others,  it  was  not  until  1908  that 
Vogt24  definitely  associated  the  brain  lesions  of 
tuberous  sclerosis  with  the  clinical  syndrome  of 
adenoma  sebaceum,  mental  deficiency  and  epi- 
lepsy. Cases  have  since  been  reported  by  Sher- 
lock22, Lind18,  Brushfield  and  Wyatt4,  Yaklovlev 
and  Guthrie26,  Byschowski7,  Busch8,  Nicolette19, 
Critchley  and  Earl9,  Creutschfeldt8,  Ley17,  Kufs15, 
Duive  and  van  Bogaert10,  Kuchenmeister14,  Gott- 
lieb and  Lavine13,  Fabing11  and  others.  Tumors 
were  found,  not  only  in  the  brain  and  kidney,  but 
also  in  the  heart,  spleen,  lungs,  bones,  retina, 
bladder  and  rectum.  Sherlock  coined  the  term, 
“epiloia,”  to  indicate  the  origin  of  the  chief 
structures  involved  from  the  epiderm. 

The  condition  is  apparently  confined  to  Euro- 
pean races.  It  is  very  rare  in  the  United  States 
but  is  more  common  in  Great  Britain,  especially 
among  the  poorer  classes.  Brushfield  and  Wyatt 
found  only  16  cases  in  an  institutional  population 
of  2412,  or  0.66  per  cent.  Yakovlev  and  Guthrie 
reported  only  four  cases  from  the  Monson  State 
Hospital.  In  a total  of  more  than  4,000  case 
records  at  the  Institution  for  Feebleminded  at 
Orient,  we  were  able  to  find  only  five  cases,  or  a 
little  more  than  0.1  per  cent. 

Clinically  these  patients  present  three  char- 
acteristic features,  viz.:  (1)  adenoma  sebaceum, 
(2)  mental  deficiency,  and  (3)  convulsive  seizures. 
The  skin  lesions  usually  appear  in  the  fourth  or 
fifth  year  of  life,  but  they  may  be  present  at 
birth.  They  appear  first  near  the  naso-labial  folds, 
as  a few,  pale-pink,  discrete,  slightly  elevated, 
symmetrical  spots.  They  spread  very  slowly  at 
first,  increase  slightly  after  the  first  dentition, 

Read  before  the  Section  on  Nervous  and  Mental  Diseases, 
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and  advance  very  rapidly  at  puberty.  The  fully 
developed  adenoma  sebaceum  has  the  appearance 
of  a warty,  nodular  rash  of  a red,  yellowish-red, 
pink  or  sometimes  brown  color.  Beginning  at  the 
naso-labial  folds,  they  spread  across  the  nose, 
cheeks  and  chin  in  a butterfly  fashion.  They 
rarely  appear  on  the  upper  lip  between  the  naso- 
labial folds  and  never  below  the  clavicles.  They 
are  often  very  numerous  with  extensive  coales- 
cence. 

There  is  no  irritation  or  pain  and  the  lesions 
are  apparently  unaffected  by  changes  in  tempera- 
ture. There  is  no  apparent  relation  between  the 
extent  of  the  skin  lesions  and  the  extent  of  the 
cerebral  sclerosis.  Stewart23  has  recently  re- 
ported a case  in  a woman,  aged  21,  with  the  char- 
acteristic brain  lesions  of  tuberous  sclerosis,  who 
died  in  her  first  convulsion.  She  was  of  normal 
mentality  and  the  adenoma  sebaceum  was  absent. 

The  chief  histological  features  of  the  skin 
lesions  consist  of  a thinning  and  irregularity  of 
the  epidermis  with  an  overgrowth  of  sebaceous 
glands.  Three  histological  types  have  been  de- 
scribed: (1)  Pringle’s  type,  sometimes  known  as 
Fringle’s  nevus,  which  shows  an  abundance  of 
vascular  or  telangiectatic  elements,  (2)  Balzar’s 
type,  which  is  characterized  by  the  absence  of 
vascular  elements,  and  (3)  the  Hallopeau-Laredde 
type,  which  is  characterized  by  excessive  fibrosis. 

Other  cutaneous  lesions  are  frequently  found, 
the  most  common  of  which  are  “cafe  au  lait”  spots 
and  “pale  freckles.”  Both  of  these  lesions  are  well 
illustrated  in  our  cases.  Pedunculated  skin  polypi, 
subcutaneous  or  intracutaneous  nodules,  areas  of 
fibrous  hyperplastic  skin,  pigmented  nevi  and 
warts  have  all  been  noted. 

There  is  nearly  always  a pronounced  intellec- 
tual defect.  However,  Byschowski7,  Busch6,  and 
Ley17,  and  others  have  reported  cases  of  tuberous 
sclerosis  with  adenoma  sebaceum  and  epilepsy 
with  normal  intelligence.  The  majority,  however, 
are  idiots  or  low-grade  imbeciles.  The  mental  de- 
fect is  often  noted  at  birth  or  at  a very  early  age. 
Walking,  talking  and  dentition  are  always  delayed. 
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Figure  1 (case  1). — Tuberous  sclerosis  with  adenoma  seba- 
ceum, idiocy  and  epilepsy,  aged  17.  This  patient  has  a nor- 
mal twin  brother. 

Many  never  learn  to  walk  and  few  learn  to  talk. 
Primitive  forms  of  psychoses  resembling  cata- 
tonic dementia  precox  have  been  described.  They 
seldom  associate  with  anybody,  they  are  usually 
sullen  and  morose,  seldom  smile  and  occasionally 
show  extreme  negativistic  attitudes.  There  is 
usually  a permanent  mask  of  indifference,  though 
they  sometimes  occupy  themselves  with  scream- 
ing, persistent  humming,  or  rhythmic  motion  of 
the  body  or  extremities.  They  never  like  to  be 
disturbed  and  most  of  them  appear  totally  deaf. 

The  convulsive  seizures  usually  appear  early  in 
childhood  or  even  in  infancy.  They  are  sometimes 
rapidly  progressive,  terminating  in  status,  but 
occasionally  they  are  apparently  arrested  with 
long  periods  of  remissions.  In  Byschowski’s  case 
the  convulsive  seizures  occurred  up  to  the  fifth 
year  and  then  ceased  entirely.  There  is  consider- 
able variation  in  the  frequency  of  the  attacks; 
some  exhibit  them  only  three  or  four  times  a 
year,  while  others  have  as  many  as  eight  or  ten 
per  day.  They  vary  in  severity  from  mild  petit 
mal  attacks  to  very  severe  prolonged  seizures, 
sometimes  coming  on  with  explosive  violence.  At- 
tacks of  status  occur  frequently  in  some  patients 
and  may  be  followed  by  prolonged  stupor. 

The  pathological  changes  in  the  brain  are  very 
characteristic.  In  gross  appearance  there  are 
hard,  yellowish-white  nodules,  scattered  over  the 
surface  of  the  brain  along  the  convolutions  which 
are  not  disturbed.  They  vary  considerably  in  size. 
They  are  commonly  found  in  the  cortex  of  the 
frontal  lobe  but  may  be  found  in  other  parts  of 
the  brain.  They  are  sometimes  found  in  the  ven- 
tricles of  the  brain,  having  the  appearance  of 
hanging  grapes  or  “candle  gutterings.” 

The  chief  histological  features  are  an  extensive 
overgrowth  of  neuroglia  elements  and  the  appear- 
ance of  peculiar  giant  cells.  Pellizzi20  felt  that 


the  condition  was  a profound  developmental  dis- 
order intermediary  between  malformation  and 
new-growth.  Bielschowski1  felt  that  the  process 
was  one  of  primitive  gliosis,  or  an  abnormal  pro- 
liferation of  undifferentiated  or  incompletely  dif- 
ferentiated glial  cells  or  spongioblasts.  Bolsi2 
termed  the  condition  neurospongioblastosis.  The 
giant  or  ganglion  cells  have  been  described  by 
Brushfield  and  Wyatt4  and  by  Critchley  and  Earl9. 
The  former  could  not  explain  their  origin  but 
thought  they  were  of  glial  origin.  The  latter  felt 
that  the  giant  cells  were  the  most  striking  and 
most  significant  feature  of  the  cellular  pathology. 
They  found  them  mostly  in  the  depths  of  the 
sclerotic  nodules  and  concluded  that  they  were  of 
both  glial  and  neuronic  origin. 

CASE  REPORTS 

Case  1,  (Figure  1),  is  a white  male,  17  years  of 
age.  The  family  history  is  negative.  He  was  the 
seventh  of  nine  children  and  has  a normal  twin 
brother.  These  twins  are  of  like  sex  and  there 
was  only  one  placenta.  However,  they  are  prob- 
ably not  of  uniovular  origin  because  they  did  not 
resemble  each  other  very  closely,  either  at  birth 
or  in  later  life.  We  have  not  had  an  opportunity 
to  examine  the  normal  brother  but  the  mother 
states  that  the  normal  brother  resembles  her, 
while  the  defective  son  resembles  his  father.  At 
16  months  the  mother  noted  that  the  defective 
child  had  “nervous  spells”  during  which  he  would 


Figure  2 (case  1). — Tuberous  sclerosis  with  adenoma 
sebaceum,  idiocy  and  epilepsy,  showing  cafe  au  lait  spot  on 
abdomen  and  pale  freckles  on  forearm. 


suddenly  stop  playing,  hold  his  breath  and  stare 
fixedly  for  about  a minute,  accompanied  by  shak- 
ing and  quivering.  At  the  age  of  two  years  a 
physician  made  a diagnosis  of  epilepsy.  A few 
months  later  his  mother  gave  him  a patented 
“epilepsy  medicine,”  which  was  followed  in  a few 
days  by  the  appearance  of  the  red  spots  on  his 
face.  The  petit  mal  attacks  gradually  became 
more  severe  and  grand  mal  seizures  appeared. 
They  later  subsided  and  with  the  exception  of  a 
rare  petit  mal  attack,  there  was  a remission  of 
several  years.  They  reappeared  at  the  age  of  15 
and  have  occurred  regularly  for  the  last  two 
years  at  intervals  of  about  a month.  Lumbar 
puncture  was  followed  by  a severe  convulsion.  He 
learned  to  walk  at  the  age  of  15  months;  he  never 
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Figure  3 (case  4). — Tuberous  sclerosis  wtih  adenoma 
sebaceum,  imbecility  and  epilepsy,  aged  24. 

talked  but  began  humming  at  the  age  of  10 
months.  He  was  admitted  to  the  institution  on 
Jan.  28,  1931,  at  the  age  of  13. 

He  is  tall  and  of  slender  build.  There  is  a well 
developed  adenoma  sebaceum  on  the  cheeks,  nose 
and  chin,  consisting  of  very  small  reddish-pink 
papules,  one  to  two  millimeters  in  diameter  on 
the  nose  and  slightly  larger  on  the  cheeks. 
There  are  10  to  12  lesions  on  the  forehead.  They 
do  not  appear  on  the  upper  lip  and  are  sharply 
limited  at  the  nasolabial  folds.  There  are  in- 
numerable small  white  spots  or  pale  freckles  on 
the  face,  neck,  hands,  chest,  abdomen,  back,  legs, 
and  penis.  They  vary  in  size  but  most  of  them  are 
only  one  to  three  millimeters  in  diameter.  There 
are  two  much  larger  cafe  au  lait  spots  on  the 
abdomen,  one  that  measures  one  and  one-half  by 
three  inches,  and  another  one  by  three  inches, 
(Figure  2).  The  examination  is  otherwise  nega- 
tive. The  blood,  urine  and  spinal  fluid  were  nega- 
tive. He  is  a low-grade,  untidy  idiot.  He  cannot 
dress  himself  and  occasionally  must  be  spoon-fed. 
He  sometimes  hums  almost  constantly  when 
awake.  His  expression  is  dull  and  stupid  and 
never  changes.  He  lives  within  himself  and  his 
attention  cannot  be  obtained. 

Case  2 is  a white  male,  20  years  of  age.  The 
family  history  is  negative.  He  was  the  first  of 
two  children,  the  other  being  still-born.  He  never 
learned  to  talk.  He  never  walked  well,  and  for  the 
last  two  years,  he  has  been  unable  to  walk  at  all. 
He  had  measles  and  pertussis  at  the  age  of  four 
years  with  severe  convulsions.  He  was  admitted 
to  the  institution  on  Oct.  29,  1924,  at  the  age  of 
nine  years.  There  is  no  record  of  adenoma  seba- 
ceum on  admission.  Convulsive  seizures  appeared 
soon  after  his  admission  and  have  continued  on  the 
average  of  three  or  four  times  a year.  On  exam- 
ination he  shows  a very  fine  rash  on  the  cheeks, 
nose,  chin  and  eyelids,  consisting  of  very  fine, 


pale-pink  papules.  They  do  not  appear  on  the 
forehead  or  upper  lip  and  are  sharply  limited  at 
the  naso-labial  folds.  There  is  a cafe  au  lait  spot 
on  the  abdomen  about  one  inch  in  diameter,  as 
well  as  two  smaller  spots  in  the  same  location. 
He  is  very  poorly  developed  and  nourished,  in 
spite  of  special  care.  He  lies  on  his  bed  with  his 
hips  and  knees  acutely  flexed.  Both  legs  are 
atrophied  from  disuse,  but  there  is  no  spasticity. 
The  physical  examination  is  otherwise  negative. 
The  blood,  urine  and  spinal  fluid  were  negative. 
He  is  a profound  idiot.  He  is  very  excitable,  re- 
sistive, noisy,  and  screams  at  the  slightest  touch. 

Case  3 is  a white  female,  15  years  of  age.  The 
family  history  is  negative.  She  was  the  second  of 
three  children.  The  mental  defect  was  noted  soon 
after  birth.  She  learned  to  walk  at  the  age  of  13 
months,  but  never  learned  to  speak  more  than  a 
few  simple  words.  In  her  home  she  was  very  un- 
tidy, nervous,  excitable,  destructive  and  difficult 
to  "manage.  She  once  attacked  her  younger  sister 
with  a knife.  She  was  admitted  to  the  institution 
on  Nov.  2,  1928,  at  the  age  of  seven  years.  The 
adenoma  sebaceum  was  well  developed  on  admis- 
sion. Convulsive  seizures  began  at  the  age  of 
nine  years  and  have  continued  at  intervals  of 
about  five  or  six  a year.  She  was  at  first  very 
untidy  in  her  habits,  tore  up  her  clothing,  and 
was  fed  with  difficulty.  She  had  attacks  of 
screaming  with  extreme  negativism.  During  the 
past  18  months,  there  has  been  a marked  improve- 
ment in  her  behavior.  She  is  much  more  quiet, 
has  learned  to  control  her  sphincters  and  no  Ion- 


Figure  4 (case  4). — A white,  glistening,  dense  tumor  mass, 
obscuring  the  lower  margin  of  the  right  optic  disc. 

ger  tears  up  her  clothing.  Her  appetite  has  im- 
proved and  she  has  gained  weight. 

She  is  very  well  developed  and  nourished. 
There  is  a very  marked  adenoma  sebaceum  on  the 
cheeks,  chin  and  nose,  with  several  flattened 
fibrous  nodules  on  the  forehead  and  in  the  scalp. 
The  lesions  do  not  appear  on  the  upper  lip.  There 
are  also  several  small  fibrous  tabs  over  the  lower 
back  and  abdomen.  The  physical  examination  is 
otherwise  entirely  negative.  Her  mentality  is  that 
of  an  idiot  but  she  is  able  to  speak  a few  words 
and  make  her  wants  known.  She  is  very  active 
and  is  much  more  interested  in  her  surroundings 
than  the  preceding  cases. 

Case  4,  (Figure  3),  is  a white  male,  24  years 
of  age.  The  family  history  is  negative.  He  was 
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Figure  5 (case  5). — Hemangioma  in  the  right  basal  gang- 
lia, just  lateral  to  the  right  lateral  ventricle,  composed  of 
large  neoplastic  blood  vessels,  the  walls  of  which  are  made 
up  entirely  of  endothelium. 

the  first  of  five  children.  He  walked  at  the  age  of 
19  months  and  began  to  talk  at  14  months.  He 
never  attended  school.  He  would  wander  away 
from  home  and  lose  himself  in  the  city.  He  was 
admitted  to  the  institution  on  July  2,  1920,  at  the 
age  of  nine  yeai's.  The  adenoma  sebaceum  was 
well  developed  on  admission.  Convulsive  seizures 
began  soon  after  his  admisison.  At  first  they  were 
very  severe  and  very  frequent,  but  for  the  last 
few  years,  have  occurred  at  intervals  of  about  a 
month.  Before  and  after  the  attacks  he  has  a 
tendency  to  wander  aimlessly  about,  especially  at 
night.  At  the  age  of  14  years,  he  was  taken  home 
for  a few  months,  but  was  returned  because  of 
incorrigible  behavior.  Following  his  return,  for 
a period  of  about  five  years,  he  was  very  restless, 
sullen,  morose,  and  addicted  to  running  away. 
He  gradually  improved,  and  for  the  last  few 
years  he  has  been  an  ideal  patient.  He  is  now 
well-behaved,  perfectly  happy  and  contented.  He 
works  cheerfully  and  industriously  at  the  up- 
holstery shop. 


Figure  6 (case  5). — Section  of  cortex  stained  by  the 
Holzer  method  for  glia  fibers,  showing  area  of  gliosis. 

He  is  well  developed  and  able-bodied.  There  is 
a fully  developed  adenoma  sebaceum  on  the  chin, 
cheeks,  and  nose  consisting  of  bright  red  papules. 
They  are  very  numerous  with  extensive  coales- 
cence. There  are  a few  flattened  fibrous  nodules 
on  the  forehead  and  right  shoulder.  There  are 
also  a few  pigmented  moles  on  the  right  shoulder, 
neck  and  back.  On  admission  he  had  a mental  age 
of  six  years,  with  an  intelligence  quotient  of  68. 


At  the  present  time,  he  still  has  a mental  age  of 
six  years,  with  an  intelligence  quotient  of  45. 

At  the  lower  margin  of  the  right  optic  disc  is 
a white,  glistening  tumor  attached  to  the  optic 
nerve  head,  (Figure  4).  It  has  the  appearance 
of  a bunch  of  grapes  or  a mass  of  frog’s  eggs, 
attached  to,  and  flowing  over  or1  projecting  out 
from  the  lower  margin.  It  appears  very  dense 
and  is  evidently  made  up  of  fibrous  tissue.  No 
blood  vessels  can  be  seen  in  the  mass.  The  lower 
margin  of  the  disc  is  obscured,  and  the  blood  ves- 
sels apparently  flow  through  or  under  the  pro- 
jecting mass. 

Case  5 is  a white,  Jewish  male  who  died  at  the 
age  of  31  years.  Both  parents  were  mentally  de- 
fective. The  mother  was  the  more  intelligent  and 
practically  supported  the  family  until  her  death. 
A younger  sister  was  an  idiot  who  never  walked 
or  talked  and  died  at  the  age  of  five  years.  A 
younger  brother  is  an  imbecile  who  never  went  to 
school  and  never  attempted  to  find  employment. 


Figure  7 (case  5). — High  power  showing  area  of  dense 
gliosis. 

There  is  no  note  as  to  the  presence  of  adenoma 
sebaceum  or  epilepsy  in  other  members  of  the 
family. 

The  mental  defect  was  noted  at  birth.  He 
walked  at  the  age  of  three  ydars,  but  learned  to 
speak  only  a few  words.  He  was  admitted  to  the 
institution  at  the  age  of  eight.  Convulsive  seiz- 
ures appeared  soon  after  his  admission  and  con- 
tinued regularly  until  his  death.  The  seizures 
were  very  frequent,  occurring  almost  daily,  occa- 
sionally as  many  as  eight  or  ten  per  day.  They 
were  very  severe  and  often  came  on  with  explo- 
sive suddenness,  hurling  him  violently  to  the 
floor.  The  skin  lesions  were  well  developed  on 
admission. 

He  was  well  developed  and  well  nourished,  of 
short  stature  and  with  a pronounced  stoop.  On 
standing  or  walking  he  presented  the  character- 
istic pithecoid  or  anthropoid  posture,,  with  long 
arms  and  short  legs  bent  slightly  at  the  knees. 
The  entire  face,  with  the  exception  of  the  upper 
lip,  and  including  the  chin,  cheeks,  nose  and  fore- 
head was  covered  with  a bright  red  rash  of  very 
firm  papules.  They  were  very  numerous  with  ex- 
tensive coalescence,  especially  on  the  chin  and 
cheeks.  There  were  no  other  striking  signs  and 
the  laboratory  findings  were  negative.  He  was 
apparently  a profound  idiot,  but  once  startled  his 
attendent  by  an  outburst  of  profanity.  It  was 
the  first  time  he  had  been  known  to  speak  for 
many  years.  After  this  outburst  he  again  lapsed 
into  an  unbroken  silence.  He  was  extremely  in- 
different to  his  surroundings.  His  face  was  a 
permanent  mask  and  his  expression  never  varied. 
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He  died  of  broncho-pneumonia  following  an  at- 
tack of  status  epilepticus. 

Three  days  after  his  death  we  received  per- 
mission to  examine  his  brain.  In  anticipation  of 
this  procedure  the  head  had  been  embalmed  on 
the  second  day.  The  brain  was  removed  and  ex- 
amined by  Dr.  Horace  B.  Davidson,  pathologist 
of  the  Medical  School  of  Ohio  State  University, 
to  whom  we  acknowledge  our  indebtedness  for  the 
following  description.  The  normal  shape  and  con- 
tour of  the  brain  had  been  altered  by  flattening 
before  fixation.  However,  no  gross  irregularities 
or  abnormalities  were  evident.  The  convolutions 
were  not  atrophied  or  the  sulci  widened.  The  pia 
and  arachnoid  were  thickened  and  opaque  over  the 
entire  surface  of  the  brain.  No  gross  areas  of 
sclerosis  were  encounterd  on  the  exterior  of  the 
brain,  or  in  any  of  the  fourteen  separate  sections. 
In  the  right  basal  ganglia,  just  lateral  to  the 
right  lateral  ventricle,  was  a circumscribed  hemor- 
rhagic area.  On  microscopic  examination,  this 
area  was  composed  of  large  neoplastic  blood  ves- 
sels, the  walls  being  made  up  entirely  of  endothe- 
lium. (Figure  5).  Surrounding  this  tumor  is  a 
small  zone  of  encapsulating  collagenous  connec- 
tive tissue  and  a large  zone  of  degenerative  brain 
tissue  containing  many  gitter  cells  or  fat-dis- 
tended nhagocytic  microglia. 

On  microscopic  examination,  there  was  also 
found  a diffuse  fibrous  thickening  of  both  pia  and 
arachnoid  without  accompanying  cellular  infiltra- 
tion. Small  areas  of  calcium  deposit  were  found 
in  the  leptomeninges. 

Routine  sections  stained  with  haematoxylin  and 
eosin  showed  some  areas  of  apparent  increased 
density  suggestive  of  gliosis.  Most  of  these  are 
located  in  the  cortex  just  beneath  the  meninges. 
One  area  was  found  in  which  the  astrocytes  had 
undergone  clasmatodendrosis.  The  nerve  cells 
showed  marked  and  wide-spread  degenerative 
changes  consisting  of  swelling,  eccentricity  of  the 
nucleus,  and  loss  of  the  nucleolus.  These  changes 
are,  at  least  in  part,  the  result  of  post-moiffem 
changes. 

Sections  of  the  cortex,  stained  by  the  Holzer 
method  for  glia  fibers,  showed  the  presence  of 
numerous  widely  disseminated  areas  of  gliosis 
throughout  the  cortex  (Figures  6 and  7).  These 
areas  are  almost  universally  superficial  and  fade 
gradually  into  the  underlying  tissue.  The  intense 
superficial  areas  of  gliosis  are  separated  from  one 
another  by  less  marked,  but  nevertheless  definite, 
zones  of  gliosis.  In  these  areas,  nerve  cells  are 
scarce  or  absent. 

COMMENT 

Tuberous  sclerosis,  with  its  variety  of  mani- 
festations, involving  nearly  all  the  structures  of 
the  body,  has  given  rise  to  considerable  specula- 
tion concerning  the  etiology  of  the  condition,  but 
at  the  present  time,  no  satisfactory  explanation 
seems  possible.  There  is  some  evidence  to  show 
that  it  may  be  inherited.  In  the  16  cases  reported 
by  Brushfield  and  Wyatt,  in  only  one  instance  did 
it  occur  more  than  once  in  the  same  family.  In 
the  same  series  of  cases,  there  was  evidence  of  a 
neuropathic  heredity  in  five  cases.  Critchley  and 
Earl  found  a history  of  neuropathic  taints  in 
thirteen  out  of  twenty  cases.  Kufs  refers  to 
Koenen’s  contribution  of  six  cases  in  nine  mem- 
bers of  a family  in  three  generations.  Duive  and 
van  Bogaert  reported  a case  of  adenoma  seba- 


ceum with  mental  deficiency  but  without  epilepsy; 
a sister  and  two  of  her  children  had  epilepsy, 
while  a brother  had  a child  who  died  of  a cerebral 
tumor  and  epilepsy,  and  another  child  who  died 
of  a cystic  condition  of  the  kidneys.  Ley  reported 
a similar  family.  In  our  case  five,  both  parents 
and  two  siblings  were  mentally  defective,  but 
there  was  no  evidence  of  epilepsy  or  adenoma 
sebaceum. 

Fabing  reported  an  instance  of  tuberous  scler- 
osis in  both  of  identical  twins.  The  cutaneous 
lesions  of  the  twins  were  mirror  images  of  each 
other.  The  author  speculates  on  the  possibility 
of  genotypical  heredity  versus  blastophoric  injury 
in  the  production  of  the  condition.  This  is  the  only 
instance  of  this  character  which  we  have  found  in 
the  literature.  Our  case  one,  of  tuberous  scler- 
osis in  one  of  dissimilar  twins,  is  also  the  only  one 
of  this  kind  which  we  have  encountered  in  the 
literature.  These  cases  are  very  interesting  and 
may  be  very  significant.  When  larger  numbers  of 
such  instances  have  accumulated  in  the  literature, 
they  may,  as  in  mongolism21,  throw  considerable 
light  upon  the  etiology. 

Critchley  et  al.  cite  two  views  concerning  the 
pathogenesis  of  tuberous  sclerosis,  (1)  it  may  he 
regarded  as  essentially  a hyperplastic  disorder  of 
the  neuroglia,  originating  during  embryonic  life 
and  associated  with  hyperplasias  in  other  extra- 
mural structures,  (2)  it  may  be  a widespread 
metaplasia,  affecting  mainly  the  ectodermal  tis- 
sues, but  also  to  some  extent,  mesodermal  and 
endodermal  derivatives,  having  its  beginnings  in 
utero. 

In  recent  years  an  attempt  has  been  made  to 
associate  tuberous  sclerosis  with  von  Reckling- 
hausen’s neurofibromatosis  and  with  angioma- 
tosis of  the  brain  with  trigeminal  nevi.  We  have 
three  cases  of  the  former  and  two  of  the  latter, 
all  of  whom  show  widespread  cutaneous  lesions 
with  mental  deficiency,  and  in  the  cases  of  trige- 
minal nevi,  with  epilepsy.  Yakovlev  and  Guthrie 
have  discussed  this  subject  in  detail.  In  a report 
of  fourteen  cases,  they  show  that  these  three 
syndromes  exhibit  remarkable  parallelism,  and 
that  they  overlap  each  other  in  their  clinical  and 
pathological  manifestations.  The  overlapping  is 
particularly  manifested  in  the  cutaneous  lesions. 
Mixed  forms  combining  the  essential  pathological 
features  of  all  three  syndromes,  have  been  re- 
ported and  seem  to  add  weight  to  this  view.12  16 
The  demonstration  of  an  hemangioma  in  the 
brain  of  our  case  five  is  a further  contribution  to 
this  view. 

The  optic  nerve  tumor  in  our  Case  4 is  an- 
other interesting  feature  which  deserves  special 
mention.  Tumors  of  the  retina  have  been  fre- 
quently described  in  tuberous  sclerosis.  Ley17  has 
described  a case  with  a granular  tumor  at  the 
base  of  the  left  optic  disc.  Kuchenmeister14  de- 
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scribes  a small,  gray  tumor-like  structure  in  front 
of  the  disc  in  the  right  eye,  of  a cystic  form  with 
concretions.  Smaller  gray  foci  were  also  demon- 
strated peripheral  to  this  and  similar  foci  were 
found  in  the  left  eye.  If  the  retinal  tumor  in  our 
case  is  a neurofibroma,  as  it  appears  to  be,  it  may 
be  still  further  evidence  in  support  of  the  conten- 
tion of  Yakovlev  and  Guthrie  that  the  pathological 
features  of  tuberous  sclerosis  are  related  to  von 
Recklinghausen’s  neurofibromatosis.  These  auth- 
ors attribute  the  three  syndromes  to  intricate  de- 
velopmental anomalies,  originating  in  embryonic 
life,  and  closely  related  to  the  process  of  folding 
and  of  differentiation  of  embyronal  sheets  and  to 
the  primitive  neural  tube,  bearing  more  or  less 
exclusively  on  the  neuro-ectodermal  tissues. 
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PREVENTION  OF  CRIPPLING 

ACQUIRED  crippling  deformities  can  be  pre- 
vented. There  are  positions  of  election  for 
most  useful  function  of  a stiff  joint.  In 
cases  where  limitation  of  motion  may  be  expected 
be  assured  that  the  joint  is  in  a position  of  best 
possible  function.  The  wrist  should  be  fixed  in 
extension;  the  elbow  at  a right  angle;  the  shoul- 
der at  70-  degrees  abduction;  the  hip  at  slight 
flexion  and  slight  abduction;  the  knee  at  slight 
flexion;  the  ankle  at  right  angle  with  no  varus  or 
valgus  of  the  foot.  These  positions  must  be  main- 
tained by  splinting  or  traction  until  all  likelihood 
of  further  contracture  is  past. 

Fractures 

1.  Strive  for  accurate  anatomical  reduction  in 
all  joint  fractures.  Immobilize  in  the  position  of 
election. 

2.  Accurate  reduction  of  a fractured  shaft  of  a 
long  bone  is  desirable  but  not  essential.  Align- 
ment is  the  important  thing. 

3.  Avoid  repeated  manipulations.  When  open 
reduction  is  necessary,  do  it;  but  be  ever  mindful 
of  the  dangers  of  infection. 

4.  Compression  fractures  of  the  spine  can  and 
should  be  reduced. 

5.  Accurate  reduction  with  efficient  and  pro- 
longed fixation  are  necessary  in  intracapsular 
fractures  of  the  neck  of  the  femur.  Do  not  allow 
unprotected  weight  bearing  under  one  year  from 
the  time  of  the  injury. 

Infantile  Paralysis 

1.  Prompt  lumbar  puncture  is  indicated  in  any 
patient  presenting  signs  of  meningeal  irritation. 
Convalescent  serum  administered  during  the  pre- 
paralytic stage  may  prevent  paralysis. 

2.  Prevent  contracture  of  good  muscles  and 
stretching  of  weak  ones. 

3.  Avoid  over-stimulation  in  physiotherapy  and 
fatigue  in  exercises. 

4.  Prevent  spinal  curvature  by  bed  rest. 

5.  Be  familiar  with  ambulatory  braces  and 
splints  before  allowing  strain  on  weak  muscles  of 
the  extremities  and  trunk. 

Tuberculosis 

1.  The  end  result  is  ankylosis.  Bony  ankylosis 
is  desirable.  Be  certain  that  this  will  result  in  the 
position  of  election. 

2.  Prolonged  fixation  of  the  joint  is  necessary 
to  secure  ankylosis.  This  is  hastened  in  the 
adolescent  or  adult  by  the  operation  arthrodesis. 

3.  Prevent  deformity  of  the  hip  and  knee  by 
traction,  and  of  the  spine  by  hyperextension  on  a 
Bradford  frame. 

4.  Do  not  drain  a cold  abscess. — C.  H.  Hey- 
man,  M.D.,  Cleveland,  Ohio. 
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IN  recent  years  there  have  been  certain  devel- 
opments in  tuberculin  and  in  its  application 
as  a testing  medium  that  justify  a revalua- 
tion of  those  factors  which  have  a direct  clinical 
bearing.  From  time  to  time  the  value  of  the 
tuberculin  test  in  the  differential  diagnosis  of 
tuberculous  disease  has  been  questioned.  This  is 
in  large  measure  due  to  two  factors,  first,  the 
failure  to  differentiate  tuberculous  infection  and 
tuberculous  disease,  and  second,  the  use  of  tuber- 
culins which  are  of  low  potency  or  are  inert.  If 
a positive  reaction  to  tuberculin  is  regarded  sim- 
ply as  an  indication  of  tuberculous  allergy,  then 
it  may  be  said  that  the  tuberculin  test  with 
potent,  active  tuberculin  is  the  most  reliable 
indicator  of  tuberculous  infection  (allergy).  In 
other  words  the  tuberculin  test  provides  a means 
for  distinguishing  those  persons  who  have  had  a 
tuberculous  infection,  from  those  who  have  not. 
The  test  does  not  present  evidence  regarding  the 
activity  of  the  lesion  or  of  immunity  to  it.  This 
does  not  imply  that  all  persons  who  have  had  a 
tuberculous  infection  will  react  to  tuberculin,  but 
the  exceptions  are  few  and  these  will  be  discussed 
later. 

THE  CHOICE  OF  A TUBERCULIN 

Since  it  has  been  demonstrated  that  there  is  a 
common  allergen  for  the  various  types  of  tubercle 
bacilli1,  it  is  unnecessary  to  use  tuberculin  from 
more  than  one  strain,  providing  a sufficiently 
large  dose  is  employed  for  the  retest  when  there 
is  no  reaction  to  the  first  injection.  Practical  use 
has  shown  that  tuberculin  from  the  human  strain 
of  tubercle  bacilli  fulfills  the  necessary  require- 
ments. There  remains,  however,  the  choice  of 
tuberculin  from  the  human  strain.  In  the  main 
there  are  two  types,  Koch’s  old  tuberculin  and 
purified  tubercle  bacillus  protein.  Active  prep- 
arations of  old  tuberculin  are  reliable  testing 
solutions.  The  chief  disadvantage  is  that  differ- 
ent lots  vary  widely  in  their  skin  testing  potency 
and  it  has  been  shown  that  some  preparations  are 
practically  inert3  (Long).  In  recent  years  efforts 
have  been  directed  toward  the  development  of  a 
uniform,  stable  tuberculin.  Seibert3  has  shown 
that  it  is  the  protein  of  the  tubercle  bacillus  that 
contains  the  skin  activating  factor,  and  she,  with 
Long  and  others,  has  made  it  possible  to  obtain 
purified  tubercle  bacillus  protein. 

There  is  now  available  so-called  purified  protein 
derivative  (P.P.D.)4  which  is  as  active  as  the 
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best  preparations  of  old  tuberculin  and  is  mar- 
keted in  a dry  form,  to  be  diluted  when  used.  It 
is  superior  to  old  tuberculin  in  that  it  can  be  accu- 
rately measured  by  weight  as  well  as  tested  bio- 
logically. Samples  of  all  batches  are  carefully 
tested  at  the  Henry  Phipps  Institute  before  they 
are  released.  To  the  private  physician,  P.P.D. 
would  seem  to  offer  the  advantages  of  a known 
standardized  active  tuberculin  which  can  be  di- 
luted easily  at  the  time  of  use,  thus  obviating  the 
chance  of  deterioration  in  solution.  To  the  epide- 
miologist its  use,  if  the  same  method  of  injection 
is  employed,  provides  a test  whose  results  can  be 
compared  for  various  groups. 

THE  TECHNIQUE  OF  THE  TEST 

There  are  several  methods  of  performing  the 
test  such  as  the  intracutaneous  or  Mantoux,  the 
scarification  or  Pirquet,  the  percutaneous  or  Moro 
and  such  modifications  of  these  as  the  single  and 
multiple  puncture  and  the  plaster  test.  Fortun- 
ately, the  conjunctival  test  of  Calmette  is  no 
longer  employed.  Much  has  been  and  is  being 
written  about  the  comparative  values  of  these  dif- 
ferent methods.  Most  observers  agree  that  as 
great  or  a greater  number  of  positive  reactions 
are  obtained  by  the  intracutaneous  test  than  by 
any  of  the  others. 

When  tuberculin  is  injected  intracutaneously,  it 
is  certain  that  it  is  brought  into  direct  contact 
with  the  cells  where  the  reaction  takes  place  and 
the  amount  of  tuberculin  can  be  accurately  meas- 
ured. The  objections  to  the  intracutaneous 
method  are  those  attendant  upon  the  use  of  the 
“needle”  and  upon  the  fact  that  overwhelmingly 
large  reactions  occasionally  occur.  The  first  of 
these  is  easily  overcome  if  the  physician  himself 
is  convinced  of  the  simplicity  of  technique.  The 
second  is  an  important  objection  and  can  be  over- 
come by  using  very  dilute  solutions  for  the  initial 
test  and  repeating  the  test  with  a more  concen- 
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trated  tuberculin  if  there  is  no  reaction  to  the 
first  injection. 

Some  physicians  prefer  using  the  scarification 
or  percutaneous  method  for  the  first  test  and  the 
intracutaneous  method  with  a large  dose  of  tuber- 
culin for  the  second.  Our  present  pi'actice  in  the 
case  of  P.P.D.  is  to  use  the  recommended  first 
and  second  testing  strengths  of  0.00002  mgm. 
and  0.005  mgm.,  respectively,  and  in  the  case  of 
O.T.,  0.1  cc.  of  a 1:1000  or  1:10,000  dilution  for 
the  first  and  0.1  cc.  of  a 1:100  dilution  for  the 
second  test. 

In  performing  the  intracutaneous  test  it  is  im- 
portant that  the  injection  is  intra — and  not  sub- 
cutaneous and  that  accurately  measured  amounts 
of  tuberculin  are  injected.  A simple,  practical 
point  in  making  injections  into  the  arms  of  in- 
fants and  small  children  is  to  hold  the  arm  and 
needle  in  the  left  hand.  The  infant’s  forearm  is 
placed  in  the  palm  of  the  physician’s  left  hand 
and  the  skin  is  held  taut  until  the  needle  is  in- 
serted into  it;  then  syringe  and  needle  are 
grasped  at  their  junction  by  the  index  or  middle 
finger  and  thumb  which  encircle  the  arm.  This 
permits  the  needle  to  move  with  the  infant’s  arm 
and  often  prevents  the  needle  from  being  jerked 
out  before  the  injection  is  completed. 

INTERPRETATION  OF  THE  REACTION 

A.  positive  reaction  to  tuberculin  consists  of 
edema  and  erythema  which  persist  for  48  hours 
or  longer.  Since  small  edematous  reactions  of 
two  to  three  mm.  may  be  produced  by  the  injec- 
tion of  physiologic  saline  solution,  before  it  is 
considered  a positive  reaction,  the  area  of  indura- 
tion of  the  tuberculin  reaction  should  measure  five 
mm.  or  more  in  diameter.  There  is,  of  course, 
some  justification  in  being  skeptical  of  the  inter- 
pretation of  reactions  of  five  mm.  or  so  in  size. 
When  these  occur  following  the  first  injection,  the 
test  should  be  repeated  with  a larger  dose  of 
tuberculin. 

If  there  is  no  reaction  to  this  second  injection, 
it  seems  safe  to  consider  that  the  patient  is  a 
non-reactor.  If  the  second  reaction  is  essentially 
the  same  size  as  that  from  the  first  test,  it 
should  be  considered  as  a questionable  reaction 
and  the  patient  should  be  studied  for  clinical  evi- 
dences of  tuberculosis.  The  chief  difficulty  is  the 
determination  of  the  significance  of  these  small 
reactions.  We  have  been  confronted  with  this 
problem  in  studying  the  effect  of  repeated  tuber- 
culin injections  in  children  who  have  either  no 
reaction  to  tuberculin  or  only  small,  questionably 
positive  reactions. 

We  have  found  that  children  who  failed  to  react 
to  either  of  the  first  two  injections  of  tuberculin 
may  subsequently  show  a response,  and  that  there 
is  a distinct  inconsistency  in  the  results  of  re- 
peated tests  in  the  majority  of  the  children  tested. 
The  purpose  of  this  study  was  to  determine,  if 
possible,  whether  repeated  injections  of  tubercu- 


lin might  sensitize  the  person  so  that  in  the  fu- 
ture he  would  respond  to  tuberculin  in  the  same 
manner  as  a tuberculous  person.  The  study  is 
not  complete  and  will  be  reported  elsewhere. 
However,  it  is  not  premature  to  say  that  we  are 
skeptical  of  the  antigenic  effects  of  P.P.D.  and 
O.T.  in  the  amounts  used  in  these  tests. 

In  some  instances,  there  may  be  a failure  in 
response  to  tuberculin  for  several  tests  and  then 
finally  a positive  reaction  may  be  secured  in  per- 
sons with  evidence  of  tuberculosis  of  long  stand- 
ing. One  explanation  may  be  that  the  state  of 
allergy  is  at  a very  low  point  and  either  repeated 
injections  or  very  large  amounts  of  tuberculin  or 
both  are  necessary  to  demonstrate  its  presence. 
Whether  very  trivial  factors  may  depress  the 
skin  response  to  tuberculin  in  the  low  grade  re- 
actors in  the  same  manner  that  acute  or  severe 
disease  depresses  even  the  stronger  reactors  is 
not  determined  from  our  study. 

Attempts  to  correlate  roentgenographic  evi- 
dence of  tuberculosis  with  the  reactions  to  tuber- 
culin have  not  been  particularly  successful.  The 
difficulties  have  been  demonstrated  by  Armand- 
Delille5,  Eberson,  Delprat  and  Wolff0,  and  others. 
It  is  well-known  that  in  a certain  number  of 
positive  tuberculin  reactors  no  roentgenographic 
evidence  of  tuberculosis  can  be  demonstrated.  On 
the  other  hand,  one  occasionally  sees  a child  with 
roentgenographic  findings  of  tuberculosis  with  a 
negative  tuberculin.  These  are,  of  course,  the 
exceptions  and  are  not  often  encountered  in  the 
presence  of  active  disease  unless  the  patient  is 
moribund.  This  is  evident  from  the  studies  by 
Hart7,  Lichtenstein8  and  others. 

The  work  of  Johnston9  indicates  that  tubercu- 
lous allergy  induced  by  the  primary  infection 
follows  in  general  the  course  of  the  infection. 
Allergy  is  said  to  be  at  its  peak  during  the  height 
of  the  lymph  node  involvement  and  subsides  as 
calcification  takes  place.  It  may  be  that  such 
complete  healing  takes  place  in  some  instances 
that  allergy  is  lost,  but  this  explanation  is  open 
to  question.  Ayman10  and  others  believe  that  a 
correlation  exists  between  the  presence  or  ab- 
sence of  active  disease  and  the  sensitivity  of  the 
person  to  tuberculin,  that  is,  that  the  smaller  the 
amount  of  tuberculin  to  which  the  patient  reacts, 
the  more  apt  is  he  to  have  active  disease  except 
in  the  case  of  moribund  patients.  Stewart11 
could  not  distinguish  between  active  and  inactive 
tuberculous  infections  by  the  response  to  1:1000 
O.T.  It  is  quite  obvious  that  this  factor  needs 
further  study.  In  the  light  of  present  evidence 
it  would  seem  safest  not  to  attempt  to  correlate 
the  degree  of  the  reactions  with  the  presence  or 
absence  of  an  active  disease  process,  but  to  exam- 
ine all  positive  reactors  for  tuberculous  lesions. 

Two  other  factors  which  should  be  considered 
are  the  24  hour  reaction  and  the  presence  of 
erythema  without  edema.  Not  infrequently  very 
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distinct  reactions  are  observed  at  the  end  of  24 
hours  with  fading  of  the  reaction  at  48  hours. 
Likewise  there  may  be  a large  area  of  erythema 
without  induration.  Either  or  both  of  these  phe- 
nomena may  occur  with  O.T.  or  w'ith  P.P.D.  The 
explanation  of  this  type  of  reaction  is  not  known 
but  it  is  assumed  that  they  are  non-specific 
reactions. 

THE  EFFECT  OF  ACUTE  DISEASE  UPON  THE  SKIN 
RESPONSE  TO  TUBERCULIN 

Elsewhere  we12  have  shown  that  there  is  a 
depression  of  allergy  during  certain  acute  dis- 
eases with  a return  of  the  allergic  state  during 
convalescence.  There  is  also  a depression  of 
allergy  during  the  terminal  stage  of  tuberculosis. 

This  depression  is  quantitative  and  incomplete. 
Frommel,  Sierro  and  Bachmann13  and  Pilcher14 
have  suggested  that  the  lessening  of  the  skin 
response  is  due  to  local  mechanical  factors  that 
result  in  rapid  removal  of  the  tuberculin  from 
the  epithelial  cells  into  the  general  circulation. 
Whatever  the  explanation  may  be,  there  is  an 
important  clinical  implication;  namely,  that  the 
failure  of  a patient  to  react  to  tubei’culin  during 
the  active  stage  of  disease  is  not  acceptable  evi- 
dence that  he  is  a non-reactor.  This  evidence 
must  be  obtained  after  recovery  from  the  illness. 

CONTAMINATION  OF  SYRINGES  AND  RUBBER 
WITH  TUBERCULIN 

Early  in  the  use  of  tuberculin  for  skin  testing 
purposes  it  was  demonstrated  that,  because  of  its 
stability  when  exposed  to  heat,  the  active  princi- 
ple might  remain  adherent  to  laboratory  instru- 
ments after  sterilization.  If  such  syringes  or 
other  instruments  were  used  for  other  skin  tests, 
it  is  possible  that  the  adherent  tuberculin  might 
be  dissolved  and  thus  confuse  other  tests.  This  is 
an  important  but  insufficiently  recognized  fact. 
Thus,  in  office  and  hospital  practice,  if  the  same 
syringe  is  used  for  Shick  and  tuberculin  testing, 
it  is  possible  that  a reaction  which  is  interpreted 
as  a positive  Shick  test  may  be  in  reality  a positive 
tuberculin  reaction  and  the  person  tested  may  or 
may  not  be  Shick  negative.  While  traces  of  tuber- 
culin may  be  removed  by  prolonged  immersion  in 
cleaning  mixtures,  it  is  highly  advisable  to  keep 
separate  syringes  for  office  and  hospital  use  for 
tuberculin,  Shick  and  other  skin  tests  as  well  as 
for  different  dilutions  of  tuberculin. 

SUMMARY 

The  tuberculin  test  properly  performed  is  an 
important  aid  in  the  differential  diagnosis  of 
tuberculosis.  A positive  reaction  is  evidence  of 
allergy  induced  by  tuberculous  infection.  No  evi- 
dence of  an  active  disease  process  may  be  deter- 
mined from  the  cutaneous  test. 

The  failure  to  react  to  high  dilutions  of  tuber- 
culin is  strong  evidence  against  the  presence  of  a 
tuberculous  lesion  except  during  acute  tubercu- 


lous illness  or  during  the  terminal  stage  of 
tuberculosis. 

For  reasons  stated  P.P.D'.  is  the  tuberculin  of 
choice  at  the  present  time. 

The  intracutaneous  test  is  the  most  sensitive 
and  reliable  method. 

Syringes  and  other  laboratory  instruments  used 
for  tuberculin  should  not  be  used  for  other 
purposes. 
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Neufeld  Test 

The  Neufeld  reaction  introduced  by  Sabin  is 
admittedly  the  most  rapid  and  practical  at  our 
command  at  the  present  time.  However,  in  order 
to  derive  the  greatest  possible  aid  from  it  (1) 
scrupulous  care  should  be  observed  in  selecting 
samples  of  the  sputum  and  (2)  when  a negative 
result  is  obtained,  it  should  not  be  considered  as 
conclusive  but  (3)  confirmation  should  be  had 
through  the  mouse  method  (using  the  same  tech- 
nic), which  can  be  carried  out  within  a few  hours. 

The  Neufeld  reaction  is  a reliable  diagnostic 
procedure  only  in  experienced  hands  and  where 
proper  laboratory  facilities  are  available. — -Kano 
Ikeda,  M.D.,  Minn.  Med.,  20:1,  Jan.,  1937. 


To  fail  to  secure  for  a patient  a darkfield  ex- 
amination of  a genital  or  other  suspicious  lesion 
is  equivalent  to  malpractice;  a blood  test  is  no 
substitution. — Stokes. 
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INDUSTRIAL  medicine  today  is  a definite  field 
and  depends  on  a definite  diagnostic  pro- 
cedure. In  the  past  most  industrial  medicine 
has  been  practiced  by  empirical  methods  and  no 
attempt  was  made  to  substantiate  the  physical 
findings.  Most  industries  have  today  a well 
equipped  hospital  and  a medical  man  who  inves- 
tigates the  various  industrial  hazards,  or  they 
have  access  to  a diagnostic  laboratory  whose 
sole  purpose  is  concerned  with  industrial  toxi- 
cology. The  general  practitioner,  as  a rule,  is  not 
equipped  to  make  such  laboratory  investigations 
and  often  resorts  to  empirical  methods  which  are 
a detriment  to  his  patient  and  himself. 

In  order  to  make  a correct  diagnosis  the  in- 
dustrial physician  must  use  all  the  scientific 
means  known,  such  as  X-rays,  metabolism,  blood 
examinations,  micro-photography,  animal  experi- 
ments, chemical  laboratory  procedures,  dust  col- 
lectors and  human  experiments  in  cases  of  der- 
matitis. One  of  the  first  procedures  in  making 
a diagnosis  is  the  personal  history  which  in- 
cludes the  past  and  present,  for  many  industrial 
toxicoses  are  accumulative.  You  should  like  to 
know  whether  the  individual  has  worked  in  lead 
or  benzol  or  some  other  substance  in  previous 
years,  before  his  recent  employment.  You  also 
would  like  to  know  about  his  present  work,  how 
many  parts  per  million  of  C CL,  or  wyhat  is  the 
dust  count  in  his  particular  working  area.  You 
would  also  like  to  know  how  many  years  he 
worked  in  a coal  mine  or  quarries  before  his 
present  employment.  You  would  also  like  to 
know  his  past  allergic  history  as  well  as  his  skin 
susceptibility.  You  can  readily  see  from  these 
few  queries  that  it  is  very  important  to  get  a 
good  history. 

In  the  State  of  Ohio  there  are  at  present  21 
occupational  hazards  compensable  and  a correct 
diagnosis  must  be  made. 

There  are  several  hundred  substances  used  in 
industrial  processes,  some  very  toxic,  some  only 
slightly  toxic  and  many  inert.  They  are  used 
in  the  following  forms: 

1,  Liquids. 

2.  Vapors  and  gases 

3.  Solids — Chemical  compounds 

4.  Plastics — Semi-solids 

5.  Dusts — Dusting  powders 

6.  Oils  and  fatty  compounds 

They  are  absorbed  in  the  system  by  the  follow- 
ing methods: 

1.  Respiratory  tract — dusts  and  vapors 

2.  Alimentary  tract — dusts,  vapors  and  liquids 

3.  Skin- — gases,  oils  and  compounds 
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4.  Accessory  nasal  sinuses — vapors,  dusts,  so- 
lutions 

5.  Genito-urinary  and  genital  tracts — solu- 
tions, greases  and  dusts. 

The  effects  produced  depend  on  several  factors: 
(1)  Concentration  per  million  parts  with  gases 
and  vapors.  (2)  Particles  per  cubic  foot  in  dusts 
and  solids.  (3)  Concentrations  in  percentages 
with  solutions  and  chemical  mixtures.  For  ex- 
ample, it  is  safe  for  an  individual  to  work  in 
vapors  of  C CL  or  benzene  where  the  parts  per 
million  are  100  or  less,  or  it  is  unsafe  to  work  in 
air  with  15  million  particles  of  talc  per  cubic 
foot,  or  air  containing  .01  per  cent  of  carbon  mo- 
noxide which  will  cause  headaches,  nausea  and 
labored  respiration. 

The  time  allotted  for  a presentation  of  all  the 
data  connected  with  diagnostic  procedure  is  so 
small  that  it  will  be  necessary  to  pick  out  two 
or  three  substances  and  present  to  you  the  pro- 
cedure. 

I have  taken  three  very  common  substances 
with  which  you  are  more  or  less  familiar  and 
will  outline  the  method  of  procedure. 

BENZOL 

Benzol  is  a hydrocarbon  of  the  formula  C0  H«, 
containing  nothing  but  carbon  and  hydrogen.  It 
is  a liquid  at  ordinary  temperatures  but  is  very 
volatile  and  explosive.  It  is  very  toxic  and  pro- 
duces its  action  in  and  through  the  blood  stream 
to  other  organs.  Safe  concentrations  are  100 
P.P.M.  and  less. 

Investigation: 

1.  History  of  exposure — what  length  of  time 
has  the  individual  been  exposed?  Has  he  worked 
previously  in  benzol?  At  what  particular  place 
and  on  what  particular  job  did  he  become  ex- 
posed? At  this  point  air  samples  should  be 
taken  and  examined  for  benzol. 

2.  Examination. 

a.  Past  history 

b.  Present  history 

c.  Chief  complaint 

(1)  Peculiar  brackish  taste 

(2)  Slight  giddiness 
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(3)  Unsteady  vision  and  slight  head- 
ache 

(4)  Nausea  and  vomiting 

(5)  Dizziness — “Benzene  Jag” — odor  of 
benzol 

(6)  Weakness 

Benzol  breaks  down  the  body  defense  against 
acute  infections  and  many  secondary  conditions 
develop  such  as: 

a.  Gingivitis 

b.  Boils 

c.  Pustular  skin  conditions 

d.  Frequent  colds 

e.  Arthritis 

f.  Gastro-intestinal  infections 

Hektoen  has  done  much  work  on  the  effect  of 
benzene  on  antibody  formation.  (Jour.  Inf.  Dis. 
—July,  1916—19,  No.  1). 

( 7)  Increased  nervousness  with  increased 
pulse,  nose  bleed,  uterine  bleeding,  bleeding  from 
gums 

( 8)  Slight  temporary  increased  blood  pres- 
sure 

( 9)  Excessive  fatigue  at  end  of  eight  hours’ 
work 

(10)  Marked  tremors  of  hands 

(11)  Loss  of  equilibration  in  the  dark 

(12)  Gastric  and  intestinal  disturbances 

(13)  Paraesthesia — numbness,  tingling 

(14)  Insomnia — in  the  first  stages  drowsiness 
and  in  later  stages  insomnia 

(15)  Loss  of  weight — Benzene  pallor 

(16)  Benzene  purpura,  nose  bleed,  anemia 

(17)  Menstruation  every  two  or  three  weeks 

(18)  Dermatitis 

(19)  Nephritis 

(20)  Labored  respirations  and  coma 

Item  16 — Anemia.  Many  thousand  blood  counts 
show  this  is  one  of  the  main  factors  that  the  in- 
dustrial physicians  must  rely  on  to  show  the 
effect  of  benzol  on  the  individual. 

There  first  develops  a slight  leucopenia  and 
erythropenia  with  a slight  hemoglobin  reduction. 
With  increased  absorption  this  progressively  gets 
worse  and  the  following  develops: 

1.  Increased  leucopenia 

2.  Increased  erythropenia 

3.  Lymphocytosis 

4.  Development  of  few  transitionals.  A point 
is  reached  where  the  blood  forming  organs  are 
nearly  suppressed  and  new  cells  do  not  form 
rapidly 

5.  Increase  in  coagulation  time 

6.  Decrease  in  blood  calcium 

7.  Decrease  in  antibody  formation 

8.  Severe  decrease  in  hemoglobin  formation 
with  increase  of  hematin  in  urine 

9.  The  beginning  of  endothelial  lining  cells  to 
appear  in  the  blood  stream.  The  appearance  of 
these  cells  indicates  the  serious  if  not  fatal  stage 
of  the  poisoning 

10.  Complete  cessation  of  formation  of  new 
blood  cells 

3.  Clinical  Laboratory  Work 

1.  Blood  counts 

2.  Hemoglobin  determination 

3.  Differential  counts 


4.  Coagulation  time 

5.  Calcium  determinations 

Urinary  Examinations: 

In  the  January,  1936,  issue  of  the  Journal  of 
Industrial  Hygiene  and  Toxicology  there  ap- 
peared an  article  by  Yant,  Sayers,  Schrenck  and 
Associates  on  the  “Urine  Sulphate  determinations 
as  a measure  of  Benzene  Exposure”.  By  animal 
experimentation  they  have  shown  that  absorp- 
tion of  benzol  causes  a rapid  decrease  in  the  in- 
organic sulphates  to  almost  none  at  all. 

This  decrease  takes  place  a long  time  before 
there  is  any  evident  changes  in  the  blood  picture 
or  clinical  picture.  I have  checked  several  men 
who  have  been  working  in  benzol  where  the  con- 
centrations are  100  P.P.M.  and  less  and  found  the 
inorganic  sulphates  to  vary  between  20  per  cent 
and  50  per  cent  and  they  had  no  symptoms  of  ex- 
cessive benzol  absorption.  This  factor  is  one 
which  should  always  be  considered  when  making 
a diagnosis  of  benzol  poisoning.  In  a paper  by 
the  author  (Ohio  State  Med.  Journal — 1929)  on 
benzol  poisoning,  I gave  the  following  data  and 
findings  for  sufficient  cause  for  the  removal  of 
contact  with  benzol: 

1.  Slight  purpura  or  hemorrhage  from  mu- 
cous membranes  or  other  organs 

2.  Reduction  in  white  cells  of  1500  below 
normal 

3.  Reduction  in  red  cells  of  10  per  cent  to  15 
per  cent  below  normal 

4.  Reduction  of  Hb  below  80  per  cent 

5.  Slight  variation  in  coagulation  time 

I would  like  now  to  add  the  sixth  factor  and 
that  is: 

6.  A sudden  and  marked  decrease  in  inor- 
ganic sulphates  which  does  not  show  an  increase 
after  two  days  of  rest 

LEAD 

Much  has  been  written  about  lead  or  its  com- 
pounds and  of  course  all  of  you  are  familiar  with 
its  uses  in  paint,  ethyl  gasoline,  storage  batteries 
and  various  other  uses.  In  the  past  a diagnosis 
of  lead  poisoning  has  been  based  entirely  upon 
a symptom-complex,  chiefly  an  intestinal  colic. 
I even  know  a very  good  surgeon  who  removed 
an  appendix  for  its  cure,  and  only  recently  I saw 
a case  of  paralysis  (hemiplegia)  due  to  a pon- 
tine hemorrhage  which  was  diagnosed  as  lead 
poisoning  by  a neurologist. 

Such  a diagnosis  would  not  have  been  made 
if  a complete  laboratory  study  of  the  case  had 
been  made.  In  cases  suspected  of  having  any 
lead  absorption  the  same  routine  of  examination 
must  be  followed  as  in  benzol  or  any  other  toxic 
material.  However,  when  we  get  to  the  labora- 
tory examination  this  is  different  and  there  should 
not  be  any  slip  in  the  diagnosis  if  all  the  factors 
are  considered. 

If  you  will  study  the  following  mechanism  of 
the  behavior  of  lead  in  the  system  you  will  have 
a very  good  idea  as  to  its  treatment  and  elimina- 
tion: 
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If  the  elimination  is  normal,  no  acidosis  is  pres- 
ent, and  the  amount  of  intake  of  lead  compounds 
is  at  a low  concentration  the  human  body  can  com- 
bat it  for  some  time  without  any  definite  symp- 
toms. If  the  intake  concentration  is  reduced  in 
the  body  by  precipitation  of  insoluble  compounds 
the  symptoms  do  not  develop  rapidly;  for  ex- 
ample, a worker  takes  into  his  body  2 mg  of  lead 
per  day,  Vs  mg  is  precipitated  as  PbS  in  a lead 
line,  1%  mg  is  eliminated  by  the  kidneys  and 
intestines  and  the  other  % mg  remains  as  a sol- 
uble lead  salt,  some  of  which  may  later  be  con- 
verted into  an  insoluble  compound.  At  this  rate 
it  will  take  some  little  time  to  develop  any  acute 
symptoms,  other  than  the  lead  lines.  The  whole 
process  is  one  of  a chemical  reaction  with  the  pre- 
cipitation of  an  insoluble  compound  of  lead.  If 
we  had  some  means  of  keeping  the  lead  out  of 
solution  in  the  body  very  little  harm  would  be 
done  other  than  that  of  the  mechanical  deposit 
in  the  tissues.  X-ray  examinations  of  the  epi- 
physes of  long  bones  often  show  increased  cal- 
cification. 

The  predominant  feature  in  the  blood  work  is 
the  presence  of  the  punctate  basophilic  red  cells, 
mononuclears  and  a secondary  anemia.  These 
factors  are  readily  discovered  when  they  first  de- 
velop if  monthly  blood  examinations  are  made. 
Basophilic  degeneration  of  red  blood  cells  may  be 
due  to  the  following  conditions: 

1.  Pernicious  anemia 

2.  Leukemia 

3.  Chronic  lead  poisoning 

4.  Carcinoma 


5.  Sepsis 

6.  Malaria 

7.  Tropic  anemias 

8.  Conditions  associated  with  the  destruction 
of  red  blood  cells 

9.  Chlorosis 

10.  Severe  hemorrhages 

11.  Chronic  aniline  poisoning 

12.  Some  intestinal  parasites 

13.  Occasionally  in  healthy  individuals  due  to 
absorption  of  hematin 

In  very  severe  conditions  of  lead  poisoning  they 
sometimes  disappear  and  then  reappear  on  im- 
provement. This  condition  would  lead  one  to  be- 
lieve that  it  is  a regenerative  process,  but  on  the 
contrary,  new  young  cells  are  thrown  into  a state 
of  basophilic  degeneration  by  being  bathed  with  a 
soluble  lead  compound  circulating  in  the  blood 
stream. 

For  purely  diagnostic  purposes  we  may  say  that 
85  per  cent  of  cases  of  lead  poisoning  can  be 
diagnosed  by  the  punctate  red  cells. 

Badham  has  given  a very  good  description  of 
basophilia  and  lead  excretion.  He  states  that  he 
believes  the  basophilic  substances  are  an  index  to 
red  cell  destruction  and  a sign  of  the  continued 
action  of  lead.  There  is  also  an  increase  in  reti- 
culocytes which  is  an  index  of  blood  regenera- 
tion. 

In  this  report  Badham  has  outlined  a method 
for  determining  lead  in  the  urine  and  the  accu- 
racy is  .005  mg  per  liter.  I have  investigated 
and  used  this  method  and  now  rely  on  it  as  one 
of  the  diagnostic  points.  The  normal  lead  con- 
tent of  the  urine  is  from  .005  mgm’s  to  .04  mgm’s 
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per  liter;  however,  this  varies  according  to  lo- 
cality. The  faeces  vary  from  .05  mgm’s  to  43 
mg’s  per  100  grams  of  faeces,  this  is  also  a vari- 
able as  to  locality.  By  locality,  I refer  to  those 
living  in  the  large  city  exposed  to  the  dusts  of 
the  street  where  the  content  of  lead  is  higher 
than  those  who  live  in  the  country  or  small  town 
where  the  lead  content  of  the  dusts  and  smokes 
is  low. 

After  the  examination  has  been  completed  and 
all  clinical  examinations  are  finished,  the  final 
decision  depends  on: 

1.  Differentiation  of  the  symptoms 

2.  Presence  of  lead  in  the  urine,  faeces  or  blood 
serum. 

3.  Presence  of  lead  line.  The  lead  line  is  due 
to  the  deposition  of  lead  sulphide  in  the  tissues 
near  the  border  where  they  come  in  contact  with 
the  teeth.  This  sulphide  of  lead  is  probably 
formed  due  to  the  liberation  of  sulphur  com- 
pounds at  the  gum  margins  or  to  disintegration 
of  nuclear  material,  especially  marked  around  the 
gingival  margins  of  the  gums. 

4.  Presence  of  basophilic  degenerations  of  red 
cells  at  least  1 to  10  fields.  100  fields  should  be 
examined. 

5.  Differentiation  of  the  causes  of  basophilic 
degeneration. 

In  suspected  cases  that  have  been  quiescent  it 
is  always  advisable  to  produce  an  acidosis  in  the 
system  and  then  do  your  laboratory  work,  for 
the  presence  of  an  acidosis  causes  combined  lead 
to  be  liberated  in  the  blood  stream  and  then 
eliminated  through  the  kidneys  and  bowels. 

CARBON-TETRACHLORIDE,  C Cl4 

This  substance  is  in  wide  commercial  use  in  the 
laundry  and  dry  cleaning  business,  rubber  in- 
dustry, machine  manufacturing  industries,  dye 
industries  and  is  present  in  many  liquid  cleaners 
that  are  used  in  the  household.  It  is  used  in 
some  fire  extinguishers  because  it  is  non-inflam- 
mable and  excludes  oxygen  from  the  flames.  It 
is  a very  valuable  solvent  but  must  be  used  with 
caution. 

Its  fumes  are  not  particularly  distasteful.  They 
are  heavier  than  air  and  seek  the  lowest  level. 
There  is  one  characteristic  factor  about  C Cl* 
and  that  is  its  ability  to  cause  nausea  very  early 
on  exposure  which  is  a warning  symptom.  In 
September,  1934,  I published  an  article  on  car- 
bon-tetrachloride stating  that  100  P.P.M.  were  a 
safe  working  concentration.  Since  that  time 
Henry  Field  Smyth  has  corroborated  my  findings 
and  I believe  that  with  this  factor  as  a standard 
we  can  safely  use  C Ch  in  industry.  However, 
there  are  some  conditions  which  prohibit  workers 
from  being  placed  on  operations  where  C Cl4  is 
used,  such  as: 

1.  Obesity 

2.  Undernourished  persons 

3.  Pulmonary  diseases 

4.  Gastric  ulcers  or  those  who  have  a tend- 
ency to  become  nauseated  and  vomit  easily 


5.  Persons  with  hypertrophic  or  atrophic 
liver  condition 

6.  Diabetes  and  nephritis 

7.  Persons  with  glandular  disturbances,  es- 
pecially of  the  thyroid  and  thymus 

8.  Persons  with  blood  disturbances  or  a myo- 
cardial degeneration 

9.  Persons  with  diseases  of  the  optic  nerve 

10.  Individuals  with  hyperosmia 

The  use  of  carbon-tetrachloride  should  be  con- 
fined to  closed  systems  and,  if  this  cannot  be  done, 
some  other  substances  should  be  substituted. 
Persons  who  are  working  with  or  around  carbon- 
tetrachloride  should  be  examined  frequently.  If 
after  examination  any  of  the  following  symptoms 
are  elicited,  the  worker  should  be  removed  and 
placed  on  a job  in  which  there  is  plenty  of  venti- 
lation and  fresh  air: 

Persistent  nausea  after  having  worked  in  very 
low  concentrations  for  several  eight-hour  shifts. 
Loss  of  appetite  and  loss  of  weight. 

A 15  per  cent  reduction  of  hemoglobin. 
Hyperacidity  of  the  gastric  contents. 

Hyperacid  urine. 

Persistent  headache  after  eight  hours  of  rest 
and  aeration. 

Decreased  blood  pressure. 

A marked  poikilocytosis  and  anisocytosis. 

The  condition  that  usually  follows  nausea  and 
loss  of  appetite  is  acidosis,  and  this  is  manifested 
very  readily  in  those  who  perspire  freely.  An 
irritative  dermatitis  which  becomes  very  annoy- 
ing develops  in  the  body  folds. 

While  carbon-tetrachloride  is  a very  desirable 
solvent  and  a diluent  for  benzene  to  prevent  fire, 
it  is  at  the  same  time  a very  toxic  substance  even 
in  its  purest  state.  The  redeeming  feature  of  the 
toxicity  is  the  fact  that  it  produces  symptoms  by 
very  slight  absorption,  and  removal  can  be  made 
before  any  serious  conditions  develop. 

The  urinary  sulphates  are  just  the  reverse  in 
amounts  from  that  of  benzol. 

THE  DUST  PROBLEM 

During  the  past  few  years  this  problem  has 
aroused  much  interest.  While  I believe  that  we 
have  had  a lot  of  pneumonoconiosis  in  the  past 
the  advent  of  the  X-ray  has  made  our  diagnostic 
methods  practically  100  per  cent.  Pneumonoconi- 
osis is  a general  term  denoting  a pulmonary  con- 
dition caused  by  inhalation  of  dusts.  Specific 
dust  conditions  are  designated  as: 

1.  Silicosis — Silica  dust 

2.  Anthracosis — Coal  dust 

3.  Asbestosis — Asbestos  dust 

4.  Siderosis — Iron  ore  dust 

5.  Chalcosis — Copper  dust 

6.  Chalicosis — Stone  dust 

The  method  of  contracting  pneumonoconiosis 
is  by  inhalation  of  the  dust,  however,  all  dusts 
do  not  cause  pneumonoconiosis.  The  higher  the 
silica  content  of  a dust  the  greater  the  possibility 
of  developing  a fibrosis  and  the  higher  the  per- 
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cent  age  of  crystal  content  the  greater  the  irrita- 
tion. 

The  diagnosis  of  the  type  of  pneumonoconiosis 
is  based  upon  the  following: 

1.  Past  history  and  occupation 

2.  Physical  examination 

3.  Clinical  examination  of  sputum 

4.  X-rays  of  lungs 

Hayhurst  in  an  article  in  Ohio  State  University 
Engineering  Experimental  Station  News,  Vol. 
VIII,  has  given  a very  complete  summation  of 
silicosis  and  should  be  read  by  all  who  are  con- 
cerned with  silicosis. 

Since  we  have  been  studying  the  lungs  of  in- 
dustrial workers  by  X-rays,  there  has  developed 
an  entity  which  should  be  termed  the  “Industrial 
Lung”. 

This  condition  I do  not  believe  should  be 
termed  a pneumonoconiosis  because  it  reaches  a 
certain  stage,  does  not  progress  any  further  and 
after  several  months  to  a year  improves.  There 
are  no  symptoms  nor  decreased  capacity  of  the 
lungs.  It  is  discovered  only  by  a series  of  X-rays 
taken  over  a period  of  years. 

Pneumonoconiosis  can  be  controlled  by: 

1.  Proper  ventilation 

2.  Proper  equipment  for  the  worker 

3.  Periodic  physical  examination 

4.  Periodic  dust  counts 

5.  Cooperation  of  employee  and  employer 

Time  does  not  permit  me  to  go  into  detail  about 
the  various  vapors  and  solvents  used  in  industry 
but  each  one  must  be  considered  separately.  One 
must  study  the  chemical  and  physical  properties 
of  the  substances  and  then  determine  the  toxi- 
cology of  it  by  animal  experimentation.  The  con- 
trol of  any  hazard  is  in  general  very  simple. 

1.  Proper  ventilation 

2.  Frequent  examination 

3.  Proper  protection  of  the  employee 

4.  Education  of  the  worker  and  supervisor 

5.  Substitution  of  a less  toxic  substance  if 
possible 

6.  Air  analysis  to  determine  the  parts  per 
million  of  the  vapor  or  gas  present 

INDUSTRIAL  DERMATITIS 

This  subject  is  somewhat  misleading  for  one 
would  suspect  that  it  is  some  specific  entity  of 
the  particular  industry,  such  as  rubber  derma- 
titis, leather  dermatitis,  cement  dermatitis,  and 
so  forth.  However,  from  the  lay  standpoint  this 
seems  to  be  the  foregone  conclusion,  but  from 
the  scientific  standpoint  it  is  not  true  and  certain 
classifications  should  be  made.  For  purposes  of 
investigation  and  study  the  following  five  impor- 
tant factors  must  be  considered: 

1.  What  is  the  nature  of  the  dermatitis  and 
what  is  the  part  involved  ? The  following  classi- 
fications by  Sutton  are  of  value: 


a.  Hyperemias 

b.  Inflammations 

c.  Hemorrhages 

d.  Hypertrophies 

e.  Atrophies 

f.  Anomalies  of  pigmentation 

g.  Neuroses 

h.  New  growths 

i.  Disease  of  appendages 

j.  Parasitic  affections 

k.  Disease  of  the  mucous  membranes  adjoining 
the  skin 

2.  What  is  the  condition  of  the  individual  who 
has  the  dermatitis?  About  3 per  cent  of  all  per- 
sons are  more  or  less  susceptible  to  some  kind 
of  dermatitis  and  this  susceptibility  varies  accord- 
ing to  certain  body  factors. 

a.  Acidosis  or  alkalosis  of  the  system 

b.  Endocrine  disturbances,  especially  the  thy- 
roid and  adrenals 

c.  Diabetic  tendencies 

d.  Certain  hematogenous  and  hepatic  distur- 
bances 

e.  Certain  types  of  skin;  blondes  and  fair  skins 
are  more  susceptible  than  others 

3.  What  parts  of  the  body  are  affected?  Cer- 
tain specific  known  diseases  of  the  skin  are  lim- 
ited to  certain  areas. 

4.  What  is  the  nature  of  the  work  that  the 
individual  does  and  what  are  the  working  condi- 
tions? For  example,  is  it  hot  and  does  the  indi- 
vidual perspire  a lot?  or  is  it  cold  and  is  he  sub- 
ject to  drafts?  are  there  fumes,  dust,  oil  or  irri- 
tating chemicals  present? 

5.  What  are  the  personal  habits  of  the  indi- 
vidual ? What  are  his  home  surroundings  ? What 
does  he  do  while  not  working?  What  is  his  diet? 
One  must  know  all  these  various  factors,  in  some 
cases  in  order  to  correctly  differentiate  between 
some  of  the  various  dermatoses.  If  the  condi- 
tion is  diagnosed  as  an  industrial  dermatitis  then 
it  becomes  a compensable  disease  under  the  laws 
of  most  states  and  a correct  diagnosis  and  eti- 
ology will  then  enable  you  to  treat  the  case  prop- 
erly. 

The  largest  percentage  of  industrial  dermatoses 
fall  under  two  classifications,  namely,  the  hy- 
peremias and  parasitic  infections.  The  hypere- 
mias may  vary  from  a slight  reddening  and  itch- 
ing of  the  skin  to  severe  burns,  pustular  and 
vesicular  formations.  These  conditions  are  caused 
by  external  irritants  in  most  cases  and  we  com- 
monly term  them  chemical  irritations. 

The  so-called  rubber  poisoning  is  a lay  term. 
The  etiology  of  this  is  due  to  some  chemical  used 
in  the  compounding  of  the  rubber  and  two  well 
known  irritants  that  have  been  used  are  hexa- 
methylene-tetramin  and  phenylbeta  napthylamine. 
Pure  rubber  is  not  an  irritant,  however,  except  in 
those  cases  where  the  skin  pores  are  covered  and 
it  may  cause  a small  pustular  eruption  due  to 
the  interference  with  the  normal  function  of  the 
skin  glands.  All  industries  have  their  own  pecu- 
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liar  irritations  which  are  caused  by  the  various 
substances  used  in  their  products. 

Parasitic  infections  are  very  common,  especially 
the  trichopyton  group,  commonly  called  ring 
worm  and  athletes  foot.  These  are  present  in 
gymnasiums,  shower  baths,  locker  rooms,  swim- 
ming pools  and  floors  where  there  is  dampness. 
They  are  also  present  in  old  shoes,  boots  and 
socks  which  are  not  frequently  cleaned  and  steri- 
lized. We  examined  200  men  who  were  taking 
gymnasium  and  85  per  cent  of  them  show  indi- 
cations of  ring  worm  infection  of  the  feet. 

DIAGNOSIS 

The  following  points  in  the  history  should  be 
known : 

1.  Nature  of  work — what  compound  of  dust,  or 
solvent  does  the  individual  work  with  ? How  long 
has  he  worked  with  this  substance?  Has  he  had 
a similar  skin  condition  before  ? 

2.  Does  removal  from  contact  with  the  sub- 
stance cause  improvement? 

3.  Is  the  individual  of  a hypersensitive  type 
and  does  he  have  any  of  the  factors  which  pre- 
dispose to  skin  rashes?  Is  he  allergic? 

4.  By  the  use  of  the  patch  test  does  he  show  a 
reaction? 

5.  Have  you  differentiated  from  the  well-known 
and  well-described  skin  diseases? 

It  is  a very  valuable  procedure  for  the  medical 
department  to  work  in  conjunction  with  the 
chemical  and  compounding  departments  and  is 
especially  so  where  new  compounds  and  chemicals 
are  going  to  be  used.  Many  skin  defects  and  dis- 
eases are  present  in  the  working  men  who  apply 
for  employment  that  have  no  connection  with 
their  work.  From  January,  1919  to  January,  1925, 
3230  special  examinations  were  made  for  special 
employment  and  10.5  per  cent  had  some  kind  of 
skin  affection  which  varied  from  acne  to  ring 
worm  and  was  not  connected  with  occupation. 

Many  cases  of  pre-employment  skin  conditions 
become  worse  when  exposed  to  fumes,  irritating- 
chemicals  and  extremes  of  heat  and  cold.  Open 
lesions  on  the  skin  from  trauma  may  be  starting 
points  of  a dermatitis  if  some  chemical  irritant 
gains  access.  The  differential  diagnosis  is  the 
most  important  factor  when  confronted  with  an 
unknown  skin  affection.  Occasionally  a self-in- 
flicted dermatitis  is  encountered  and  gives  one  a 
lot  of  trouble. 

PREVENTIVE  MEASURES 

Before  placing  an  individual  on  any  job  where 
there  is  a possibility  of  any  irritating  substances 
he  should  have  a complete  examination.  You 
should  find  out  whether  in  his  past  history  he 
was  subject  to  hives,  eczema,  hay  fever,  asthma  or 
any  allergic  reaction.  Eliminate  such  conditions 
as  hyperthyroidism,  diabetes,  nephritis,  acidosis, 
neurasthenia,  chronic  constipation,  endocrine  dis- 
turbances and  poor  body  cleanliness.  Select  dark 
skin  individuals  and  brunettes  in  preference  to 


fair  skin  individuals  and  blondes.  Establish 
proper  ventilation  for  the  removal  of  irritating 
fumes  and  dusts. 

The  worker  should  be  instructed  about  his  job 
and  told  of  the  various  substances  used.  He  should 
be  furnished  with  all  the  best  protective  ap- 
pliances, such  as  gloves,  aprons,  boots,  respira- 
tors, gas  masks,  goggles,  and  coveralls.  These 
should  be  kept  clean  and  inspected  frequently. 

If  after  proper  protection  and  instruction  has 
been  given  and  cases  of  dermatitis  develop,  then 
the  substance  causing  the  trouble  should  no  longer 
be  used.  The  proper  procedure  is  to  test  all  sub- 
stances being  used  as  to  their  toxicity  and  prone- 
ness to  produce  dermatitis. 

Lockers  should  be  supplied  which  are  air-tight 
and  dust-proof  for  the  street  clothes  and  lunches. 
These  should  be  kept  in  a clean  and  hygienic  con- 
dition. All  locker  rooms  and  gymnasiums  should 
be  kept  clean  and  frequently  cleaned  with  hot 
water  and  steam  and  the  floors  treated  with  zinc 
chloride  solution.  If  there  are  many  using  the 
bath  rooms  where  there  is  a possibility  for  the 
spread  of  trichotophan  infections,  chemical  foot 
baths  are  very  beneficial. 

TREATMENT 

Some  cases  of  mild  dermatities  can  be  cured 
while  the  individual  continues  to  work,  by  using 
bland  lotions  and  protective  ointment  which  con- 
tain some  waxes.  Severe  cases  may  be  removed 
from  contact  with  the  substance,  treatment  in- 
stituted and  if  one  does  not  get  results,  the  in- 
dividual should  be  taken  from  the  factory  and 
kept  at  home  or  sent  to  the  hospital.  In  sus- 
ceptible cases  due  to  some  organic  conditions, 
these  should  be  treated  in  conjunction  with  the 
skin  treatment. 

Preventive  measures  should  be  increased  and 
the  individual  should  be  checked  frequently  if  he 
returns  to  the  same  job.  Some  individuals  develop 
an  immunity  to  a varying  degree  against  certain 
irritants.  Complete  blood  and  urinary  examina- 
tions should  be  made,  and  if  any  pathological  con- 
dition found,  treatment  should  be  instituted. 

In  cases  of  athlete’s  foot  or  ring  worm,  per- 
sonal instruction,  segregation  from  the  baths  and 
locker  rooms  and  the  use  of  fungicides,  especially 
those  containing  zinc  and  mercury  compounds, 
which  seem  to  be  the  most  effective. 

Industrial  dermatitis  cases  are  decreasing  in 
number  because  they  are  being  studied  more.  In- 
dustrial physicians  have  found  that  prevention  is 
the  best  policy.  A closer  cooperation  between  the 
chemical,  compounding  and  medical  men  has  de- 
veloped in  an  effort  to  prevent  toxic  conditions 
in  industry.  Many  cases  of  dermatitis  can  be  pre- 
vented if  proper  protective  measures  are  used  and 
proper  instruction  is  given  to  the  workers.  Care- 
ful selection  of  individuals  and  careful  super- 
vision will  eliminate  many  cases  of  dermatitis. 
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Frequent  examinations  of  the  personnel  and  in- 
spection of  places  where  irritants  are  used  will 
eliminate  much  treatment  at  a later  date. 

CONCLUSIONS 

In  known  poisons  there  is  present  in  any  good 
text  book  methods  for  diagnosis,  but  in  new  and 
unknown  compounds  it  is  necessary  to  do  much 
research.  The  diagnostic  procedure  must  include 
the  following-: 

1.  Animal  experimentation 

a.  Blood  examnation 

b.  Urine  examination 

c.  Tissue  and  organ  examination 

d.  Behavior  symptoms 

2.  Human  observation  and  examinations 

a.  Blood  examination 

b.  Urine  examination 

c.  Tissue  and  organ  examination 

d.  Behavior  symptoms 

e.  History — past,  present 

3.  Study  of  the  chemical  structure  of  the  sub- 
stance and  what  are  the  possible  reactions  that 
may  result  from  its  various  uses. 

Blood  and  urine  examinations  must  be  complete, 
not  just  albumen  and  sugar.  Inorganic  and  or- 
ganic compounds  must  be  determined  and  this  of 
course  depends  upon  the  substance  used.  For  ex- 
ample, a blood  poison  will  increase  the  decomposed 
blood  elements  in  the  urine;  aniline  and  phenolic 
compounds  will  increase  the  various  organic  radi- 
cals present;  and  the  inorganic  substances  for 
example,  lead,  arsenic,  chromium,  etc.,  will  in- 
crease the  substances  in  the  urine. 

A similar  procedure  must  be  followed  in  the 
blood,  for  besides  the  whites  and  reds,  one  has 
developed  reticulocytes,  platelets  and  basophils 
and  various  other  pathological  cells  which  are 
diagnostic. 

In  cases  of  dermatitis,  the  history,  chemical 
findings  and  the  patch  test  are  diagnostic.  In 
many  substances  the  chemical  structure  and  phy- 
sical properties  give  us  a clue  as  to  what  to  ex- 
pect will  happen  to  the  human  or  animal  struc- 
ture. 

In  conclusion,  let  me  impress  upon  you  that  a 
diagnosis  made  without  the  substantial  evidence 
of  chemical  investigation  will  not  withstand  the 
arguments  before  a court  of  Medical  Juris- 
prudence. 

633  East  Market  Street. 
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DISCUSSION 

A.  G.  Cranch,  M.D.,  Cleveland:  Dr.  Davis  is  to 

be  commended  for  this  very  excellent  presentation 
which  we  have  been  fortunate  in  hearing.  His 
paper  shows  us  very  clearly  what  is  really  the 
special  field  of  industrial  medicine,  a specialty — 
and  I believe  justly  considered  such — -with  a scope 
much  more  definite  than  the  industrial  application 
of  traumatic  surgery,  a field  which  many  seem  to 
consider  synonymous  with  industrial  medical 
practice. 

Industry  uses  hundreds  of  materials  which  may,, 
when  improperly  handled — impair  health.  Many 
of  these  have  long  been  recognized  as  toxic,  but  in 
the  case  of  others  it  is  only  recently  that  harmful 
effects  have  been  noted.  New  substances  are  con- 
stantly coming  into  use,  as  to  the  possible  effects 
of  which  we  know  little  or  nothing,  and  which  in 
many  instances  may  be  capable  of  doing  harm  if 
proper  safeguards  are  not  adopted. 

Our  greatest  difficulties  at  present  would  seem 
to  be  in  protecting  workers  from  the  effects  of  the 
newer  and  less  known  materials,  to  detect  the 
dangers  in  the  case  of  mixed  substances  used  and 
the  toxic  substances  sometimesi  produced  in  the 
course  of  various  processes  starting  with  ma- 
terials which  are  harmless.  Much  can  be  done  in 
this  direction  by  the  close  cooperation  between 
chemical  and  process  development  divisions  of  an 
industry  and  its  medical  service,  as  stressed  by 
Dr.  Davis. 

It  would  be  most  desirable  if  every  plant  could 
have,  in  addition  to  competent  medical  personnel, 
the  facilities  for  laboratory  studies  outlined  in 
this  paper.  Unfortunately  effective  clinical  and 
toxicological  laboratory  facilities  cannot  be  main- 
tained in  many  organizations,  but  the  medical  men 
in  charge  should  know  their  value,  and  arrange  to 
make  use  of  such  service  when  indicated.  Some 
of  the  research  problems  involved,  I believe,  are  of 
such  importance  as  to  attract  the  attention  of 
many  of  our  medical  schools,  health  departments, 
and  research  foundations.  Some  of  these  already 
have  made  valuable  contributions,  and  I believe 
more  work  of  this  sort  will  surely  follow,  and 
should  be  encouraged. 

One  point  brought  out  by  Dr.  Davis,  I believe, 
should  be  particularly  stressed,  and  should  be  the 
basis  for  all  work  in  this  field.  That  is  a carefully 
taken  history,  both  past  history  and  that  of  pres- 
ent exposure.  Without  this,  very  grave  mistakes 
in  diagnosis  may  be  made.  As  occupational  dis- 
eases are  given  more  publicity  both  with  the 
medical  profession  and  the  laity,  there  seems  to  be 
a growing  tendency  to  blame  all  sorts  of  ill-health 
among  workers  on  their  work.  Some  of  the 
erroneous  diagnoses  of  occupational  disease  made 
by  many,  even  by  very  good  medical  men,  could 
easily  be  avoided  if  the  occupational  history  of  the 
patient  were  given  as  much  attention  as  is  com- 
monly given  to  other  phases  of  the  case  history. 
Often  undue  emphasis  ia  placed  upon  certain  ex- 
posures, which  could  perhaps  be  the  source  of 
certain  symptoms,  whereas  a more  careful  history 
shows  other  circumstances  far  more  likely  to  be 
responsible  for  the  condition  present. 

Again  I would  emphasize  the  necessity  in  occu- 
pational disease  diagnosis  of  a careful  history  and 
evaluation  of  suggestive  symptoms,  and  also  urge 
more  frequent  use  of  laboratory  findings.  Most 
attention  should  also  be  given  to  thorough  case 
studies  and  animal  experimentation.  In  these 
ways  we  come  to  know  our  real  problem  and  car 
then  devise  reasonably  effective  preventive  meas- 
ures. Of  all  diseases  it  would  seem  that  preven- 
tive measures  should  most  effectively  control  the 
incidence  of  occupational  diseases. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

A Woman  71,  Unable  to  Affect  Bowel  Movement;  Develops  an  Acute  Condition  of  the  Abdomen; 

Death;  Autopsy. 

H.  L.  REINHART,  M.D. 


CASE  HISTORY 

A 71  YEAR  old  white  woman  was  admitted 
to  the  hospital  complaining  of  “inability 
to  make  her  bowels  move”. 

P.I. — The  onset  of  the  present  illness  was 
characterized  by  pain  across  the  upper  abdomen, 
followed  by  vomiting.  The  pain  and  vomiting 
persisted  for  24  hours,  and  consultation  was  re- 
quested. The  consultant  found  an  acutely  ill 
patient  with  a pulse  of  120.  B.P.  118/75,  rounded 
abdomen,  diffusely  tender,  without  rigidity  or  a 
palpable  mass.  Her  temperature  was  98.4°.  Her 
vomiting  continued  and  on  the  following  day  the 
pain  which  was  originally  in  the  upper  abdomen, 
shifted  to  the  lower  abdomen.  An  enema  was  re- 
turned clear,  without  fecal  material.  She  was 
unable  to  take  food  or  water.  Her  condition  be- 
came rapidly  worse  and  she  was  admitted  to  the 
hospital. 

On  admission  her  temp,  was  994.  Pulse  104. 
Resp.  28.  and  she  was  markedly  dehydrated.  The 
neck,  chest  and  lungs  were  not  remarkable.  The 
pulse  was  regular  and  of  fair  quality.  The  heart 
was  not  remarkable.  The  abdomen  was  very 
much  distended  and  tympanitic  on  percussion. 
There  was  no  audible  or  visible  peristalsis.  There 
was  diffuse  tenderness  but  no  rigidity  and  no 
masses  were  palpated.  On  rectal  examination, 
the  sphincter  tone  was  normal  and  a “mass” 
could  be  felt  just  at  the  end  of  the  palpating 
finger.  Extremities  presented  no  edema  or  de- 
formity. 

P.  H. — In  early  life  she  had  one  severe  illness 
characterized  by  abdominal  pain,  fever,  and 
vomiting  which  was  diagnosed  as  peritonitis. 
She  recovered  completely  from  this  illness  after 
several  weeks  and  had  remained  well  until  ap- 
proximately six  weeks  before  the  onset  of  her 
present  illness,  when  she  had  an  attack  similar 
to  the  present  one.  It  was  characterized  by  ad- 
dominal  pain,  vomiting  and  obstipation. 

Laboratory  Findings:  Blood  count — Hb.  86  per 
cent,  R.B.C.  4,460,000,  W.B.C.  16,000,  Differential: 
Neutrophils  98  per  cent,  lymphocytes  2 per  cent. 
Wassermann  and  Kahn — negative. 

Course  in  Hospital:  On  admission  a saline  hypo- 
dermoclysis  was  given  immediately.  A barium 
enema  revealed  “a  filling  defect  with  obstruction 
at  the  recto-sigmoidal  junction”.  She  gradually 
became  irrational;  her  pulse  increased  to  140 
per  minute  and  respirations  were  rapid  and  shal- 
low. Her  abdomen  remained  distended  and  she 
required  a narcotic  to  allay  her  pain.  She  ex- 
pired 48  hours  after  admission  with  an  acute 
illness  of  approximately  five  days. 

Dr.  P.  H.  Charlton,  Commentator: 

Unless  the  signs  and  symptoms  are  critically 
analyzed,  one  might  be  led  to  the  hasty  diagnosis 
of  acute  intestinal  obstruction  probably  due  to 
malignancy.  This  diagnosis  is  supported  by  the 

This  is  the  fifteenth  of  a series  of  cases  to  be  published 
under,  the  heading,  “Case  Record  Presenting  Clinical  Prob- 
lems.” The  cases  presented  are  selected  by  Dr.  Harry  L. 
Reinhart  as  the  most  instructive  among  those  discussed  at 
the  weekly  pathologic  conferences  at  Starling-Loving  Hos- 
pital, Ohio  State  University,  Columbus,  Ohio. 


age  of  the  patient,  the  history  of  a previous  simi- 
lar attack  six  weeks  prior  to  the  present  illness, 
the  character  of  the  present  illness,  the  findings 
on  rectal  examination  and  the  X-ray  diagnosis. 

In  critically  reviewing  the  foregoing  history, 
one  is  at  once  led  to  attempt  to  make  a differ- 
ential diagnosis  of  mechanical  obstruction  or  ileus 
and  paralytic  ileus.  First,  what  are  the  common 
causes  of  mechanical  ileus  and  second,  what 
characteristic  signs  and  symptoms  pointing  to 
this  diagnosis  are  to  be  found  in  this  case  his- 
tory? To  quote  from  Donhauser,  “A  Surgical 
Diagnosis”,  page  681,  we  may  list  the  causes  of 
mechanical  obstruction  as  follows: 

(1)  Inflammatory  processes  (Infective,  chemi- 
cal, traumatic). 

(2)  Bands  and  adhesions  (Tuberculous — con- 
genital). 

(3)  Postoperative. 

(4)  Strangulation. 

(5)  Intussusception. 

(6)  Volvulus. 

(7)  Tumors — malignant — benign. 

(8)  Congenital  anomalies. 

(9)  Foreign  bodies. 

(10)  Cicatrices. 

All  of  these  causes,  I think  may  be  ruled  out 
on  the  basis  of  their  characteristic  findings  which 
do  not  fit  into  this  clinical  picture  except  pos- 
sibly those  in  the  classification  of  tumors.  At  the 
age  of  this  patient  we  would  expect  to  find  the 
most  common  site  of  a malignant  tumor  to  be  in 
the  sigmoid  or  rectum,  bearing  in  mind  that  in 
about  20  per  cent  of  these  cases  the  first  symp- 
tom may  be  an  acute  intestinal  obstruction, 
especially  when  confined  to  the  large  bowel  on 
the  left  side.  The  presence  of  a palpable  mass  on 
rectal  examination  and  the  X-ray  findings  might 
well  suggest  acute  mechanical  obstruction  but 
one  must  take  into  consideration  other  findings 
which  do  not  bear  out  this  diagnosis,  namely, 
the  previous  good  health  of  this  patient,  the  lack 
of  anemia,  the  character  of  the  onset  of  the 
previous  illness,  also  bearing  in  mind  the  fact  that 
X-ray  findings  in  this  case  point  only  to  “a  filling 
defect  with  obstruction”  which  neither  establishes 
the  type  nor  etiology  of  the  obstruction.  The 
fact  that  a “mass”  could  be  felt  on  rectal  exami- 
nation should  not  be  given  too  much  credence  if 
the  size,  contour,  character,  etc.,  of  the  mass 
could  not  be  definitely  established. 

With  these  facts  in  mind,  let  us  turn  our  at- 
tention to  a brief  consideration  of  paralytic  ileus 
and  see  if  its  characteristics  may  fit  this  case 
more  accurately  than  mechanical  obstruction.  As 
you  know  paralytic  ileus  is  an  atonic  condition  of 
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the  bowel  reflexly  induced  by  inflammation  or 
trauma.  The  symptoms  of  paralytic  ileus  are 
briefly,  repeated  vomiting,  progressive  abdominal 
distention,  toxemia  and  the  absence  of  passage  of 
gas  and  feces.  This  condition  tends  toward  fur- 
ther distention  rather  than  increased  peristalsis. 
This  patient  presented  all  these  symptoms,  and 
no  audible  peristalsis  was  present.  Also,  let  us 
further  inquire  as  to  what  in  this  patient  may 
have  been  the  cause  of  an  acute  inflammatory  re- 
action which  may  have  given  rise  to  a paralytic 
illeus. 

Injuries  and  diseases  of  the  gastro-intestinal 
tract  are  the  most  common  causes  for  acute  sup- 
purative peritonitis  and  its  subsequent  paralytic 
ileus.  As  would  be  expected  lesions  which  permit 
the  escape  of  irritating  materials  produce  diffuse 
inflammation.  This  is  true,  whether  the  escaped 
material  contains  infectious  organisms  or,  al- 
though aseptic  is  irritating  to  the  peritoneum. 
When  infection  occurs  the  inflammation  becomes 
diffuse.  Perforative  lesions  of  the  hollow  viscera, 
cause  as  a rule,  diffuse  peritonitis.  These  arise 
most  commonly  in  the  course  of  appendicitis,  in- 
juries, diseases  of  the  intestine,  stomach  and 
duodenum  and  are  usually  due  to  a perforative 
ulcer.  Diffuse  peritonitis  also  follows  diseases 
of  the  biliary  tract  and  especially  perforation  of 
an  acutely  infected  gallbladder. 

I,  therefore,  believe  that  we  must  come  to  the 
conclusion  that  this  patient  had  an  acute  paralytic 
ileus,  based  upon  the  sudden  onset  with  repeated 
vomiting,  progressive  abdominal  distention,  ab- 
sence of  the  passage  of  gas  or  feces,  absence  of 
audible  persistalsis  and  the  extremely  rapid 
clinical  course. 

As  we  look  at  the  history  we  find  that  the  onset 
of  the  present  illness  was  marked  by  pain  across 
the  upper  abdomen — not  about  the  umbilicus  or 
in  the  lower  quadrants,  but  across  the  upper  ab- 
domen, and  most  pertinently  it  later  “shifted  to 
the  lower  abdomen”.  This  is  suggestive  of  an 
acute  perforation  of  the  stomach  or  duodenum 
or  of  the  biliary  tract,  i.e.,  perforation  of  an 
acute  cholecystitis.  There  is  nothing  in  the  his- 
tory to  indicate  the  presence  of  a chronic  peptic 
ulcer — but  we  do  know  that  the  first  evidence  of 
its  presence  in  about  20  per  cent  of  the  cases  is 
an  acute  perforation  or  hemorrhage.  Again  there 
is  nothing  in  the  case  history  to  indicate  the  pres- 
ence of  a chronic  disease  of  the  biliary  tract,  but 
we  do  know  that  about  one  to  three  per  cent  of 
the  chronic  biliary  cases  undergo  acute  per- 
foration of  the  gallbladder  which  is  rarely  diag- 
nosed without  an  exploratory  laparotomy  or 
postmortem. 

In  conclusion  my  diagnosis  of  this  case  based 
upon  a study  of  the  facts  as  presented  would  be 
a paralytic  ileus  due  to  an  acute  diffuse  peri- 
tonitis produced  by  the  pex-foration  of  a silent 


peptic  ulcer  or  a perforation  of  the  gallbladder 
due  to  acute  cholecystitis. 

Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Acute  cholecystitis  with  perforation  of  the 
gallbladder. 

2.  Multiple  biliary  stones  in  gallbladder  and 
common  bile  duct  with  dilatation  of  common  bile 
duct. 

3.  Acute  diffuse  fibrino-purulent  peritonitis. 

4.  “Biliary  ascites.” 

5.  Multiple  uterine  “fibroids”  and  uterine 
cervical  polyp. 

6.  Chronic  arteriosclerotic  nephritis. 

The  abdominal  cavity  was  flooded  with  a thick, 
yellow,  foamy  fluid,  and  the  omentum  and  vis- 
ceral peritoneum  were  covered  with  a yellow 
fibrino-purulent  exudate.  There  were  numerous 
old  fibrous  adhesions  involving  the  capsule  of 
the  liver,  gallbladder,  omentum  and  colon.  The 
wall  of  the  gallbladder  was  moderately  thickened, 
involved  by  an  acute  inflammatory  reaction  and 
perforated.  The  perforation  was  about  3 mm.  in 
diameter  with  sharp  margins  and  a small  mul- 
berry biliary  stone  was  loosely  attached  to  the 
mucosa  of  the  gallbladder  near  the  perforation. 
Several  smaller  stones  and  about  5 cc.  of  bile 
were  in  the  gallbladder  and  common  duct. 

Such  a pathological  picture  usually  indicates  a 
long  period  of  gallbladder  disease,  often  with  re- 
peated attacks  of  gall  stone  colic.  The  history 
as  presented  neither  implicates  nor  eliminates 
biliary  disease.  All  individuals  and  particularly 
those  over  30  with  vague  abdominal  symptoms 
should  be  carefully  investigated  by  history,  and 
laboratory  examination  with  the  definite  idea  of 
implicating  or  eliminating  latent  biliary  and  liver 
disease.  While  such  patients  are  usually  acutely 
aware  of  “biliousness”  and  “dyspepsia”  they  are 
sometimes  elicited  with  difficulty  and  may  be  ab- 
sent. 

Cases  of  spontaneous  biliary  perforation  may 
not  be  jaundiced,  even  with  common  duct  ob- 
struction, due  to  the  escape  of  bile  into  the  peri- 
toneal cavity,  but  they  often  have  a slightly  ele- 
vated icterus  index.  Spontaneous  perforation  of 
the  gallbladder  pi’esupposes  an  infection  of  the 
gallbladder  and  these  patients  do  not  die  of  a 
“bile  peritonitis”,  but  a pyogenic  peritonitis.  The 
pyogenic  infection  is  definitely  indicated  in  the 
blood  count  of  this  patient.  The  continuous 
escape  of  bile  from  a perforated  gallbladder  into 
the  peritoneal  cavity  induces  an  acute  transuda- 
tion of  peritoneal  fluid  often  called  “acute 
ascites”  which  dilutes  the  bile  and  may  be  the 
most  characteristic  diagnostic  feature  of  this 
condition. 

The  acute  gall  bladder  rarely  perforates,  the 
conservative  treatment  of  gallbladder  disease 
being  based  on  this  fact,  but  the  fact  that  oc- 
casionally it  does  perforate,  necessitates  its  con- 
sideration in  the  differential  diagnosis  of  the 
“acute  abdomen”. 


THYROTOXICOSIS 

A Case  Presenting  Interesting  Problems  of  Diagnosis  and  Management 
By  OSCAR  W.  JEPSEN,  M.D.,  Canal  Winchester,  Ohio 


The  Author 

• Dr.  Jepsen  in  a graduate  of  Ohio  State  Uni- 
versity College  of  Medicine,  1932;  West  Vir- 
ginia University  College  of  Medicine,  1930;  in- 
structor department  of  dispensaries,  Ohio  State 
University. 


THE  case  under  consideration  is  presented  as 
one  in  which  a clinically  typical  and  vici- 
ously fulminating  type  of  Grave’s  disease 
developed  following  an  insidious  onset  with  very 
mild,  masked  or  totally  absent,  early  signs  and 
symptoms. 

History  of  the  Case. 

Mrs.  Z.  H.,  a white  woman  44  years  of  age  was 
first  seen  at  the  office  December  13,  1935.  Chief 
complaint,  aching  in  back,  puffiness  of  eyes,  and 
pain  in  lower  abdomen. 

History  of  present  illness: 

The  patient  was  apparently  entirely  well  one 
week  prior  to  the  date  when  first  seen.  The  first 
complaint  was  backache  which  the  patient  at- 
tributed to  her  menstrual  period  which  had  just 
past.  This  persisted  for  about  two  days  and  pain 
developed  in  the  lower  abdomen.  When  asked  to 
localize  this  pain  the  patient  indicated  the  lower 
left  quadrant  and  said  the  pain  ran  down  to  the 
inner  aspect  of  the  thigh.  The  puffiness  of  her 
eyes  she  had  noticed  only  the  day  before  and  this 
she  attributed  to  excessive  sewing  on  a quilt  by 
lamp  light.  She  had  had  no  previous  complaint 
relative  to  her  eyes. 

Past  History: 

Medical:  The  only  childhood  diseases  recalled 
were  measles  and  mumps.  Nine  years  ago  she  had 
an  illness  which  caused  her  pain  similar  to  the 
present  complaint.  At  that  time  she  says  she 
passed  sand  and  gravel  and  was  under  physician’s 
care  for  a short  time.  Has  had  no  further  illness 
up  to  the  present. 

Surgical:  Has  had  no  operations. 

Menstrual.  Menses  began  at  the  age  of  four- 
teen. Regular  every  28  days — duration  7 days. 
Has  some  dysmenorrhoea.  No  irregularities. 

Obstetrical.  Two  children — ages  16  and  22. 
Normal  births.  One  miscarriage  18  years  ago. 

Habits.  Lives  on  a farm.  Does  own  work.  Lives 
quietly  in  peaceful  surroundings,  is  very  domestic 
and  has  not  traveled.  No  injurious  habits  elicited. 

Family  History. 

Husband,  living  and  well.  Father  and  mother 
living  and  well.  Five  sisters  and  four  brothers, 
living  and  well.  No  history  of  cancer,  lues,  dia- 
betes, mental  or  other  familial  disease. 

Physical  Examination. 

General  appearance:  The  patient  is  a well 

nourished  and  well  developed  white  woman  about 
forty  years  of  age.  Does  not  appear  acutely  ill. 
Has  a pleasing  personality  and  is  intelligent  and 


cooperative.  The  only  abnormality  discernable  on 
superficial  inspection  is  an  edema  involving  both 
lids  of  both  eyes,  slightly  more  pronounced  on  the 
left  and  giving  an  added  prominence  to  the  supra- 
orbital ridge.  The  skin  is  fair  and  clear.  Tem- 
perature 99°. 

Head.  Entirely  normal.  Hair  fine;  scalp,  clear. 
Ears,  nose,  and  mouth  reveal  nothing  remarkable. 
Eyes,  edema  as  mentioned.  Conjunctivae  clear, 
pupils,  equal  and  reactive.  Ocular  movements  nor- 
mal. 

Neck.  Slight  enlargement  of  anterior  cervical 
lymph  nodes  on  left  side.  Thyroid  normal  in  size 
and  contour. 

Chest.  The  chest  was  entirely  normal.  Breasts, 
normal.  Heart,  apparently  normal  in  size  and 
position.  Rate,  84.  Regular,  rhythmical,  with  no 
murmurs  or  accentuations.  B.P.  118/80. 

Abdomen.  Flat,  firm,  no  scars  except  striae. 
Solid  organs  not  palpable.  No  tenderness  to  deep 
palpation. 

Extremities.  Entirely  normal. 

Reflexes.  Pupils  reactive  to  light  and  accommo- 
dation. Biceps  and  patellar  reflexes  normally  ac- 
tive. No  tremors  or  clonus. 


Laboratory  Findings: 

Blood:  R.B.C’s.  4,290,000 

W.B.C’s 4,950 

Polys,  segmented 53 

Bands  3 

Lymphocytes  41 

Monocytes  ~ 2 

Eosinophiles  1 


Urine : Color — pale  amber — cloudy 

Alb. — negative 
Sugar — negative 
Microscopic.  No  pus  or  cells. 

Heavy  alkalin  deposit. 

Progress  and  Management. 

In  view  of  the  initial  findings,  the  patient  was 
kept  under  observation  for  a period  of  two  weeks. 
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Mill  anodynes  were  administered  in  the  form  of 
salicylates  and  a diuretic  in  the  form  of  Potas- 
sium Citrate  gr.  x t.  i.  d.  At  the  end  of  the  first 
week  the  patient  reported  improvement  and  relief 
from  pain.  The  palpibral  edema  persisted. 

At  the  end  of  two  weeks  an  increase  in  pulse 
rate  was  noticed.  Pulse  106  on  December  22,  1935, 
also  some  edema  of  feet  and  ankles.  The  labora- 
tory findings  remained  the  same.  A persistently 
low  white  count,  below  5,000.  Trichinosis  was 
considered  but  ruled  out  by  the  absence  of 
eosinophilia. 


Front  and  Side  Views  of  Mrs.  Z.  H. 


On  December  29,  1935,  the  patient  was  hos- 
pitalized for  further  study.  Careful  physical  ex- 
amination at  that  time  revealing  nothing  remark- 
able except  facial  edema.  Additional  laboratory 
examinations  reevaled  a negative  Wassermann 
and  Kahn.  N.P.N.  21  mgm’s,  slight  albuminura 
and  3 to  6 red  blood  cells  per  high  power  field  of 
a centrifuged  specimen. 

Medical  consultation  was  requested  and  it  was 
decided  that  even  in  the  absence  of  an  increased 
N.P.N.  or  elevated  blood  pressure,  the  presence  of 
a few  R.B.C’s,  and  albuminurea  may  be  indicative 
of  traumatic  (stone)  or  glomerular  damage.  A 
complete  urological  examination  was  then  made. 
All  findings  including  pyelograms  and  uretero- 
grams were  normal.  A few  red  blood  cells  and 
occasional  grandular  casts  from  each  side  were 
encountered.  Kidney  function  was  good. 

As  is  usually  the  case  when  every  other  plaus- 
ible source  of  physical  disturbance  has  been 
eliminated,  the  endocrine  system  was  suspected. 
Nothing  significant  was  determined,  however. 
The  basal  metabolic  rate  was  plus  7.  This  is 
highly  significant  in  view  of  later  determinations. 

The  patient  was  returned  home  after  four  days’ 
hospitalization  with  nothing  more  definite  as  a 
diagnosis  than  an  obstructed  ureter  with  spon- 
taneous correction. 

The  patient  was  kept  under  observation  and  on 
supportive  treatment  at  home  for  a period  of  six 


weeks  during  which  time  there  were  no  ap- 
preciable changes  in  her  condition  except  a grad- 
ual increase  in  pulse  rate  as  follows:  January  2, 
1936  (the  day  the  patient  was  returned  to  her 
home)  100;  January  7,  100;  February  1,  110;  at 
this  time  she  began  to  complain  of  palpitation 
and  small  doses  of  digitalis  were  given.  On  Feb- 
ruary 17,  1936,  the  pulse  rate  was  112  and  an 
elevation  of  blood  pressure  became  manifest, 
148/76.  At  this  time  also  a definite  exophthalmos 
and  conjunctivitis  became  apparent  in  addition  to 
the  persistent  edema  of  the  eyelids.  The  patient 
was  undergoing  a gradual  weight  loss  with  pro- 
gressive weakness,  although  the  appetite  remained 
good.  A diagnosis  of  Grave’s  disease  was  made 
and  medical  consultation  concurred.  Lugol’s  solu- 
tion 10  drops  p.c.  for  10  days  was  given.  At  the 
end  of  this  time,  February  27,  1936,  the  pulse  had 
dropped  to  86  and  the  blood  pressure  to  130/72. 
The  general  condition  was  improved.  The  eye- 
balls remained  very  tense  and  the  edema  per- 
sisted. The  Lugol’s  soluton  was  continued  for  ten 
days  more  during  which  time  her  condition  re- 
mained the  same.  Surgical  intervention  was  then 
advised. 

On  March  16,  1936,  the  patient  was  admitted 
to  Lancaster  Municipal  Hospital.  The  basal 
metabolism  was  immediately  determined.  Two 
tests  made  revealed  a plus  49  and  plus  43,  which 
was  a striking  increase  over  the  previous  deter- 
mination of  plus  7.  Intensive  preoperative  treat- 
ment was  undertaken  with  large  doses  of  Lugol’s 
solution  and  sedatives  in  the  form  of  the  barbital 
derivatives.  On  the  eleventh  hospital  day,  the 
B.M.R.  was  plus  25.  Pulse,  104.  Temperature  and 
respirations  normal.  On  March  30,  1936,  partial 
thyroidectomy  was  performed.  The  operative  re- 
port is  as  follows: 

Avertin  plus  nitrous  oxide  anesthesia  was  em- 
ployed. A collar  incision  and  anterior  flap  dis- 
sected free,  splitting  thyreopyoideus  and  omo- 
hyoideus  muscles.  Gland  identified  and  capsule 
opened.  Right  lobe  excised  with  double  ligation 
to  superior  thyroid  artery.  Vessels  ligated.  In 
attempting  to  ligate  the  superior  thyroid  artery 
of  left  lobe,  the  gland  was  found  to  be  very  fri- 
able and  torn  easily  by  tenaculum.  The  upper 
half  of  the  left  lobe  was  removed  doubly  ligating 
the  superior  thyroid  artery.  Raw  surfaces  and 
bleeding  points  on  trachea  covered.  Wick  drain 
brought  out  through  strap  muscles  to  lateral 
aspect  of  incision.  Wound  closed  in  usual  manner. 
Aside  from  a cessation  of  respiration  at  the  very 
beginning  of  operation  which  was  controlled  by 
artificial  respiration  and  caffein,  the  patient’s 
condition  remained  fair  throughout.  Pulse  ranged 
from  105  to  160.  Operation  was  followed  by  hypo- 
dermoclysis  of  normal  saline  with  one  drachm  of 
Lugol’s  solution. 

Gross  pathology  revealed  right  lobe  of  thyroid 
enlarged  and  friable.  Apparently  solid  glandular 
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tissue  with  no  evidence  of  colloid.  Stroma  firm 
and  abundant.  Upper  half  of  left  lobe  not  en- 
larged, soft  and  friable. 

The  patient  made  a satisfactory  recovery  and 
was  discharged  on  the  tenth  day  postoperative. 

Upon  discharge,  her  condition  was  briefly  as 
follows:  Temperature  97.2°;  respirations,  18; 

pulse,  88;  weight,  102  pounds.  Exophthalmos  per- 
sisted and  there  was  an  annoying  conjunctivitis 
of  the  left  eye. 

At  home,  the  patient  continued  to  improve  with 
the  exception  of  exophthalmos.  However,  a defi- 
nitely palpable  softening  of  the  eyeballs  was 
noticed.  On  June  3,  1936,  the  B.M.R.  was  again 
checked  and  determinations  of  plus  30  and  plus 
26  obtained.  Secondary  operation  was  advised 
when  her  condition  had  improved  sufficiently  to 
warrant  further  surgery. 


After  another  30  days’  rest  at  home  during 
which  time  the  patient  showed  satisfactory  im- 
provement, she  was  re-admitted  July  8,  1936. 
The  B.M.R.  remained  at  plus  21,  pulse  ranging 
from  82  to  96.  Her  general  condition  was  good 
and  on  July  13,  1936,  a secondary  operation  was 
performed.  A left  subtotal  lobectomy.  Convales- 
cence was  uneventful  and  patient  discharged  from 
the  hospital  on  July  22,  1936.  At  the  time  of  this 
writing  thirty  days  have  elapsed  since  the  final 
operation.  Improvement  has  been  gradual  and 
there  are  no  complaints  at  present.  Moderate 
exophthalmos  persists,  however,  the  pulse  re- 
mains at  86,  cardiac  action  is  good.  Weight  has 
increased  to  112  pounds.  Apparently  full  recov- 
ery is  in  progress. 

Consulting  Internist,  Dr.  S.  A.  Hatfield.  Columbus,  Ohio  : 
Urologist,  Dr.  W.  N.  Taylor,  Columbus,  Ohio ; Surgeon,  Dr. 
W.  D.  Nusbrum,  Lancaster,  Ohio. 


Differential  Dagnosis  of  Vascular  Disease  Affecting  the  Extremities* 


Thrombo-angitis 

obliterans 

Arteriosclerosis 

obliterans 

Raynaud’s  disease 
and  similar  con- 
ditions 

Primary  ery- 
thromelagia 

Age 

Between  25  and 
45  years 

Between  55  and 
85  years 

Between  17 
35  years 

Between  30  and 
50  years 

Sex 

Males,  99% 

Males,  90% 

Females,  90% 

Females,  70% 

Race 

Jewish,  42% 

Any 

Any 

Any 

Pulsation  of 
arteries 

Pulseless,  50% 
Diminished,  45% 

Pulseless,  50% 
Dininished,  45% 

Claudication 

Normal,  5% 
Usually  present 

Normal,  5% 
Usually  present 

Normal 

Absent 

Normal 

Absent 

Excessive  rubor 
with  dependency 

Present 

Present 

Absent 

1 

Absent 

Excessive  pallor 
with  elevation 

Present 

Present 

Absent 

Absent 

Gangrene 

Common 

Common 

Rare  of  minor 
degree 

Never 

Rest  pain 

Usually 
very  severe 

Usually 

mild 

Usually 

absent 

Mild  to 
severe 

Type  of  rest  pain 

Sharp, 

stinging 

Aching 

Absent 

Burning 

Appearance  of 
gangrenous  ulcers 

Moist,  inflamed, 
discharging 

Usually  dry 

Small  punched-out 
areasf 

None 

Superficial 

phlebitis 

30%  of  cases 

Absent 

Absent 

Absent 

Roentgenogram  of 
arteries 

Usually  negative 
for  sclerosis 

Usually  positive 
for  sclerosis 

Negative 

Negative 

Color  changes 
following  exposure 
to  cold 

30% 

15%  to  20% 

Always 

Never 

Temperature  of 
extremities 

Low 

Low 

Low 

High  during 
attacks 

Edema 

Frequent 

Infrequent 

Absent 

Absent 

* Percentages  are  approximate, 
fin  early  stages. 


From  E.  V.  Allen:  J.  Kansas  State  Med.  Soc.,  April,  1935. 
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A Review  for  Pysieians  Issued  by  the  National  Tuberculosis  Association  and  Distributed 
by  Its  Component  Society,  the  Ohio  Public  Health  Association 


The  Significance  of  a Positive  Tuberculin  Reaction 


A POSITIVE  tuberculin  test,  particularly  in 
the  period  of  childhood  or  adolescence, 
places  before  the  family  physician  the 
difficult  task  of  carefully  following  a few  of  the 
knotty  threads  which  help  to  make  up  the  com- 
plicated fabric  of  human  life. 

He  must  realize  that  a positive  reaction  means 
that  the  tubercle  bacillus  has  entered  the  human 
organism  and  has  produced  a pathological  con- 
dition known  as  tubercle. 

POSSIBILITIES  FOLLOWING  INFECTION 
Infection  with  the  tubercle  bacillus  carries  a 
wide  range  of  possibilities.  The  disease  may 
never  cause  obvious  symptoms  or  demonstrable 
pathology.  It  may,  particularly  in  infancy,  lead 
to  the  development  of  one  of  the  acute  forms  of 
tuberculosis  which  usually,  in  a relatively  short 
time,  prove  fatal.  Generalized  miliary  tuber- 
culosis, tuberculous  meningitis  and  the  acute 
pneumonic  types  of  pulmonary  tuberculosis  are 
among  the  common  forms.  If  the  child  with  a 
positive  tuberculin  test  lives  to  be  three  or  four 
years  of  age  without  developing  manifest  pro- 
gressive disease,  even  though  the  X-ray  may 
show  what  we  call  the  primary  complex  (a  calci- 
fied or  Ghon  tubercle  in  the  parenchyma  of  the 
lung  with  secondary  involvement  of  tracheo- 
bronchial lymph  nodes),  we  may  reasonably  an- 
ticipate that  he  will  carry  on  through  childhood 
without  clinical  manifestations  of  disease. 

When  he  arrives  at  the  age  of  puberty  there 
seems  to  be  an  inexplicable  susceptibility  to  active 
progressive  disease  either  through  endogenous  or 
exogenous  reinfection.  Then  follows  the  train  of 
variable  possibilities  always  accompanying  mani- 
fest tuberculosis. 

Time  will  not  permit  a detailed  discussion  of 
these  possibilities.  Suffice  it  to  say  that  the  in- 
dividual with  a positive  tuberculin  test  faces  all 
the  possibilities  inherent  in  the  wide  range  of 
hematogenous  clinicopathological  manifestations 
from  the  relatively  inert  primary  complex 
through  mild,  moderately  severe,  to  overwhelm- 
ing generalized  tuberculosis;  and  from  low-grade 
fibrotic  bronchogenic  lung  lesions  through  pro- 
gi’essive  stages  of  caseo-ulcerative  forms,  to 
widespread  bilateral  multilobar  involvement 
which  so  often  precedes  death. 

physician’s  responsibility 
What  has  been  said  emphasizes  the  grave  re- 
sponsibilities resting  upon  the  family  physician 


when  he  stands  in  the  presence  of  a child  ex- 
hibiting a positive  tuberculin  test. 

A positive  tuberculin  test  has  other  implica- 
tions and  places  upon  the  family  physician  other 
obligations.  Having  discharged  his  duty  with 
reference  to  the  individual  manifesting  the  evi- 
dence of  infection,  he  must  consider  the  probable 
source  of  infection.  Infection  with  the  tubercle 
bacillus  means  contact  with  the  tubercle  bacillus. 
This  usually  means  intimate  contact  with  some 
one  who  has  open  tuberculosis.  Naturally  some 
one  in  the  home  must  be  considered  the  most 
probable  source  of  infection.  A negative  family 
history  is  of  little  importance.  Each  member  of 
the  family,  including  relatives,  servants  and 
others  who  may  reside  in  the  home,  should  have  a 
tuberculin  test;  and  every  one  exhibiting  a posi- 
tive test  shoidd  have  a thorough  examination,  in- 
cluding an  acceptable  X-ray  of  the  chest. 

determine  source  of  contact 

If  such  a searching  investigation  fails  to  re- 
veal the  source  of  infection  in  the  home,  we  must 
consider  the  possibility  of  contact  with  tuber- 
culous teachers,  neighbors,  or  visiting  friends 
and  relatives.  Finally,  hand  to  mouth  infection 
must  be  considered.  The  baby  on  the  floor,  the 
child  playing  jacks  or  marbles  on  the  street,  may 
easily  make  contact  with  tubercle  bacilli  which 
have  been  deposited  there  by  someone  suffering 
from  open  tuberculosis.  Occupants  of  the  home 
may  carry  tubercle  bacilli  on  their  feet  or  they 
may  be  carried  in  by  dogs  and  cats.  Contaminated 
food  may  constitute  another  source  of  hand  to 
mouth  infection. 

Thanks  to  those  who  have  instituted  the  wise 
handling  of  dairy  herds  in  this  country,  and  the 
added  precaution  of  pasteurization  of  milk  before 
delivery,  we  see  relatively  little  bovine  tuber- 
culosis in  the  United  States.  However,  we  must 
not  forget  the  possibility  of  infection  from  un- 
discovered tuberculous  cows  privately  owned  or  in 
dairy  herds. 

We  must  admit  that  the  execution  of  the  pro- 
posed program  is  often  difficult.  Nevertheless, 
the  obligation  rests  squarely  upon  the  shoulders 
of  the  physician  who  discovers  a positive  tuber- 
culin test. 

The  Duty  of  the  Family  Physician  in  the  Pres- 
ence of  a Positive  Tuberculin  Test,  Lends  J. 
Moorman,  M.D.,  Jour.  Okla.  State  Medical  Assn., 
Jan.,  1937. 
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HISTORICAL  SKETCH  OF  MEDICINE  IN  OBERLIN 

By  GEORGE  C.  JAMESON,  A.M.,  M.D.,  Oberlin,  Ohio 


OBERLIN  was  founded  in  April,  1833;  her 
first  physician  came  to  take  up  his  work 
in  the  little  colony  thirteen  months  later, 
on  May  10,  1834.  He  was  26  years  old,  a native 
of  New  Hampshire,  a graduate  of  the  medical 
school  of  Dartmouth  College,  and  his  name  was 
James  Dascomb.  Since  that  day  fifty  men  and 
nine  women  have  followed  in  his  footsteps  and 
have  tried  with  varying  degrees  of  success  to  earn 
a living  by  the  practice  of  medicine  in  Obei’lin. 
Most  of  them  have  done  creditable  work.  Some 
have  been  better  than  the  average,  and  seem  to 
me  to  have  merited  a place  on  the  roll  of  honor 
of  our  profession  in  Lorain  County.  It  is  espe- 
cially of  these  few  that  I am  to  speak  tonight. 

Dr.  Dascomb  had  been  recommended  as  the 
best  man  in  his  class  of  fifty  which  graduated  at 
Dartmouth  in  1833.  Becoming  interested  in  mis- 
sions he  had  offered  himself  to  the  American 
Board  as  a candidate  for  foreign  service  as  a 
medical  missionary.  The  Board  had  no  immediate 
appointment  for  him  and  when  Father  Shipherd, 
one  of  the  two  founders  of  Oberlin,  appeared  on 
the  scene  and  proposed  to  this  young  man  that 
he  come  west  as  physician  to  the  new  colony,  and 
at  the  same  time  to  be  the  professor  of  botany, 
chemistry,  anatomy,  physiology,  and  natural 
philosophy,  or  physics — in  other  words  that  he 
assume  the  task  of  being  the  whole  medical  pro- 
fession and  the  whole  scientific  faculty  of  Oberlin 
at  a salary  of  two  hundred  and  fifty  dollars  a 
year,  he  accepted! 

President  Fairchild,  who  at  the  time  was  one 
of  the  44  students  enrolled  in  Oberlin,  has  told  of 
seeing  Dr.  Dascomb  and  his  bride  of  a month  ride 
out  of  the  woods  into  the  little  clearing  at  the 
point  which  is  now  the  southeast  corner  of  the 
campus,  and  climb  down  from  the  lumber  wagon 
which  brought  them,  their  clothes  spattered  with 
mud,  which  the  good  president  characterized  as 
“a  rude  baptism  into  their  work  in  Oberlin.” 

Read  before  the  Lorain  County  Medical  Society  at  Elyria, 
November  10,  1936. 


The  Author 

• Dr.  Jameson  is  a graduate  of  Oberlin  Col- 
lege, 1893;  and  LTniversity  of  Pennsylvania 
Medical  Department,  1893 ; chairman  of  the 
staff  of  Allen  Hospital,  Oberlin. 


Mrs.  Dascombe  later  became  principal  of  the 
women’s  department  of  Oberlin  College  and 
for  many  years  she  was  deferred  to  as  one  in 
authority;  but  on  this  her  wedding  journey  she 
was  a gay  young  lady  of  24  not  wholly  consumed 
with  missionary  zeal  nor  with  the  ambition  to  be 
an  educational  pioneer  “on  the  banks  of  the 
Plum.”  She  evidently  came  because  she  thought 
enough  of  James  to  go  with  him  wherever  he 
decided  to  take  up  his  abode,  even  if  it  were  in  an 
Ohio  swamp.  On  the  trip  west  she  sat  in  her 
rocking  chair  in  the  back  of  the  wagon  and  she 
was  not  over-impressed  by  the  fact  that  for  a part 
of  the  way  they  were  accompanied  by  the  august 
founders  of  a great  enterprise,  Father  Shipherd 
and  Father  Stewart,  companions  who  seem  not  to 
have  added  to  the  joy  of  the  wedding  journey. 
The  lady  confided  to  her  diary  that  Father  Ship- 
herd  was  much  too  fond  of  managing  other  peo- 
ple’s affairs,  and  while  she  does  not  say  he  was 
no  saint  she  ventures  the  assertion  that  there 
were  “nicks  in  his  halo”;  and  even  more  frankly 
(though  perhaps  playfully)  she  sets  down  her 
impression  of  Father  Stewart. 

Dr.  Dascomb  lived  up  to  the  high  recommenda- 
tion of  his  teachers.  In  a corner  of  the  only  build- 
ing that  had  been  erected  for  public  use  he 
gathered  as  much  scientific  apparatus  as  he  could 
get  his  hands  on,  and  also  his  few  medical  and 
surgical  supplies.  A year  later  he  took  pos- 
session of  a room  ten  feet  square  in  the  colony 
shop,  and  this  became  Oberlin’s  first  doctor’s 
office.  He  is  remembered  here  more  as  a teacher 
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than,  as  a doctor,  which  is  natural  from  the  fact 
that  he  taught  for  44  years  and  formally  prac- 
ticed medicine  only  two  years;  but  for  those  two 
years  medicine  was  one  of  his  very  important 
duties  and  he  practiced  it  with  the  same  skill  and 
thoroughness  with  which  he  did  all  his  work.  He 
had  been  educated  and  trained  to  be  a doctor 
rather  than  a teacher  and  he  put  medical  prac- 
tice from  the  first  on  a high  plane.  For  a part 
of  this  time  he  served  as  secretary  of  the  county 
medical  society. 

It  would  be  interesting  to  know  what  diseases 
this  young  doctor  found  in  the  little  settlement 
when  he  came  and  for  what  complaints  he  was 
consulted.  His  notebook  gives  a glimpse  of  his 
work  from  the  beginning.  It  is  a combination  of 
case  records,  vital  statistics  of  the  colony  and 
day  book  of  treatment  and  professional  charges. 

His  first  patient  was  a student  by  the  name  of 
Knight,  and  the  medicine  given  him  was  “spts. 
of  lavender.”  From  this  we  may  gather  that  the 
young  man’s  stomach  had  not  become  adjusted  to 
the  kind  of  rations  he  found  here;  for  the  old 
medical  books  refer  to  spirits  of  lavender  as  “a 
very  elegant  and  agreeable  stomachic  and  cor- 
dial.” Other  remedies  dispensed  in  those  first 
months  were  calomel,  essence  of  cinnamon,  blue 
pills,  tincture  of  rhubarb,  emetics  and  cathartics, 
salts,  cough  drops,  oil  and  laudanum,  quinine.  It 
is  significant  that  a great  majority  of  them  are 
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applicable  to  digestive  disturbances.  We  can 
hardly  believe  this  the  result  of  eating  too  much 
or  too  rich  food;  but  the  drinking  water  drawn 
from  surface-draining  wells  and  from  the  ubiqui- 
tous rain  barrel  might  have  had  something  to  do 
with  it.  He  notes  some  minor  surgery  as  lancing 
abscesses,  extracting  teeth,  venesection.  For  the 
two  years  in  which  he  kept  the  vital  statistics  he 
notes  twelve  deaths,  and  gives  their  causes  as 
dysentery,  bowel  complaint,  fever,  enteritis, 
uterine  hemorrhage,  scarlatina,  phrenitis. 

His  office  charges  ranged  from  eight  cents  to 
thirty-seven  and  one-half  cents  each,  the  usual 
charge  being  twelve  and  one-half  cents.  For  out- 
side work  the  highest  charge  noted  is  fifty  cents 
for  a visit  with  medicine. 

An  important  part  of  his  work  seems  to  have 
been  attendance  on  obstetrical  cases,  which  he 
notes  at  some  length.  Much  of  this  work  in  those 
days  was  performed  by  mid-wives,  and  he  was 
sometimes  called  when,  as  he  said,  “they  were  in 
difficulties  and  knew  not  what  to  do.”  Among 
these  he  describes  two  cases  in  which  he  delivered 
twins,  and  one  in  which  he  found  it  necessary  to 
perform  podalic  version  which  he  accomplished 
successfully.  We  should  remember  that  all  this 
took  place  within  three  years  of  his  graduation 
in  medicine  and  while  he  was  still  under  30. 

He  also  gave  popular  lectures  on  health  sub- 
jects and  did  what  he  could  to  prevent  sickness  in 
the  colony.  In  other  words,  he  practiced  preven- 
tive as  well  as  corrective  medicine.  To  Dr.  Das- 
comb  have  sometimes  been  attributed  many  of 
the  dietary  fads  and  foibles  of  early  Oberlin. 
The  evidence  seems  rather  to  point  to  the  fact 
that  most  of  them  were  introduced  by  others  and 
were  submitted  for  investigation  to  him  as  the 
only  real  scientist  here.  He  willingly  gave  atten- 
tion to  those  which  seemed  worthy  of  study,  for 
it  was  said  he  never  took  anything  for  granted 
if  he  could  put  it  to  scientific  proof;  but  reform 
was  in  the  air  and  many  of  these  ideas  were  so 
grotesque  that  they  got  on  his  nerves  and  he 
seriously  considered  leaving  the  place  and  seek- 
ing some  more  normal  field  in  which  to  continue 
his  work.  Fortunately  he  was  persuaded  to  stay, 
and,  in  the  words  of  President  Fairchild,  “for 
many  year?  he  continued  to  exert  a sane  and 
restraining  influence.” 

That  dietary  reforms  should  have  been  popular 
was  not  unnatural  where  incomes  were  small  and 
consciences  were  large  and  where  it  was  almost 
a matter  of  necessity  that  “every  stomach  should 
be  disciplined  to  rigid  frugality.”  As  a pupil  of 
Dr.  Mussey,  a leading  advocate  of  vegetarianism 
in  New  England,  Dr.  Dascomb  had  become  favor- 
ably disposed  toward  that  theory  and  he  tested  it 
in  his  own  home.  A student  who  boarded  at  his 
house  complained  that  there  was  “never  anything 
greasier  on  the  table  than  skimmed  milk.”  He  in- 
vestigated the  theory  farther  by  enlisting  two  of 
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his  students  in  a more  rigid  experiment'.  He  pre- 
scribed for  them  a diet  entirely  free  of  salt  or 
animal  food.  Even  the  water  for  cooking  their 
food  was  filtered  rain  water.  After  about  four 
months  it  was  found  that  they  had  lost  in  flesh 
about  a pound  a week  and  were  reduced  in 
strength  and  nearly  famished.  At  the  end  of  that 
time  they  brought  to  him  a dressed  chicken  and 
asked  if  by  any  interpretation  that  could  be 
classed  as  a vegetable,  for  they  were  moved  to  ask 
for  a chicken  dinner.  This  ended  the  experiment, 
and  though  Dr.  Dascomb  was  too  serious-minded 
to  appreciate  the  joke  it  helped  to  bring  him  to  a 
moderate  position  on  the  theory  of  vegetarianism. 

It  would  seem  that  the  time  required  for  his 
teaching  and  his  practice  would  have  fully  oc- 
cupied Dr.  Dascomb;  but  we  find  that  he  was  also 
one  of  the  most  responsible  and  influential 
members  of  the  Prudential  Committee  of  the 
College  and  was  deeply  interested  in  civic 
affairs,  at  one  time  serving  as  Mayor  of  Oberlin. 
To  him  should  be  given  the  credit  for  the  system- 
atic planting  of  shade  trees  along  our  streets, 
which  in  the  beginning  he  suggested  and  super- 
vised. 

With  the  growth  of  Oberlin  it  became  apparent 
that  the  work  which  had  been  assigned  to  him  was 
more  than  any  one  man  could  do  with  the  thor- 
oughness upon  which  he  insisted  and  he  was 
forced  to  choose  between  his  teaching  and  his 
practice.  The  decision  was  in  favor  of  the  former, 
and  while  the  college  gained  a successful  teacher 
the  town  lost  a skilled  physician. 

In  April,  1836,  he  noted  in  his  records  that  his 
successor  arrived  in  Oberlin  about  the  last  of 
March  and  that  he  had  relinquished  his  practice. 
He  was  often  called,  however,  in  consultation  by 
his  successors  when  they  were  in  difficulties,  and 
he  did  some  obstetrical  work  as  late  as  ten  years 
after  this.  It  is  certain  that  he  always  kept  his 
interest  in  medical  affairs  and  that  the  high 
standard  which  he  had  set  and  the  respect  of  his 
successors  for  his  good  opinion  did  much  to  de- 
termine the  character  of  Oberlin’s  medical  ser- 
vice in  the  early  decades. 

Temperamentally  Dr.  Dascomb  was  serious- 
minded,  conscientious,  extremely  industrious.  He 
was  sometimes  accused  of  being  abrupt  and  ir- 
ritable with  his  patients,  and  this  may  have  been 
true  when  people  came  to  him  with  imaginary  ills. 
He  was  a busy  man  and  he  preferred  to  deal  with 
facts  rather  than  fancies,  and  when  interrupted 
by  people  needlessly  he  may  have  told  them  what 
he  thought  of  them;  but  there  is  no  evidence  that 
he  ever  neglected  a patient  who  needed  his  ser- 
vice. 

Oberlin’s  second  physician  was  Dr.  Alexander 
Steele,  father  of  Judge  John  Steele  whom  many 
of  us  remember.  Dr.  Steele  also  was  a native  of 
New  Hampshire,  a graduate  of  Castleton  Medical 


College  in  Vermont,  and  for  seven  years  a prac- 
titioner before  he  came  to  Oberlin.  He  came  in 
response  to  an  invitation  from  a committee  ap- 
pointed to  select  a physician  for  the  colony.  Dr. 
Dascomb  as  a member  of  this  committee  carried 
on  the  correspondence  which  began  in  November, 

1835.  A letter  dated  February  12,  1836,  notified 
Dr.  Steele  that  the  committee  had  chosen  him 
from  a number  of  candidates,  and  he  was  for- 
mally invited  to  come.  Under  date  of  March  1, 

1836,  Dr.  Dascomb  wrote,  “I  am  glad  that  you  are 
to  be  here  next  week  and  hope  it  will  be  early  in 


DR.  ALEXANDER  STEELE 


the  week.  As  an  inducement  I would  call  your 
attention  to  the  fact  that  there  are  no  less  than 
three  or  four  obstetrical  cases  just  at  hand  which 
would  afford  you  a very  pretty  introduction  to 
practice.” 

Dr.  Dascomb’s  practice  could  not  have  been 
handed  on  to  more  competent  hands.  Dr.  Steele 
rapidly  gained  the  confidence  of  the  community 
not  only  by  his  professional  skill,  which  was 
promptly  recognized,  but  also  by  his  winning  per- 
sonality and  his  manifest  fidelity  to  his  work. 
Studying  what  records  we  can  find,  the  picture  of 
Dr.  Steele  does  not  conform  to  the  somewhat  wide- 
spread idea  of  what  Oberlin  pioneers  were  like. 
It  is  true  he  had  strong  religious  convictions,  had 
been  reared  in  a home  which  was  intensely  re- 
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ligious,  and  had  teen  urged  to  enter  the  ministry 
as  did  four  of  his  brothers;  but  he  chose  to  prac- 
tice rather  than  to  preach,  and  to  serve  his  day 
and  generation  in  the  medical  instead  of  the 
clerical  profession.  His  nephew  writes,  “I  doubt 
whether  he  took  much  active  part  in  prayer- 
meeting work  as  many  of  his  contemporaries  did, 
partly  from  the  nature  of  his  calling  and  partly 
because  his  temperament  would  not  suffer  it.”  He 
could  heartily  subscribe  to  Oberlin’s  motto,  “plain 
living  and  high  thinking”,  but  to  him  this  did  not 
mean  that  he  must  wear  a long  face,  refrain  from 
all  worldly  enjoyment  or  neglect  his  personal 
appearance.  He  always  dressed  neatly  and  made 
his  “habit  as  costly  as  his  purse  could  buy.” 
Several  people  remember  that  he  wore  a white 
stovepipe  hat.  This,  though  not  as  conspicuous 
as  it  would  be  today,  with  his  tall  and  erect  figure 
made  it  not  difficult  to  recognize  him  at  a dis- 
tance. The  writer  above  quoted  says,  “he  was  a 
man  who  would  be  sensible  of  his  superiority  yet 
would  never  be  rude  to  an  inferior.”  He  carried 
good  cheer  with  him  as  he  went  about  his  work 
and  it  was  recognized  that  this  often  did  as  much 
for  his  patients  as  any  part  of  his  treatment.  It 
was  said  by  his  contemporaries  that  his  sick-room 
manners  and  tact  were  “seldom  equalled.” 

Though  Dr.  Steele’s  boyhood  had  been  spent  on 
a rocky  New  England  farm  where  there  were  no 
luxuries  and  few  refining  influences,  his  home  in 
Oberlin  became  more  of  a centre  of  culture  and 
refinement  than  was  usual  in  pioneer  homes  of 
that  day.  The  first  piano  ever  brought  to  Oberlin 
found  its  way  into  his  house  and  several  of  his 
children  became  accomplished  musicians. 

When  Dr.  Steele  reached  an  advanced  age  he 
tried  to  lighten  his  work,  but  he  had  made  him- 
self so  necessary  to  so  many  people  that  it  seemed 
impossible  for  him  to  retire,  and  he  continued  to 
work  far  beyond  his  strength.  He  had  never 
saved  himself  when  his  patients  wanted  him. 
Soon  after  he  was  70  he  had  an  accident  when 
driving;  the  kingbolt  of  his  buggy  broke,  he  was 
thrown  out  and  suffered  a broken  rib  and  other 
injuries;  but  he  was  in  his  office  the  next  day 
caring  for  his  patients  as  usual.  This  taxing  and 
unselfish  work  finally  exhausted  his  strength  and 
he  died  within  a year.  To  again  quote  President 
Fairchild,  he  “fell  a victim  to  his  professional 
zeal  and  fidelity.” 

In  spite  of  this  remarkable  success  in  winning 
the  confidence  of  the  whole  community  and  con- 
ducting a busy  practice  he  never  became  rich  in 
this  world’s  goods.  When  people  were  sick  they 
thought  of  him  at  once ; when  they  were  well  they 
forgot  him.  He  was  never  persistent  in  making 
collections  and  often  found  it  hard  to  make  ends 
meet.  In  his  diary,  after  recording  one  full  day’s 
work,  he  wrote,  “Cash  business  $2.85.  Lord  help 
us  or  we  perish!” 


When  he  died  after  36  years  of  invaluable  ser- 
vice to  this  community  he  left  nothing  to  his 
family  except  his  home  and  a little  farm  property 
which  he  had  acquired  in  trade  for  one  of  his 
horses. 

There  are  a few  people  still  living  who  remem- 
ber him.  A number  of  years  after  his  time  his 
granddaughters  while  driving  at  some  distance 
from  Oberlin  stopped  at  a farmhouse  for  a drink 
of  water.  The  information  that  their  name  was 
Steele  immediately  brought  the  question,  “any 
kin  to  Dr.  Alexander  Steele?”  When  it  developed 
that  they  were  his  granddaughters  “nothing  in 
the  house  was  good  enough  for  them.” 

His  nephew  writes,  “There  is  good  reason  to 
believe  that  his  relations  with  the  community 
were  not  entirely  without  friction;  ....  he  had 
strong  convictions  of  what  people  ought  to  do 
and  was  very  much  disg-usted  if  they  did  not  do 
it.  Nevertheless  he  was  very  human  in  his 
sympathies.  . . . He  was  a man  of  force  and 
quality,  was  generally  respected,  and  greatly 
admired  by  some  who  knew  him  closely.  I never 
knew  of  his  having  any  enemies  or  of  his  being 
accused  of  anything  mean  or  dishonorable.” 

We  of  the  profession  know  that  no  doctor  can 
hope  to  satisfy  and  hold  the  confidence  of  all  the 
people  all  the  time;  but  of  those  who  have  prac- 
ticed in  Oberlin’s  first  century  it  seems  probable 
that  no  one  has  come  nearer  to  doing  this  than 
did  Dr.  Steele. 

Two  other  physicians  came  within  Oberlin’s 
first  decade;  they  were  Dr.  Isaac  Jennings  and 
Dr.  Otis  Boise.  Both  were  older  men  than  their 
predecessors  and  both  were  trustees  of  the  Col- 
lege. 

The  career  of  Dr.  Jennings  is  noteworthy. 
Until  he  was  20  he  worked  on  his  father’s  farm  in 
New  England,  but  he  had  a great  ambition  to  be 
a doctor.  At  length  he  had  an  opportunity  to  go 
into  a doctor’s  office  to  “read  medicine”.  He  had 
done  this  only  a short  time  when  he  became  con- 
vinced that  he  could  never  study  medicine  intel- 
ligently without  a knowledge  of  Latin  and 
Greek.  He  had  no  money  with  which  to  go  to 
college  and  in  his  perplexity  he  consulted  his 
pastor,  a man  who  later  became  president  of 
Amherst  College.  This  man  offered  to  tutor  him 
in  the  classics  if  he  were  really  in  earnest,  and  as 
a beginning  he  lent  him  a Latin  grammar  and 
set  a time  for  his  first  recitation.  When  the  young 
man  presented  himself  for  his  first  lesson  the 
tutor  was  astonished  to  find  him  prepared  on  the 
whole  book!  With  this  kind  of  energy  and  am- 
bition he  went  on  with  his  self-education  until 
he  received  a medical  diploma  in  Hartford  and 
entered  practice.  He  was  successful  and  ulti- 
mately numbered  among  his  patients  some  of  the 
prominent  and  influential  men  in  Connecticut. 
Through  them  he  was  brought  to  the  attention 
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of  Yale  University,  which  conferred  upon  him  the 
honorary  degree  of  Doctor  of  Medicine. 

While  practicing  in  Connecticut  he  went 
through  several  epidemics  of  typhoid  fever  and 
from  his  observations  he  became  convinced  that 
drugs  were  not  beneficial  in  this  disease  and  he 
gradually  discontinued  their  use,  treating  his 
patients  with  careful  attention  to  diet,  rest  and 
nursing.  In  this  he  was  far  ahead  of  his  time; 
more  than  half  a century  later  Dr.  William  Osier 
wrote,  “The  profession  has  been  long  in  learning 
that  typhoid  fever  is  not  a disease  to  be  treated 
by  medicines.”  Dr.  Jennings  did  not  stop  with 
this,  however,  but  sought  to  apply  the  same 
principle  to  all  diseases,  and  entirely  discontinued 
the  use  of  drugs.  To  satisfy  the  demands  of  his 
patients  who  expected  medicine  he  administered 
bread  pills.  I have  heard  Professor  James  Monroe 
describe  how  Dr.  Jennings  would  dispense  a box 
of  bread  pills  with  very  explicit  directions  as  to 
when  and  how  they  should  be  taken,  at  the  same 
time  giving  much  good  advice  as  to  diet  and 
hygiene,  and  he  continued  to  be  successful.  His 
conscience,  however,  finally  got  the  better  of  him 
and  he  confessed  that  he  had  no  faith  in  drugs 
and  would  no  longer  make  any  pretense  of  ad- 
ministering them.  He  continued  to  practice,  and 
when  called  to  a patient  he  would  give  advice  but 
he  gave  no  medicine  and  refused  to  present  bills 


for  his  services.  He  published  books  setting  forth 
his  theories  from  which  he  probably  received  some 
revenue,  and  it  is  to  be  hoped  that  he  had  laid  by 
something  from  his  earlier  practice  before  his 
conscience  kept  him  from  accepting  fees.  He 
lived  to  be  84  years  old  and  was  a respected 
citizen.  At  one  time  he  also  served  as  Mayor  of 
the  village. 

In  1846  an  office  was  opened  by  Dr.  Homer 
Johnson,  to  whom  must  be  given  credit  for  the 
longest  service  of  any  physician  in  Oberlin’s  first 
century.  He  practiced  here  for  44  years.  In  his 
methods  he  was  the  exact  opposite  of  Dr.  Jen- 
nings; he  had  the  reputation  of  using  drugs  gen- 
erously and  in  large  doses.  He  had  graduated  in 
medicine  when  he  was  19,  but  was  refused  a 
license  to  practice  until  he  became  of  age.  For 
about  12  years  he  practiced  in  Milan,  Birmingham 
and  Florence  before  he  came  to  Oberlin.  He  was 
a conscientious  and  successful  practitioner  and 
when  he  died  there  were  many  tributes  paid  to 
his  memory.  Dr.  James  Siddall,  our  venerable 
dentist,  after  attending  the  funeral  of  Dr.  John- 
son remarked,  “There  is  no  one  who  makes  a 
better  funeral  than  a real  good  doctor”! 

In  the  fall  of  1886,  when  as  a freshman  I be- 
gan to  be  acquainted  with  the  people  on  the 
streets  of  Oberlin,  one  of  the  first  figures  to  at- 
tract my  attention  was  that  of  an  elderly  man 
whom  I used  to  meet  nearly  every  morning  as  I 
came  from  breakfast.  He  was  of  medium  height, 
with  abundant  snow-white  hair  and  beard,  he 
was  always  dressed  in  black  broadcloth  and  broad- 
brimmed  black  hat,  and  his  face  and  manner 
were  strikingly  dignified  and  aristocratic.  His 
whole  appearance  suggested  the  conventional  idea 
of  one  of  the  Pilgrim  Fathers.  Evidently  he  was 
a gentleman  of  the  old  school.  He  always  spoke 
as  we  met  though  I didn’t  know  who  he  was  and 
I was  sure  he  didn’t  know  me;  and  I noticed  that 
he  greeted  everyone  he  met  in  the  same  cordial 
but  dignified  manner.  On  inquiry  I learned  that 
this  was  Dr.  Dudley  Allen,  one  of  the  most  re- 
spected physicians  of  Oberlin  and  the  father  of 
Dr.  Dudley  Peter  Allen,  a rising  young  surgeon 
in  Cleveland. 

Dr.  Allen  was  of  New  England  stock,  but  he 
was  born  in  Kinsman,  Ohio,  the  son  of  Dr.  Peter 
Allen,  one  of  the  best  known  of  the  pioneer 
physicians  of  the  state.  Dr.  Dudley  Allen  grad- 
uated from  the  classical  course  of  Western  Re- 
serve when  he  was  18,  and  then  he  studied  medi- 
cine for  seven  years,  first  with  his  father,  later 
in  the  University  of  Cincinnati,  and  finally  in 
Jefferson  Medical  College  in  Philadelphia  where 
he  graduated  when  he  was  25.  He  practiced  in 
Kinsman  for  28  years  before  coming  to  Oberlin 
in  1865,  and  he  was  in  active  practice  here  for 
over  a quarter  of  a century.  Born  and  reared  in 
a physician’s  family,  thoroughly  trained  in  the 
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most  advanced  schools  of  his  time,  spending  the 
first  years  of  his  practice  in  close  professional 
association  with  his  father,  Dr.  Allen  when  he 
came  to  Oberlin  was  an  accomplished  physician. 
He  was  soon  recognized  as  a keen  diagnostician, 
a wise  and  painstaking  attendant  upon  any  case 
entrusted  to  his  care,  a man  of  the  greatest 
kindliness  and  tact,  quick  to  discover  the  mental 
attitude  of  his  patients,  and  one  who  was  ab- 
solutely unsparing  of  himself  in  his  work.  His 
quick  intuition  enabled  him  to  enter  into  full 
sympathy  with  all  classes  of  patients.  He  had  a 
deep  insight  into  human  nature.  He  was  some- 
times brusque  and  outspoken,  but  he  knew  when 
to  be  sympathetic.  He  was  genial,  keenly  humor- 
ous, and  fond  of  pleasantries.  He  knew  when  to 
joke  with  his  patients,  and  he  could  conceal  his 
own  anxieties  with  a cheerfulness  which  often 
turned  the  tide  in  a discouraging  case.  Notwith- 
standing this  outward  cheerfulness  he  took  his 
work  very  much  to  heart,  for  he  felt  that  the 
practice  of  medicine  is  a serious  responsibility. 
He  was  intolerant  of  carelessness  either  in 
preparation  or  practice  on  the  part  of  anyone 
who  claimed  to  be  a physician. 

He  came  to  Oberlin  because  of  his  interest  in 
higher  education.  He  had  strong  convictions 
about  the  importance  of  thorough  training,  espe- 
cially for  any  professional  work,  and  he  also  be- 
came deeply  interested  in  students  who  were 
getting  their  education  under  difficulties.  Many 
self-supporting  students  were  enabled  to  complete 
their  sutdies  in  Oberlin  through  help  which 
came  unsolicited  from  Dr.  Allen;  and  he  found 
ways  of  giving  this  help  without  lessening  the 
self-respect  of  the  student.  His  sympathy  for 
those  who  were  sick  away  from  home  was  very 
sincere.  He  used  to  say  “if  you  can  just  bundle 
them  up  and  send  them  home  to  their  mother  it 
will  do  them  more  good  than  all  your  medicine.” 

In  my  senior  year  in  college  one  of  my  class- 
mates was  stricken  with  a severe  pneumonia  and 
was  under  the  care  of  Dr.  Allen.  He  used  to 
come  to  see  the  patient  five  or  six  times  a day, 
and  that  was  long  before  the  time  of  automobiles 
or  even  of  pavements,  and  he  was  then  a man  of 
nearly  four  score  years.  The  mud  on  the  street 
was  hub  deep  and  he  therefore  made  his  calls  on 
foot  but  this  never  kept  him  from  the  closest  at- 
tention to  his  patient.  At  one  of  these  calls  after 
he  had  come  from  the  sick  room  he  said  to  me, 
“You  are  a Senior,  aren’t  you?  What  are  you 
going  to  do  after  you  graduate?”  I told  him  I 
planned  to  study  medicine.  He  shook  his  head 
sadly  and  said,  “A  dog’s  life!  A dog’s  life!  See 
how  I’ve  had  to  worry  about  this  boy!”  Four 
years  later  I called  on  him  again  and  was  re- 
ceived most  cordially.  He  said,  “Now  that  you 
are  an  M.D.  what  are  you  going  to  do?”  I re- 
plied that  I was  considering  the  possibility  of 


practicing  in  Oberlin.  He  said,  “Humph!  Well, 
it’s  a good  place  to  starve;  you’re  as  near  Heaven 
here  as  anywhere”!  Nevertheless  he  welcomed 
me  into  the  Oberlin  profession  and  though  he  had 
retired  he  was  in  those  early  years  of  my  work 
a most  wise  and  sympathetic  counsellor. 

In  spite  of  pronouncing  medicine  “a  dog’s 
life”,  he  spared  no  pains  or  expense  in  preparing 
his  son  to  be  a physician.  It  was  said  that  he 
spent  ten  thousand  dollars  on  his  son’s  medical 
education  in  Harvard  and  in  Europe — a fabulous 
sum  in  those  days.  There  was  a deep  affection 
between  this  father  and  son,  and  it  was  hard  to 
say  which  was  the  more  proud  of  the  other’s 
professional  attainments;  but  Dr.  Allen’s  dry 
humor  showed  even  in  this.  He  once  said,  “Dud’s 
over  in  Europe  studying.  Soon  after  he  went 
there  he  wrote  back,  ‘They  drink  lots  of  beer  in 
Germany.’  Six  months  later  he  wrote,  ‘We  drink 
lots  of  beer  in  Germany’.” 

Nothing  could  be  more  fitting  than  that  our 
hospital,  in  which  Oberlin’s  medical  work  centers 
and  is  likely  to  center  for  decades  to  come, 
should  have  been  given  and  named  in  memory  of 
these  two  men — Dr.  Allen  the  elder,  leader  of  the 
profession  here  for  25  years,  and  Dr.  Allen  the 
son,  a product  of  Oberlin,  eminent  surgeon  and 
for  many  years  our  most  frequent  consultant  and 
wise  counsellor  in  all  medical  problems  which 
concerned  the  town  or  college. 

Their  ideals  for  medicine  were  of  the  highest. 
To  both  of  them  superficial  preparation  for  medi- 
cal work  or  any  irregular  system  of  practice  was 
anathema.  The  honor  and  good  name  of  the  pro- 
fession was  in  their  minds  a thing  to  be 
cherished. 

Contemporary  with  Dr.  Allen  and  immediately 
succeeding  him  was  a group  of  physicians  of 
whom  the  ablest  were  Dr.  W.  H.  Bunce,  Dr.  C.  D. 
Noble,  Dr.  Henry  Wilson,  and  Dr.  William  C. 
Bunce.  These  men  all  did  good  work  and  were 
busy  practitioners;  but  there  was  among  them 
little  or  no  cooperation.  Unfortunately  an  intense 
professional  jealousy  not  only  kept  them  from 
working  together,  but  gave  rise  to  the  keenest 
bitterness  and  suspicion.  This  is  not  a rare  con- 
dition, especially  in  a small  town;  and  Oberlin 
was  not  sufficiently  permeated  with  brotherly  love 
to  permit  these  worthy  physicians  to  dwell  to- 
gether in  unity.  When  once  they  had  allowed 
suspicion  and  jealousy  to  come  into  their  midst 
the  mischief  grew  from  bad  to  worse.  The  con- 
dition was  magnified  by  gossips  who  took  delight 
in  carrying  to  one  doctor  reports  of  what  another 
doctor  had  said,  often  exaggerating  a little  for 
good  measure,  in  order  to  add  to  the  flame  and 
make  the  quarrel  interesting.  Professional 
jealousy  and  suspicion  persisted  until  the  coming 
of  the  hospital  movement  in  1906.  This  move- 
ment was  the  outgrowth  of  a conviction  on  the 
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part  of  the  doctors  that  the  town’s  greatest  need 
was  a hospital  in  which  they  could  do  creditable 
work.  It  was  the  first  thing  in  many  years  upon 
which  they  had  all  agreed;  and  when  they  finally 
came  together  and  talked  the  matter  over  among 
themselves  each  one  found  that  his  colleagues 
were  not  such  hopeless  knaves  after  all,  and  a 
new  era  began. 

It  cannot  be  said  that  professional  harmony 
from  that  time  on  has  always  been  perfect. 
Trifling  discords  have  occasionally  been  heard 
when  some  one  of  us  has  fallen  a little  below  the 
key;  but  we  have  at  least  all  been  playing  the 
same  tune,  and  the  work  which  we  did  together 
in  organizing  and  sustaining  the  old  hospital,  fol- 
lowed by  the  conferences  of  the  staff  of  Allen 
Hospital,  we  hope  has  forever  cleared  away  the 
shadow  of  mutual  distrust  which  rested  on  the 
profession  through  the  middle  third  of  our  first 
century.  Whether  such  a hope  can  be  realized 
is  entirely  up  to  us  and  our  successors.  The  op- 
portunity afforded  by  our  staff  meetings  to  discuss 
all  our  affairs  behind  closed  doors  should  enable 
us  to  avoid  misunderstandings  and  perpetuate 
the  cordial  relations  which  have  existed  for  the 
past  two  decades.  Having  lived  under  both  con- 
ditions I beg  to  express  with  as  much  emphasis 
as  I can  the  opinion  that  it  pays  for  us  to  hang 
together  rather  than  to  try  to  hang  each  other. 

Another  physician  who  seems  to  me  to  have 
earned  a place  on  this  roll  of  honor  was  one  of 


our  own  contemporaries,  Dr.  Charles  H.  Brown- 
ing. He  graduated  from  Oberlin  in  1893,  from 
Western  Reserve  medical  department  in  1897, 
and  after  15  months  as  an  intern  in  Charity  Hos- 
pital he  began  his  practice  here  in  1898. 

While  studying  in  Cleveland  he  helped  out  his 
finances  by  working  in  the  office  of  Doctors  Crile 
and  Bunts,  and  as  an  intern  he  was  for  a term 
the  assistant  of  Dr.  Hamann.  These  intimate 
contacts  with  the  leaders  of  the  Cleveland  pro- 
fession were  of  great  advantage  to  him  then 
and  later  in  his  practice. 

In  his  student  days  in  Oberlin  he  had  been 
well  and  favorably  known  and  it  was  not  as  a 
stranger  that  he  opened  his  office  here.  He  was 
busy  from  the  first  and  the  confidence  of  the 
community  in  him  as  a man  and  a physician  is 
well  remembered.  His  interest  in  students  and 
his  sympathy  for  them  when  they  were  sick  away 
from  home  was  keen  and  personal.  I am  re- 
minded of  the  case  of  a young  woman  living  in 
one  of  the  dormitories  who  developed  typhoid 
fever  amid  surroundings  where  proper  care  and 
nursing  were  impossible.  Dr.  Browning  moved 
this  patient  to  his  own  home  and  provided  the 
care  which  brought  her  safely  through  her  at- 
tack. He  did  this  for  other  patients  who  needed 
more  favorable  surroundings  than  were  available 
elsewhere.  In  this  and  other  ways  he  gave  his 
patients  the  best  that  could  be  had,  and  at  the 
same  time  he  emphasized  his  contention  that 
Oberlin  needed  a hospital. 

The  woi-k  which  he  found  time  to  do  outside  of 
his  professional  duties  was  of  permanent  ad- 
vantage to  Oberlin.  He  served  on  the  Board  of 
Education  where  he  gave  special  attention  to  a 
school  health  program.  He  brought  about  the 
employment  of  our  first  school  nurse.  As  one  of 
the  originators  and  founders  of  the  old  Oberlin 
Hospital  he  was  a tireless  and  enthusiastic 
worker.  He  conceived  and  made  a striking  suc- 
cess of  the  annual  hospital  fair  which  not  only 
raised  funds  but  also  aroused  the  interest  and 
enthusiasm  of  the  whole  community  in  the  sup- 
port of  the  hospital.  Dr.  Browning  once  said  to 
me  that  outside  of  his  own  family  there  was  noth- 
ing that  he  cared  so  much  for  as  he  did  for  that 
little  hospital.  Started  without  endowment  and 
with  no  financial  backing,  the  enterprise  could 
never  have  been  a success  without  the  vision  and 
the  contagious  enthusiasm  which  he  furnished 
and  which  enabled  the  hospital,  in  the  words  of 
a Cleveland  surgeon,  to  “accomplish  the  impos- 
sible.” 

In  his  later  years  Dr.  Browning  labored  under 
great  physical  handicaps.  While  he  was  doing 
his  best  work  he  was  fully  aware  that  his  life 
could  not  be  long.  When  advised  to  rest  and  con- 
serve his  strength  he  said,  “I  would  rather  die  in 
the  harness  than  live  a little  longer  and  be  good 
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for  nothing.”  On  September  28,  1915,  he  per- 
formed an  operation  in  the  morning  and  then 
spent  several  hours  in  hard  work  superintending 
and  helping  in  the  erection  of  the  big  tent 
for  the  hospital  fair.  At  six  o’clock  that  evening 
he  was  stricken  with  a cerebral  hemorrhage  and 
died  before  midnight.  Browning  House,  our  stu- 
dent infirmary,  now  perpetuates  his  name. 

This  does  not  exhaust  the  list  of  physicians  who 
have  done  creditable  work  in  our  first  century. 
I have  mentioned  those  who  best  represent  the 
periods  in  which  they  lived.  Of  these,  four  stand 
out  as  preeminent:  Dr.  Dascomb  the  founder; 
Dr.  Steele  the  pioneer;  Dr.  Allen  leader  in  the 
middle  period  of  the  century;  Dr.  Browning  our 
contemporary. 

The  training  and  ability  of  these  men  would 
have  given  them  high  standing  in  any  community, 
yet  they  gave  their  best  to  our  little  village,  with 
no  ambition  for  fame  or  wide  reputation.  They 
were  never  self-advertisers.  Though  they  were 
small  town  doctors  their  patients  included  gen- 
erations of  young  people  gathered  from  every 
state  of  the  Union,  who  expected  them  to  measure 
up  to  the  standards  of  their  home  physicians. 
That  they  did  this  cannot  be  questioned.  Al- 
though they  enjoyed  in  an  unusual  degree  the  re- 
spect and  confidence  of  their  community  they  were 
never  complacent  or  self-satisfied.  Those  who 
knew  them  best  have  noted  their  modesty  and 
humility,  which  was  thoroughly  genuine,  for  they 
realized,  as  must  every  thoughtful  physician,  that 
their  very  best  was  none  too  good  and  fell  short 
of  their  ideal. 

Since  their  times  revolutionary  discoveries 
have  given  us  new  conceptions  of  disease,  new 
methods  of  diagnosis  and  treatment;  but  lest  we 
assume  an  attitude  of  superiority  we  should  re- 
member that  the  art  of  medicine  is  no  less  im- 
portant than  the  science.  The  careful,  sympa- 
thetic study  of  the  patient;  the  consideration  of 
his  heredity,  his  reactions  and  powers  of  re- 
sistance; the  insight  into  his  character;  the  power 
to  bring  to  bear  those  influences  which  build  up 
his  morale;  these  have  as  much  to  do  with  success 
as  do  our  laboratory  findings  or  our  therapeutic 
skill.  In  the  things  which  make  up  the  art  of 
medicine  these  predecessors  of  ours  will  not  soon 
be  excelled. 

Our  first  century  of  medicine  is  completed  and 
we  are  started  on  the  second.  Where  will  its  end 
find  our  profession?  Will  medical  practice  as  we 
now  know  it  be  swept  away,  to  be  replaced  by 
some  socialized  system,  the  invention  of  economic 
reformers  who  know  nothing  of  our  traditions 
and  have  no  conception  of  our  professional  re- 
lations? Older  than  civilization,  medicine  is  gov- 
erned by  a code  of  ethics  more  strict  and  more 
faithfully  observed  than  any  other  ever  evolved 
to  regulate  human  relations.  Under  this  code  our 


profession,  now  as  always,  is  dedicated  to  un- 
selfish service  to  humanity.  There  still  exists 
that  “centuries-old  bond  of  devotion  between  doc- 
tor and  patient”  which  the  world  can  ill  afford  to 
sacrifice  to  economic  experiment.  If  medical  af- 
fairs are  to  be  taken  out  of  the  hands  of  medical 
men  and  given  over  to  the  control  of  “politically 
selected  bureaucrats”,  both  doctor  and  patient 
may  well  echo  the  words  of  Dr.  Steele,  “Lord 
help  us  or  we  perish!” 

One  hundred  years  hence,  if  civilized  institu- 
tions as  we  know  them  last  that  long,  some  his- 
torian will  review  the  second  century  of  Oberlin 
medicine.  What  that  review  will  show  we  can 
only  guess  ; but  if  it  can  point  to  a succession  of 
practitioners  as  able  and  devoted  as  these  whom 
we  have  considered  tonight,  and  if  conditions 
shall  have  allowed  them  to  maintain  that 
intimate  and  confidential  relation  with  their  pa- 
tients which  has  made  possible  the  best  medical 
work  in  the  past,  our  descendants  of  that  day  may 
still  count  themselves  fortunate,  and  their  doctors 
will  not  need  to  be  ashamed  of  their  calling. 


Crusade  Against  Tuberculosis 

Many  examiners  will  be  confronted  with  pa- 
tients who  are,  to  all  intents  and  purposes,  nor- 
mal persons.  It  is  an  easy  thing  to  make  diag- 
nosis of  tuberculosis  where  a considerable  portion 
of  the  lung  is  involved,  and  where  the  evidence 
of  disease  is  visible  even  across  the  street.  It  is 
a different  proposition  to  be  able  always  to  ap- 
prehend a very  early  minimal  lesion.  This  can  be 
done  in  the  first  place  only  by  the  best  quality  of 
X-ray  films,  after  they  are  processed,  so  as  to 
show  the  finer  lung  structure.  The  fluoroscope  will 
not  answer  the  purpose.  The  function  of  the 
fluoroscope  in  chest  diagnosis  is  limited  to  the 
apprehension  of  the  grosser  pathology  and  of 
possible  pleuritic  adhesions  or  to  the  examining 
of  respiratory  or  cardiac  movements.  In  the 
diagnosis  of  the  lung  tuberculosis,  its  use  is  very 
much  limited.  A number  of  physicians  in  various 
parts  of  the  state  have  installed  fluoroscopes  in 
their  offices.  It  should  be  emphasized  that  the 
fluoroscopic  is  a very  small  part  of  an  X-ray  ex- 
amination. Compared  with  first  class  films,  it  is 
doubtful  if  the  fluoroscope  is  of  any  advantage 
apart  from  observing  the  natural  movements  of 
the  various  thoracic  and  abdominal  viscera.  Any- 
one who  attempts  to  make  more  out  of  it  than  this 
is  deceiving  both  himself  and  his  patient. — Edi- 
torial— Mich.  St.  Med.  Soc.,  36:1,  Jan.,  1937. 


Ferrous  sulphate  is  no  more  efficient  than  re- 
duced iron  and  ammonium  sulphate,  and  Blaud’s 
pills,  but  it  is  very  inexpensive  and  when  ad- 
ministered with  the  vitamin  B may  excite  an 
earlier  response. 


Visit  the  Scientific  Exhibits/ 

Ninety-First  Annual  Meeting,  Ohio  State  Medical  Association 


ERE  you  will  get  more 
postgraduate  instruction  in  less  time  than 
you  can  in  any  other  way.  You  will  see  pic- 
tures, graphic  charts,  and  demonstrations 
and  you  will  hear  authorities  who  know  how 
to  make  their  facts  clear. 


BILTMORE  HOTEL,  DAYTON,  O.,  APRIL  28  and  29, 1937 


e latest  facts  about  more 
than  30  important  phases 
of  clinical  medicine. 


Medical  Progress  Visualized  For  You/ 
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LIST  OF  DAYTON  HOTELS  FOR  THOSE  PLANNING  TO  ATTEND 
NINETY-FIRST  ANNUAL  MEETING,  APRIL  28  AND  29 


HAVE  you  reserved  hotel  accommodations 
for  the  Ninety-First  Annual  Meeting  of 
the  Ohio  State  Medical  Association  to  be 
held  at  Dayton,  Wednesday  and  Thursday,  April 
28  and  29?  If  not,  do  so  without  further  delay, 
and  save  yourself  inconvenience  later. 

All  sessions  will  be  held  at  the  Hotel  Biltmore, 
the  headquarters  hotel,  which  will  also  house  the 


Scientific  and  Technical  Exhibits  and  the  Regis- 
tration Headquarters. 

Check  over  the  following  list  of  Dayton  hotels, 
their  rates  and  conveniences,  and  insure  yourself 
comfortable  accommodations  by  filling  in  the 
hotel  reservation  blank  and  mailing  it  immedi- 
ately. 

Reservation  requests  should  be  made  directly 
to  the  manager  of  the  hotel  selected. 


NAME  AND  LOCATION 

No.  of 
Rooms 

Single 

Double 

Twin  Beds 

3 or  more 
to  a room 

BILTMORE 

(Headquarters  Hotel) 
First  and  Main  Sts. 

600 

$3.00-5.00 

$4.00-6.00 

$5.00-8.00 

$2.00  each 

VAN  CLEVE 

First  and  Ludlow  Sts. 

150 

3.00-3.50 

4.50-5.00 

5.00-6.00 

2.00  each 

MIAMI 

Second  and  Ludlow  Sts. 

350 

2.50-3.00 

4.00-5.00 

5.00-6.00 

2.00  each 

GIBBONS 

Third  and  Ludlow  Sts. 

250 

2.50-3.50 

4.00-5.50 

5.00-6.50 

2.00  each 

HOLDEN 

Fifth  and  Wilkinson  Sts. 

100 

2.50 

3.50 

4.00 

1.75  each 

NEW  ATLAS 

West  Third  St. 

MORAINE 

Ludlow  near  Third  St. 

70 

150 

2.50 

2.50-3.00 

3.50 

4.00-5.00 

5.00-6.00 

1.75  each 
2.00  each 

HOTEL  RESERVATION  BLANK 
Mail  this  coupon  to  hotel  selected 

Manager. Hotel,  Dayton,  Ohio. 

You  are  requested  to  reserve  the  following  accommodations  during  the  period  of  the  Annual 
Meeting  of  the  Ohio  State  Medical  Association,  April  28-29,  1937,  or  for  such  other  period 
as  may  be  indicated  herein. 

□ Single  Room  with  bath;  □ Double  Room  with  bath;  Price: 

□ Twin  Bed  Room  with  Bath 

Arriving  April at A.M.  P.M. 

PLEASE  VERIFY  MY  RESERVATION. 

Name  

Address  — — 
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DISTINGUISHED  GUEST  SPEAKERS  ARE  SELECTED  TO  ADDRESS 
GENERAL  SESSIONS  AT  ANNUAL  MEETING,  APRIL  28-29 


CONTINUING  the  plan  which  was  so  well 
received  by  physicians  who  attended  the 
Annual  Meeting  at  Cleveland  last  year, 
the  Program  Committee  for  the  Ninety-First 
Annual  Meeting  of  the  Ohio  State  Medical  Asso- 
ciation to  be  held  at  the  Hotel  Biltmore,  Dayton, 
Wednesday  and  Thursday,  April  28  and  29,  has 
again  arranged  an  outstanding  program  featur- 
ing general  sessions  of  interest  to  physicians  in 
every  branch  of  the  practice  of  medicine. 

The  general  sessions,  which  will  be  held  Wed- 
nesday afternoon  and  evening  and  Thursday 
afternoon,  will  be  addressed  by  distinguished 
guest  speakers  and  by  prominent  Ohio  physicians 
representing  their  respective  scientific  sections. 
The  scientific  sections — Medicine;  Surgery;  Eye, 
Ear,  Nose  and  Throat;  Obstetrics  and  Gynecology; 
Pediatrics;  and  Nervous  and  Mental  Diseases,  for 
which  equally  outstanding  programs  have  been 
arranged,  will  meet  on  Thursday  morning,  April 
29. 

Arrangements  for  most  of  the  program  have 
been  completed.  It  will  be  published  in  full  in  the 
April  issue  of  The  Journal. 

The  committee  has  been  unusually  fortunate  in 
being  able  to  secure  three  guest  speakers  of  na- 
tional prominence.  Their  photographs  appear  on 
the  front  cover  of  this  issue  of  The  Journal,  and 
a short  biographical  sketch  of  each  is  presented 
herewith.  A fourth  guest  speaker  still  is  to  be 
selected. 

DR.  ALVAREZ  TO  SPEAK  ON  GASTRO- 
INTESTINAL DISEASE 

Dr.  Walter  C.  Alvarez,  Rochester,  Minnesota, 
professor  of  medicine  in  the  graduate  medical 
school  of  the  University  of  Minnesota,  will  ad- 
dress the  Third  General  Session,  Wednesday  eve- 
ning, April  28,  on  “Useful  Hints  in  the  Treat- 
ment of  Gastro-Intestinal  Disease’’. 

Dr.  Alvarez,  a graduate  of  the  Cooper  Medical 
College,  San  Francisco,  in  1905,  is  head  of  a 
section  in  the  Division  of  Medicine,  Mayo  Clinic. 
He  has  written  widely  on  gastro-enterologic  sub- 
jects and  is  the  author  of  two  books,  “Nervous 
Indigestion”  and  “The  Mechanics  of  the  Digestive 
Tract”.  Dr.  Alvarez  is  a Fellow  of  the  American 
Medical  Association  and  the  American  College  of 
Physicians,  member  and  past-president  of  the 
American  Gastro-Enterological  Association,  and 
a member  of  the  Association  of  American  Physi- 
cians and  the  American  Society  for  Clinical  In- 
vestigation. 

BREAST  CANCER  TO  BE  DISCUSSED  BY 
DR.  FRANK  E.  ADAIR 

Dr.  Frank  E.  Adair,  attending  surgeon  and 
executive  officer  of  the  Memorial  Hospital,  New 


York,  who  will  speak  at  the  Third  General  Ses- 
sion, Wednesday  evening,  April  28,  on  “The 
Present  Status  of  Therapy  by  Surgery  and  Irri- 
diation  in  Breast  Cancer”,  is  a native  Ohioan.  He 
obtained  his  early  education  at  Marietta  Academy 
and  Marietta  College,  and  in  1915  graduated  from 
the  Johns  Hopkins  University  School  of  Medicine. 

Dr.  Adair  holds  an  important  place  in  cancer 
research,  being  a member  of  the  Committee  on 
the  Treatment  of  Malignant  Diseases  of  the 
American  College  of  Surgeons,  an  advisor  on  can- 
cer of  the  Public  Health  Committee  of  the  New 
York  State  Medical  Society  and  secretary  of  the 
Executive  Committee  of  the  Board  of  Directors  of 
the  American  Society  for  the  Control  of  Cancer. 
He  is  a member  of  the  American  Radium  Society, 
the  American  Association  for  Cancer  Research,  a 
Fellow  of  the  American  Medical  Association,  and 
a member  and  former  president  of  the  Clinical 
Research  Society. 

Dr.  Adair  has  published  about  50  articles  on  the 
subject  of  cancer,  and  was  editor  of  a book  en- 
titled “Cancer — International  Contributions  to 
the  Study  of  Cancer  in  Honor  of  James  Ewing”. 

DR.  PRICE  OUTSTANDING  RESEARCH  WORKER 
ON  DENTAL  PROBLEMS 

Weston  A.  Price,  D.D.S.,  Cleveland,  who  will 
speak  at  the  Second  General  Session,  3:30  P.  M., 
Wednesday,  April  28,  on  “New  Light  on  Modern 
Physical  Degenerations  from  Field  Studies 
among  Primitive  Races”,  graduated  from  the 
University  of  Michigan  in  1893.  He  has  been  an 
outstanding  research  worker  and  the  active 
leader  in  the  creation  and  development  of  the 
Research  Commission  of  the  American  Dental 
Association. 

Dr.  Price  is  the  author  of  “Dental  Infections, 
Oral  and  Systemic”;  “Dental  Infections  and  the 
Degenerative  Diseases”,  and  20  reports  on  field 
studies  among  primitive  races  on  the  cause  of 
dental  caries,  face  and  dental  arch  deformities 
and  associated  degenerations.  He  is  a Fellow  of 
the  American  College  of  Dentists,  member  of  the 
American  Dental  Association,  a past-president  of 
the  Ohio  State  Dental  Society,  and  a former 
member  of  the  Ohio  State  Dental  Board. 


Open  New  Offices 

Ohio  physicians  who  recently  opened  new 
offices  include  the  following:  Dr.  Don  F.  Deeter, 
Troy;  Dr.  W.  L.  McGowan,  Batavia;  Dr.  Ray  T. 
Odell,  Ravenna;  Dr.  John  L.  Baube,  Mt.  Vernon; 
Dr.  James  Hindley,  Monroeville;  Dr.  Paul  E.  Foy, 
Troy;  Dr.  Milfert  E.  Myers,  Warren;  Dr.  James 
Cowl,  Martins  Ferry,  and  Dr.  E.  H.  McDonald, 
Washington  C.  H. 
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PROCEEDINGS  OF  COUNCIL 


Policies  on  Important  Legislative  Proposals  Adopted  at  Feb.  7 Meeting; 
Program  for  1937  Annual  Meeting  is  Tentatively  Approved 


THE  Council  of  the  Ohio  State  Medical  As- 
sociation met  in  regular  session,  Sunday, 
February  7,  1937,  in  the  State  Headquar- 
ters Office,  Columbus,  with  the  following  present: 
President  Huston,  Past-President  Hendershott, 
President-Elect  Alcorn;  Councilors  Hogue,  Klotz, 
Hein,  Kirkland,  Brush  and  Sherburne;  Treasurer 
Beer;  Dr.  Stone  and  Dr.  Platter,  members  of  the 
Committee  on  Public  Relations  and  Economics; 
Dr.  Forman,  editor  of  The  Journal ; Dr.  J.  H.  J. 
Upham;  Dr.  Chas.  H.  Tate,  Dayton,  general  chair- 
man of  the  Local  Committee  on  Arrangements  for 
the  1937  Annual  Meeting;  Executive  Secretary 
Nelson  and  Assistant  Executive  Secretary  Saville. 

On  motion  by  Dr.  Brush,  seconded  by  Dr.  Klotz 
and  carried,  the  minutes  of  the  meeting  held  on 
November  29,  1936,  were  approved  as  published 
in  the  January,  1937,  issue  of  The  Journal. 

Membership  Statistics — -It  was  reported  that 
4,521  had  paid  their  1937  membership  dues  in  the 
State  Association  as  of  February  6,  compared 
with  4,077  on  the  same  date  last  year  and  with  a 
total  of  5,628  as  of  December  31,  1936. 

Special  Order  of  Business — Dr.  R.  A.  Matthews, 
Barberton,  appeared  before  the  Council  to  discuss 
disciplinary  action  taken  in  1927  by  the  Summit 
County  Medical  Society.  At  the  conclusion  of  Dr. 
Matthews’  statements,  on  motion  by  Dr.  Sher- 
burne, seconded  by  Dr.  Hein  and  carried,  the 
question  was  referred  to  the  Judicial  Committee 
for  investigation  and  with  instructions  to  report 
to  the  Council  at  a later  date. 

REPORTS  OF  THE  COUNCILORS 

Second  District — Dr.  Hogue  reported  that  he 
had  been  in  touch  with  the  legislative  committee- 
men of  the  county  societies  in  his  district  urging 
action  on  legislative  questions.  He  stated  that  a 
meeting  of  the  distinct  society  is  being  planned 
for  the  near  future  but  that  no  definite  date  had 
been  set. 

Third  District — Dr.  Klotz  said  he  had  visited 
several  county  society  meetings  since  the  last 
meeting  of  the  Council.  He  stated  he  is  receiving 
programs  from  all  the  societies  and  that  all  of 
them  have  arranged  for  some  splendid  meetings 
during  the  ensuing  months. 

Fourth  District — Four  societies  in  his  district 
have  been  contacted  during  the  last  month  and  a 
half,  it  was  reported  by  Dr.  Hein. 

Seventh  District — Dr.  Kirkland  reported  hav- 
ing attended  a meeting  of  the  Columbiana  County 
Medical  Society. 


Eighth  District — Dr.  Brush  reported  that  be- 
cause of  floods  he  had  been  unable  to  attend  any 
county  society  meetings  except  meetings  of  the 
Muskingum  County  Academy  of  Medicine. 

Tenth  District — Dr.  Sherburne  gave  a report  on 
meetings  of  the  Crawford,  Madison,  Union  and 
Morrow  County  Societies. 

ACTIVITIES  OF  COMMITTEE  ON  EDUCATION 

In  the  absence  of  Dr.  C.  L.  Cummer,  Cleveland, 
chairman  of  the  Committee  on  Education,  the 
Executive  Secretary  reported  on  the  progress 
being  made  by  that  committee  through  its  various 
sub-committees.  Minutes  of  a meeting  of  the 
committee  held  on  December  13,  1936,  were  re- 
viewed and  plans  of  the  various  sub-committees 
were  summarized.  It  was  pointed  out  that  fine 
progress  is  being  made  by  the  Sub-Committee  on 
Speakers  Bureau  and  that  the  committee  hopes 
to  have  the  Bureau  in  operation  sometime  within 
the  next  two  months;  and  that  the  Sub-Committee 
on  District  Meetings  has  contacted  officers  of  the 
various  district  societies  and  is  planning  to  work 
out  a definite  program  whereby  the  committee 
and  the  State  Headquarters  Office  can  assist  the 
district  societies  on  programs  and  other  details 
in  connection  with  district  meetings. 

On  motion  by  Dr.  Hein,  seconded  by  Dr.  Hogue 
and  carried,  the  appointments  made  by  Dr.  Cum- 
mer, chairman,  to  the  various  sub-committees 
were  approved.  (See  roster  of  State  Association 
Committees  published  monthly  in  The  Journal .) 

1937  ANNUAL  MEETING 

Program — In  the  absence  of  Dr.  Parke  G. 
Smith,  Cincinnati,  chairman  of  the  Committee  on 
Scientific  Work,  the  report  of  that  committee  was 
made  by  Dr.  Sherburne,  a member  of  the  com- 
mittee. The  Scientific  Program  arranged  to  date 
was  reviewed  and  on  motion  by  Dr.  Sherburne, 
seconded  by  Dr.  Hein  and  carried,  the  program 
was  tentatively  approved. 

Local  Arrangements — Dr.  Chas.  H.  Tate,  Day- 
ton,  general  chairman  of  the  Dayton  Committee 
on  Arrangements,  reported  that  all  the  local  com- 
mittees are  actively  at  work  on  local  arrange- 
ments and  details.  He  stated  that  the  Banquet 
Committee  has  secured  Lloyd  C.  Douglas,  D.D., 
Los  Angeles,  California,  internationally  known 
author  and  lecturer,  as  speaker  for  the  Annual 
Banquet  to  be  held  on  the  evening  of  April  29. 

On  motion  by  Dr.  Klotz,  seconded  by  Dr.  Hen- 
dershott and  carried,  the  Council  appropriated  an 
amount  not  to  exceed  $300.00  to  be  used  for  ban- 
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quet  expenses  in  case  of  a deficit  from  the  sale 
of  banquet  tickets. 

LEGISLATIVE  DEVELOPMENTS  AND  PROBLEMS 

Sub-Coni mittee  Report — Dr.  Stone,  chairman 
of  the  Committee  on  Public  Relations  and  Eco- 
nomics, reported  on  a meeting  of  the  Sub-Com- 
mittee on  Legislation  held  in  Columbus,  January 
10.  He  reviewed  in  detail  the  questions  con- 
sidered by  the  committee  and  summarized  the 
suggestions  made  by  the  committee  with  respect 
to  legislative  procedure. 

Proposal  for  Syphilitic  Blood  Test — A bill — 
House  Bill  42 — pending  before  the  Ohio  Gen- 
eral Assembly,  which  would  require  each  ap- 
plicant for  a marriage  license  to  submit  to  a 
serological  test  for  syphilis  and  would  prohibit 
the  issuance  of  a license  in  case  the  examination 
shows  the  test  -to  be  positive,  was  discussed  by 
Dr.  Stone.  He  stated  that  the  Committee  on  Pub- 
lic Relations  and  Economics,  on  that  day,  had  re- 
viewed the  provisions  of  this  proposal  and  recom- 
mended that  the  Council  adopt  the  following 
statement  of  policy  with  respect  to  House  Bill  42: 

Statement  of  Policy 

Some  members  of  the  Ohio  General  Assembly, 
and  others  who  are  interested  in  public  health 
and  medical  questions,  have  inquired  relative  to 
the  policy  and  attitude  of  the  Ohio  State  Medical 
Association  on  a proposal — House  Bill  42 — now 
pending  before  the  State  Legislature. 

This  proposal  would  require  each  applicant  for 
a marriage  license  to  submit  to  a serological  test 
for  syphilis  and  would  prohibit  the  issuance  of  a 
license  in  case  the  examination  shows  the  test 
to  be  positive. 

The  Committee  on  Public  Relations  and  Eco- 
nomics of  the  Ohio  State  Medical  Association 
has  given  this  question  careful  study  and  recom- 
mends that  the  Council  adopt  the  following  as  a 
statement  of  official  policy  of  the  Ohio  State  Medi- 
cal Association: 

If  the  medical  profession  were  motivated  by 
selfish  interest,  it  would  support  the  above-men- 
tioned proposal  because  of  the  revenues  which 
would  accrue  to  physicians. 

However,  we  believe  that  the  great  majority  of 
the  members  of  the  medical  profession  do  not  ap- 
prove of  the  method  provided  in  House  Bill  42  be- 
cause they  feel  that  the  plan  is  unworkable  and 
impractical. 

The  medical  profession  is  wholeheartedly  in 
sympathy  with  the  motive  behind  this  proposal, 
namely:  To  prevent  the  transmission  of  syphilis 
and  to  eventually  eradicate  syphilis. 

At  the  same  time,  it  feels  that  acts  of  com- 
pulsion will  not  attain  the  ends  which  the  sponsor 
of  House  Bill  42  hopes  to  accomplish.  Develop- 
ments of  recent  years  have  proved  that  compul- 
sion does  not  in  many  instances  accomplish  de- 
sired results  and,  in  fact,  creates  additional  evils. 

The  fight  to  prevent,  control  and  eradicate 
syphilis  must  be  an  educational  campaign.  This 
has  been  the  principle  followed  in  some  countries, 
particularly  the  Scandinavian  countries,  where 
excellent  results  have  been  attained.  Individuals 
must  be  educated  concerning  evils  of  this  disease 
and  taught  control  methods.  Young  persons  in- 
tending to  marry  by  moral  suasion  and  education 


should  be  made  to  realize  the  importance  of 
being  physically  fit  to  marry  and  persuaded  to 
seek,  voluntarily,  examination  by  and  advice  from 
their  family  physicians.  Compulsion  will  cause 
educational  activities  to  lag  and  seriously  cripple 
the  only  sound  and  practical  way  to  solve  this 
problem. 

At  present  a vigorous,  nation-wide  educational 
campaign  is  being  waged  by  Federal  and  state 
public  health  authorities,  headed  by  Surgeon  Gen- 
eral Parran  of  the  United  States  Public  Health 
Service.  The  Department  of  Health  of  this  state 
is  carrying  on  an  active  program  in  all  parts  of 
Ohio.  Splendid  results  are  being  obtained.  In 
fact,  the  venereal  disease  program  being  con- 
ducted by  the  State  Health  Department  of  our 
own  state  is  recognized  by  Federal  public  health 
officials  as  one  of  the  most  extensive  and  aggres- 
sive programs  in  the  entire  nation. 

The  medical  profession  of  Ohio  has  given  and 
will  continue  to  give  its  unanimous  and  active 
support  to  the  activities  of  the  State  Department 
of  Health  and  the  Federal  officials  in  this  work. 
It,  more  than  any  other  group,  understands  the 
need  for  control  and  eradication  of  syphilis.  It 
realizes  that  vigorous  steps  to  accomplish  these 
ends  must  be  taken.  Nevertheless,  it  believes 
strongly  in  the  principle  of  education,  rather  than 
compulsion,  to  solve  the  problem. 

The  medical  profession  feels  that  nothing 
should  be  done  at  this  time  to  interfere  with  the 
excellent  educational  and  preventive  program  now 
being  carried  on  in  Ohio  and  for  that  reason  it 
cannot  endorse  House  Bill  42. 

On  motion  by  Dr.  Hogue,  seconded  by  Dr.  Klotz 
and  carried,  the  foregoing  statement  was  ap- 
proved and  adopted.  (Note:  On  February  9, 

action  on  House  Bill  42  was  indefinitely  post- 
poned by  the  House  Health  Committee). 

Optometry  Practice  Act  Amendment — Dr.  Stone 
explained  the  provisions  of  a bill — Senate  Bill 
47 — pending  before  the  Ohio  Senate,  to  pro- 
vide that  a mercantile  establishment  may  conduct 
and  operate  an  optometric  department  provided 
a licensed  optometrist  is  employed.  He  stated 
that  this  proposal  had  been  reviewed  carefully  by 
the  Committee  on  Public  Relations  and  Economics 
and  that  the  committee  recommended  that  the 
Council  adopt  the  following  statement  as  the 
official  policy  of  the  Ohio  State  Medical  Associa- 
tion on  this  measure: 

Statement  of  Policy 

The  Committee  on  Public  Relations  and  Eco- 
nomics has  reviewed  the  provisions  of  Senate 
Bill  47  introduced  by  Senator  McIntyre  of  Cleve- 
land, which  would  amend  Section  1295-22  of  the 
General  Code,  being  part  of  the  Optometry  Prac- 
tice Act,  by  adding  the  following  words: 

“Nor  shall  it  be  lawful  for  any  individual,  firm 
or  corporation  to  own  or  conduct  an  optometric 
department  in  any  office,  or  mercantile  establish- 
ment, where  optometrical  services  are  rendered 
unless  there  be  employed  in  said  optometrical  de- 
partment of  such  office,  or  mercantile  establish- 
ment and  in  full  and  actual  charge  thereof  an 
optometrist  legally  registered  under  the  laws  of 
this  state.” 

The  medical  profession  will  not  inject  itself 
into  any  controversy  between  the  State  Board  of 
Optometry  and  certain  groups  of  optometrists  on 
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one  hand  and  certain  mercantile  establishments 
on  the  other,  on  the  question  of  whether  or  not 
it  is  lawful  for  a corporation  for  profit  to  operate 
and  maintain  an  optometric  department.  That  is 
a question  for  the  courts  to  decide  and  the  courts 
have  spoken  on  this  matter  on  several  recent  oc- 
casions. Nevertheless,  the  medical  profession  is 
vitally  interested  in  what  might  be  the  ultimate 
implications  and  effect  of  this  proposal  should  it 
become  a law. 

Would  its  enactment  establish  a precedent  and 
act  as  a stimulant  for  similar  legislation  designed 
to  make  it  lawful  for  a mercantile  establishment 
to  carry  on  the  practice  of  medicine,  or  law,  or 
other  professions  ? 

Would  its  enactment,  directly  or  indirectly,  by 
inference  at  least,  lead  the  courts  to  believe  that 
the  Legislature  thinks  the  meaning  and  intent  of 
Section  8623-3  of  the  General  Code  should  be 
modified,  which  section  specifically  prohibits  a 
corporation  from  carrying  on  the  practice  of  any 
profession  ? 

These  points  should  be  seriously  considered  by 
the  Legislature.  Modification  of  the  provisions 
of  Section  8623-3  of  the  General  Code  directly  or 
by  implication  would  destroy  a legal  provision 
which  has  protected  the  public  from  “imposition 
and  fraud”,  made  possible  the  maintenance  of 
high  standards  and  ethics  in  the  various  profes- 
sions, and  insured  a confidential  relationship 
which  must  necessarily  exist  between  physician 
and  patient,  attorney  and  client, — to  use  the 
words  of  the  Ohio  Supreme  Court. 

If  there  is  any  doubt  in  the  minds  of  the  mem- 
bers of  the  Legislature  as  to  the  ultimate  effect 
of  Senate  Bill  47,  it  should  receive  unusually 
thorough  study  before  a decision  is  made. 

Certainly  no  measure  should  be  enacted  which 
would  confuse  the  courts  in  interpreting  the  law 
in  the  public’s  interest  or  where  there  is  doubt  as 
to  the  constitutionality  of  the  proposal. 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Hendershott  and  can'ried,  the  foregoing  statement 
was  approved  and  adopted. 

Proposal  to  Reorganize  College  of  Medicine, 
Ohio  State  University — Provisions  of  a proposal 
which  may  be  introduced  in  the  Ohio  General  As- 
sembly to  provide  for  drastic  reorganization  of 
the  College  of  Medicine  and  Starling  Loving  Hos- 
pital, Ohio  State  University,  were  discussed  by 
Dr.  Stone.  He  stated  that  the  Committee  on 
Public  Relations  and  Economics  had  studied  this 
proposal  thoroughly  and  after  due  deliberation 
recommended  that  the  Council  adopt  the  follow- 
ing statement  to  serve  as  a basis  for  the  policy 
of  the  State  Medical  Association  in  case  the  pro- 
posal is  presented  to  the  Legislature: 

Statement  of  Policy 

Content  of  a proposal  which  may  be  introduced 
in  the  92nd  General  Assembly,  to  provide  for 
drastic  reorganization  of  the  College  of  Medicine, 
Ohio  State  University,  and  the  Starling  Loving 
Hospital,  has  been  reviewed  by  the  Committee  on 
Public  Relations  and  Economics. 

In  addition  to  believing  that  such  drastic  steps 
to  reorganize  the  College  of  Medicine  and  Star- 
ling Loving  Hospital,  Ohio  State  University,  are 
unnecessary,  your  committee  is  convinced  that 
the  enactment  of  this  proposal  would  be  detri- 
mental to  the  public,  the  Ohio  State  University, 


the  medical  profession  and  medical  education  in 
Ohio  for  the  following  reasons: 

(1)  The  proposal,  if  enacted,  would  divorce 
the  College  of  Medicine  and  Starling  Loving  Hos- 
pital from  the  University. 

(2)  It  would  set  up  a hybrid  and  unworkable 
system  of  management  and  control  which  would 
disorganize  the  present  competent  teaching  and 
hospital  staff  and  increase  the  cost  of  operation 
many  fold. 

(3)  It  would  pave  the  way  for  separate  boards 
of  regents  for  other  colleges  which  are  now  a part 
of  the  University,  thus  destroying  the  central  re- 
sponsibility invested  in  the  Board  of  Trustees  of 
the  University. 

(4)  It  would  destroy  the  integration  and  co- 
ordination of  the  several  departments  of  the  Col- 
lege of  Medicine  with  respect  to  the  University  as 
a whole  and  whereby  the  College  of  Medicine 
serves  the  other  colleges  of  the  institution. 

(5)  It  would  jeopardize  the  standing  of  the 
College  of  Medicine  and  disorganize  the  college 
so  badly  that  it  might  lose  its  Class  A rating  by 
the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association. 

(6)  As  far  as  is  known,  no  reputable  profes- 
sional medical  organization  has  asked  for  the 
enactment  of  this  proposal  or  indicated  that  far- 
reaching  “reforms”  at  the  College  of  Medicine 
are  necessary. 

It  is  the  belief  of  this  committee  that  the  Board 
of  Trustees  of  the  University  would  be  only  too 
glad  at  any  time  to  give  serious  consideration  to 
recommendations  from  any  individual  or  group  of 
individuals  for  improving  the  status  of  the  Col- 
lege of  Medicine  and  that  any  suggestions  for 
reorganizing  that  institution  should  be  submitted 
directly  to  the  trustees  who  undoubtedly  have  the 
authority  to  put  desirable  changes  into  effect. 

That  section  of  the  proposal  which  would  pro- 
vide that  Starling  Loving  Hospital  shall  be 
strictly  a charitable,  teaching  institution  may  not 
be  objectionable  per  se.  However,  this  is  an  im- 
possibility at  this  time  and  will  remain  such, 
until  the  General  Assembly  sees  fit  to  provide  the 
hospital  with  sufficient  funds  to  operate  inde- 
pendently of  revenues  now  derived  from  beds  oc- 
cupied by  pay-patients. 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Alcorn  and  carried,  the  foregoing  statement  was 
approved  and  adopted. 

Proposed  Medical  Lien  Law — It  was  reported 
that  the  proposed  medical  lien  law  to  be  spon- 
sored by  the  State  Medical  Association,  State 
Hospital  Association,  State  Nurses  Association 
and  State  Dental  Association,  would  be  introduced 
into  the  General  Assembly  before  February  11, 
which  is  the  deadline  for  general  introduction  of 
bills. 

Proposed  Reorganization  of  County  Health 
Administration — Recommendations  sponsored  by 
groups  advocating  the  reorganization  of  county 
government  for  the  establishment  of  a county 
health  department  as  a part  of  the  optional  re- 
organization program,  were  reviewed.  It  was 
pointed  out  that  these  suggestions  are  now  under 
consideration  by  the  State  Department  of  Health. 
By  action  of  the  Council  this  question  was  re- 
referred to  the  Committee  on  Public  Relations 
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and  Economics  for  further  study  and  for  con- 
ferences with  officials  of  the  State  Department  of 
Health. 

Special  Hospital  License  for  Interns — Dr.  Plat- 
ter reported  on  conferences  held  with  officials  of 
the  Ohio  Hospital  Association  on  the  possibility 
of  the  introduction  of  a bill  to  provide  for  special 
hospital  licenses  for  interns  who  had  not  re- 
ceived their  license  to  practice  medicine  and  sur- 
gery in  Ohio.  By  action  of  the  Council  this  ques- 
tion was  referred  to  the  Committee  on  Public 
Relations  and  Economics  for  study  and  a report 
at  a later  date. 

Cult  Proposals — Provisions  of  Hospital  Bill 
172  to  establish  a separate  board  for  the  ex- 
amining and  licensing  of  chiropractors  and  to 
broaden  the  rights  and  privileges  of  chiroprac- 
tors were  reviewed,  together  with  other  cult 
measures.  The  present  policy  of  the  State  Medi- 
cal Association  in  opposition  to  the  enactment  of 
such  proposals  was  reaffirmed.  (Note:  Senate 

Bill  132  to  establish  a separate  licensing  board 
for  osteopaths  was  introduced  February  9 by 
Senator  Van  Doren  of  Akron). 

Workmen’s  Compensation  Questions — The  Ex- 
ecutive Secretary,  in  the  absence  of  Dr.  Lowe, 
Akron,  chairman  of  the  Sub-Committee  on  Work- 
men’s Compensation,  reviewed  briefly  the  pro- 
visions of  some  of  the  proposals  to  amend  the 
Workmen’s  Compensation  Act  now  pending  before 
the  Legislature.  Also,  he  summarized  some  of  the 
problems  confronting  the  State  Industrial  Com- 
mission resulting  from  inadequate  appropriations 
for  carrying  on  the  administrative  work  of  the 
Commission.  By  action  of  the  Council  these  ques- 
tions were  referred  to  the  Sub-Committee  on 
Workmen’s  Compensation  for  study  and  action, 
if  necessary. 

Tax  on  Professional  Services — Dr.  Stone  re- 
ported that  the  Committee  on  Public  Relations 
and  Economics  had  made  a careful  analysis  of 
the  provisions  of  House  Bill  265,  one  section 
of  which  would  permit  the  county  commissioners 
of  any  county  to  levy  a 3 per  cent  tax  on  the 
gross  receipts  of  all  persons  engaged  in  the  ren- 
dition of  personal  and  professional  services  in 
order  to  provide  the  county  with  funds  to  match 
state  funds  for  poor  relief.  He  presented  the  fol- 
lowing statement,  which  the  committee  recom- 
mended that  the  Council  adopt  as  the  official 
policy  of  the  Association: 

Statement  of  Policy 

A bill  (House  Bill  265)  introduced  in  the  Ohio 
General  Assembly  on  February  4 by  Representa- 
tive Zablotny,  Cleveland,  and  known  as  an  “ad- 
ministrative measure”,  provides  that  the  county 
commissioners  of  any  county  at  their  discretion 
may  levy  certain  kinds  of  local  taxes  for  the  pur- 
pose of  raising  funds  to  be  used  by  the  county 
to  match  state  funds  for  poor  relief. 

One  section  of  the  proposal  would  permit 
county  commissioners  to  levy  a 3 per  cent  tax 


the  gross  receipts  of  those  rendering  personal  and 
professional  services. 

The  Committee  on  Public  Relations  and  Eco- 
nomics recommends  that  the  enactment  of  this 
provision  of  House  Bill  265  should  be  vigorously 
opposed  by  the  Ohio  State  Medical  Association 
for  the  following  reasons: 

(1)  Such  a tax  would  be  discriminatory  with 
respect  to  members  of  the  medical  profession,  as 
well  as  a few  other  groups  of  individuals  engaged 
in  rendering  professional  and  personal  services. 
It  would  be  illogical,  as  well  as  unfair,  to  levy  a 
gross  receipts  tax  on  those  engaged  in  the  “sale” 
of  personal  and  professional  services  and  not  levy 
the  same  tax  against  those  selling  tangible  per- 
sonal property.  If  the  principle  of  a gross  re- 
ceipts tax  is  to  be  applied,  it  should  be  levied 
uniformly  and  should  apply  to  all  individuals 
whether  selling  merchandise  or  rendering  ser- 
vices. 

(2)  To  ask  the  physicians  of  Ohio  to  pay  a 
tax  specifically  designed  to  raise  funds  for  poor 
relief  activities  is  inconsistent  and  unreasonable. 
The  medical  profession  for  years,  especially  dur- 
ing recent  years,  has  contributed  more  to  the  care 
of  the  needy,  through  the  rendition  of  free  ser- 
vices, than  any  other  single  group.  What  re- 
muneration physicians  have  received  for  services 
to  the  poor  has  been  meager  and  in  no  way  com- 
parable to  the  character  of  such  services.  Physi- 
cians, being  traditionally  a humanitarian  group, 
have  made  their  services  available  to  all  persons, 
regardless  of  their  ability  to  pay,  and  in  many 
instances  when  the  physician  knew  that  his  fees 
would  never  be  paid.  To  ask  physicians,  many  of 
whom  are  barely  able  to  collect  annually  an 
amount  adequate  to  meet  their  overhead  and 
actual  living  expenses,  to  make  a monetary  con- 
tribution to  poor  relief  in  addition  to  the  gratis 
services  they  are  rendering  such  individuals,  is 
unfair  and  in  a sense  “double  taxation”  in  its 
most  vicious  form. 

(3)  The  merchant  can,  if  he  desires,  absorb 
such  a tax  by  marking  up  the  price  of  his  mer- 
chandise. From  a practical  point  of  view,  this 
cannot  be  done  by  most  physicians.  Over  a period 
of  years,  medical  fees  have  become  fairly  well 
standardized.  The  physician  in  dealing  with  his 
clientele  will  find  it  difficult,  if  not  impossible,  to 
collect  this  tax  from  patients  who  have  become 
accustomed  to  paying  a more  or  less  standard 
fee  for  medical  services.  Too,  it  would  be  impos- 
sible for  the  physician  to  pass  on  the  tax  to 
governmental  agencies  such  as  the  Industrial 
Commission,  Department  of  Welfare,  etc.,  where 
the  amount  of  fees  have  been  established  by  law 
or  regulation. 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Alcorn  and  ccurried,  the  foregoing  statement  was 
approved  and  adopted. 

National  Legislative  Situation — The  Executive 
Secretary  summarized  information  received  from 
Dr.  Olin  West,  Secretary,  American  Medical  As- 
sociation, and  the  Bureau  of  Legal  Medicine  and 
Legislation  of  the  A.M.A.,  on  the  legislative  situa- 
tion at  Washington.  Special  reference  was  made 
to  the  proposal  for  extensive  reorganization  of 
administrative  departments.  Dr.  Stone  also  dis- 
cussed this  question  and  presented  the  following 
statement,  recommended  by  the  Committee  on 
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Public  Relations  and  Economics  for  consideration 
of  the  Council: 

Statement  of  Policy 

Much  publicity  has  been  given  to  plans  being 
advanced  by  certain  research  groups  for  the  re- 
organization of  the  activities  of  the  Federal 
Government. 

Summaries  of  proposals  which  have  been  sub- 
mitted for  the  consideration  of  the  Congress  have 
been  studied  with  interest  by  the  Committee  on 
Public  Relations  and  Economics,  especially  sug- 
gestions dealing  with  reorganization  of  the  public 
health  and  medical  activities  of  the  Federal  Gov- 
ernment. 

If  this  committee  correctly  senses  the  views  of 
the  members  of  the  medical  profession  of  Ohio 
on  how  the  health  activities  of  the  Federal  Gov- 
ernment should  be  administered,  we  are  con- 
vinced that  the  physicians  of  Ohio  believe  that  it 
would  not  be  to  the  public’s  interests  to  consoli- 
date administration  of  public  health  work  and 
administration  of  public  welfare  activities,  as 
recommended  in  one  report  presented  to  the  Con- 
gress. 

The  medical  profession  recognizes  the  need  for 
greater  efficiency  and  economy  in  governmental 
activities.  However,  public  health  work  is  the 
first  problem  and  responsibility  of  government, 
and  for  that  reason,  public  health  work  must  not 
be  subservient  to  their  governmental  interests.  It 
must  remain  an  independent,  definite  function  of 
government,  under  the  direction  of  competently 
trained  physicians. 

The  public  health  activities  of  the  Federal  Gov- 
ernment have  been  carried  on  effectively  and 
efficiently  by  the  present  United  States  Public 
Health  Service.  Nevertheless,  if  there  is  the  need 
for  modification  of  that  setup  and  for  consolida- 
tion of  all  public  health  and  medical  activities, 
the  medical  profession  of  Ohio  would  approve  of 
the  creation  of  a new,  single  department  of  public 
health  to  administer  those  activities  but  which 
would  be  a separate  and  distinct  agency,  on  a 
parity  with  other  administrative  departments. 

This  committee  recommends  that  the  Council 
adopt  this  as  an  expression  of  policy  and  that 
copies  be  transmitted  to  the  Ohio  members  of  the 
Senate  and  House  of  Representatives  of  the  Con- 
gress. 

On  motion  by  Dr.  Hogue,  seconded  by  Dr.  Al- 
corn and  carried,  the  foregoing  statement  was 
approved  and  adopted. 

miscellaneous  business 

Marriage  Examination  Proposal — Professor  H. 
W.  Arant  and  Professor  Norman  D.  Lattin,  Co- 
lumbus, members  of  the  Commission  on  Marriage, 
Divorce  and  Separation,  appeared  before  the 
Council,  by  invitation,  to  discuss  a proposal  under 
consideration  by  that  Commission  to  provide  that 
an  applicant  for  a marriage  license  must  submit 
to  a physical  examination  and  that  a license 
shall  not  be  issued  unless  the  examination  shows 
the  applicant  to  be  free  from  venereal  disease 
and  certain  other  disabilities.  A proposed  cer- 
tificate to  be  filled  out  by  the  examining  physi- 
cian and  certain  requirements  for  laboratory 
tests  were  discussed. 

Conference  with  Bar  Association — It  was  re- 
ported that  'a  conference  of  representatives  of  the 


Ohio  State  Medical  Association  and  the  Ohio 
State  Bar  Association  to  discuss  the  Medical  De- 
fense Plan  of  the  State  Medical  Association  is 
being  arranged. 

Communication  from  State  Medical  Board — A 
communication  from  the  State  Medical  Board 
with  respect  to  Resolution  B,  adopted  by  the 
House  of  Delegates  at  the  1936  Annual  Meeting, 
was  read  and  discussed  by  Dr.  Platter.  The  com- 
munication recommended  the  State  Association 
study  the  advisability  of  amending  the  Medical 
Practice  Act  to  provide  that  no  applicant  from  a 
foreign  country  shall  be  admitted  to  the  examina- 
tions given  by  the  State  Medical  Board  unless  the 
country  from  which  the  applicant  comes  will  ex- 
tend like  privileges  to  physicians  licensed  to  prac- 
tice in  Ohio. 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Kirkland  and  carried,  the  communication  was  re- 
ferred to  the  Committee  on  Public  Relations  and 
Economics  for  study. 

County  Hospital  Problems — A communication 
from  Dr.  Roberts,  Akron,  accompanied  by  a re- 
port of  a Special  Committee  on  Inquiry  of  the 
Summit  County  Medical  Society,  suggesting  that 
the  Ohio  State  Medical  Association  make  a sur- 
vey of  different  policies  prevailing  throughout 
the  state  with  respect  to  the  administration  and 
type  of  work  of  various  county  hospitals  was 
read.  On  motion  by  Dr.  Sherburne,  seconded  by 
Dr.  Beer  and  carried,  the  communications  were 
referred  to  the  Committee  on  Public  Relations 
and  Economics. 

Consolidation  of  Societies — On  motion  by  Dr. 
Hogue,  seconded  by  Dr.  Beer  and  earned,  the 
President  was  authorized  to  appoint  a special 
committee  to  consider  the  possibility  of  consolid- 
ating certain  component  societies.  Pursuant  to 
the  motion,  the  President  appointed  the  following 
committee:  Dr.  Brush,  chairman,  Dr.  Kirkland 

and  Dr.  Klotz. 

Montgomery  County  Amendments — Dr.  Alcorn, 
chairman  of  the  Judicial  Committee,  reported  that 
his  committee  had  considered  a proposed  amend- 
ment to  Chapter  3,  Section  7 of  the  By-Laws  of 
the  Montgomery  County  Medical  Society  provid- 
ing for  the  addition  of  the  following  words,  “It 
shall  have  entire  control  of  and  jurisdiction  over 
all  properties  and  monies  belonging  to  the  society, 
and  shall  perform  such  other  duties  that  usually 
belo  \g  to  a Board  of  Trustees”,  and  approved  the 
suggested  amendment. 

On  motion  by  Dr.  Alcorn,  seconded  by  Dr. 
Hogue  and  carried,  the  Council  officially  approved 
the  amendment  as  submitted. 

There  being  no  further  business,  the  Council 
adjourned  to  meet  at  the  call  of  the  President. 

Attest:  Charles  S.  Nelson, 

Executive  Secretary. 
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Do  You  Know  - - - 

The  policies  and  procedures  on  which  officials 
of  the  Ohio  State  Medical  Association  and  the 
State  Department  of  Health  have  been  in  agree- 
ment for  a number  of  years  with  respect  to  vac- 
cination and  immunization  activities  of  local 
health  departments? 

Briefly,  they  are  as  follows: 

Function  of  State  Department  of  Health — To 
assist  local  health  commissioners  with  Schick 
testing,  vaccination  work  and  immunization  cam- 
paigns on  request,  and  after  the  local  health  com- 
missioner has  had  an  understanding  with  the 
county  medical  society  on  policy  and  procedure. 
Obviously,  in  serious  emergencies,  the  department 
may,  if  necessary,  resort  to  drastic  measures  and 
what  are  virtually  police  powers. 

Function  of  Local  Health  Department — Before 
the  local  health  commissioner  launches  a vac- 
cination or  immunization  campaign,  he  should 
secure  the  endorsement  and  cooperation  of  the 
county  medical  society.  This  policy  is  emphasized 
in  the  instructions  of  the  State  Department  of 
Health.  In  other  words,  the  local  health  commis- 
sioner should  carry  on  his  vaccination  and  im- 
munization programs  in  a manner  which  is  ac- 
ceptable to  the  members  of  the  local  medical  pro- 
fession. 

Function  of  County  Medical  Society — It  should 
confer  with  the  local  health  commissioner  on 
these,  as  well  as  all  other  public  health  questions. 
It  should  be  prepared  to  offer  constructive  sug- 
gestions, and  to  cooperate  with  the  health  com- 
missioner in  a mutually-satisfactory  and  prac- 
tical program.  It  should  insist  that  the  local 
health  commissioner  conduct  any  program  in  a 
manner  satisfactory  to  a majority  of  the  mem- 
bers of  the  society. 

Optional  Plans  Summarized — In  some  counties, 
by  agreement  between  the  county  medical  society 
and  the  local  health  commissioner,  the  health  com- 
missioner and  his  staff  vaccinate  and  immunize 
only  indigents  and  refer  children  whose  parents 
can  pay  for  such  services  to  family  physicians.  In 
other  counties,  by  agreement,  the  health  depart- 
ment provides  services  for  all  classes  of  children. 
In  some  communities,  all  the  work  is  done  by 
physicians  in  private  practice  who  are  reim- 
bursed by  the  health  department  for  services  ren- 
dered indigent  children.  In  a number  of  counties, 
vaccination  and  immunization  is  done  at  health 
centers,  under  the  supervision  of  the  health  de- 
partment, by  physicians  in  private  practice, 
working  in  shifts  or  on  a rotating  basis. 

Function  of  School  Physician — In  some  in- 
stances confusion  has  arisen  relative  to  the  scope 
of  the  services  of  regularly  employed  school  phy- 
sicians. Present  Ohio  statutes  provide  that  the 


school  physician  may  make  examinations  and 
diagnosis  of  pupils  but  do  not  permit  him  to  treat 
them.  In  fact,  the  statutes  state  that  the  school 
physician  shall  communicate  with  the  parents  of 
sick  children,  “advising  that  the  family  physician 
be  consulted”. 

This  is  necessarily  a curtailed  summary  as  it 
exists  in  various  parts  of  Ohio.  Nevertheless,  it 
shows  that,  in  the  final  analysis,  these  programs 
are  local  in  their  scope  and  should — in  fact  can — 
be  set  up  so  as  to  be  acceptable  to  all  parties  con- 
cerned. 


COMING  MEETINGS 

Ohio  State  Medical  Association,  Dayton,  April 
28-29. 

American  Medical  Association,  Atlantic  City, 
June  7-11. 

American  Association  of  Anatomists,  Toronto, 
March  25-27. 

American  Association  of  Pathologists  and  Bac- 
teriologists, Chicago,  March  25-26. 

American  Association  for  the  Study  of  Neo- 
plastic Diseases,  Philadelphia,  April  9-10. 

American  Clinical  and  Climatological  Associa- 
tion, Baltimore,  October  11-13. 

American  Qphthalmological  Society,  Hot 
Spi'ings,  Va.,  June  3-5. 

American  Physiological  Society,  Memphis, 
Tenn.,  April  21-24. 

American  Proctologic  Society,  Atlantic  City, 
June  6-8. 

American  Public  Health  Association,  New  York 
City,  October  5-8. 

American  Urological  Association,  Minneapolis, 
June  29-July  1. 

Associated  Anesthetists  of  the  United  States 
and  Canada,  Atlantic  City,  June  7-11. 

Association  of  American  Physicians,  Atlantic 
City,  May  4-5. 

First  International  Conference  on  Fever  Ther- 
apy, New  York,  March  29-31. 

National  Tuberculosis  Association,  Milwaukee, 
May  31-June  3. 

Southern  Surgical  Congress,  Louisville,  Ky., 
March  8-10. 


Northwest  Medical  Conference 

The  Northwest  Medical  Conference,  an  annual 
meeting  of  representatives  of  medical  societies 
of  Central  and  Northwestern  states,  was  held  at 
the  Palmer  House,  Chicago,  February  14.  Sym- 
posiums were  presented  on  postgraduate  educa- 
tion, medical  economics  and  social  security  ac- 
tivities. Charles  S.  Nelson,  Executive  Secretary 
of  the  Ohio  State  Medical  Association,  spoke  on 
“Survey  of  Activities  of  State  Governments  and 
State  Medical  Societies  in  Social  Secui'ity”. 


ECONOMICS  -PROFESSIONAL  RELATIONS- - 
ORGANIZATION  PROBLEMS 


HAVE  YOU  DONE  YOUR  PART  IN  PRESENT 
LEGISLATIVE  CRISIS? 

To  Every  Member  of  the  Ohio  State  Medical  Association: 

Do  you  realize  the  seriousness  of  the  situation  which  has  developed  in  the  Ninety- 
Second  Ohio  General  Assembly  now  in  session  at  Columbus? 

Do  you  know  that  public  health  administration  in  Ohio  and  scientific  medicine  are 
confronted  with  a crisis? 

Do  you  know  that  various  groups — osteopaths,  chiropractors,  naprapaths  and  faith- 
healers — are  staging  one  of  the  most  desperate  drives  they  have  launched  in  decades 
to  break  down  the  safeguards  against  quackery  and  incompetency  which  have  been 
established  in  Ohio  by  the  present  Medical  Practice  Act  and  destroy  the  centralized  re- 
sponsible examining  and  licensing  system  administered  by  the  State  Medical  Board 
for  all  who  profess  to  treat  the  sick  ? 

Do  you  know  if  the  proposals  which  have  been  introduced  are  enacted,  the  above 
practitioners  will  have  succeeded  in  legislating  themselves  into  the  general  unre- 
stricted practice  of  medicine  despite  their  inferior  training  and  unfitness? 

That  is  the  situation  which  exists.  What  are  you  going  to  do  about  it? 

There  is  but  one  thing  for  you  to  do,  namely: 

See  the  member  or  members  of  the  House  of  Representatives  and  State  Senate 
from  your  community  immediately.  Explain  to  him  or  them  the  dangers  and  fallacies 
of  the  separate  examining  and  licensing  bills  which  are  being  sponsored  by  limited 
practitioners  and  which  would  permit  them  to  engage  in  the  unrestricted  practice  of 
medicine.  Ask  him  or  them  to  follow  your  advice  and  vote  against  those  proposals  if 
and  when  they  come  to  a vote. 

The  specific  bills  which  must  be  defeated  are: 

SENATE  BILL  132  (osteopathic) 

HOUSE  BILL  172  (chiropractic) 

HOUSE  BILL  560  (naprapathic) 

SENATE  BILL  329  and  HOUSE  BILL  566  (faith -healing) 

If  you  cannot  see  personally  members  of  the  General  Assembly  write  them,  tele- 
phone them  or  wire  them  your  views  on  these  bills. 

You  and  every  other  member  of  the  State  Association,  as  well  as  all  official  and 
unofficial  public  health  workers  of  the  state  and  others  who  are  sincerely  interested  in 
preserving  public  health  and  maintaining  safeguards  against  a flood  of  incompetents  in 
the  healing  arts,  must  assume  the  responsibility  for  furnishing  members  of  the  General 
Assembly  with  information  and  advice  on  these  measures  and  requesting  their  defeat. 

The  present  situation  is  acute.  The  outcome  will  depend  a great  deal  on  whether 
or  not  you  are  willing  to  volunteer  your  services  and  take  an  active  part  in  the  battle 
which  is  taking  place. 
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One  of  the  most  important  activities  which  or- 
ganized medicine  should — in  fact,  must — under- 
take on  a more  extensive  scale  is  education  of  the 

public  on  medical 

Organized  Medicine  Mustand  public  health 
„ i a i • subjects  and  on 

Place  Facts  and  Advice  some  of  the  com_ 

Before  the  Public  plicated  economic 

and  social  prob- 
lems involved  in  the  distribution  of  medical  ser- 
vice. 

True  enough,  some  of  the  county  medical  so- 
cieties and  academies  of  medicine  of  the  state  are 
carrying  on  some  excellent  projects.  Nevertheless, 
some  societies  are  doing  nothing  in  this  field. 
They  should  be  doing  something  to  keep  the 
viewpoints  of  the  medical  profession  before  the 
public.  Extensive  programs  are  not  feasible  in 
some  communities.  However,  large  or  small, 
some  educational  project  should  be  sponsored  by 
organized  medicine. 

The  annual  report  of  Dr.  C.  E.  Hufford,  director 
of  education  of  the  Toledo  Academy  of  Medicine, 
published  in  a recent  issue  of  The  Toledo 
Academy  of  Medicine  Bulletin,  reveals  some  of 
the  things  which  can  be  accomplished  by  a public 
educational  program.  Similar  excellent  projects 
are  being  staged  by  societies  in  other  parts  of 
the  state.  Toledo  is  merely  cited  as  an  example 
and  to  emphasize  the  importance  of  this  type  of 
organized  activity.  Here  is  what  Dr.  Hufford  had 
to  say  in  his  report: 


“In  bringing  the  work  of  this  past  Academy 
year  to  a close,  it  seems  entirely  fitting  to  take 
inventory  of  our  accomplishments  and,  by  sur- 
veying in  retrospect,  to  build  more  securely  for 
the  future  by  avoiding  bast  mistakes.  In  no 
activity  of  our  Academy  is  this  more  apropos  than 
in  that  of  education.  In  no  other  department  of 
our  work  is  it  more  necessary  that  a virile,  pro- 
gressive attitude  be  maintained  than  in  the 
various  subdivisions  of  our  Education  Bureau; 
namely,  the  Radio  Bureau,  the  Speakers’  Bureau 
and  Bureau  of  Publicity  and  Publications.  On 
these  agencies  alone  depends  the  consciousness 
of  the  general  public  that  we  are  an  organization 
that  has  a greater  purpose  than  mere  self-preser- 
vation. Through  these  means  the  Academy  ex- 
presses its  approval  or  disapproval  of  the  mul- 
titude of  influences  that  affect  the  health  and 
lives  of  our  citizens,  directly  or  indirectly. 

“Through  these  agencies  the  public  benefits 
by  the  careful  analysis  of  medical  and  health 
problems  by  scientifically  trained  minds  of  our 
profession.  Fifty-two  such  analyses  were  made 
this  past  year  by  our  radio  speakers.  Every  one 
of  these  subjects  had  a vital  interest  for  some 
portion  of  our  community. 

“Through  the  Speakers’  Bureau  more  than  a 
score  of  lay  organizations  in  Toledo  received  the 
benefit  of  mature  scientific  judgment  on  many 
pertinent  health  subjects. 

“As  a result  of  this  effort,  there  is  a growing 
dependence  of  the  public  on  our  organization  to 
furnish  the  facts  in  many  situations  where  the 
discussion  is  centered  about  health  matters.  This 
is  most  evident  in  the  Academy  secretary’s  office 
where  daily  inquiries  are  received  regarding  some 


health  problem  about  which  the  individuals  con- 
cerned wish  to  obtain  accurate  facts. 

“The  tendency  has  spread  even  to  the  press 
which,  with  increasing  frequency,  is  seeking  cor- 
rect information  on  many  controversial  health 
subjects,  from  the  Academy  of  Medicine.  This  is 
looking  toward  the  coveted  goal  when  all  such 
matters  will  be  referred  to  the  proper  fact-finding 
body  before  being  flaunted  in  the  printed  column. 
Only  by  constant  striving  to  present  scientific 
truth  in  the  most  practical  manner,  will  we  merit 
and  maintain  this  dependence  of  the  public  on  us. 

“It  is  this  challenge  that  must  stimulate  our 
Academy  to  continue  the  splendid  efforts  to 
supply  every  honest  demand  for  scientific  in- 
formation on  matters  affecting  the  health  and 
happiness  of  our  community.” 


A physician  who  is  a member  of  his  county 
medical  society  and  the  Ohio  State  Medical  Asso- 
ciation should  complete  his  affiliation  with  or- 
ganized medicine  by  becoming  a Fellow  of  the 
American  Medical  Association.  The  cost  is  $7  per 
year,  which  includes  a subscription  to  The  Jour- 
nal of  the  A.M.A. 


In  making  a plea  for  improvement  of  the 
scientific  pi-ograms  of  county  medical  meetings, 
Dr.  Iago  Galdston,  executive  secretary  of  the 

Medical  Informa- 

County  Society  Program  tion  Bureau  of 
i A the  New  York 

Keystone  of  Continuous  Academy  of  Med- 

Education  of  Physicians  icine,  in  a recent 

issue  of  the  New 
England  Journal  of  Medicine,  expressed  a thought 
which  is  well  worth  passing  on  to  county  society 
officials. 

While  lauding  the  opportunities  offered  by  post- 
graduate courses,  Dr.  Galdston  emphasized  the 
necessity  of  providing  for  the  physician  in  active 
practice  so  that  he  may  bring  his  knowledge  up 
to  the  mark  without  withdrawing  from  everyday 
activity. 

Pointing  out  that  the  county  society  meeting 
is  the  common  meeting-place  for  physicians,  he 
urged  that  periodically  resume  programs  be 
offered  at  such  meetings — not  resumes  of  what 
is  the  newest,  the  most  recent  and  the  least  tried 
of  medical  ideas  and  practices,  but  rather  resumes 
of  what  is  known,  what  is  accepted  and  what  has 
been  proved. 

Said  Dr.  Galdston: 


“This  idea  is  a simple  one.  Alas,  too  fatally 
simple.  For,  if  it  is  applied  crudely,  uncritically, 
it  creates  a pathetic  effect.  What  can  be  more 
boring  than  being  told  what  is  all  too  well 
known?  Hash  is  hash,  even  when  called  a 
resume.  But  we  are  not  after  hash  in  the 
resume  meeting.  We  need  and  desire  a recrystal- 
lization of  thought  and  knowledge  in  a given 
field,  a rearrangement  of  old  elements  to  make  a 
new  pattern,  a trimming  of  dead  limbs  to  bring 
new  life  into  a branch  of  knowledge.  All  of 
which  calls  for  the  choice  of  a suitable  subject  and 
a competent  essayist. 

“There  is  a time  and  seasonableness  for  sub- 
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jects.  Not  all  may  be  revalued  effectively;  in 
many  there  is  nothing  new  to  report,  as  the  old 
concepts  still  hold  good.  But  others  cry  for  re- 
statement. There  is  a sort  of  nodal  point  at  which 
progress  in  a given  field  may  be  focused  to  form 
a new  and  clear  picture.  Such  is  the  instance  now 
in  the  diseases  of  the  blood,  and  in  the  evaluation 
of  the  emotional  factor  in  functional  disturbance. 
A year  from  now  the  time  may  be  ripe  for  a 
resume  of  physical  therapy  in  general  practice. 
Nutrition,  the  diagnosis  and  treatment  of  tuber- 
culosis and  traumatic  surgery  are  fit  subjects  for 
restatement. 

“But  one  cannot  readily  compose  a catalogue 
and  schedule  of  subjects  to  be  so  treated  which 
are  suitable  for  differing  times  and  places.  The 
task  is  not  for  one  man  and  the  problem  varies 
from  place  to  place.  But  the  essential  idea  is 
important.  A resume  is  not  a mere  restatement 
of  what  is  known.  It  is  essentially  a philosophical 
task,  it  is  the  bringing  forth  of  a new  concept,  at 
times  furthering,  at  times  reversing,  the  older 
concept.  It  is  a critical  evaluation,  a sifting  of 
older  knowledge  and  its  amalgamation  with  newer 
knowledge.  A resume  is,  indeed,  of  the  very 
nature  of  the  philosophy  of  medicine,  that  phase 
of  medicine  which  is  as  precious  as  its  science.” 


The  essence  of  any  peaceable  relationship  in 
human  affairs  is  that  nobody  shall  have  arbitrary 
power. — Walter  Lippman. 


Judging  from  the  drives  being  made  in  several 
states  this  year  for  a Basic  Science  Law  to  ex- 
amine all  applicants  for  licenses  to  practice  any 

of  the  healing 
arts  in  basic 
sciences,  states 
where  multiple 
board  systems  of 
licensure  have 
been  foisted  on  the  public  by  the  various  cults 
are  beginning  to  realize  what  a mistake  such 
legislation  really  is. 

The  present  situation  here  in  Ohio  is  identical 
with  the  situation  in  states  which  have  enacted 
Basic  Science  Laws.  The  Ohio  Medical  Board 
examines  all  applicants  in  the  basic  sciences. 
In  so-called  basic  science  states,  such  examina- 
tions are  conducted  by  a board  composed  of 
equally  as  competent  men  and  not  by  the  various 
separate  boards  for  the  different  schools  of  prac- 
tice. 

There  is  no  need  now  for  a Basic  Science  Act 
in  Ohio.  If  the  separate  board  proposals  of  the 
cults  now  pending  in  the  General  Assembly  are 
enacted,  the  enactment  of  a Basic  Science  Law  in 
Ohio  eventually  will  become  necessary.  This  can 
be  avoided  if  the  bills  referred  to  are  properly 
killed  by  the  Legislature. 

Too  frequently  the  public  is  hoodwinked  by  the 
cults  and  they  are  able  to  lobby  through  their  in- 
dependent board  bills  (not  in  Ohio  to  date  but  in 
some  other  states). 

However,  the  public  cannot  be  fooled  too  often. 


It  resents  misrepresentation  and  fraud.  That  is 
what  happened  in  quite  a number  of  states  where 
the  public  has  demanded  that  the  flood  of  in- 
competents let  loose  by  the  multiple  board  sys- 
tem be  stopped.  The  agency  being  used  is  a 
Basic  Science  Law.  The  public  in  those  states 
now  realizes  that  the  medical  profession  was 
correct  when  it  warned  that  the  separate  board 
system  would  menace  public  health  and  cause  a 
deluge  of  quacks  and  incompetents. 

Ohio  at  present  is  adequately  safeguarded  by 
its  Medical  Practice  Act. 

It  is  up  to  the  medical  profession  to  let  the 
public  know  what  will  happen  as  sure  as  fate  if 
that  act  is  riddled  and  a multiple  board  system 
of  licensure  substituted. 


No  matter  what  your  task  in  life  may  be,  make 
your  trade-mark  excellence,  and  let  your  work 
prove  it. — George  Washington. 


One  of  the  points  frequently  stressed  by  critics 
of  the  medical  profession,  including  members  of 
the  profession  as  well  as  the  laity,  is  that  physi- 
cians as  a group  have  failed 
Definite  to  stick  together  on  im- 

. portant  issues  and  are  too 

Ubjectives,  reticent  in  taking  direct  ac- 

Direct  Action  tion  in  support  of  their  views 
and  objectives. 

In  some  respects,  this  criticism  is  correct  and 
justifiable.  However,  this  apparent  weakness  in 
the  organized  activity  of  the  medical  profession  is 
not  a thing  that  cannot  be  eliminated,  and  quickly, 
if  the  profession  has  a mind  to  do  so. 

A pertinent  observation  on  this  question  was 
made  recently  by  the  editor  of  The  Journal  of  the 
Medical  Society  of  New  Jersey.  Writing  on 
“Definiteness  of  Objectives  of  Medical  Societies”, 
he  said: 

“A  medical  society  is  efficient  in  proportion  to 
the  definiteness  of  its  objectives,  and  the  direct- 
ness of  its  efforts  to  attain  them. 

“The  business  of  a successful  medical  society 
does  not  run  itself;  it  is  the  result  of  careful 
planning  by  a few  leaders,  and  of  purposeful 
effort  by  the  members. 

“A  physician  in  private  practice  is  successful 
in  proportion  to  his  ability  to  secure  the  hearty 
cooperation  of  his  patients  and  their  families  and 
neighbors. 

“A  medical  society  is  efficient  to  the  extent  that 
it  adopts  and  promotes  definite  projects  in  which 
the  individual  members  can  take  part.” 

These  points  are  well-taken.  Those  county 
medical  societies  and  academies  who  have  estab- 
lished definite  objectives,  have  adhered  to  definite 
policies  on  important  issues  and  have  taken  direct 
action  in  support  of  their  concerted  views,  have 
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made  their  influence  felt  in  their  respective  com- 
munities. 

In  view  of  the  increased  number  of  serious  and 
complex  problems  now  confronting  the  medical 
profession,  medical  organization  must  follow  more 
closely  than  ever  before  these  fundamentals  to 
effective  organized  activity. 

National,  state-wide  and  local  action  by  medical 
organization  cannot  be  wholly  successful  unless 
the  profession  is  united  on  its  fundamental 
policies  and  every  physician  maintains  an  active 
interest  in  the  activity  necessary  to  carry  out  the 
aims  and  objectives  of  the  organized  medical  pro- 
fession. 


Dr.  Boudreau  is  Named  Executive 
Director  of  Milbank  Fund 

Dr.  Frank  G.  Boudreau,  former  Ohio  physician, 
and  at  present  Chief  of  the  Service  of  Epidemio- 
logical Intelligence  and  Public  Health  Statistics 
of  the  Health  Organization  of  the  League  of 
Nations,  has  been  appointed  executive  director 
of  the  Milbank  Memorial  Fund.  He  will  assume 
the  post  on  April  1,  filling  the  position  left  vacant 
by  the  death  of  Edgar  Sydenstricker. 

A graduate  in  medicine  of  McGill  University, 
Dr.  Boudreau,  for  a time  was  pathologist  at 
Charity  Hospital,  Cleveland.  In  1911  he  was  ap- 
pointed epidemiologist  on  the  staff  of  the  Ohio 
Department  of  Health,  and  remained  in  that  de- 
partment, except  for  a period  of  two  years  during 
the  World  War  when  he  was  an  officer  in  the 
U.  S.  Medical  Reserve  Corps,  until  1925.  On  his 
return  to  Ohio  in  1919,  he  was  entrusted  with 
the  organization  of  the  new  health  districts  under 
the  Hughes-Griswold  law.  Dr.  Boudreau  was  an 
active  member  of  the  Ohio  State  Medical  Asso- 
ciation and  a frequent  contributor  to  The  Journal. 

In  1925  he  was  appointed  statistician-epidemi- 
ologist on  the  staff  of  the  Health  Organization 
of  the  League  of  Nations. 

Dr.  Boudreau’s  service  with  the  League  has  re- 
quired him  to  travel  widely,  particularly  in  Eu- 
rope, the  Far  East  and  Latin-America.  He  is 
well  known  in  this  country  for  his  work  in  epi- 
demiology and  public  health. 


Philadelphia  Postgraduate  Institute 

The  Second  Annual  Postgraduate  Institute  of 
the  Philadelphia  County  Medical  Society  will  be 
held  in  Philadelphia,  Pa.,  April  12-16.  An  im- 
posing list  of  speakers  has  been  engaged  to 
discuss  the  subject  of  this  year’s  meeting,  “Dis- 
eases of  the  Chest  and  Upper  Respiratory  Tract”. 
Additional  details  concerning  the  meeting  can  be 
obtained  by  writing  to  the  Philadelphia  County 
Medical  Society,  21st  and  Spruce  Streets,  Phila- 
delphia, Pa. 


Returns  Which  Must  Be  Made  and  Taxes 
Paid  by  Physicians  During  Month 
of  March 

Ohio  physicians  must  file  certain  tax  returns 
and  pay  certain  taxes  during  the  month  of  March. 

March  15  is  the  final  date  for  filing  Federal  in- 
come tax  returns  for  the  year  1936,  and  for  pay- 
ment of  the  first  quarterly  payment  of  the  tax 
due.  This  payment  should  be  made,  and  the  re- 
port filed  with  the  Collector  of  Internal  Revenue 
in  the  district  in  which  the  physician  resides. 

March  31  is  the  last  day  for  payment  of  the 
monthly  payroll  tax,  covering  wages  paid  during 
the  month  of  February,  1937,  under  Title  8,  the 
old-age  benefits  section  of  the  Federal  Social  Se- 
curity Act.  This  tax  applies  to  every  physician 
who  employs  one  or  more  persons  in  his  office,  and 
amounts  to  one  per  cent  of  the  payroll  paid  by 
the  physician,  plus  the  same  amount  deducted  by 
the  physician  from  each  employee’s  wages.  In 
response  to  the  request  of  many  employers  who 
have  expressed  their  desire  of  paying  this  tax 
rather  than  reduce  employees’  wages  by  the 
amount  of  deduction  required  under  Title  8,  the 
Federal  Bureau  of  Internal  Revenue  has  ruled 
that  employers  who  wish  to  do  so,  may  legally 
pay  their  employees’  Old  Age  Benefits  tax  in- 
stead of  deducting  it  from  employees’  wages. 
Such  payments  will  not  be  considered  additional 
wages  under  either  Title  8 or  Title  9 of  the  Social 
Security  Act.  This  tax,  together  with  Form  SS-1, 
must  be  paid  to  the  Collector  of  Internal  Revenue 
in  the  district  in  which  the  physician  resides. 

March  31  is  the  final  day  for  the  filing  of  the 
Ohio  Personal  Property  Tax  return.  This  return, 
on  which  all  tangible  and  intangible  personal 
property  in  possession  of  a physician  January  1, 
1937,  which  is  subject  to  taxation  under  the  Ohio 
law,  should  be  listed,  must  be  filed  in  the  office 
of  the  auditor  of  the  county  in  which  the  phy- 
sician resides. 

Few  Ohio  physicians  will  be  affected  by  the 
taxing  provisions  of  the  State  and  Federal  Un- 
employment Compensation  Acts,  which  are  ap- 
plicable to  employers  of  eight  or  more  persons 
during  1936.  Returns  in  connection  with  this  tax 
must  be  filed  with  Unemployment  Compensation 
Commission,  68  E.  Gay  St.,  Columbus,  on  or  be- 
fore March  1,  and  with  the  District  Collector  of 
Internal  Revenue  on  or  before  April  1. 

Complete  details  concerning  the  above  listed 
taxes  were  published  in  the  February,  1937,  issue 
of  The  Ohio  State  Medical  Journal,  pages  200-205. 


Cincinnati — Dr.  M.  A.  Blankenhorn,  professor 
of  medicine,  University  of  Cincinnati  College  of 
Medicine,  recently  addressed  the  Ohio  County 
Medical  Society,  Wheeling,  W.  Va.,  on  “The 
Treatment  of  Lobar  Pneumonia  with  Serum.” 


THE  NEED  FOR  THE  RIGHT  KIND  OF  OFFICE  ATTENDANT 

By  L.  R.  EFFLER,  M.D.,  Toledo,  Ohio 


IT  goes  without  saying  that  an  “office  atten- 
dant” presupposes  a young  lady.  The  big 
question  to  decide  is  whether  the  “young 
lady”  should  be  a trained  nurse  or  a trained  secre- 
tary. 

To  hire  just  a young  lady  for  your  office,  who 
has  no  special  qualifications  beyond  good  personal 
appearance,  is  a big  mistake.  She  must  be  a help 
to  you  in  more  ways  than  wearing  a nice,  white 
uniform  if  you  expect  to  impress  people  of  the 
right  class  and  see  your  business  go  forward  by 
leaps  and  bounds. 

To  take  a young  high  school  girl  into  your 
office  just  because  you  can  hire  her  cheaply  is  no 
asset.  She  will  cause  you  many  gray  hairs  in  her 
training-process.  Naturally,  of  course,  there  are 
exceptions  to  this  rule.  This  is  especially  so  if 
such  a young  lady  has  promise  far  above  the 
average.  In  general,  your  office  attendant  should 
be  mature  enough  to  be  beyond  the  giddy  stage. 

It  is  much  easier  to  hire  a girl  who  is  already 
trained.  It  becomes  only  a question  then  of 
whether  she  fits  into  your  or  your  patients’  per- 
sonalities. 

The  nature  of  your  business  must  decide 
whether  you  need  a “trained  nurse”  or  a “trained 
secretary”. 

If  your  work  is  mostly  technical  and  demands 
both  assistance  and  a large  use  of  instruments, 
you  need  a nurse.  This  is  especially  true  in  ear, 
nose,  and  throat  practice.  In  this  field,  both  ex- 
amination and  treatment  may  be  somewhat  pain- 
ful because  you  are  dealing  with  organs  of  special 
sense.  Steadying  of  the  head  by  a competent 
attendant  gives  a patient  a feeling  of  greater 
security.  Moreover,  the  sight  of  blood  or  pus  or 
a fainting  patient  is  “old  stuff”  to  a trained 
nurse;  whereas,  to  a trained  secretary,  they  may 
be  the  cause  of  shudders  and  a weak  stomach  on 
her  part  when  you  need  her  most. 

Lastly,  a trained  nurse  will  know  instinctively 
not  only  the  routine  of  instrument-sterilization 
but  also  the  fine  points  of  oiling  and  putting  the 
instruments  away  in  good  condition  for  a future 
day. 

If  your  work  is  mostly  non-technical  and  en- 
tails only  the  routine  of  examination,  you  may 
not  need  a trained  nurse  but  a trained  secretary. 
In  other  words,  her  business  with  the  patient  may 
begin  and  end  with  ushering  the  patient  in  and 
out  of  your  sanctum.  For  the  rest,  her  duties  are 
concerned  largely  with  your  dictation  of  letters 
and  reports  and  the  keeping  of  your  books  and 
accounts. 


We  have  said  that  you  need  either  a “trained 
nurse”  or  a “trained  secretary”.  You  should  have 
no  great  difficulty  in  securing  either. 

In  the  one  instance,  the  more  enterprising 
nurses  have  long  since  realized  that  their  field  is 
overcrowded,  that  they  cannot  stop  with  the  mere 
winning  of  an  R.N.  degree,  but  that  they  must  go 
on  either  into  postgraduate  work  or  fit  themselves 
with  stenography  and  typing  for  secretarial 
duties  in  doctors’  offices.  If  a trained  nurse  has 
not  shown  enough  enterprise  and  foresight  to  do 
these  things,  she  will  be  of  very  little  practical 
use  to  you. 

All  things  considered,  the  trained  nurse,  who 
at  one  moment  can  assist  you  competently  in 
your  medico-surgical  office  needs  and  at  the  next 
moment  can  handle  your  secretarial  wants  effi- 
ciently, makes  an  ideal  combination  and  wins 
first  place  as  a doctor’s  office  attendant. 

In  the  other  instance,  sharp  competition  in  the 
secretarial  field  has  decreed  that  superficial  train- 
ing at  shorthand  or  on  the  typewriter  will  not 
go  far.  The  utmost  in  speed  and  efficiency  are 
demanded.  With  these,  of  course,  go  also  a fair 
knowledge  of  English  grammar,  spelling,  and 
punctuation.  Any  first-class  business  school  will 
be  able  to  supply  you  such  a candidate.  Natural 
aptitude  will  be  a further  asset  that  will  enable 
speedy  adjustments  to  your  particular  and  in- 
dividual office  requirements.  A “trained  secre- 
tary” should  not  be  expected  to  teach  you  how  to 
run  your  office  but  should  fall  into  line  promptly 
with  your  suggestions  on  how  you  would  like  your 
office  to  run  with  a maximum  of  smoothness  and 
a minimum  of  friction. 

Whether  the  choice,  therefore,  of  “trained 
nurse”  or  “trained  secretary”  best  fits  your  in- 
dividual needs — is  your  first  problem.  In  any 
case,  she  should  be  trained  in  advance  for  an 
office  position. 

Your  second  problem  is  whether  she  meets  your 
standard  requirements.  Reams  of  foolscap  could 
be  written  on  the  qualities  you  would  like  to  have 
her  possess.  The  chances  are,  however,  that  you 
will  wait  in  vain  for  a paragon  of  virtues. 

Be  she  “trained  nurse”  or  “trained  secretary”, 
the  following  qualities  at  least  should  be  con- 
sidered fundamental  and  practiced  as  a pleasure 
instead  of  with  cold  attention1  to  duty: 

a)  Toward  the  public,  there  should  be  in  evi- 
dence tact  and  personality,  neatness  and  cleanli- 
ness, patience  and  sympathy. 

b)  Toward  the  doctor,  there  should  be  loyalty 
and  respect,  willingness  and  efficiency,  honorable- 
ness and  honesty,  forthrightness  and  candor. 
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IMPORTANT  NOTICE  TO  THOSE  WHOSE  DUES  ARE  UNPAID 

In  compliance  with  federal  postal  regulations,  the  names  of  all  physicians 
who  have  not  paid  their  1937  membership  dues  in  The  Ohio  State  Medical  As- 
sociation must  be  removed  from  The  Journal  mailing  list  after  this  issue. 

Membership  dues  for  1937  were  payable  on  or  before  January  1.  As  a 
courtesy  to  those  who  have  failed  to  pay  their  1937  dues,  The  Journal  has 
been  mailed  to  them  for  the  first  three  months  of  this  calendar  year.  Only 
those  whose  dues  are  paid  will  receive  future  issues  of  The  Journal  and  be  re- 
tained on  the  membership  records. 

If  you  are  among  those  on  the  “delinquent”  membership  list  of  the  State 
Association,  your  membership  dues  for  1937  should  be  transmitted  to  the 
secretary-treasurer  of  your  county  medical  society  or  academy  immediately. 

Medical  organization  never  had  more  to  offer  you  than  it  has  today.  You 


cannot  afford  to  let  your  membership 


Quarantine  on  Dogs  Explained 

The  authority  of  the  board  of  health  of  either 
a general  health  district  or  a county  health  dis- 
trict to  establish  a quarantine  on  all  dogs,  re- 
gardless of  whether  or  not  they  were  immunized, 
when  rabies  is  prevalent  in  a community,  is  ex- 
plained in  a recent  issue  of  The  Ohio  Health 
Neivs. 

It  is  pointed  out  that  immunized  dogs  are  not 
exempt  from  quarantine  regulations,  according  to 
the  following  excerpts  from  opinions  of  the  Attor- 
ney General: 

No.  3894 — Feb.  1,  1935 — “A  board  of  health 
may  under  the  provisions  of  Sections  1261-42,  and 
5652-16,  General  Code,  declare  a quarantine  of  all 
dogs  which  have  not  been  immunized  against 
rabies,  within  the  territory  under  its  jurisdiction 
or  part  thereof,  whenever  in  its  judgment  rabies 
shall  be  declared  to  be  prevalent  and  such  step 
is  deemed  necessary  for  the  prevention  or  restric- 
tion of  disease.” 

No.  6009 — Aug.  28,  1936 — “It  is  my  opinion,  in 
specific  answer  to  your  inquiry,  that  a board  of 
health  may,  under  the  provisions  of  Section 
5652-16,  General  Code,  declare  a quarantine  of  all 
dogs  within  the  territory  under  its  jurisdiction  or 
part  thereof,  regardless  of  whether  or  not  the 
dogs  have  been  immunized  against  rabies,  when- 
ever in  its  judgment  rabies  shall  be  declared  to 
be  prevalent  and  such  step  is  deemed  necessary 
for  the  prevention  or  restriction  of  disease.” 


Ohio  Is  Fourth  Among  States  in 
Pension  Plan 

Ohio,  with  a total  of  1,493,586  applicants,  so 
far  ranks  as  the  fourth  largest  state  participat- 
ing in  Title  8,  the  old  age  benefits  section  of  the 
Federal  Social  Security  Act,  according  to  a recent 
announcement  of  the  Social  Security  Board. 

New  York  led  with  3,564,652  applicants,  fol- 
lowed by  Pennsylvania  with  2,285,086  and  Illinois 
with  1,820,545. 
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Cleveland  Medical  Library  Association 
Organizes  for  Ensuing  Year 

The  Cleveland  Medical  Library  Association, 
which  devotes  its  meetings  to  the  consideration  of 
medical  history,  held  its  annual  meeting  in  its 
auditorium  on  January  15.  The  meeting  was 
featured  by  an  informal  debate  on  the  claims  of 
Dr.  Crawford  W.  Long  and  Dr.  William  T.  G. 
Morton  as  the  discoverers  of  ether  anesthesia. 
Dr.  Maxwell  Harbin  presented  Dr.  Long’s  side  of 
the  case  and  Dr.  Russell  H.  Birge  presented  Dr. 
Morton’s  side. 

The  association  elected  Dr.  A.  A.  Jenkins,  presi- 
dent, Dr.  Clyde  L.  Cummer,  chairman  of  the 
board,  Dr.  Frank  S.  Gibson,  treasurer,  and  Dr. 
Harry  D.  Piercy,  secretary.  The  following  direc- 
tors were  named  in  charge  of  departments  of  the 
library:  Library,  Dr.  Carl  H.  Lenhart;  mainte- 
nance, Dr.  A.  A.  Jenkins;  finance,  Dr.  C.  W. 
Stone;  museum,  Dr.  Howard  Dittrick;  program, 
Dr.  L.  A.  Pomeroy;  membership,  Dr.  H.  V. 
Paryzek. 

The  annual  report  of  the  chairman  of  the  board 
showed  Endowment  Funds  of  over  $300,000  and  a 
library  collection  of  almost  51,000  well-selected 
volumes,  making  this  one  of  the  largest  medical 
libraries  outside  of  the  Eastern  cities. 


O.  S.  U.  Postgraduate  Assembly  to  be 
Held  March  4,  5 and  6 

The  annual  postgraduate  assembly  sponsored 
by  the  Ohio  State  University  College  of  Medi- 
cine and  its  alumni  will  be  held  at  Columbus, 
March  4,  5 and  6.  Medical  conferences  have  been 
arranged  for  March  4,  and  an  interesting  pro- 
gram will  be  presented  on  March  5 and  6.  (Com- 
plete details  of  the  meeting  were  published  in 
The  Ohio  State  Medical  Journal,  pages  206-207, 
February  issue). 


STOP-GAP  RELIEF  BILL  ENACTED;  $3,000,000  IS  APPROPRIATED 
TO  APRIL  15;  COST  OF  PHYSICIANS’  SERVICES  COVERED 


A “STOP-GAP”  poor  relief  bill  appropriating 
$3,000,000  for  Ohio  counties  for  poor  relief 
expenditures  during  the  period,  January  1 
to  April  15,  and  $1,000,000  for  flood  relief  in  the 
counties  affected  by  the  recent  flood  disaster, 
was  enacted  by  the  Ohio  General  Assembly, 
February  10. 

The  $3,000,000  provided  for  poor  relief  is  to  be 
distributed  among  the  counties  on  the  basis  of 
their  respective  needs,  at  the  discretion  of  the 
State  Relief  Commission.  The  members  of  that 
Commission,  appointed  by  the  Governor,  are  Roy 
L.  Wildermuth,  chairman,  and  Mrs.  Dorothy  Kip- 
linger,  Toledo,  members  of  the  former  relief  com- 
mission which  went  out  of  existence  when  the 
old  poor  relief  law  expired  January  31,  and  Frank 
X.  Frebis,  Georgetown. 

Counties,  in  order  to  obtain  the  funds,  will  not 
be  required  to  match  them  with  any  of  their  own, 
that  provision  having  been  stricken  out  of  the 
original  bill  in  the  House. 

Local  administration  and  disbursement  of  the 
funds  received  from  the  State  Relief  Commission 
remains  in  the  hands  of  the  county  commissioners, 
but  they  may  re-allocate  such  funds  on  a per- 
centage basis  to  various  political  subdivisions 
within  the  county  for  relief  purposes. 

COVERS  PHYSICIANS’  SERVICES 

As  in  the  last  poor  relief  act,  H.  B.  663,  enacted 
July  20,  1936,  direct  relief  is  defined  as  “the  pro- 
visions of  foods,  clothing,  fuel,  shelter,  physicians’ 
services  wherever  rendered  and  other  necessary 
commodities  and  services  in  the  home  of  the  in- 
dividual aided  or,  in  the  case  of  a homeless  per- 
son, in  a lodging  house  or  other  suitable  quar- 
ters”. 

That  part  of  the  act  which  refers  to  the  ap- 
propriation of  $1,000,000  for  flood  relief  states 
that  the  money  shall  be  used  “for  the  purpose  of 
relieving  human  distress  to  citizens  of  the  state 
of  Ohio  adversely  affected  by  flood,  fire,  catas- 
trophe or  other  acts  of  God”.  The  distribution  is 
to  be  made  on  the  basis  of  the  comparative  needs 
of  the  counties  in  the  flood  area. 

RESEARCH  COMMITTEES  AT  WORK 

In  accordance  with  two  resolutions  adopted 
by  the  state  legislature,  committees  have  been 
appointed  to  study  the  poor  relief  problem  and 
make  recommendations  for  a “permanent”  poor 
relief  bill  not  later  than  March  15. 

It  is  expected  that  a vigorous  attempt  will  be 
made  to  provide  for  the  matching  of  state  monies 
with  local  funds  as  a prerequisite  for  the  allot- 


ment of  state  funds  available  for  disbursement 
under  the  new  bill. 

In  its  final  report,  the  old  State  Relief  Commis- 
sion stated  that  Ohio’s  poor  relief  cost  in  1936 
was  $27,462,827.  Of  this,  the  state  contributed 
$14,009,165  in  outright  grants  and  $8,072,301  from 
the  sale  of  Carey  bonds,  which  must  be  retired  by 
the  end  of  1943  from  proceeds  of  the  utilities  ex- 
cise tax.  The  various  counties  contributed 
$5,181,359. 

Relief  requirements  for  1937  are  being  var- 
iously estimated  at  from  $17,000,000  to  $22,- 
000,000. 

PROFESSIONAL  SERVICE  TAX  OPPOSED 

The  administration,  seeking  to  make  the  needed 
revenue  available  without  enacting  new  state 
taxes,  and  insisting  that  the  counties  supply  half 
of  the  money  they  spend  for  relief,  has  proposed 
that  legislation  be  enacted  to  enable  counties  to 
levy  several  types  of  local  taxes.  H.  B.  265,  now 
pending  in  the  House,  would  empower  county 
commissioners  to  levy  an  occupational  tax  of  $25 
per  year  on  each  place  of  business,  plus  $5  for 
each  employee;  a tax  of  one-half  of  the  state  rate 
on  beer  and  liquor  permit  holders;  an  automobile 
license  tax  of  one-half  of  the  present  rate,  and  a 
3 per  cent  gross  receipts  tax  on  professional  ser- 
vices. ( A statement  opposing  the  proposed  tax 
on  professional  services  will  be  found  in  the 
minutes  of  the  February  7 meeting  of  the  Council 
of  the  Ohio  State  Medical  Association,  published 
in  this  issue  of  The  Journal). 

The  Inter-Organization  Conference,  represent- 
ing various  business  and  professional  groups 
throughout  the  state,  contends  that  existing  taxes 
will  produce  sufficient  revenue  during  1937  to 
meet  the  poor  relief  needs  of  the  state  without 
the  imposition  of  new  taxes,  if  the  funds  are 
more  equitably  allocated  for  the  purposes  of  poor 
relief,  public  schools  and  political  subdivisions. 


Medical  School  Tuition  Increased 

Income  from  endowment,  tuition  and  fellow- 
ships proving  insufficient  for  the  financial  opera- 
tion of  the  University  of  Cincinnati,  College  of 
Medicine,  the  Board  of  Directors  of  the  univer- 
sity has  authorized  an  increase  of  $100  a year 
for  tuition,  effective  with  the  freshman  class 
which  will  enter  in  1938. 

The  scale  of  tuition  for  medical  college  stu- 
dents after  that  date  will  be  as  follows:  (1) 

$450  a year  for  regular  students  who  are  legal 
residents  of  the  city  of  Cincinnati;  (2)  $500  a 
year  for  regular  students  who  are  not  legal  resi- 
dents of  the  city. 
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IMPORTANT  CHANGES  IN  REGULATIONS  CONCERNING  MEDICAL 
PROCEDURE  ANNOUNCED  BY  STATE  INDUSTRIAL  COMMISSION 


TWO  important  regulations  pertaining  to 
medical  procedure  in  workmen’s  compensa- 
tion claims  have  been  announced  by  the 
State  Industrial  Commission. 

The  first,  issued  by  Dr.  Sidney  M.  McCurdy, 
supervisor  of  the  Medical  Section  of  the  Commis- 
sion, after  a conference  with  a Sub-Committee  on 
X-ray  of  the  Ohio  State  Medical  Association,  re- 
lates to  X-ray  films,  and  reads  as  follows: 

1.  On  and  after  May  1,  1937,  either  the 
original  film  or  a satisfactory  reproduction 
upon  a non-inflammable  cellulose  acetate  film, 
minimum  reproduction  5"  x 7",  must  be  sub- 
mitted before  payment  is  made. 

2.  The  film  must  be  mailed  flat  and  pro- 
tected in  a standard  X-ray  envelope  which  has 
a container  pocket  on  the  outside  for  the  re- 
port. 

3.  The  film  and  interpretations  must  come 
to  the  Industrial  Commission  together. 

4.  Each  film  must  be  plainly  identified  in 
white  ink  by  writing  on  the  film: 

a.  Claimant’s  number, 

b.  Claimant’s  name, 

c.  Name  of  physician  taking  the  film, 

d.  Name  of  physician  referring  case, 

e.  Name  of  employer. 

The  Sub-Committee  on  X-ray  of  the  State 
Medical  Association,  composed  of  Dr.  J.  T.  Mur- 
phy, Toledo;  Dr.  Charles  F.  Bowen,  Columbus; 
Dr.  Harry  W.  Burnett,  Dayton;  Dr.  John  Heber- 
ding,  Youngstown;  Dr.  E.  P.  McNamee,  Cleveland; 
Dr.  Blaine  R.  Goldsberry,  Athens;  and  Dr.  D.  B. 
Lowe,  chairman  of  the  Sub-Committee  on  Work- 
men’s Compensation,  met  with  Dr.  McCurdy  at 
Columbus,  January  9. 

In  explaining  some  of  the  problems  which  con- 
front the  State  Industrial  Commission  with  re- 
spect to  X-ray  service  furnished  to  claimants,  Dr. 
McCurdy  pointed  out  that  of  the  approximately 
30,000  X-ray  films  received  by  the  commission 
each  year,  at  least  ten  per  cent  are  of  no  diag- 
nostic value;  and  that  many  films  are  ruined  by 
improper  methods  of  mailing.  He  stated  that  the 
Commission  is  willing  to  pay  adequate  fees  for 
X-ray  films  which  are  of  diagnostic  value  and  of 
a quality  which  will  assist  the  commission  in  the 
adjudication  of  claims  but  that  it  is  unwilling  to 
pay  for  worthless  films. 

After  a thorough  discussion  of  the  problems, 
the  rules  listed  above  were  agreed  upon. 

Dr.  McCurdy  agreed  to  cooperate  with  the  Sub- 
Committee  on  X-ray  in  an  educational  campaign 
among  members  of  the  medical  profession, 
through  which  physicians  who  are  not  roent- 


genologists may  receive  authentic  instruction 
with  respect  to  technique  and  modernization  of 
X-ray  equipment. 

REGULATION  ON  EYE  GLASSES 
The  Commission  also  announced  the  following 
resolution  concerning  compensation  for  loss  of 
vision,  payment  for  replacement  of  glasses  and 
artificial  teeth  broken  as  a result  for  an  injury: 

“Whereas,  it  appears  that  a number  of  claims 
are  being  filed  requesting  payment  of  compensa- 
tion for  permanent  partial  disability  due  to  loss 
of  vision,  payment  for  glasses  and  payment  for 
broken  or  fractured  teeth,  and 

“Whereas,  it  appears  that  there  is  no  pro- 
vision in  the  Workmen’s  Compensation  Law  of 
Ohio  for  replacement  of  personal  property  de- 
stroyed or  damaged  at  the  time  of  injury,  and 
“Whereas,  it  is  deemed  advisable  that  some 
rule  be  adopted  by  the  Commission  as  a guide  in 
considering  such  claims; 

“Be  It  Therefore  Resolved  by  the  Industrial 
Commisson  of  Ohio,  that,  in  cases  involving  a 
partial  loss  of  vision,  the  Commission  will  pay  for 
the  full  percentage  of  vision  lost  without  correc- 
tion and  will  not,  therefore,  pay  for  the  purchase 
of  glasses  to  correct  such  vision;  that  payment 
for  replacement  of  glasses  will  not  be  made  in  any 
case  where  such  glasses  are  broken  as  a result  of 
an  injury;  that  the  only  cases  in  which  the  Com- 
mission will  pay  for  glasses  are  those  in  which 
such  glasses,  in  the  opinion  of  the  Medical  Sec- 
tion, are  necessary  in  the  nature  of  treatment  for 
a temporary  eye  condition  resulting  from  an  in- 
jury, in  which  cases,  a reasonable  amount,  not  to 
exceed  Ten  Dollars,  shall  be  paid  for  glasses,  and 
“Be  It  Further  Resolved,  that,  in  cases  in- 
volving trauma  to  or  about  the  mouth,  the  Com- 
mission will  pay  for  replacement  of  artificial  teeth 
only  where  such  teeth  are  anchored  to  natural 
teeth  and  one  or  more  of  the  natural  teeth,  to 
which  such  artificial  teeth  are  anchored,  are  also 
broken  or  loosened  to  such  an  extent  that  ex- 
traction is  necessary,  in  which  case  payment  will 
be  made  for  replacement  of  both  the  natural  and 
artificial  teeth  broken  or  damaged  as  a result  of 
the  injury,  or  for  such  repair  or  reconstruction  of 
the  damaged  plate  or  denture  as  may  be  neces- 
sary, or  where  the  injury  has  resulted  in  a de- 
formity of  the  jaw  to  such  an  extent  that  artificial 
teeth,  worn  at  the  time  an  injury  is  received,  can 
no  longer  be  used,  but  under  no  other  circum- 
stances will  the  cost  of  replacement  of  artificial 
teeth  be  assumed  by  the  Commission.  The  Com- 
mission’s responsibility  with  reference  to  the 
furnishing  of  artificial  teeth  in  the  above  men- 
tioned instances  shall  be  limited  to  the  damage 
done  at  the  time  the  injury  is  received.” 

REASONS  FOR  ACTION  SUMMARIZED 
In  explanation  of  that  part  of  the  resolution 
referring  to  cases  of  visual  loss,  Dr.  McCurdy 
made  the  following  statement  in  a communication 
sent  to  eye  specialists  throughout  the  state: 
“Heretofore,  the  best  central  visual  acuity  ob- 
tainable with  correcting  glasses  has  been  used  in 
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determining  the  degree  of  visual  efficiency.  The 
present  policy,  as  you  will  note,  is  to  determine 
the  visual  efficiency  on  the  best  visual  acuity  ob- 
tainable without  correcting  lenses. 

“Your  reports  should  be  submitted  as  in  the 
past  and  show  both  corrected  and  uncorrected 
vision.  If  conditions  other  than  injury  are  re- 
sponsible for  any  of  the  visual  loss,  special  care 
should  be  taken  to  show  in  your  report,  how  much 
of  the  loss  is  due  to  the  effects  of  the  injury  and 
how  much  to  the  other  causes. 

“In  taking  the  claimant’s  history,  obtain  from 
him,  if  possible,  the  name  and  address  of  each 
oculist  or  optometrist  who  has  previously  ex- 
amined or  treated  his  eyes,  or  fitted  glasses. 

“If  there  is  evidence  of  malingering  satisfac- 
tory to  you,  report  the  fact,  but  not  the  details, 
unless  so  requested  by  the  Medical  Section. 

“If  the  admitted  vision  is  less  than  is  satis- 
factorily explained  by  objective  symptoms,  the 
matter  should  be  thoroughly  discussed  under 
‘recapitulations’. 

“At  first  there  may  be  some  little  difficulty  in 
handling  these  cases,  but  if  you  bear  in  mind  that 
compensation  is  payable  for  uncorrected  visual 
losses  due  to  injury  alone,  the  ti-ue  and  exact  facts 
should  be  obtainable  in  most  cases.” 


Buffalo  Homes  Now  Numbered  As  Result 
of  Physician’s  Experience 

The  exasperating  experience  of  a Buffalo,  N.  Y., 
physician  and  a messenger  boy  trying  in  vain  in 
a swirling  snowstorm  to  find  the  houses  where 
they  were  to  go,  resulted  in  a unique  and  con- 
structive project  sponsored  by  the  Erie  County 
Medical  Society. 

Dr.  James  L.  Gallagher,  chairman  of  the  so- 
ciety’s legislative  committee  was  the  physician 
marooned  on  the  street  without  legible  house 
numbers.  He  took  his  complaint  to  the  society 
and  received  its  unanimous  support  in  starting  a 
campaign  to  have  every  house  and  building  in 
the  city  numbered  with  easily  read  figures. 

It  was  pointed  out  to  city  officials  that  many 
tragedies  have  resulted  from  loss  of  time  spent 
while  physicians  were  searching  for  house  num- 
bers and  that  if  the  situation  were  remedied  it 
would  also  be  of  great  benefit  to  other  classes  of 
citizens  whose  occupation  made  it  necessary  to 
look  for  house  numbers. 

Members  of  the  City  Council  and  the  Mayor 
of  Buffalo  backed  the  idea.  An  ordinance  was 
passed,  and  according  to  a letter  which  Dr. 
Gallagher  wrote  to  The  New  York  State  Journal 
of  Medicine,  the  Police  Commissioner  saw  to  its 
enforcement  and  in  90  days,  Buffalo — a city  of 
600,000  people — had  most  of  its  90,000  homes  dis- 
playing a four-inch  number  which  can  be  seen  day 
and  night  from  the  center  of  the  street. 

The  numbers  cost  from  five  to  ten  cents  each, 
with  no  monopoly  on  either  the  manufacture  or 
sale. 


All  products  advertised  in  The 
Ohio  State  Medical  Journal  bear  the 
stamp  of  approval  of  the  Council  on 
Pharmacy  and  Chemistry  of  the 
American  Medical  Association. 

All  advertisements  published  in 
The  Journal  have  been  carefully  cen- 
sored and  conform  to  the  regulations 
of  the  Cooperative  Medical  Advertis- 
ing Bureau  of  the  A.M.A. 

For  that  reason,  readers  of  The 
Journal  need  have  no  hesitancy  about 
patronizing  the  advertisers  of  this 
journal  and  using  the  products  men- 
tioned in  its  advertisements. 

Advertisers  of  The  Ohio  State 
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Cleveland  Academy  is  Co-Sponsor  of 
Public  Meetings  on  Syphilis 

An  educational  campaign  for  the  control  of 
syphilis  has  been  launched  in  Cleveland  by  a joint 
committee  of  the  Academy  of  Medicine  and  the 
Health  Council.  A series  of  public  addresses  were 
arranged  in  February  and  will  continue  during 
March.  One  of  the  speakers  in  February  was 
Dr.  Carl  A.  Wilzbach,  Cincinnati.  Dr.  Thomas 
Parran,  Surgeon  General  of  the  United  States 
Public  Health  Service,  is  scheduled  to  make  two 
addresses  on  March  15. 

Members  of  the  joint  committee  include  Dr. 
James  A.  Doull;  Dr.  A.  G.  Cranch;  Dr.  L.  F. 
Huffman;  Colonel  L.  P.  H.  Bahrenburg,  surgeon 
in  charge  of  the  U.  S.  Marine  Hospital;  Delo  E. 
Mook  of  the  Social  Hygiene  Committee  of  the 
Health  Council,  and  H.  VanY.  Caldwell,  executive 
secretary  of  the  Academy  of  Medicine.  Dr.  Robert 
M.  Hoyt  is  secretary  of  the  committee. 


Woman’s  Hospital  Celebrates  Birthday 

The  twenty-fifth  anniversary  of  the  founding 
of  Woman’s  Hospital  was  the  occasion  for  a 
luncheon  attended  recently  by  many  of  Cleve- 
land’s civic  leaders  and  representatives  of  the 
medical  profession.  Honor  guests  at  the  luncheon 
were  three  women  physicians,  Dr.  Josephine  M. 
Danforth  Gillett,  Hiram,  Dr.  Clara  Clendon 
and  Dr.  Cornelia  Stoeltzing,  Cleveland,  survivors 
of  the  seven  who  founded  the  hospital.  Begin- 
ning as  a 12-bed  institution  in  1912,  the  hospital 
has  been  recognized  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical 
Association  since  1929  for  intern  training,  and 
has  125  beds  and  modem  laboratory  facilities. 


ALLIED  BUSINESS  AND  PROFESSIONAL  GROUPS  ISSUE  REPORT 
CLAIMING  NO  NEW  STATE  TAXES  IN  1937  NEEDED. 


BASED  on  a comprehensive  study  of  the  tax 
situation  in  Ohio,  the  Fact-Finding  Com- 
mittee of  the  Inter-Organization  Confer- 
ence, which  represents  many  of  the  business  and 
professional  groups  in  the  state,  has  issued  a re- 
port to  substantiate  its  contention  that  no  new 
state  taxes  are  needed  to  balance  the  state’s 
budget  in  1937. 

Ohio  physicians  should  be  particularly  in- 
terested in  this  report.  Many  new  tax  proposals 
are  now  pending  before  the  State  Legislature,  in- 
cluding a 3 per  cent  gross  receipts  tax  on  pro- 
fessional services,  an  income  tax  and  various 
types  of  occupational  and  excise  taxes. 

The  Committee  estimates  the  following  receipts 
and  disbursements,  exclusive  of  self-supporting 
functions,  during  1937: 


1937  ESTIMATED  RECEIPTS 

Sales  Tax  $ 

Use  Tax  , 

State  General  Revenue  Fund — 

Miscellaneous  Taxes  — — 

Cigarette  Tax  

Liquid  Fuel  Tax  ..  

State  Intangibles  Tax  

Admission  Tax  - 

Malt  and  Wort  Tax 

Beverage  Tax  . 

Wine  Tax  (to  General  Revenue  Fund) — — 

Barrel  Beer  Tax  (to  General  Revenue  Fund)  ... 

Liquor  Tax — $1  per  gallon 

Liquor  Profits  — 

First  Public  Utility  Poor  Relief  Tax 

Second  Public  Utility  Poor  Relief  Tax 

Unencumbered  Balance  in  General  Revenue  Fund 
From  Federal  Government  for  Old  Age  Pensions 


50.000. 000 

400.000 

22.000. 000* 

7.000. 000 

12.500.000 
0,700,000 

1.700.000 
50,000 

2.000. 000 

5.000. 000 

3.500.000 

6.500.000 

7.000. 000 

2.700.000 

2.500.000 

800.000 

12.600.000 


Total  Receipts  $142,950,000 

♦Exclusive  of  rotaries,  liquor  taxes  and  profits,  and  ap- 
propriated receipts. 

Some  of  the  above  funds  have  been  set  aside  by  law  to 
pay  the  principal  and  interest  upon  certain  poor  relief 
bonds  and  therefore  it  is  necessary  to  deduct  from  the 
estimated  receipts  the  following  items : 


First  Public  Utility  Poor  Relief  Tax $ 2,700,000 

Second  Public  Utility  Poor  Relief  Tax 2.500,000 

Beverage  Tax  2,000,000 

Malt  and  Wort  Tax — 50,000 

Admissions  Tax  1,700,000 

From  the  Sales  Tax 4,000,000 


Total  Deductions $12,950,000 

NET  SUM  AVAILABLE  FOR  OTHER 

FUNCTIONS  $130,000,000 

1937  ESTIMATED  DISBURSEMENTS 

School  Foundation  Program  $ 48,530,000 

1936  School  Foundation  Revenue  Shortage 2,000,000 

Vocational  Education  600,000 

Deaf,  Blind  and  Crippled  Children... __  1,200,000 

Old  Age  Pensions  . 25,380,000 

Relief  of  Unemployed  10.000,000 

Aid  to  Local  Governments 16,000,000* 

State  Administrative  Departments  22,000,000 


ESTIMATED  DISBURSEMENTS  $125,710,000 

•Estimated  amount  allocated  under  General  Code,  Sec- 
tion 5546-18. 

PROBLEMS  OF  ALLOCATION 
Pointing  out  that  the  above  estimates  show 
there  are  adequate  revenues  available  for  paying 
all  reasonable  expenditures,  the  Committee  feels 
that  the  problem  is  one  of  allocation.  The  report 
states  that  under  the  present  laws  allocating  tax 
funds,  certain  functions  of  government  are  left 
with  shortages  while  other  functions  are  given 


funds  in  excess  of  what  may  reasonably  be  re- 
quired or  legally  spent. 

The  following  lines  of  action  for  balancing  the 
budget  without  the  enactment  of  new  taxes,  are 
recommended  by  the  Inter-Organization  Con- 
ference: 

1.  The  amount  of  money  to  be  expended  for 
paying  old  age  pensions  should  be  set  forth  in 
the  biennial  appropriation  bill  of  the  State  of 
Ohio.  The  amount  should  be  determined  on  the 
basis  of  the  provisions  of  the  old  age  pension 
law.  At  the  present  time  the  amount  to  be  ex- 
pended for  old  age  pensions  is  left  indefinite  and 
depends  upon  the  amount  of  money  received  from 
certain  liquor  revenues. 

2.  No  attempt  should  be  made  during  the  cur- 
rent year  to  provide  sufficient  funds  for  the  com- 
plete retirement  of  all  school  notes  issued  during 
1936.  Revenues  allocated  to  the  state  public 
school  fund  will  be  more  than  sufficient  under 
existing  law  for  the  paying  of  the  current  founda- 
tion program  cost.  We  believe  that  a definite  and 
fixed  amount  should  be  designated  from  sales  tax 
revenues  for  school  purposes  to  insure  the  retire- 
ment of  1936  deficiency  notes  during  the  current 
biennium. 

POOR  RELIEF  SITUATION 

3.  Relief  of  the  unemployed  is  still  a difficult 
problem,  particularly  because  of  the  fact  that  a 
large  number  of  counties  need  no  assistance  from 
the  state  while  other  counties  are  in  such  financial 
position  that  they  must  still  have  help.  The  State 
Relief  Commission  which  administered  relief 
funds  during  1936,  shows  in  official  statistics  that 
the  number  of  cases  declined  from  141,000  in 
January,  1936,  to  96,000  in  November,  1936,  a de- 
cline of  approximately  50,000  cases  and  that 
monthly  expenditures  declined  by  more  than 
$1,000,000. 

Calculations  based  upon  statistics  of  experience 
in  1936  indicate  that  reasonable  requirements  for 
relief  purposes  from  both  state  and  local  funds 
during  1937  should  not  exceed  $17,000,000.  This 
figure  is  arrived  at  with  the  following  considera- 
tions and  facts: 

An  average  cost  per  case  for  each  county  was 
determined  from  the  actual  expenditures  and  case 
load  in  1936.  The  number  of  cases  expected  for 
each  county  in  1937  was  estimated  by  taking  the 
actual  number  of  cases  of  unemployables  in  De- 
cember, 1936,  without  making  any  allowance  for 
a possible  decline  in  these  cases.  To  these  were 
added  one-half  of  the  cases  of  employables  in 
December  in  each  county.  The  total  cases  of  each 
county  were  multiplied  by  the  average  cost  per 
case.  The  total  amount  for  all  counties  was 
$16,667,000.  This  method  allows  for  a 50  per 
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cent  reduction  in  employables  on  the  expectation 
that  since  the  number  of  employables  in  each 
county  is  rather  small,  half  of  them  may  be 
reasonably  expected  to  find  jobs.  It  makes  no 
allowance  for  possible  reductions  in  cases  of  un- 
employables as  a result  of  old  age  pension  pay- 
ments, statutory  funds  and  private  charity. 

This  sum  of  approximately  $17,000,000  should 
be  financed  along  the  following  lines:  A portion 
should  be  distributed  among  all  counties  from  the 
state  without  condition.  An  additional  sum  should 
be  allocated  among  all  counties  of  the  state  and 
made  available  to  any  county  needing  additional 
funds,  by  requiring  such  county  to  match  the 
amount  allocated.  There  should  be  also  a small 
adjustment  fund  to  assist  counties  in  special  need. 

4.  Items  of  appropriation  to  be  expended  from 
the  general  revenue  fund  for  purposes  of  the 
support  of  the  state  departments  should  be 
financed  from  the  long  standing  general  revenue 
fund  taxes  such  as  the  public  utility  tax,  the  in- 
heritance tax,  corporation  taxes,  the  insurance 
premium  tax  and  other  miscellaneous  state  reve- 
nues. Two  liquor  taxes,  namely,  the  wine  and 
barrel  beer  tax  now  payable  into  the  general 
revenue  fund,  should  be  looked  upon  as  available 
for  whatever  emergency  purposes  may  fall  upon 
the  general  revenue  fund,  such  as  relief,  social 
security,  additions  and  betterments,  etc. 

It  is  estimated  that  the  requirements  for  social 
security,  added  requirements  for  taking  care  of 
state  wards,  added  requirements  for  financing  of 
the  welfare  department,  sundry  claims,  etc.,  will 
total  $3,850,000.  This  would  leave  available  from 
the  two  liquor  taxes  amounting  to  $8,500,000,  the 
sum  of  $4,650,000.  A part  of  this  remainder  may 
be  required  for  additions  and  betterments  in  the 
way  of  rehabilitation  of  state  institutions,  the 
exact  amount  being  not  as  yet  determinable.  If 
expenditures  are  made  for  such  rehabilitation  the 
general  revenue  fund  would  be  so  reduced  that 
when  funds  allocated  for  relief  from  the  sales  tax 
are  added  thereto,  the  total  would  be  inadequate 
for  assisting  local  subdivisions  in  unemployment 
relief. 

5.  Aid  to  local  governments  will  amount  to 
$16,000,000  if  distributed  under  present  law.  Gen- 
eral Code,  Section  5546-18,  should  be  amended  to 
allocate  sales  tax  funds  more  equitably  to  such 
governmental  purposes  as  relief,  public  schools 
and  political  subdivisions.  We  recommend  that 
the  maximum  amount  which  should  be  made 
available  from  the  sales  tax  for  distribution  to 
local  government  funds  should  not  exceed  $12,- 
000,000. 

It  should  be  noted  at  this  point  that  amounts 
distributed  under  the  sales  tax  law  for  unem- 
ployment relief  should  be  considered  during  the 
coming  years  as  part  of  state  aid  to  local  govern- 
ments in  financing  local  responsibilities. 

6.  As  heretofore  noted,  public  schools  should 


retire  a part  of  the  deficit  in  1936  revenues  dur- 
ing 1937.  We  suggest  that  General  Code,  Sec- 
tion 5546-18,  be  amended  to  appropriate  definitely 
to  the  state  public  school  fund  $25,500,000. 

7.  The  sum  of  the  appropriations  under  Gen- 
eral Code,  Section  5546-18  suggested  is  $37,- 
500,000.  The  residue  of  amounts  arising  from  the 
sales  tax  law  should  be  appropriated  to  the  gen- 
eral revenue  fund  of  the  state  and  made  available 
to  the  extent  required  for  relief  and  other  pur- 
poses. 

8.  This  report  was  prepared  and  budget  cal- 
culations made  prior  to  the  flood  emergency.  The 
suffering  occasioned  has  given  rise  to  the  feeling 
that  additional  funds  from  the  state  must  be  pro- 
vided. No  one  in  Ohio  will  be  unsympathetic  to 
the  suffering  and  hardship  occasioned  by  this 
disaster  and  no  one  in  Ohio  would  want  to  with- 
hold any  money  that  might  be  necessary  to  re- 
habilitate and  adjust  living  conditions  in  those 
communities  which  were  so  hard  hit.  Neverthe- 
less it  is  our  duty  to  face  exactly  the  picture  as 
it  will  present  itself  as  the  flood  recedes.  This 
we  comprehend  as  follows: 

(a)  From  the  time  the  people  were  taken  from 
their  homes  until  the  time  when  they  will  be  re- 
turned to  their  homes,  the  Red  Cross  will  furnish 
them  food,  shelter,  clothing  and  medical  aid. 
Thereafter  other  rehabilitation  assistance  will  be 
provided.  Consequently  poor  relief  instead  of 
being  increased  has  been  slightly  reduced  in  those 
communities  due  to  the  aid  of  the  Red  Cross. 

(b)  The  Works  Progress  Administration  is 
now  working  in  these  communities  cleaning  and 
repairing  public  damage  with  WPA  labor.  De- 
mands for  workers  will  be  heavy  on  this  account. 

(c)  Private  property  has  been  damaged  and 
must  of  necessity  be  repaired  out  of  private 
funds.  This  will  give  rise  to  employment  for  any- 
one who  wants  to  work  in  these  localities. 

(d)  The  Federal  Congress  is  now  considering 
an  appropriation  amounting  to  as  much  as  hun- 
dreds of  millions  of  dollars  to  be  allocated  to  the 
states  without  the  requirement  of  matching  these 
funds  for  the  purpose  of  repairing  highways  and 
streets  damaged  by  the  flood. 

LOCAL  UNITS  AT  WORK 

The  Inter-Organization  Conference  believes  if 
the  foregoing  suggestions  are  adopted  by  the 
legislature  and  the  administration  and  the  result 
considered  in  the  light  of  the  fact  that  total  re- 
sources are  greater  than  total  estimated  require- 
ments, it  will  be  clear  that  all  functions  of  gov- 
ernment can  be  adequately  financed  without  the 
consideration  of  any  legislation  looking  toward 
increasing  state  taxes. 

Physicians  interested  in  the  program  of  the 
Conference  should  communicate  with  the  local 
unit  of  the  organization.  A unit  has  been  estab- 
lished in  every  county. 


INTERESTING  DATA  ON  TRAFFIC  ACCIDENTS  DURING  1936,  ISSUED 
BY  TRAFFIC  BUREAU  OF  STATE  HIGHWAY  DEPARTMENT 


TRAFFIC  accidents  on  state  highways  in 
Ohio  outside  municipalities,  totaled  8,629 
during  1936,  according  to  statistics  com- 
piled by  the  Traffic  Bureau  of  the  State  Depart- 
ment of  Highways.  There  were  659  persons  killed 
and  6,998  injured  in  these  accidents. 

As  compared  with  1935,  the  year  of  1936 
showed  611  less  accidents  reported,  a decrease  of 
6.5  per  cent;  61  less  persons  killed,  a reduction  of 
8.5  per  cent  and  579  fewer  persons  injured,  a drop 
of  6.9  per  cent. 

It  should  be  noted  that  the  above  statistics  do 
not  include  accidents  within  city,  town  or  village 
limits.  Also,  that  in  the  absence  of  a compulsory 
state  accident  reporting  law,  many  accidents 
occur  which  never  find  their  way  into  official 
records. 

August  was  the  peak  month  for  accidents  dur- 
ing  the  year,  with  970  accidents  reported,  in 
which  82  persons  were  killed  and  914  injured. 

Fewer  accidents  occurred  in  February  than  in 
any  other  month.  In  that  month  there  were  442 
accidents  reported,  with  31  persons  killed  and  241 
injured. 

Comparison  of  the  number  of  accidents,  fatali- 
ties and  injuries  reported  for  1936,  with  the  num- 
ber of  miles  (12,000)  of  state  highways  and  the 
number  of  cars  (1,800,000),  both  passenger  and 
commercial,  registered  with  the  Bureau  of  Motor 
Vehicles  show  that  there  were  719.1  accidents, 
54.9  persons  killed  and  583.2  persons  injured  per 
1,000  miles  of  highway,  and  47.9  accidents,  3.7 
persons  killed  and  38.9  persons  injured  per 
10,000  motor  vehicles  registered. 

Passenger  cars  were  involved  in  78.1  per  cent 
of  the  total  accidents  and  78.5  per  cent  of  the 
fatal  accidents,  as  compared  with  trucks  in  20.4 
per  cent  of  the  total  accidents  and  18.2  per  cent  of 
the  fatal  accidents. 

The  driver  was  intoxicated  in  practically  the 
same  percentage  in  the  fatal  accidents  as  in  the 
total — 6 per  cent.  The  driver  was  apparently 
normal  in  over  90  per  cent  of  both  the  total  ac- 
cidents and  the  fatal  accidents. 

Both  total  accidents  and  fatal  accidents  showed 
the  greatest  percentage  of  occurrence  between 
the  one  hour  period  of  7 ‘to  8 P.  M.,  with  the 
smallest  percentage  of  total  accidents  between 
5 and  6 A.  M.,  and  of  fatal  accidents  between  3 
and  4 A.M. 

The  condition  of  the  vehicle  was  reported  defi- 
nitely as  a factor  in  570  of  the  8,629  accidents 
and  in  85  of  the  544  fatal  accidents.  The  two 
leading  factors  in  the  570  accidents  classified  as 
to  condition  of  vehicles  were  puncture  or  blowout 
and  defective  brakes,  each  of  these  factors  ac- 
counting for  approximately  one-fifth  of  these  570 


mishaps.  Defective  brakes  were  given  as  the 
cause  of  over  three-foui'ths  of  the  85  fatal  ac- 
cidents classified  as  to  condition  of  vehicle. 

Over  three-fourths  of  the  drivers  involved  in 
accidents  were  included  in  the  two  age  groups, 
20-29  and  30-49.  The  report  of  the  State  Traffic 
Bureau  points  out  that  this  is  more  or  less 
natural  consequence,  since  most  drivers  would  fall 
within  the  30  year  age  span  of  20-49  years. 

Women  were  involved  in  less  total  accidents 
and  less  fatal  accidents  than  the  ratio  of  women 
to  men  drivers  on  State  Highways  outside 
municipalities.  The  composition  of  drivers,  as  re- 
vealed by  a study  made  by  the  Traffic  Division  of 
the  State  Highway  Department  is  about  91.3  per 
cent  male  and  8.7  per  cent  female.  In  1936, 
women  drivers  had  6.7  per  cent  of  the  total  ac- 
cidents and  6.0  per  cent  of  the  fatal  accidents. 

At  speeds  greater  than  40  miles  per  hour  oc- 
curred 46.1  per  cent  of  the  fatal  accidents,  but 
only  28.6  per  cent  of  the  total  accidents.  Of  the 
fatal  accidents,  18.1  per  cent  occurred  at  speeds 
greater  than  50  miles  per  hour,  which  was  nearly 
three  times  in  excess  of  the  6.3  per  cent  of  the 
total  accidents  occurring  at  speeds  greater  than 
50  miles  per  hour. 

The  automobile  was  especially  deadly  to  pedes- 
trians, as  evidenced  by  the  fact  that  about  one- 
fourth  of  the  fatal  1936  accidents  were  pedes- 
trian accidents.  In  the  accidents  involving  pedes- 
trians 24.4  per  cent  happened  when  the  pedes- 
trian was  walking  with  traffic,  compared  with 
only  16.3  per  cent  when  the  pedestrian  was  facing 
traffic.  In  fatal  accidents  of  this  type,  only  17.1 
per  cent  occurred  when  the  pedestrian  was  facing 
traffic  as  compared  with  28.6  per  cent  when  the 
pedestrian  was  walking  with  his  back  to  traffic. 

Accident  statistics  on  condition  of  road  fol- 
lowed the  general  statistical  trend,  indicating  that 
motorists,  for  the  most  part,  create  their  own 
traffic  hazards,  for  approximately  71  per  cent  of 
the  total  accidents  and  73  per  cent  of  the  fatal 
accidents  happened  on  dry  road  surfaces. 

Statistics  on  light  conditions  indicated  that 
darkness  greatly  increased  the  possibility  of  ac- 
cidents. Despite  the  fact  that  only  20  to  25  per 
cent  of  the  total  24-hour  volume  of  traffic  oc- 
curred during  the  hours  of  darkness,  48.2  per 
cent  of  the  total  accidents  and  51.6  per  cent  of 
the  fatal  accidents  happened  during  these  hours. 

During  1936  accidents  were  reported  on  the 
State  Highway  System  on  an  average  of  almost 
24  per  day.  One  fatal  accident  was  reported  for 
approximately  every  24  miles  of  the  12,000  mile 
system,  (exclusive  of  the  5,000  miles  being  added 
in  accordance  with  legislation  passed  by  the  Ohio 
General  Assembly). 
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The  Intellectual  Functions  of  the  Frontal  Lobes. 
By  Richard  M.  Brickner,  B.S.,  M.D.  The  Mac- 
Millan Co.,  New  York,  1936,  Pp.  354. 

In  this  book  Dr.  Brickner  has  brought  together 
all  the  data,  parts  of  which  he  had  presented  in 
previous  discussions  and  papers,  on  his  now  fam- 
ous case,  Mr.  “A”,  a man  of  42  on  whom  a partial 
bilateral  frontal  lobectomy  was  performed  in  1930 
by  Dr.  Dandy  because  of  a large  meningeoma  of 
the  falx. 

Promising  to  outshine  in  the  literature  the  re- 
nowned crowbar  case  of  Harlow’s  (1868),  the 
author’s  psychophysiologic  record  is  elaborate 
and  complete.  His  investigations  of  this  patient 
lead  him  to  believe  that  the  primary  mental  de- 
fect after  ablation  of  the  frontal  and  prefrontal 
areas,  is  an  inability  to  synthesize  into  complex 
structures  the  simpler  engrammes  put  together  in 
the  more  posterior  parts  of  the  brain.  The 
changes  are  fundamentally  quantitative,  not  quali- 
tative. Directly  dependent  upon  this  primary  de- 
fect there  appear  secondary  or  tertiary  symptoms 
such  as  the  familiar  alteration  of  personality,  the 
impairment  of  restraint,  manifested  by  boasting, 
by  free  expression  of  hostility  and  puerility,  and 
the  appearance  of  “witzelsucht”.  The  conclusion 
is  drawn  from  these  studies  that  the  frontal  lobes 
add  to  mental  intricacy  and  play  no  specialized 
role  in  intellectual  function.  Contrary  to  other 
observers,  the  author  has  not  noted  a radical 
change  in  the  fundamental  emotional  tonings  as 
manifested  in  the  overt  behavior. 

The  book  is  of  vital  import  to  every  neurologist, 
psychiatrist  and  neurosurgeon. — Louis  J.  Kar- 
nosh,  M.D. 

The  Life  and  Convictions  of  William  Sydney 
Thayer,  Physician.  By  Edith  Gittings  Reid. 
$2.50.  Oxford  University  Press,  New  York. 
Pp.  243. 

The  author  who  is  well-known  for  her  Life  of 
Osier,  was  an  intimate  friend  of  Dr.  Thayer.  She 
has  drawn  an  excellent  picture  of  this  noble  char- 
acter. To  those  of  us  who  are  younger,  this  work 
is  especially  valuable  for  its  story  of  the  past 
years  of  Johns  Hopkins. 

I Know  Just  the  Thing  for  That,  by  J.  F.  Mon- 
tague, M.D.  $2.00.  Pp.  265.  John  Day,  New 
York,  1934. 

This  student  of  the  colon  and  popular  writer 
on  medical  topics  writes  well  of  diet,  laxatives, 
bad  breath,  constipation,  biliousness  and  most  of 
the  important  symptoms  arising  from  disorders 
of  the  alimentary  tract,  debunking  much  that 
one’s  neighbor  might  recommend. 


Clinical  Implications  of  Modern  Physiologic 
Hematology.  Beaumont  Foundation  Lectures. 
By  Charles  A.  Doan,  B.S.,  M.D.,  professor  of 
medicine,  chairman  of  the  Department  of 
Medicine  and  director  of  medical  research, 
Ohio  State  University  College  of  Medicine. 
The  Bruce  Publishing  Company,  St.  Paul, 
Minn.,  1936;  $1.25. 

This  hand  book  contains  the  most  recent  series 
of  lectures  sponsored  annually,  for  the  past  16 
years,  by  the  Beaumont  Lectureship  Foundation 
of  the  Wayne  County  Medical  Society,  Detroit, 
Michigan.  In  the  first  lecture,  factors  both 
physiologic  and  pathologic  that  influence  or 
govern  the  production  of  the  white  and  red  blood 
cells  are  discussed.  The  second  lecture  is  devoted 
chiefly  to  the  factors  of  blood  cell  distribution  and 
destruction. 

The  work  is  lavishly  illustrated  with  diagrams, 
charts,  photomicrographs  and  tables  and  supple- 
mented with  a bibliography  containing  227  ref- 
erences of  a “key”  type.  Represented  here  is  a 
satisfying  and  beautifully  executed  presentation 
of  the  newer  cooperative  research  emphasizing 
the  pathologic-physiology  of  hematology  with 
crystallization,  for  the  practical  man,  of  usable 
facts  in  the  treatment  of  the  patient. — B.  K. 
Wiseman,  M.D. 

Sue  Barton,  Student  Nurse.  By  Helen  Dore  Boly- 
ston.  $2.00.  Little,  Brown  and  Company,  Bos- 
ton. Pp.  244. 

This  is  a very  realistically  told  story  of  the 
training  days  of  a nurse  in  a hospital,  the  picture 
of  which  is  so  well  drawn  that  every  physician 
will  recognize  it  at  once  as  his  own.  The  author 
of  “The  Diary  of  a War  Nurse”  has  given  us  a 
story  which  should  be  put  in  the  hands  of  every 
girl  who  is  thinking  at  all  of  becoming  a nurse. 
It  will  give  her  a true  picture  of  her  future  stu- 
dent days. 

Synopsis  of  Anorectal  Diseases,  by  Louis  J. 
Hinchman,  M.D.,  Professor  of  Proctology, 
Wayne  University.  $2.50.  Pp.  288.  Mosby, 
St.  Louis. 

This  practical  synopsis  has  been  brought  out  in 
a style  uniform  with  others  of  this  series  which 
have  previously  been  reviewed  in  these  columns. 
The  purpose,  of  course,  is  the  same — to  bring  be- 
fore the  medical  student  and  the  physician,  who  is 
not  a specialist  in  the  field,  a small  condensed 
work  on  diagnosis  and  treatment.  The  disposition 
of  treatment  is  limited  to  the  minor  ailments 
such  as  routinely  appear  in  the  office  of  every 
physician.  If  the  physician  should  happen  to 
want  to  take  care  of  them,  then  this  book  deserves 
a place  on  his  shelf. 
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Management  of  Obstetric  Difficulties.  By  Paul 

Titus,  M.D.  $8.50.  C.  V.  Mosby  Company,  St. 

Louis.  Pp.  870. 

Here  is  a most  valuable  book  for  every  one  who 
attempts  to  deliver  women.  It  certainly  deserves 
a place  in  the  intern  library  of  every  hospital. 
The  author  is  well-known  in  the  field  of  difficult 
obstetrics.  This  is  not  a text  book.  It  is  an  intel- 
ligent attempt  to  provide  swiftly  available  in- 
formation respecting  the  proper  management  of 
obstetrical  difficulties  and  emergencies.  It  is 
practical,  indeed.  Voluminous  theories,  so  fre- 
quently placed  before  the  reader  who  happens  to 
be  seeking  practical  information,  have  been  pur- 
posely omitted.  Clear  cut  lines  of  sound  medical 
and  surgical  treatment  are  outlined.  This  is  an 
excellent  book  and  indispensible  for  those  who 
may  find  themselves  sometime  facing  difficult 
obstetric  problems. — Thomas  F.  Ross,  M.D. 

The  Queen’s  Doctor,  by  Robert  Neumann.  $2.50. 

Pp.  402.  Alfred  A.  Knopf,  New  York. 

This  is  a historical  novel  about  Queen  Matilda 
and  Christian  VII  of  Denmark.  Our  main  interest 
of  course  is  in  the  court  physician,  Frederick 
Struensee.  He  was  friend  and  counselor  of  the 
King.  His  success  in  practice  and  his  rise  in 
power  seems  to  have  been  due  to  the  fact  that  he 
was  among  the  first  to  practice  hypnotism.  By 
this  and  other  means  he  became  the  real  ruler  of 
Denmark  and  immediately  enacted  many  liberal 
laws.  Almost  overnight  he  became  the  people’s 
hero.  When  he  attempted  to  reform  the  married 
life  of  his  King  and  Queen,  he  fumbled.  The 
Queen  became  infatuated  with  him  and  he  fell  in 
love  with  her.  In  1771,  she  had  a daughter  by 
him.  This  and  a misstep  in  state  finances  gave 
the  church  and  the  nobility  their  chance.  His 
empire  came  tumbling  down,  the  Queen  was 
banished  and  he  was  executed.  This  thrilling  bit 
of  historical  fiction  is  well  told. 

Carcinoma  of  the  Female  Genital  Organs.  By  M. 

C.  Malinowsky  and  E.  Quater.  Translated 

from  the  Russian  by  A.  S.  Schwartzman,  B.A., 

M.D.  $5.00.  Bruce  Humphries,  Inc.,  Boston. 

Pp.  255. 

This  is  an  attempt  to  present  the  problem  of 
cancer  of  the  genital  sexual  sphere  in  a compre- 
hensive fashion  from  various  viewpoints.  The 
clinical  picture  as  well  as  rare  forms;  metastasis; 
surgical  management;  ray  therapy  for  carcinoma 
of  the  uterus;  the  palliative  treatment  of  in- 
operable cases;  carcinoma  of  the  breast;  disability 
and  social  insurance;  are  the  titles  of  the  various 
chapters.  It  deserves  a place  in  the  library  of 
the  gynecologist,  the  physical  therapist,  the 
health  worker  and  the  insurance  physician. 


Conquer  Yourself,  The  Way  to  Self-Confidence. 
By  Fritz  Kunkel,  M.D.,  Ives  Washburn,  New 
York,  1936,  Pp.  284. 

Like  many  of  its  kind,  this  book  purports  to 
serve  the  practicing  physician,  the  medical  stu- 
dent, and  social  worker,  but  unerringly  or  un- 
wittingly its  title  is  selected  to  catch  the  eye  of 
the  gullible,  the  disgruntled  and  the  neuropathic, 
whose  numbers  are  legion,  for  publishers  must 
live. 

Nevertheless  its  content  is  honest  and  its  pur- 
pose is  justified.  Its  diction  is  unusually  clear  on 
a subject  which  usually  baffles  the  average  phy- 
sician and  further  muddles  the  bewildered 
psychoneurotic.  In  expounding  depth  psychology, 
the  writer  seeks  to  find  the  “eternal  harmonies” 
in  the  controversial  philosophies  of  Freud,  Jung 
and  Adler  and  outlines  the  techniques  and  points 
out  the  pitfalls  in  a typical  analysis — if  there  is 
such  a thing  as  a typical  psychoanalysis.  Dr. 
Kunkel’s  penchant  is  an  emphasis  on  guiding  the 
patient  safely  to  the  heights  of  a mature  “we”  in 
libido  development,  to  a healthy  Freudian  hetero- 
sexuality.— Louis  J.  Karnosh,  M.D. 

Physical  Therapeutic  Methods  in  Otolaryngology. 
By  Abraham  R.  Hollender,  M.D.,  F.  A.  C.  S. 
University  of  Illinois.  $5.00.  C.  V.  Mosby 
Company,  St.  Louis.  Pp.  442. 

Eleven  recognized  authorities  contribute  29 
chapters  concerning  the  subject  with  a compre- 
hensive review  and  clinical  evaluation  of  all 
physical  therapeutic  methods  indicated  in  the 
practice  among  diseases  of  the  ear,  nose  and 
throat.  This  volume  is  a successful  attempt  to  fill 
the  present  gap  in  the  literature  of  this  special 
field  in  medicine. 

Cosmetic  Dermatology,  by  Herman  Goodman, 
M.D.  $6.50.  Pp.  591.  McGraw-Hill,  New 
York. 

The  author  is  one  of  the  few  men  in  America 
who  is  fitted  to  bring  out  such  a book.  It  presents 
a dictionary  of  ingredients,  the  physiology  and 
pharmacology  of  cosmetics,  as  well  as  a tested 
formulary.  A monumental  work  which  must  have 
a place  in  every  reference  library,  in  the  library 
of  every  dermatologist  and  allergist;  in  fact  it  is 
a standard  book  of  reference  for  all  who  are  in- 
terested in  any  phase  of  the  effects  of  cosmetics 
on  the  human  skin. 

Dietetics  for  the  Clinician.  Third  Edition.  By 
Milton  A.  Bridges,  B.S.,  M.D.,  F.A.C.P.,  New 
York  Post-Graduate  School.  $10.00.  Lea  and 
Febiger,  Philadelphia.  Pp.  1055. 

The  reviewer  has  found  previous  editions  in- 
dispensable in  his  day’s  work.  This  is  now  es- 
sentially a new  work  based  upon  the  most  recent 
work  in  this  field.  It  is  more  comprehensive, 
better  organized,  and  therefore  more  efficient  than 
before.  It  represents  a real  necessity  for  physi- 
cians whose  patients  require  dietary  manage- 
ment. 


BUCKEYE  NEWS  NOTES 


Ada — Plans  are  being  considered  for  the  estab- 
lishment of  a student  health  service  and  the  em- 
ployment of  a full-time  physician  at  Ohio  North- 
ern University. 

Cambridge — Dr.  Harold  J.  Wilson,  who  was  a 
medical  missionary  in  Ethiopia  for  three  years 
and  is  now  practicing  in  Quaker  City,  recently 
addressed  the  local  Kiwanis  Club  on  “Medicine  in 
Ethiopia”. 

Chardon — Dr.  W.  C.  Corey,  health  commissioner 
of  Geauga  County,  with  two  county  health 
nurses  and  an  office  assistant,  comprised  the 
Geauga  County  Red  Cross  Unit  which  was  on 
volunteer  duty  in  Kentucky  during  the  recent 
flood  disaster. 

Cincinnati — Dr.  A.  Gerson  Carmel  was  recently 
elected  a member  of  the  International  Society  of 
Gastroenterology. 

Cleveland — Dr.  Carl  J.  Wiggers,  head  of  the 
department  of  physiology  of  the  School  of  Medi- 
cine of  Western  Reserve  University,  with  Mrs. 
Wiggers  is  on  a trip  around  the  world. 

Columbus — On  the  eighty-sixth  anniversary  of 
the  birth  of  the  late  Dr.  J.  F.  Baldwin,  a plaque 
dedicated  to  his  memory  was  unveiled  at  the 
nurses’  home  of  Grant  Hospital. 

Coshocton — Two  local  physicians,  Dr.  W.  H. 
Keenan  and  Dr.  J.  G.  Smailes,  were  recently  ser- 
iously injured  in  automobile  accidents.  Dr.  Keenan 
received  a fracture  of  the  left  knee  cap,  and  Dr. 
Smailes  was  injured  on  the  neck  and  shoulders. 

Crestline — The  local  Kiwanis  Club  was  recently 
addressed  by  Dr.  Clarence  Adams,  Gabon,  on 
“Modern  Treatment  and  Prevention  of  Diseases”. 

Findlay — The  subject  “Health”  was  discussed 
by  Dr.  John  V.  H.  Hartman  at  a recent  meeting 
of  the  Rotary  Club. 

Fremont — Dr.  F.  M.  Teeple  has  been  reap- 
pointed health  commissioner  of  Sandusky  County. 

Girard — Dr.  W.  W.  Ryall,  Youngstown  city 
health  commissioner,  spoke  at  a recent  meeting 
of  the  Kiwanis  Club,  on  “Syphilis”. 

Ironton — Dr.  W.  F.  Marting  has  been  appointed 
chairman  of  the  local  committee  of  the  Disaster 
Loan  Corporation. 

Logan — A symposium  on  “Socialized  Medicine”, 
was  recently  given  before  the  Rotary  Club  by  Dr. 
H.  M.  Booeks  and  Dr.  Allan  A.  Cole. 

Marion — Officers  of  the  local  chapter  of  the 
Pan-American  Medical  Association  are  Dr.  E.  L. 


Brady,  president;  Dr.  E.  H.  Morgan,  vice-presi- 
dent; Dr.  C.  L.  Pitcher,  secretary,  and  Dr.  E.  C. 
Sherman,  Cardington,  treasurer. 

Martins  Ferry — Dr.  C.  W.  Kirkland,  Bellaire, 
was  the  speaker  at  a recent  meeting  of  the 
Kiwanis  Club. 

Minster — Dr.  Charles  L.  Dine,  oldest  practicing 
physician  in  Auglaize  County,  recently  celebrated 
his  79th  birthday. 

Oberlin — Dr.  Walter  G.  Stern,  Cleveland,  ad- 
dressed a recent  meeting  of  the  Exchange  Club 
on  “The  Fallacy  of  State  and  Socialized  Medical 
Practice”. 

Toledo — Over  600  physicians,  dentists  and  other 
professional  men  attended  the  annual  hockey 
party  sponsored  by  the  Toledo  Academy  of  Medi- 
cine and  the  Toledo  Dental  Society,  February  4. 
The  special  train  which  took  the  crowd  to  Detroit 
had  eight  dining  cars — a record  in  the  history  of 
railroad  transportation.  The  party  was  arranged 
by  Dr.  Samuel  J.  Coulter. 

Urbana — At  the  request  of  the  local  board  of 
education  arrangements  were  recently  made  by 
the  city  board  of  health  for  the  vaccination 
against  smallpox  of  all  indigent  children  by  their 
family  physicians,  fees  to  be  paid  by  the  city. 

Washington  C.  H.— An  illustrated  lecture  on 
“Health  Hygiene”,  was  presented  by  Dr.  James 
F.  Wilson,  Fayette  County  health  commissioner, 
at  a recent  meeting  of  the  Lions  Club. 

Wauseon — Speakers  at  a recent  institute  held 
at  the  DeEtta  Harrison  Detwiler  Memorial  Hos- 
pital were  Dr.  James  H.  Maxwell  and  Dr.  Reed 
M.  Nesbit  of  the  faculty  of  the  University  of 
Michigan  Medical  School. 

Woodsfield — Dr.  0.  C.  Jackson  spoke  on  “Medi- 
cal Problems  in  Relation  to  Public  Health”,  at  a 
recent  meeting  of  the  Kiwanis  Club. 

Xenia — A cabinet  of  medical  relics,  including 
several  instruments  believed  to  be  more  than  100 
years  old,  has  been  presented  to  the  Greene 
County  Museum  by  the  Greene  County  Medical 
Society. 

Youngstown — Dr.  Sidney  M.  McCurdy,  super- 
visor of  the  Medical  Section  of  the  State  Indus- 
trial Commission,  discussed  “Medical  Economics 
and  Workmen’s  Compensation”,  at  a recent  meet- 
ing of  the  Youngstown  Medical-Dental  Bureau. 

Zanesville — Dr.  Robert  S.  Martin  has  been  ap- 
pointed chairman  of  the  Community  Chest  Cam- 
paign. 
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Health  Officials  Meet  in  Columbus 

Approximately  100  health  commissioners,  nurses 
and  sanitarians  from  16  counties  attended  a meet- 
ing of  the  Central  District  of  the  Ohio  Federation 
of  Public  Health  Officials  at  the  Southern  Hotel, 
Columbus,  January  14.  Dr.  C.  C.  Applewhite, 
Chicago,  surgeon,  United  States  Public  Health 
Service,  spoke  on  “Modern  Trends  in  Public 
Health”.  The  venereal  disease  control  program 
of  the  State  Department  of  Health  was  explained 
by  Dr.  Walter  H.  Hartung,  State  Director  of 
Health.  Dr.  A.  L.  Van  Horn,  Washington,  D.  C., 
regional  consultant,  Childrens’  Bureau,  U.  S.  De- 
partment of  Labor,  and  formerly  on  the  staff  of 
the  Ohio  State  Department  of  Health,  discussed 
“Social  Security  Funds”.  The  following  officers 
were  elected  for  1937:  Dr.  C.  C.  Coleman,  Lan- 
caster, president;  Dr.  H.  G.  Southard,  Marysville, 
vice-president,  and  Dr.  W.  B.  Lacock,  Logan, 
secretary-treasurer. 


Columbus — Officers  of  the  General  Practi- 
ioners’  Section  of  the  Columbus  Academy  of 
Medicine  for  1937  are:  Dr.  E.  B.  Junkermann, 
chairman;  Dr.  Anthony  Ruppersburg,  secretary, 
and  Dr.  G.  W.  Keil,  Dr.  John  Rauschkolb  and  Dr. 
C.  W.  Conley,  members  of  the  Executive  Com- 
mittee. 


Congress  on  Medical  Education 

The  Thirty-Third  Annual  Congress  of  the  Coun- 
cil on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  was  held  at  the 
Palmer  House,  Chicago,  February  15-16.  Among 
those  who  appeared  on  the  program  were:  Dr. 
William  E.  Wickenden,  President,  Case  School  of 
Applied  Science,  Cleveland;  Dr.  Torald  H.  Soll- 
mann,  Dean,  Western  Reserve  University  School 
of  Medicine;  Dr.  Howard  T.  Karsner,  Director, 
Institute  of  Pathology,  Western  Reserve  Uni- 
versity; and  Dr.  J.  H.  J.  Upham,  Dean,  College  of 
Medicine,  Ohio  State  University  and  President- 
Elect  of  the  A.  M.  A. 


Cincinnati — The  Society  of  ex-Residents  and 
ex-Interns  of  the  Cincinnati  Hospital  was  recently 
formed.  An  amalgamation  with  the  Society  of  ex- 
Interns  from  the  old  City  Hospital  is  contem- 
plated. Officers  of  the  new  organization  are:  Dr. 
David  Henry  Poer,  president;  Dr.  Henry  B.  Frei- 
berg, vice-president;  Dr.  Edward  McGrath,  secre- 
tary-treasurer, and  Dr.  Ralph  Carothers  and  Dr. 
H.  J.  Lavender,  members  of  Council. 

Cleveland — Dr.  James  A.  Dickson  was  recently 
elected  vice-president  of  the  Clinical  Orthopedic 
Society. 


Do  You  Treat  CANCER? 

THE  RADIUM  EMANATION  CORPORATION 

MAINTAINS  the  most  efficiently  organized  Radium  laboratory  to 
make  available  to  you,  at  low  cost,  every  facility  for  the  use  of 
Radium  in  your  practice. 

RADON  SEEDS.  Removable  or  permanent.  We  provide  seeds 
of  the  composite  type,  with  Radon  under  leak-proof  glass  seal. 

Filtration  0.3  mm.  of  Platinum. 

APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
plaques  properly  prepared  to  meet  the  requirements  of  each  indi- 
vidual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  Your  inquiries  and  orders  will  receive  our 
prompt  and  careful  attention. 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Tel:  MOhawk  4-6455  NEW  YORK,  N.  Y. 


IN  MEMORIAM 


Stanley  Blair  Andrews,  M.D.,  Toledo;  Miami 
Medical  College,  Cincinnati,  1908;  aged  54;  mem- 
ber of  the  Ohio  State  Medical  Association,  the 
American  Medical  Association  and  the  Associated 
Anesthetists  of  the  United  States  and  Canada; 
died  January  16,  of  injuries  received  in  an  auto- 
mobile accident  several  months  ago.  Dr.  Andrews 
had  practiced  in  Toledo  for  27  years.  Since  1928 
he  had  been  director  of  anesthesia  at  St.  Vin- 
cent’s Hospital.  Surviving  are  his  widow,  two 
sons,  a daughter,  his  mother,  two  brothers  and 
two  sisters. 

Charles  Edwin  Briggs,  M.D.,  Cleveland;  Har- 
vard University  Medical  School,  1897;  aged  66; 
former  member  of  the  Ohio  State  Medical  Asso- 
ciation, the  American  Medical  Association  and 
the  American  College  of  Surgeons;  died  January 
30.  After  practicing  in  Cleveland  for  23  years, 
during  which  time  he  was  associate  professor  of 
surgery  at  Western  Reserve  University  School  of 
Medicine,  Dr.  Briggs  retired  in  1922  and  entered 
a business  career.  From  1923  to  1925  he  was 
president  of  the  Cleveland  Institute  of  Music. 
Two  sons  and  two  daughters  survive. 

Ernest  Perry  Clement,  M.D.,  Elyria;  Starling 
Medical  College,  Columbus,  1898;  aged  63;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association;  died 
February  2,  of  heart  disease.  Dr.  Clement  began 
practice  in  Grafton,  and  moved  to  Elyria  in  1910, 
where  he  later  established  the  Elyria  Clinic.  He 
was  a former  president  of  the  Lorain  County 
Medical  Society.  Dr.  Clement’s  hobby  was  horse 
racing,  and  at  the  time  of  his  death  he  owned  one 
of  the  finest  harness  racing  stables  in  Ohio.  He 
was  president  of  the  Lorain  County  Fair  Associa- 
tion and  one  of  the  founders  and  a former  presi- 
dent of  the  Ohio  Short  Ship  Circuit.  Dr.  Clement 
was  a member  of  the  Masonic  Order.  Surviving 
are  his  widow  and  a daughter. 

Henry  Irving  Cozad,  M.D.,  Cuyahoga  Falls; 
Western  Reserve  University  School  of  Medicine, 
1898;  aged  65;  member  of  the  Ohio  State  Medical 
Association,  Fellow  of  the  American  Medical  As- 
sociation and  member  of  the  American  Psychia- 
tric Association;  died  February  1.  Dr.  Cozad  was 
chief  of  the  Fair  Oaks  Villa  Sanitarium.  He  had 
been  a member  of  the  Summit  County  Medical 
Society  for  36  years,  and  was  a member  of  the 
Kiwanis  Club,  the  Masonic  Oi’der  and  the  Con- 
gregational Church.  Surviving  are  his  widow,  a 
son  and  two  daughters. 

James  Benjamin  Dougherty,  M.D.,  Canton;  Ohio 
Medical  University,  Columbus,  1903;  aged  57; 


member  of  the  Ohio  State  Medical  Association, 
Fellow  of  the  American  Medical  Association  and 
member  of  the  Associated  Anesthetists  of  the 
United  States  and  Canada;  died  January  22,  at 
Naples,  Florida,  where  he  had  gone  recently  for  a 
rest.  Dr.  Dougherty  was  third  in  line  of  a family 
that  has  practiced  in  Stark  County  since  early 
days.  His  medical  career  there  extended  over  33 
years.  He  was  the  first  Stark  County  physician 
to  enlist  in  the  World  War,  served  15  years  as 
chief  surgeon  at  Aultman  Hospital,  Canton,  and 
was  a former  president  of  the  Stark  County 
Medical  Society.  His  widow  and  an  adopted 
daughter  survive. 

Francis  Percival  Fitzpatrick,  M.D.,  Campbell; 
Georgetown  University  School  of  Medicine,  Wash- 
ington, D.  C.,  1913;  aged  50;  died  January  24, 
following  a heart  attack.  Dr.  Fitzpatrick  interned 
at  St.  Elizabeth’s  Hospital,  Youngstown,  and  later 
practiced  in  Campbell.  During  the  World  War, 
he  was  a major  in  the  U.  S.  Army.  His  widow 
survives. 

Millard  Fillmore  Funk,  M.D.,  Mowrystown; 
Eclectic  Medical  College,  Cincinnati,  1884;  aged 
83;  died  February  3.  Dr.  Funk  had  practiced  in 
Mowrystown  and  vicinity  for  more  than  50  years 
and  was  widely  known  throughout  that  section. 
Surviving  are  his  widow  and  two  daughters. 

George  W.  Hopkins,  M.D.,  Cleveland;  Cleveland 
Medical  College,  Homeopathic,  1896;  aged  65; 
died  January  19.  Dr.  Hopkins  was  the  founder  of 
the  Hopkins  Clinic  at  Cleveland,  where  he  had 
practiced  for  40  years.  He  is  survived  by  a son, 
a daughter  and  six  brothers. 

Hiram  S.  Jones,  M.D.,  Carroll;  University  of 
Wooster  Medical  Department,  Cleveland,  1879; 
aged  88;  died  January  2,  at  Columbus.  Prior  to 
his  retirement  several  years  ago,  Dr.  Jones  had 
practiced  at  Clark,  Shreve  and  Lakeville.  He  is 
survived  by  his  widow,  a brother,  and  a nephew 
— Dr.  John  M.  Jones,  Millersburg. 

Albert  Harold  Linaweaver,  M.D.,  Findlay;  Uni- 
versity of  Illinois  College  of  Medicine;  1896;  aged 
81;  member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  Feb- 
ruary 2.  Dr.  Linaweaver  had  been  in  active  prac- 
tice in  Findlay  for  40  years. 

Silas  Alfred  McCullough,  M.D.,  Pomeroy; 
Starling  Medical  College,  Columbus,  1904;  aged 
60;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
January  21,  of  pneumonia.  Dr.  McCullough  was 
a life-long  resident  of  Meigs  County,  where  he 
had  practiced  for  34  years.  He  had  been  elected 
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DIAGNOSIS 

(Yes,  it's  just  that  simple) 


Yonkers,  N.  Y. 


POLLEN  EXTRACTS  (ARLCO),  prepared  for  immediate  use, 
can  be  promptly  supplied;  price  lists  of  these,  of  concen- 
trated pollen  solutions,  and  of  proteins,  on  request.  PROTEIN 
DIAGNOSTIC  SETS  for  use  in  asthma,  infantile  eczema, 
migraine,  etc.  80  proteins,  $25.  112  proteins,  $35.  Slightly 
higher  in  Canada.  ASK  FOR  the  new  36-page  monograph, 
The  Principles  of  Allergy. 
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to  his  second  term  as  probate  judge  of  the  county. 
Surviving  are  his  widow,  two  daughters,  three 
sons — one  of  whom  is  Dr.  George  L.  McCullough, 
Pomeroy,  three  sisters  and  three  brothers. 

Levi  M.  McFadden,  M.D.,  Washington  C.  H.; 
University  of  Louisville  School  of  Medicine,  1892; 
aged  69;  former  member  of  the  Ohio  State  Medi- 
cal Association  and  the  American  Medical  Asso- 
ciation; died  January  11.  Dr.  McFadden  entered 
practice  at  Staunton  where  he  remained  for  14 
years.  He  had  practiced  in  Washington  C.  H. 
for  30  years,  and  represented  Fayette  County  in 
the  Ohio  General  Assembly  for  two  terms,  from 
1906  to  1910.  Surviving  are  a son,  a daughter,  a 
sister  and  a brother. 

Sadie  I.  Monahan,  M.D.,  Dayton;  Laura  Mem- 
orial Woman’s  Medical  College,  Cincinnati,  1896; 
aged  78;  died  January  29.  Dr.  Monahan  practiced 
at  Wellston  for  many  years.  A daughter  survives. 

Colin  McFarquhar  Reed.  M.D.,  Youngstown; 
University  of  Pittsburgh  School  of  Medicine, 
1915;  aged  50;  member  of  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association;  died  January  23.  Dr.  Reed  had 
practiced  in  Youngstown  since  1916.  He  served 
with  Base  Hospital  No.  31  during  the  World  War. 
Dr.  Reed  was  president  and  treasurer  of  the 
Youngstown  Printing  Company. 

Philip  Henry  Sigrist,  M.D.,  New  Philadelphia; 
Cleveland  Medical  College,  Homeopathic,  1892; 
aged  74;  died  February  7.  Dr.  Sigrist  had  prac- 
ticed in  Tuscarawas  County  for  45  years.  He  was 
a member  of  the  Evangelical  Church.  His  widow 
and  a sister  survive. 

Samuel  A.  B.  Smith,  M.D.,  Cleveland;  Ohio 
Medical  University,  Columbus,  900;  aged  66;  died 
February  3.  After  being  in  Attica  for  a few 
years,  Dr.  Smith  discontinued  the  practice  of 
medicine  to  enter  the  business  of  manufacturing 
incubators  for  baby  chicks.  At  the  time  of  his 
death  he  was  president  of  the  Smith  Incubator 
Co.,  and  was  prominent  in  the  poultry  industry. 
Surviving  are  his  widow,  a son,  two  sisters  and 
two  brothers. 

John  Henry  Taylor,  M.D.,  Cleveland;  Meharry 
Medical  College,  Nashville,  Tennessee,  1919;  aged 
44;  died  February  3,  of  pneumonia.  Dr.  Taylor 
was  one  of  the  examining  physicians  of  the 
Cleveland  Railway  Company,  and  house  physician 
for  the  Cleveland  Home  for  Aged  Colored  people. 
His  widow,  his  father  and  mother,  and  seven 
brothers  and  sisters  survive. 

Charles  Weber,  M.D.,  Cincinnati;  Cincinnati 
College  of  Medicine  and  Surgery,  1881;  aged  80; 
died  January  27.  Dr.  Weber  had  practiced  in  Cin- 
cinnati for  56  years.  He  was  a member  of  the 
Masonic  Order  and  the  Church  of  the  Covenant. 


Surviving  are  his  widow,  a son — Dr.  Kenneth  L. 
Weber,  Chillicothe,  and  a daughter. 

Frank  P.  Zerfass,  M.D.,  Hamilton;  Medical  Col- 
lege of  Ohio,  Cincinnati,  1903;  aged  61;  member 
of  the  Ohio  State  Medical  Association  and  Fel- 
low of  the  American  Medical  Association;  died 
February  3,  following  a heart  attack.  Dr.  Zer- 
fass had  practiced  in  Hamilton  since  1914.  His 
widow,  two  daughters,  two  sisters  and  a brother 
survive. 


Emerick  “Cure”  Barred  from  Mails 

By  a recent  order  issued  by  the  Postmaster 
General,  the  U.  S.  mails  have  been  closed  to  Dr. 
L.  R.  Emerick,  Eaton,  who  has  been  operating  a 
mail  order  “cure”  for  diabetes,  under  the  follow- 
ing trade  names:  Dr.  L.  Emerick,  Dr.  Emerick, 
L.  Emerick,  L.  R.  Emerick,  M.D.,  and  L.  R. 
Emerick.  Medical  experts  introduced  by  the  gov- 
ernment declared  the  Emerick  “treatment”  to  be 
a “haphazard  collection  of  sedatives,  stimulants 
and  laxatives”. 


Bureau  Seeking  Genetics  Data 

The  Bureau  of  Human  Heredity,  115  Gower 
Street,  London,  W.  C.  1,  England,  is  gathering 
material  dealing  with  human  genetics.  The 
Bureau  is  directed  by  a council  representing 
medical  and  scientific  bodies  in  Great  Britain.  The 
Council  would  be  grateful  to  receive  all  available 
material  from  institutions  and  individuals,  fur- 
nishing well-authenticated  data  on  the  transmis- 
sion of  human  traits. 


New  Medical  Publication  Appears 

A newcomer  to  the  list  of  Ohio’s  medical  pub- 
lications is  “The  Clinical  Bulletin”,  published  by 
the  University  Hospitals  of  Cleveland,  five  times 
a year.  Contributors  to  the  first  issue,  January, 
1937,  included  Dr.  Robert  H.  Bishop,  Jr.,  Director 
of  Administration  of  The  University  Hospitals; 
Dr.  Torald  Sollman,  Dean  of  Western  Reserve 
University  School  of  Medicine;  Dr.  Howard  T. 
Karsner,  Chairman  of  the  Medical  Council  of  The 
University  Hospitals,  and  Dr.  Franklin  H.  Mil- 
ler, Dr.  Frederic  Tudor,  Dr.  William  B.  Wartman 
and  Dr.  John  Hart  Davis,  members  of  the  faculty 
of  the  W.R.U.  School  of  Medicine. 


Charged  with  Violating  Drug  Act 

Among  cases  of  violation  of  the  Food  and 
Drugs  Act  recently  reported  by  the  Federal  Food 
and  Drug  Administration  is  that  of  Paul  B.  Elder 
Co.,  Bryan,  fined  $50  and  costs  for  the  sale  of 
phenobarbital  tablets  containing  less  than  the 
claimed  amount  of  phenobarbital  and  “Protargol 
Suppositories”  not  of  the  claimed  composition, 
and  represented  as  a treatment  for  venereal 
disease. 
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VITAMIN  REQUIREMENTS  OF  MAN 


I.  VITAMIN  C. 


• Vitamin  C is  known  to  play  an  important 
role  in  human  nutrition.  Severe  deficiency 
of  this  factor  results  in  scurvy.  It  has  been 
estimated  by  the  Committee  on  Nutritional 
Problems  of  the  American  Public  Health 
Association  (1934)  that  the  minimum  daily 
intake  of  vitan  :n  C (cevitamic  acid)  re- 
quired to  protect  against  scurvy  increases 
from  approximately  100  International  units 
(5  mg.  cevitamic  acid)  for  the  infant  to 
300  International  units  (15  mg.  cevitamic 
acid)  for  the  adult  (1). 

Vitamin  C intake  of  this  order  of  magni- 
tude prevents  the  development  of  clinical 
scurvy,  however,  it  is  probably  inadequate 
for  optimum  hutrition.  Clear  cut  cases  of 
scurvy  seldom  are  seen  in  this  country 
although  some  authorities  believe  that 
symptoms  of  a mild  deficiency  of  vitamin 
C are  not  uncommon  (2). 

Referring  to  nutritional  deficiency  diseases 
in  general  it  has  been  said  that,  “Almost 
every  tissue  in  the  body  may  be  affected  by 
a deficiency  in  a food  factor”  (3). 

The  tissues  generally  recognized  as  affected 
by  deficiency  of  vitamin  C are  the  endothel- 
ium of  the  blood  vessels  and  the  teeth.  It 
has  been  suggested  that  to  prevent  the  de- 
velopment of  subclinical  symptoms,  a daily 
intake  of  380  to  540  International  units  of 
vitamin  C is  required  for  a 130  pound 
adult  (4) . 

Thus  it  would  appear  that  the  optimum  in- 


take of  vitamin  C is  at  least  twice  the 
amount  required  to  protect  against  scurvy. 

Data  recently  published  demonstrate  that 
the  vitamin  C content  of  human  milk  is 
dependent  upon  the  vitamin  C content  of 
the  maternal  diet  (5). 

Hence  when  the  diet  of  the  lactating  mother 
is  low  in  vitamin  C,  this  factor  is  also 
deficient  in  the  milk. 

The  League  of  Nations  Technical  Commis- 
sion recommends  an  intake  of  over  500 
International  units  per  day  during  preg- 
nancy and  lactation  (6). 

The  inclusion  in  the  diet  of  liberal  quan- 
tities of  fruits  and  vegetables,  prepared  in 
such  a manner  as  to  retain  a major  portion 
of  the  original  vitamin  C content,  may  be 
relied  upon  to  supply  the  need  for  this 
vitamin.  The  value  of  commercially  canned 
foods  as  anti-scorbutics  has  been  repeatedly 
demonstrated  during  the  past  decade  (7). 

More  recently,  the  vitamin  C content  of 
many  commercially  canned  fruits  and  vege- 
tables has  been  determined  and  the  results 
expressed  in  International  units  (8). 

Consideration  of  two  factors,  namely,  the 
quantitative  requirement  of  the  human  for 
vitamin  C,  and  the  vitamin  C potencies  of 
commercially  canned  fruits  and  vegetables, 
emphasizes  the  value  of  these  protective 
foods  as  sources  of  vitamin  C. 


AMERICAN  CAN  COMPANY 


230  Park  Avenue,  New  York  City 


0)  1934-35.  Am.  Pub.  Health  Assn. 

Year  Book.  Page  71 

(2)  1933.  Chemistry  of  Food  and  Nu- 
trition. H.  C.  Sherman.  4th 
Ed.  Page  421  MacMillan, 
New  York 


(3)  1936.  J.  Am.  Med.  Assn.  106,261 

(4)  1934.  Nature  134,  569 

(5)  1936.  J.  Nutrition  11,  599 


(6)  1936.  League  of  Nations  Report 
on  Physiological  Bases  of 
Nutrition,  League  of  Na- 
tions Publication  Depart- 
ment, Geneva. 


(7)  a.  1925.  Ind.  Eng.  Chem.  17,  69 

b.  1928.  Ibid.  20,  202 

c.  1933.  Ibid.  25,  682 

(8)  a.  1935-  J-  Nutrition  9,  667 

b.  1936.  Ibid.  11,  383 

c.  1936.  Ibid.  12,  405 


This  is  the  twenty -second  in  a series  of  monthly  articles, which  will  summa- 
rize, for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knoivledge  are  of  greatest  interest  to  you? 
1 our  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 


ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

BUTLER 

Papers  on  “Pneumonia”  were  read  by  Dr. 
Charles  T.  Atkinson  and  Dr.  Walter  H.  Roehll, 
Middletown,  at  a meeting  of  the  Butler  County 
Medical  Society,  February  18,  at  Hamilton. — 
Mildred  White  Gardiner,  M.D.,  secretary. 

CLINTON 

Dr.  G.  K.  Dennis  spoke  on  “Sinuses”  at  a meet- 
ing of  the  Clinton  County  Medical  Society,  Feb- 
ruary 2,  at  Wilmington. — News  clipping. 

HAMILTON 

The  following  meetings  were  scheduled  by  the 
Academy  of  Medicine  of  Cincinnati  during  Feb- 
ruary: 

February  2 — Exchange  Program  with  the 
Academy  of  Medicine  of  Cleveland.  “Acute  and 
Chronic  Compression  of  the  Heart;  Clinical  Mani- 
festations and  Surgical  Treatment”,  by  Dr. 
Claude  S.  Beck;  “Conservative  Treatment  of  Sur- 
gical Lesions  of  the  Upper  Urinary  Tract”,  by  Dr. 
William  E.  Lower;  “Clinico-Pathological  Studies 
after  Cerebral  Hemispherectomy”,  by  Dr.  Louis 
J.  Karnosh.  (Cincinnati  physicians  who  spoke  at 
Cleveland,  February  19,  were  Dr.  Marion  A. 
Blankenhorn,  Dr.  Lee  Foshay  and  Dr.  Howard  M. 
McIntyre.) 

February  9 — Joint  Meeting  with  Cincinnati 
Dental  Society.  “The  Technique  of  Oral  Diag- 
nosis”, by  Dr.  Leroy  M.  S.  Miner,  Dean,  Harvard 
University  Dental  School  and  President  of  the 
American  Dental  Association. 

February  16 — “Physicians’  Bureau — Annual  Re- 
port”, by  Ray  A.  Swink,  Manager;  “Mental  Hy- 
giene of  the  Child:  Its  Importance  for  the  Prac- 
ticing Physician,  Based  on  Studies  at  the  Child 
Guidance  Home”,  Dr.  J.  Victor  Greenebaum  and 
Dr.  Louis  A.  Lurie,  with  discussion  by  Dr.  Emer- 
son A.  North  and  Dr.  A.  Graeme  Mitchell. 

February  23 — Case  Reports.  “An  Unusual  Case 
of  Tuberculosis  Peritonitis”,  by  Dr.  Symmes  F. 
Oliver,  with  discussion  by  Dr.  William  M. 
Doughty;  “Gas  Gangrene  of  the  Lower  Extrem- 
ity— Treatment  by  Guillotine  Amputation  and 
Serum”,  by  Dr.  J.  J.  Longacre;  “Lymphosarcoma 
Cutis  with  Special  Reference  to  the  Non-Specific 
Effect  of  Arsenieals”,  by  Dr.  John  B.  Squires,  with 
discussion  by  Dr.  Leonard  Markson. — Bulletin. 


Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

CLARK 

Dr.  H.  B.  Elliott,  Springfield,  discussed  “Ver- 
sions and  Displacements  of  the  Uterus”,  at  a 
luncheon  meeting  of  the  Clark  County  Medical 
Society,  February  11,  at  Springfield.  The  society 
adopted  a resolution  protesting  proposed  changes 
in  the  federal  judiciary. 

At  a meeting  of  the  society  February  26,  Dr. 
Wynne  M.  Silbernagel  and  Dr.  R.  S.  Fidler,  Co- 
lumbus, spoke  on  “Diagnosis  and  Treatment  of 
Female  Sex  Endocrine  Disfunctions”.- — G.  M. 
Lane,  M.D.,  secretary. 

DARKE 

The  subject  of  “Abortion”  was  discussed  at  a 
meeting  of  the  Darke  County  Medical  Society, 
February  16,  at  Greenville.  Members  of  the  so- 
ciety were  furnished  with  an  outline  study  of  the 
subject  prior  to  the  meeting.  Scheduled  speakers 
were  Dr.  M.  M.  Kane,  who  read  a paper  on 
“Causes  and  Diagnosis”,  and  Dr.  A.  F.  Sarver 
who  spoke  on  “Treatment”.  A general  discussion 
and  reports  of  unusual  cases  followed. — W.  D„ 
Bishop,  M.D.,  secretary. 

GREENE 

“Hernia  and  Its  Repair”  was  the  subject  dis- 
cussed by  Dr.  Robei't  C.  Austin,  Dayton,  at  a 
meeting  of  the  Greene  County  Medical  Society  at 
Xenia,  January  7. 

At  a meeting  of  the  society  February  4,  at 
Xenia,  Dr.  L.  H.  Mendelson,  Springfield,  spoke  on 
“The  Treatment  of  Influenza  and  Pneumonia, 
with  Special  Reference  to  the  Use  of  Serum  in 
Pneumonia”. — S.  C.  Ellis,  M.D.,  secretary. 

MIAMI 

Dr.  E.  C.  Fischbein,  Dayton,  discussed  “Dyna- 
mic Behavior”  at  a meeting  of  the  Miami  County 
Medical  Society,  February  5,  at  Troy. 

A special  meeting  of  the  society  was  held  at 
Piqua  February  15,  for  the  purpose  of  discuss- 
ing the  legislative  situation.  Telegrams  were  sent 
to  the  members  of  the  Senate  and  House  Health 
Committees  of  the  Ohio  Genral  Assembly  and  the 
local  representative  and  senator  urging  the  defeat 
of  the  osteopathic  and  chiropractic  bills. — G.  A. 
Woodhouse,  M.D.,  secretary. 

MONTGOMERY 

A business  meeting  of  the  Montgomery  County 
Medical  Society  was  held  in  the  society’s  audi- 
torium in  the  Fidelity  Medical  Building  at  Day- 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


UROLOGY 


Surgical  Anatomy 
Urologic  Operations 
Diagnosis  and  Office 
Treatment 
Regional  Anesthesia 
Proctology 
Neurology 


Cystoscopy  and 
Endoscopy 
Dermatology  and 
Syphilology 
Diathermy 
Pathology 
Roentgenology 


Operative  Urology  (cadaver) 


PHYSICAL  THERAPY 

Lectures  and  demonstrations  in  electro- 
therapy, electrodiagnosis  and  minor  electro- 
surgery; light  therapy;  hydro  and  thermo- 
therapy, including  fever  therapy;  massage 
and  therapeutic  exercise.  Active  clinical 
work  in  treatment  of  medical  and  surgical 
conditions. 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 


345  West  50th  Street 


NEW  YORK  CITY 


CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 


^ 

COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE) — Informal  Course  first  of  every  week ; In- 
tensive Personal  Courses. 

SURGERY — General  Course  One,  Two,  Three  and  Six 

Months ; Two  Weeks  Intensive  Course  Surgical 
Technique  (Operative  Surgery  with  Practice)  ; 
Clinical  Courses. 

GYNECOLOGY  AND  OBSTETRICS— Four  Weeks  In- 
tensive Course  starting  May  3,  1937. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Ten  Day  Intensive 
Course  starting  April  12,  1937. 

EAR,  NOSE  & THROAT — Informal  Course;  Personal 
Courses ; Intensive  Two  Weeks  Course  starting 
April  5,  1937. 

OPHTHALMOLOGY — Intensive  Two  Weeks  Course 

starting  April  19,  1937 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks;  Special  Courses. 

CYSTOSCOPY — Intensive  Course  every  two  weeks  (at- 
tendance limited). 

GENERAL.  INTENSIVE  and  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 
SURGERY  starting  every  week. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 

\ / 
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ton,  February  5.  Members  of  the  society  were 
given  a complimentary  dinner  by  the  Miami  Val- 
ley Hospital  at  the  Nurses  Home,  February  19. 
Following  the  dinner,  a program  was  presented 
by  members  of  the  Hospital  Staff. — Bulletin. 

Third  District 

(COUNCILOR:  0.  P.  KLOTZ,  M.D.,  FINDLAY) 

AUGLAIZE 

Auglaize  County  Medical  Society  met  at  the 
Courthouse,  Wapokoneta,  Thursday  evening, 
February  11.  Dr.  J.  R.  Tillotson,  Lima,  spoke  on 
“Fractures  of  the  Neck  of  the  Femur”.  He 
illustrated  the  difficulties  of  their  treatment  by 
the  demonstration  of  a series  of  splendid  X-ray 
films  of  fractures,  and  explained  the  technique 
and  advantages  of  the  use  of  bone-pegs  and 
Smith-Peterson  nails  in  selected  cases.— Chas.  C. 
Berlin,  M.D.,  secretary. 

MARION 

Dr.  C.  H.  Benson,  Columbus,  spoke  on  “The 
Management  of  Tuberculosis”,  at  the  69th  regu- 
lar meeting  of  the  Marion  Academy  of  Medicine, 
February  2,  at  the  Marion  City  Hospital. — Robert 
G.  McMurray,  M.D.,  secretary. 

SENECA 

A group  of  physicians  from  Fostoria  presented 
a clinic  on  tuberculosis  at  a meeting  of  the 
Seneca  County  Medical  Society,  February  11,  at 
the  Fostoria  City  Hospital. — Edmund  F.  Ley, 
M.D.,  secretary. 

VAN  WERT 

At  a meeting  of  the  Van  Wert  County  Medical 
Society,  February  2,  at  Van  Wert,  Dr.  J.  R.  Jarvis 
and  Dr.  R.  H.  Good,  Van  Wert,  and  Dr.  E.  G. 
Becker,  Convoy,  read  papers  on  obstetrical  and 
gynecological  subjects. — News  clipping. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

LUCAS 

The  following  programs  were  presented  by  the 
Toledo  Academy  of  Medicine  during  February: 

February  5 — “Group  Hospital  Insurance — Its 
Plan,  Administration,  and  Operation  by  the  Cleve- 
land Hospital  Service  Association”,  by  Dr.  Harry 
V.  Paryzek,  Cleveland. 

February  12 — Section  of  Pathology,  Experi- 
mental Medicine  and  Bacteriology.  “The  Develop- 
ment of  Meningococcus  Antitoxin”,  by  Dr.  N.  S. 
Ferry,  senior  research  bacteriologist,  Parke,  Davis 
& Co.,  Detroit,  Mich. 

February  19 — Medical  Section.  “Urticaria  and 
Angioneurotic  Edema;  Serum  Sickness;  Safe- 
guards in  Serum  Therapy”,  by  Dr.  Karl  D.  Figley, 
with  discussion  by  Dr.  H.  J.  Parkhurst,  Dr.  A.  P. 
R.  James  and  Dr.  Edward  Binzer. — Bulletin. 


Officers  of  the  academy  for  1937  are:  Dr. 

Frederick  M.  Douglass,  president;  Dr.  Wm.  A. 
Neill,  vice-president;  Dr.  E.  W.  Huffer,  secretary; 
Dr.  W.  W.  Alderdyce,  treasurer;  Dr.  Huffer,  corre- 
spondent for  The  Journal;  Dr.  C.  W.  Waggoner, 
chairman,  Dr.  Chas.  Lukens  and  Dr.  John  F. 
Wright,  legislative  committee;  Dr.  W.  H.  Snyder, 
medical  defense  committeeman;  Dr.  E.  J.  Mc- 
Cormick, Dr.  Wright  and  Dr.  E.  B.  Gillette,  dele- 
gates; and  Dr.  E.  G.  Galbraith,  Dr.  R.  C.  Young, 
and  Dr.  A.  A.  Brindley,  alternates. — H.  C.  Ger- 
ber, Jr.,  executive  secretary. 

SANDUSKY 

At  a meeting  of  the  Sandusky  County  Medical 
Society,  January  28,  at  Fremont,  Dr.  Wynne  M. 
Sibernagel  and  Dr.  R.  S.  Fidler,  Columbus,  spoke 
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W.  H.  MILLER,  M.  D. 

328  E.  STATE  STREET  COLUMBUS,  OHIO 

Office  Telephone,  Main  3743  Residence  Evergreen  5644 
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X-ray 

Diagnosis 


Portable 
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RADIUM 


A Selective 


-“R.  N ” SERVICE 

(Operated  not  for  profit) 


Call  any  one  of  our  ten  District  Registries  which  have  been  approved  by  the 
local  Academies  of  Medicine. 

PROFESSIONAL  NURSING  SERVICE 

available  for  your  patient 
AT  A COST  HE  CAN  AFFORD  TO  PAY 


Qualified  “R.  N.s”  available  for 
every  branch  of  hospital  service, 
also  for  public  health  and  in- 
dustrial nursing,  doctors’  offices, 
etc. 

STATE  NURSE  S’  ASSOCIATION 
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on  “Glandular  Physiology,  Diagnosis  and  Therapy 
in  Women”. — M.  M.  Riddell,  M.D.,  secretary. 

WOOD 

A motion  picture  of  “Pneumonia”  was  pre- 
sented by  Dr.  F.  E.  Schmidt  of  the  Lederle  Labor- 
atories, New  York,  at  a meeting  of  the  Wood 
County  Medical  Society,  January  21,  at  Bowling 
Green. 

Dr.  H.  J.  Powell,  Wood  County  health  com- 
missioner, spoke  on  “The  Relation  of  the  County 
Health  Department  to  the  Medical  Society”,  at  a 
meeting  of  the  society,  February  18,  at  Bowling 
Green. — R.  N.  Whitehead,  M.D.,  secretary. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D  , CLEVELAND) 

ASHTABULA 

An  all-day  clinical  meeting  of  the  Ashtabula 
County  Medical  Society  was  held  at  the  Ashta- 
bula General  Hospital,  January  26.  Explanations 
of  X-ray  films  and  demonstrations  were  presented 
by  Dr.  P.  J.  Collander  and  Dr.  C.  E.  Case,  Ashta- 
bula, at  the  morning  session.  In  the  afternoon, 
Dr.  Robert  S.  Dinsmore,  Cleveland,  spoke  on 
“Gall  Bladder  Surgery”,  and  Dr.  T.  A.  Willis, 
Cleveland,  lectured  on  “Orthopedic  Surgery”. 
The  speaker  at  the  dinner  session  at  the  Hotel 
Ashtabula  was  Dr.  A.  W.  Thomas,  Ashtabula.  In 


the  evening.  Dr.  Paul  M.  Moore,  Jr.,  Cleveland, 
lead  a general  discussion  on  “Infections  of  the 
Ear”. — News  Clipping. 

CUYAHOGA 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cleveland  during  Feb- 
ruary : 

February  5 — Clinical  and  Pathological  Section. 
“Spina  Bifida  Occulta  with  Retention  of  Urine”, 
by  Dr.  B.  B.  Larsen;  “Cholangiography”,  by  Dr. 
H.  G.  Sloan;  “Cholangiography — X-ray  Techni- 
que”, by  Dr.  Jean  A.  Groh;  “Fistula  in  Ano”,  by 
Dr.  C.  E.  Ward;  “Hypermesis  Gravidarum — Four 
Cases”,  by  Dr.  R.  S.  Dial;  “Intracapsular  Fracture 
of  the  Neck  of  the  Femur”,  by  Dr.  W.  G.  Stern. 

February  10 — Practice  of  Medicine.  “A  Sym- 
posium of  Collapse  Therapy  in  Pulmonary  Tuber- 
culosis with  Special  Reference  to  Results  in  Cleve- 
land”, by  Dr.  J.  Appel,  Dr.  R.  H.  Browning,  Dr. 
S.  0.  Freedlander,  Dr.  R.  C.  McKay,  Dr.  J.  C. 
Placak  and  Dr.  S.  E.  Wolpaw. 

February  12 — Experimental  Medicine  Section 
and  Cleveland  Section  of  the  Society  for  Experi- 
mental Biology  and  Medicine.  “Cholesterol:  Its 
Physiological  and  Clinical  Implications”,  by  Dr. 
S.  J.  Thannhauser,  formerly  professor  of  medi- 
cine, University  of  Freiberg,  Germany. 

February  15 — Pediatric  Section.  “Acute  Infec- 
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tive  Laryngotracheobronchitis”,  by  Dr.  C.  W.  Bur- 
hans;  “Encephalography  in  Infants  and  Children”, 
by  Dr.  J.  E.  McClelland. 

February  17 — Industrial  and  Orthopaedic  Sec- 
tion— “An  Unusual  Internal  Hernia”,  by  Dr.  Ed- 
ward F.  Kieger;  “Ruptured  Spleen”,  by  Dr.  James 
N.  Wychgel;  “Gas  Gangrene”,  by  Dr.  F.  A.  Spitt- 
ler;  “A  Hip  Lesion  of  Unusual  Onset”,  by  Dr.  R. 
S.  Jauch;  “Infection  of  Amputation  Stump, 
Treated  by  X-ray”,  by  Dr.  W.  F.  Boukalik;  “Bone 
Graft  for  Non-Union  of  (a)  Tibia,  (b)  Femur”  by 
Dr.  Wallace  Duncan. 

February  19 — Exchange  Program,  presented  by 
members  of  the  Cincinnati  Academy  of  Medicine. 
“A  Clinical  Study  of  Pellagra  in  Birmingham, 
Alabama”,  by  Dr.  Marion  A.  Blankenhorn;  “Tula- 
remia”, by  Dr.  Lee  Foshay;  “The  Problems  of 
Infectious  Polyneuritis”,  by  Dr.  Howard  D.  Mc- 
Intyre.— Bulletin. 

ERIE 

Officers  of  the  Erie  County  Medical  Society  for 
1937  are:  Dr.  Carl  Ross  Knoble,  president;  Dr. 
Emil  J.  Meckstroth,  vice-president;  Dr.  Ross  M. 
Knoble,  secretary- treasurer;  Dr.  Julius  C.  Kramer, 
chairman,  Dr.  C.  A.  Shimansky  and  Dr.  Harold 
Waltz,  legislative  comimtteemen;  Dr.  Hugo  N. 
Sarchet,  medical  defense  committeeman;  Dr.  A. 
R.  Grierson,  delegate,  and  Dr.  Ross  M.  Knoble, 
alternate,  all  of  Sandusky. — Ross  M.  Knoble, 
M.D.,  secretary. 

LORAIN 

Dr.  James  A.  Dickson,  Cleveland,  discussed 
“The  General  Principles  in  the  Treatment  of 
Fractures”,  at  a meeting  of  the  Lorain  County 
Medical  Society,  February  9,  at  Lorain. — L.  H. 
Trufant,  M.D.,  secretary. 

TRUMBULL 

At  the  annual  meeting  of  the  Trumbull  County 
Medical  Society,  January  21,  at  Warren,  Dr. 
Clyde  L.  Cummer,  Cleveland,  talked  on  “The 
Diagnosis  and  Treatment  of  Syphilis”. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

The  annual  “Ladies  Night”  of  the  Ashland 
County  Medical  Society  was  held  at  the  Ashland 
Country  Club  on  the  evening  of  February  12. 
Arrangements  for  the  banquet  were  in  charge  of 
Dr.  Robert  P.  Bogniard  and  Dr.  William  F.  Emery. 
— M.  D.  Shilling,  M.D.,  secretary. 

MAHONING 

The  annual  banquet  of  the  Mahoning  County 
Medical  Society  was  held  at  Youngstown,  Janu- 
ary 19,  with  an  attendance  of  225  members  and 
guests.  Ellis  Manning  of  the  General  Electric 


URINE  DARK  FIELD— SPIROCHETA 

BLOOD  BASAL  METABOLISM 

BLOOD  CHEMISTRY  AUTOGENOUS  VACCINES 
SPUTUM  SURGICAL  PATHOLOGY 

FECES-VACCINES  MEDICO-LEGAL  AUTOPSIES 

EFFUSIONS  X-RAY  DIAGNOSIS 

STOMACH  CONTENTS  ALLERGY 
PREGNANCY  TEST  ELECTROCARDIOGRAPHY 
AGGLUTINATION  WASSERMANN  & KAHN 

TESTS  TESTS 


LABORATORY 


Clinical  and  Pathological 


Established  1904 

Approved  by  the  American  Medical  Association 

Columbus,  Ohio  370  E.  Town  Street 


J.  J.  COONS,  Director, 

B.  Sc.,  M.D.,  D.  Sc.,  F.A.C.P. 

H.  M.  Brundage,  M.D. 

H.  A.  Baughn,  A.B.,  M.D. 

M.  D.  Godfrey,  M.D. 

Frances  Coup,  A.B. 

Marian  Guild,  A.B. 
Alice  Gerlinger,  A.B. 


PROMPT  SERVICE 

Immediate  Report  on  Frozen  Sections  of  all  Tumors 


Diagnostic  Sets 

for 

SPRING 
HAY  FEVER 


U.  S.  S.  P.  CO. 

Use  Diagnostic  Pollen  Allergen  Solutions,  U.S.S.P. 
Co.,  for  determining  susceptibility  to  Spring  Hay 
Fever.  Consists  of  3 tests  on  each  of  8 pollens, 
with  sterile  scarifying  needle. 

Write  for  literature. 

Biologicals,  ampules  and 
glandular  products  of  highest 
quality. 

U.  S.  STANDARD  PRODUCTS  CO. 

U.  S.  Government  License  No.  65 
WOODWORTH,  WIS. 


March,  1937 


Activities  of  County  Societies 


343 


COW’S  M 

1 L K 

M 0 0 1 F 1 E D 

B Y 

LABORATORY  METHODS 

Because  cow's  milk  is  unlike  human  milk  chemically,  metabolic- 
ally  and  physically  (in  its  curd  reaction),  no  mere  dilution  or 
adjustment  of  the  percentages  of  fats,  proteins  and  sugar  will 
make  it  similar  to  breast  milk.  Modification  of  the  milk  which 
nature  intended  for  the  four  "stomachs"  of  the  calf,  to  make 
it  suitable  for  the  human  infant's  digestive  system,  is  essen- 
tially a laboratory  process.  *ff  Similac  is  cow's  milk  modified  by 
laboratory  methods.  The  salts  are  altered  in  character  and  in 
relation  to  each  other.  The  butterfat  is  replaced  with  a com- 
bination of  fats  similar  to  breast  milk  fat.  The  soluble  proteins 
are  increased  to  a point  approximating  the  soluble  proteins 
in  breast  milk;  lactose  is  added.  The  resulting  food  resembles 
breast  milk  physically  as  well  as  in  percentages  of  nutrients. 
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Company  Research  Laboratories,  Schenectady, 
N.  Y.,  presented  his  “House  of  Magic”,  under 
which  the  following  topics  were  discussed:  Irving 
Langmuir’s  work  on  monomolecular  films;  recent 
work  on  gaseous  discharges  with  mention  of  the 
sodium,  the  high  and  the  ultra-high  pressure  mer- 
cury; the  mercury  fluorescent  lamp;  Coryl  Has- 
kins on  X-ray  genetics  and  the  new  recording 
spectrophotometer.  The  presentation  was  highly 
instructive  and  entertaining. 

Dr.  W.  W.  MacLachlan,  Pittsburgh,  discussed 
“Chemo-therapeutic  Aspects  of  the  Treatment  of 
Pneumonia”,  at  a meeting  of  the  society,  Febru- 
ary 16. — Wesley  C.  Redd,  correspondent  for  The 
Journal. 

PORTAGE 

Dr.  J.  D.  Smith,  Akron,  spoke  on  “Blood  De- 
pletion, and  Methods  of  Its  Replenishment”,  at  a 
meeting  of  the  Portage  County  Medical  Society, 
February  4,  at  the  home  of  Dr.  S.  U.  Sivon,  Ra- 
venna.— E.  J.  Widdecombe,  M.D.,  secretary. 

STARK 

Speakers  at  a meeting  of  the  Stark  County 
Medical  Society,  February  11,  at  Canton,  were 
Dr.  Charles  E.  Ziegler  and  Dr.  Howard  A.  Power, 
associate  professors  of  obstetrics,  LTniversity  of 
Pittsburgh  School  of  Medicine.  Dr.  Ziegler  dis- 
cussed “Toxemias  of  Pregnancy”,  and  Dr.  Power 


spoke  on  “Puerperal  Infection”. — Clair  B.  King, 
M.D.,  secretary. 

SUMMIT 

“The  Treatment  of  Anemia  from  the  Point  of 
View  of  the  General  Practitioner”,  was  the  sub- 
ject presented  by  Dr.  W.  B.  Castle,  associate  pro- 
fessor of  medicine,  Harvard  University  Medical 
School,  at  a meeting  of  the  Summit  County 
Medical  Society,  February  2,  at  Akron. — Bulletin. 

WAYNE 

Dr.  P.  L.  Harris  of  the  staff  of  the  State  De- 
partment of  Health,  discussed  the  department’s 
program  for  the  control  of  venereal  diseases  at  a 
meeting  of  the  Wayne  County  Medical  Society, 
January  22,  at  Wooster. — News  clipping. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

COLUMBIANA 

Dr.  William  H.  Bunn,  Youngstown,  gave  an 
illustrated  lecture  on  “Hypertension”,  at  a meet- 
ing of  the  Columbiana  County  Medical  Society, 
January  12,  at  Lisbon. 

“Newer  Methods  of  X-ray  Therapy”,  with  spe- 
cial emphasis  on  the  treatment  of  conditions  in 
which  patients  are  being  benefited  by  X-ray 
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How  much  should  a child  grow 
or  gain  from  time  to  time? 


That  is  more  significant 
than  mere  weight  and 
height  measurements 

To  the  parent  the  mark  on  the  wall  and 
the  reading  on  the  scale  reveal  the  child’s 
growth.  But  to  the  doctor  deviations  from 
the  periodic  gains  offer  a sensitive  index 
of  dietary  or  disease  disturbances. 

The  weight  curve  in  infancy  furnishes 
the  most  delicate  index  of  progress.  The 
birth  weight  doubles  at  five  months  and 
trebles  at  a year.  Thereafter  gains  are 
slower ; six  pounds  during  the  second  year ; 
five  during  the  third;  four  during  the 
fourth  and  fifth  years.  The  trend  of  the 
first  growth  cycle  is  indicated  in  the  chart. 

This  pattern  of  growth  repeats  itself 
during  childhood  and  adolescence. 
Once  the  growth  increments  have  been 
determined  for  a child,  his  assessment  be- 
comes individual  and  accurate. 

When  the  child  fails  to  gain  in  weight, 
high  caloric  feeding  is  simplified  by  rein- 
forcing food  with  Karo  Syrup.  If  the  total 
caloric  intake  exceeds  the  output,  the  child 
will  gain  weight,  provided  the  diet  is  ade- 
quate and  chronic  disturbances  corrected. 


CYCLES  OF  GROWTH  FROM  BIRTH  TO  MATURITY 
The  course  of  growth  from  birth  to  maturity  is  continuous  but  rhythmic. 
This  span  includes  three  cycles.  The  rapid  growth  in  infancy  is  fol- 
lowed by  the  slow  growth  during  the  pre-school  period ; the  rapid 
growth  during  the  period  of  second  dentition  is  followed  by  the  slower 
growth  during  childhood  ; finally,  the  rapid  growth  during  pubescence 
is  followed  by  the  slower  growth  during  adolescence. 

From  Kugelmass’  “ Growing  Superior  Children 1935. 

( Applcton-Century ) 
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therapy,  was  the  subject  discussed  by  Dr.  E.  C. 
Baker,  Youngstown,  at  a meeting  of  the  society, 
February  9. — J.  W.  Schoolnic,  M.D.,  secretary. 

COSHOCTON 

At  a meeting  of  the  Coshocton  County  Medical 
Society,  December  30,  at  the  Coshocton  City  Hos- 
pital, Dr.  R.  E.  Hopkins  spoke  on  “Resuscitation”, 
and  Dr.  S.  B.  Kistler  reported  a case  from  the 
Detroit  Receiving  Hospital. 

On  January  28,  at  a meeting  of  the  society, 
Dr.  T.  W.  Lear  spoke  on  “How  to  Care  for  a 
Patient  Past  Forty”,  and  Dr.  C.  M.  Neldon  read 
a paper  on  “Maggots  in  the  Ear”,  and  exhibited 
a petrified  tonsil  which  he  recently  removed. — 
J.  C.  Briner,  M.D.,  correspondent  for  The  Journal. 

TUSCARAWAS 

The  regular  monthly  meeting  of  the  Tus- 
carawas County  Medical  Society  was  held  at  the 
Hotel  Reeves,  New  Philadelphia,  February  10. 
Dr.  Frank  Harrah,  Dr.  W.  B.  Morrison  and  Dr. 
J.  H.  Warren  of  Columbus  gave  interesting  ad- 
dresses.— W.  E.  Hudson,  M.D.,  secretary. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

GUERNSEY 

Five  reels  of  motion  pictures  showing  “The 
Heart  in  Health  and  Disease”  were  presented  by 
Dr.  R.  M.  Swan  at  a meeting  of  the  Guernsey 
County  Medical  Society,  January  21,  at  Cam- 
bridge. 

At  a meeting  on  February  4,  the  county  fee 
bill  was  discussed  and  arrangements  made  for  a 
clinic  for  crippled  children. — 0.  Reed  Jones,  M.D., 
correspondent  for  The  Journal. 

LICKING 

Dr.  Harry  E.  LeFever,  Columbus,  spoke  on 
“Injuries  of  the  Central  Nervous  System  in  Auto- 
mobile Accidents”,  at  a meeting  of  the  Licking 
County  Medical  Society,  January  26,  at  Newark. 

The  society  voted  to  donate  $100  to  the  Red 
Cross  Flood  Relief  Fund. 

Officers  for  1937  are:  Dr.  Roland  W.  Jones, 
president;  Dr.  George  A.  Gressle,  vice-president; 
Dr.  Donald  R.  Sperry,  secretary-treasurer;  Dr. 
Arthur  J.  Tronstein,  correspondent  for  The  Jour- 
nal; Dr.  James  B.  Johnson,  Jr.,  and  Dr.  J.  Fleek 
Miller,  legislative  committeemen;  Dr.  Wm.  H. 
Knauss  and  Dr.  W.  E.  Shrontz,  medical  defense 
committeemen;  Dr.  Henry  B.  Anderson,  delegate. 
— Arthur  J.  Tronstein,  M.D.,  correspondent  for 
The  Journal. 

MORGAN 

“Comparison  of  Hospital  and  Home  Deliveries”, 
was  the  topic  discussed  by  Dr.  Wayne  Brehm,  Co- 
lumbus, at  a meeting  of  the  Morgan  County 
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Association.  Your  request  will  bring  you  descriptive 
literature  by  return  mail. 


PARKE 


DA  FIS 


& COM  PAN  Y 


Home  Offices  and  laboratories — Detroit , Michigan 

ATLANTA  BALTIMORE  BOSTON  BUFFALO  CHICAGO  CINCINNATI  DALLAS  INDIANAPOLIS 
KANSAS  CITY  MINNEAPOLIS  NEW  ORLEANS  NEW  YORK  PHILADELPHIA  PITTSBURGH 
ST.  LOUIS  SAN  FRANCISCO  SEATTLE 
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Medical  Society,  February  16,  at  McConnelsville. 
— News  clipping. 

MUSKINGUM 

“The  Diagnosis,  Prophylaxis  and  Treatment  of 
Scarlet  Fever”,  was  the  subject  discussed  by  Dr. 
L.  T.  Clark,  director  of  research  laboratories, 
Parke  Davis  & Company,  Detroit,  Michigan,  at  a 
meeting  of  the  Muskingum  County  Academy  of 
Medicine,  February  3,  at  Zanesville. — Beatrice  T. 
Hagen,  M.D.,  secretary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

GALLIA 

Dr.  N.  A.  Martin  gave  an  address  on  “Acute 
and  Chronic  Ear  Conditions”  at  a meeting  of  the 
Gallia  County  Medical  Society,  January  23,  at 
Gallipolis. 

Plans  were  made  to  cooperate  with  public  and 
lay  agencies  during  the  flood  emergency.  The 
following  committee  chairmen  were  appointed: 
Dr.  W.  L.  Brown,  public  health;  Dr.  H.  B.  Thomas, 
school  health,  and  Dr.  L.  C.  Bean,  medical  relief. — 
News  clipping. 

LOGAN 

Dr.  C.  F.  Shonk  was  the  speaker  at  a meeting 
of  the  Logan  County  Medical  Society,  January  14, 
at  Logan. — News  clipping. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

DELAWARE 

Officers  of  the  Delaware  County  Medical  So- 
ciety for  1937  are:  Dr.  H.  E.  Caldwell,  Delaware, 
president;  Dr.  Noah  Gorsuch,  Sunbury,  vice- 
president;  Dr.  M.  S.  Cherington,  secretary-treas- 
urer; Dr.  D.  S.  James,  correspondent  for  The 
Journal-,  Dr.  D.  S.  Cowles,  Ostrander,  legislative 
committeeman  and  medical  defense  committee- 
man; Dr.  A.  R.  Callendar  and  Dr.  W.  E.  Borden, 
Delaware,  delegates,  and  Dr.  Harold  Davis, 
Ashley,  alternate. — M.  S.  Cherington,  M.D.,  sec- 
retary. 

FRANKLIN 

The  following  programs  were  presented  by  the 
Columbus  Academy  of  Medicine  during  February: 

February  1 — Influenza.  “Etiology  and  Path- 
ology”, by  Dr.  H.  B.  Davidson;  “Medical  As- 
pects”, Dr.  L.  H.  Van  Buskirk;  “Treatment”,  by 
Dr.  Leslie  Lisle. 

February  8 — The  Pneumonias.  “Bacteriology 
and  Pathology”,  by  Dr.  H.  L.  Reinhart;  “Diag- 
nosis”, by  Dr.  S.  A.  Hatfield;  “Treatment”,  by 
Dr.  C.  C.  Sherburne.  Dr.  J.  D.  Dunham,  discus- 
sant. 

February  15 — Complications  of  Acute  Respira- 
tory Infections.  “Ear,  Nose  and  Throat”,  by  Dr. 
H.  D.  Emswiler;  “General  Surgical”,  by  Dr.  W. 


Behind 


Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 


Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOG1CALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 

if 

The  Rupp  & Bowman  Co. 

319  Superior  St.  Toledo,  Ohio 


March,  1937 
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The  control  of  syphilis  today  is  one  of  the  major 
problems  of  the  medical  profession.  The  necessity 
for  concerted  action  in  bringing  syphilitic  individ- 
uals under  treatment  is  evident  from  the  estimate 
that  from  5 to  10  per  cent  of  the  population  is 
infected,  and  that  there  are  more  than  500,000 
new  infections  annually. 

The  infectiousness  of  early  syphilis  may  be 


controlled  by  prompt  and  adequate  treatment 
with  neoarsphenamine  and  bismuth. 

The  administration  of  neoarsphenamine  and 
the  preparation  of  solutions  require  care,  but 
these  procedures  are  readily  acquired.  Informa- 
tion regarding  them  may  he  obtained  by  return- 
ing the  attached  coupon. 


Please  send  me  instructions  on  the  technique  of  preparing 
solutions  and  administering  injections  of 

NEOARSPHENAMINE  MERCK 


Name M.D. 

Street 

City State 


MERCK  & CO.  INC.  ^Lnu/acfurin^Aemtiti  RAHWAY,  N.  J. 
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P.  Smith;  Dr.  H.  G.  Beatty  and  Dr.  G.  M.  Curtis, 
discussants. 

February  22 — General  Practitioners’  Section. 
“Treatment  of  the  Aged  Patient”,  by  Dr.  R.  B. 
Taylor,  physician  to  Columbus  Home  for  the 
Aged. — Bulletin. 

Officers  of  the  academy  for  1937  are:  Dr.  E.  F. 
McCampbell,  president;  Dr.  L.  N.  Jentgen,  vice- 
president;  Dr.  Judson  D.  Wilson,  secretary-treas- 
urer; Dr.  John  M.  Thomas,  chairman,  Dr.  I.  B. 
Harris,  Dr.  Edward  D.  Helfrich,  Dr.  Daniel  G. 
Sanor,  Dr.  Willis  B.  Merrell  and  Dr.  Robert  C. 
Tarbell,  legislative  committeemen;  Dr.  I.  B.  Har- 
ris, Dr.  E.  J.  Emerick  and  Dr.  J.  H.  J.  Upham, 
delegates;  Dr.  J.  M.  Dunn,  Dr.  John  H.  Mitchell 
and  Dr.  Harry  E.  LeFever,  alternates. — J.  D. 
Wilson,  M.D.,  secretary. 

MORROW 

Approximately  100  physicians  and  employers 
from  Morrow  and  surrounding  counties  attended 
a dinner  meeting  of  the  Morrow  County  Medical 
Society,  February  9,  at  Hotel  Harding,  Marion. 
Dr.  Sidney  M.  McCurdy,  Columbus,  supervisor  of 
the  Medical  Section  of  the  State  Industrial  Com- 
mission, discussed  “Medical  Economics  and  Work- 
men’s Compensation”. — News  clipping. 

UNION 

Officers  of  the  Union  County  Medical  Society 
for  1937  are:  Dr.  R.  H.  Martin,  Magnetic  Springs, 
president;  Dr.  F.  C.  Calloway,  Marysville,  vice- 
president;  Dr.  H.  E.  Strieker,  Marysville,  secre- 
tary-treasurer; Dr.  Calloway,  legislative  commit- 
teeman; Dr.  John  Dean  Boylan,  Milford  Center, 
delegate,  and  Dr.  H.  G.  Southard,  Marysville, 
alternate. — H.  E.  Strieker,  M.D.,  secretary. 

ROSS 

Dr.  Clifford  J.  Straehley,  Cincinnati,  spoke  on 
“Digitalis  in  Heart  Conditions”,  at  a meeting  of 
the  Ross  County  Medical  Society,  January  7,  at 
Chillicothe. — News  clipping. 


Cleveland — Dr.  Frederick  C.  Waite,  professor 
of  histology  and  embryology  of  the  School  of 
Medicine  of  Western  Reserve  University,  re- 
cently lectured  to  the  George  A.  Bates  Society, 
composed  of  faculty  and  students  of  Tufts  Col- 
lege, on  the  subject  “The  Background  of  Den- 
tistry”. 

Columbus — Dr.  C.  A.  Doan,  professor  of  medi- 
cine, Ohio  State  University,  College  of  Medicine, 
recently  addressed  the  Medical  Society  of  the 
County  of  Kings,  Brooklyn,  N.  Y.,  on  “Splenec- 
tomy in  Thrombocytopenic  Purpura  and  Hemoly- 
tic Icterus  in  Acute  Phases”. 

Coshocton — Dr.  R.  E.  Hopkins  has  been  named 
a member  of  the  city  board  of  health,  succeeding 
Dr.  E.  M.  Wright,  who  resigned  recently. 


The  Wendt -Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons — and  the  many  people  they  serve 

Two  Prescription  Departments 

maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 
Other  Complete  Departments 
office  equipment 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 

W-B  Pharmaceutical  Supplies 
JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 


Prompt  Service  on  Phone  Orders 


HYCLORITE 


Accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association  ( N.N.R .) 

ANTISEPTIC 

An  aid  for  the  prevention  of  ringworm 
infection 

For  irrigating,  swabbing  and  dressing 
infected  cases  wherever  an  anti- 
septic is  needed. 

For  Hand  and  Skin  Sterilization. 

To  Make  a Dakin’s  Solution  of  Correct 
Hypochlorite  Strength  and  Alkalinity. 

NON-POISONOUS 

NON-IRRITATING 

Comprehensive  Literature  on  Request 

BETHELHEM  LABORATORIES 

INCORPORATED 

300  Century  Building 
PITTSBURGH.  PENNA. 
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FOR  HER  BABY,  RECOMMEND 
STRAINED  FOODS  BEARING  — 


1.  IIP  A SEAL  YOU  VALUE  HIGHLY 

2.  @ A SEAL  SHE  UNDERSTANDS 


Every  day,  an  increasing  number  of  doctors 
give  their  active  recommendation  to  Heinz 
Strained  Foods  for  infants  and  soft  diet  cases. 

One  reason  is  that  Heinz  Strained  Foods  bear 
the  Seal  of  Acceptance  of  the  American 
Medical  Association’s  Council  on  Foods. 
This  means  that  they  have  been  carefully  in- 
vestigated and  officially  accepted  by  your 
exacting  profession. 


Secondly,  Heinz  Strained  Foods  bear  the  fa- 
mous “57”  Seal  of  Quality.  For  over  50 
years  women  have  looked  to  this  insignia  as 
a hallmark  of  pure,  safe  and  wholesome 
foods.  They  have  never  been  disappointed. 

Recommend  strained  foods  that  have  both  the 
backing  of  your  official  body  and  the  high 
esteem  of  experienced  housewives  and 
mothers  throughout  America.  Suggest  Heinz! 


HEINZ  STRAINED  FOODS 


11  KINDS — 1.  Strained  Vegetable  Soup.  2.  Mixed  Greens.  3.  Spinach.  4.  Carrots.  5.  Beets. 
6.  Peas.  7.  Prunes.  8.  Cereal.  9.  Apricots  and  Apple  Sauce.  10.  Tomatoes.  11.  Green  Beans. 
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U.  S.  Tax  Collections  in  Ohio  Soar 

Ohio’s  Federal  tax  bill  went  up  $38,596,011  last 
year,  according  to  a recent  report  of  the  United 
States  Bureau  of  Internal  Revenue.  Revenue 
collected  from  the  state  in  1936  as  $214,456,349, 
compared  with  $175,860,337  in  1935.  Income  taxes 
were  $82,523,861  last  year,  against  $61,324,315  in 
1935.  Individual  income  tax  payments  were 
$32,089,550,  compared  with  $23,333,572  in  1935, 
and  corporation  income  taxes  were  $50,415,311, 
compared  with  $37,990,743  in  1935.  Miscellaneous 
revenue  from  the  state,  including  inheritance  and 
various  excise  taxes,  increased  from  $105,402,308 
to  $131,854,928.  Ohio  was  the  seventh  largest 
tax-paying  state,  New  York  leading  with  a total 
of  $815,893,348. 


Physical  Therapy  Session  at  St.  Louis 

The  Mid-West  and  Southern  Sections  of  the 
American  Congress  of  Physical  Therapy  will  hold 
a one-day  scientific  session,  Tuesday,  March  9, 
at  the  St.  Louis  Medical  Society  Building,  St. 
Louis,  Missouri.  Included  in  the  program  is  a 
demonstration  on  the  physical  aspects  of  short 
wave  diathermy  by  Howard  A.  Carter,  secretary 
of  the  Council  on  Physical  Therapy  of  the  Ameri- 
can Medical  Association.  Physicians  and  their 
assistants  and  technicians  are  eligible  to  attend 
the  meeting.  There  will  be  no  registration  fee. 


Dinner  Given  Honoring  Dr.  Leeper 

Members  of  the  Morgan  County  Medical  Society 
and  their  wives  attended  a dinner  at  the  Kennebec 
Hotel,  McConnelsville,  January  26,  in  honor  of 
Dr.  and  Mrs.  J.  F.  Leeper.  Dr.  Leeper,  oldest 
practicing  physician  in  the  county,  has  practiced 
medicine  for  58  years.  Unfortunately,  due  to 
illness  he  and  Mrs.  Leeper  were  unable  to  attend 
the  meeting.  Speakers  at  the  dinner  included  Dr. 
Lee  Humphrey,  Malta,  who  also  acted  as  chair- 
man; Dr.  C.  E.  Northrup,  McConnelsville;  Mrs. 
D.  G.  Ralston  and  Dr.  Clyde  Leeper,  Cleveland, 
son  of  Dr.  J.  F.  Leeper. 


Cleveland  Medical  Library  Gift 

The  Cleveland  Dermatological  Society  is  a re- 
cent donor  to  the  Cleveland  Medical  Library  of  a 
valuable  recent  French  publication  “Nouvelle 
Pratique  Dermatologique”  in  eight  volumes,  beau- 
tifully bound  and  illustrated.  The  cost  was  ap- 
proximately $150.00.  This  gift  is  especially  ap- 
preciated by  the  library  trustees,  since  the  ap- 
propriation for  the  purchase  of  new  books  has 
been  greatly  restricted  due  to  shrinkage  in  in- 
come from  its  invested  fund. 


Cleveland — Dr.  Fred  P.  Berlin,  son  of  Dr.  C.  C. 
Berlin,  Wapakoneta,  has  been  appointed  chief 
resident  surgeon  at  the  Cleveland  City  Hospital. 


SMOKING  ADVICE 
THAT’S  EASY  TO  FOLLOW 

THE  surest  way  to  make  a patient 
follow  the  doctor’s  advice  is  to 
make  that  advice  easy  to  follow. 

It  is  not  easy  to  follow  the  advice,  “Stop 
smoking.”  But  today  there  is  a pleas- 
ant alternative:  “Smoke  only  Philip 
Morris,  the  one  cigarette  proved*  less 
irritating.” 

Ordinary  cigarettes  use  glycerine,  now 
known  to  be  a definite  source  of  irri- 
tation. In  Philip  Morris,  diethylene 
glycol  is  used  exclusively  as  the  hygro- 
scopic agent. 

For  your  own  satisfaction  we  suggest 
that  you  test  Philip  Morris  yourself 
and  on  your  smoking  patients. 

★ Proc.  Soc.  Exp.  Biol,  and  Med.,  1934, 52, 24 1*245 
Laryngoscope,  Feb.  1935,  Vol.XLV,  No.  2,  149*154 
N.  Y.  State  Jour.  M ed.,  June  1935,  Vol.  35,  No.  11 
Arch.  Otolaryngology,  Mar.  1936, Vol.  23,  No.  3, 306*309 


IMiiflip  Morris  & Co.  Ltd.  Inc.  Fiftli  Ave.,  IV.  Y. 


For  exclusive  use  of  practising  physicians 

PHILIP  MORRIS  & CO.  LTD.  INC. 

119  FIFTH  AVENUE  NEW  YORK 

Absolutely  without  charge  or  obligation  of  any 
kind,  please  mail  to  me 
★ Reprint  of  papers  from 

N.  Y.  State  Jour.  Med.  1935,  35—  ri 
No.  11,  590;  Laryngoscope  1935  XLV,  ' — ' 
149-154.  Proc.  Soc.  Exp.  Biol,  and  Med., 

1934,  32,  241-245. 

For  my  personal  use,  2 packages  of  I I 
Philip  Morris  Cigarettes,  English  Blend.  ' — ' 

SIGNED  : 

ADDRESS— 

CITY STATE 
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POTENT  PRODUCTS 


The  nationwide  campaign  to  control  venereal 
disease  is  receiving  valuable  publicity  from 
many  sources.  The  final  results  of  the  cam- 
paign, however,  will  depend  upon  the  effective- 
ness of  the  products  used  and  the  proper  super- 
vision of  all  cases. 

It  is  generally  agreed  that  efficient  treatment 
requires  the  administration  of  an  arsenical  and 
a heavy  metal,  alternately  and  continuously,  for 
a period  of  from  twelve  to  eighteen  months.  For 
this  purpose  Squibb  has  available  two  outstand- 
ing preparations— Neoarsphenamine  and  Iodo- 
bismitol  with  Saligenin. 

Neoarsphenamine  Squibb  is  designed  to  pro- 
duce maximum  therapeutic  results.  It  is  noted 
for  its  high  stability,  chemical  uniformity,  rapid 
solubility,  brilliantly  clear  solution,  low  toxicity 
and  high  spirocheticidal  power.  Equally  effec- 


tive for  the  conditions  in  which  their  use  is  indi- 
cated are  Arsphenamine  Squibb  and  Sulphars- 
phenamine  Squibb. 

Iodobismitol  with  Saligenin  provides  all  the 
systemic  effects  of  bismuth  in  the  treatment 
of  syphilis.  It  presents  bismuth  in  anionic  (elec- 
tro-negative) form.  It  is  slowly  and  completely 
absorbed  and  slowly  excreted,  thus  providing  a 
relatively  prolonged  bismuth  effect.  Repeated 
injections  are  well  tolerated  in  both  early  and 
late  syphilis. 

Iodobismitol  with  Saligenin  is  a propylene 
glycol  solution  containing  6 per  cent  sodium 
iodobismuthite,  12  per  cent  sodium  iodide  and 
4 per  cent  saligenin  (a  local  anesthetic)  . 

o • • 

For  literature  address  the  Professional  Service 
Department,  745  Fifth  Avenue,  New  York  City. 


E R;  Squibb  &Sons 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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Seventh  Annual  Series  of  Public  Health 
Lectures  Opened  by  Cleveland  Academy 

The  seventh  annual  series  of  Sunday  afternoon 
public  health  lectures  at  Allen  Memorial  Medical 
Library,  Cleveland,  under  the  joint  sponsorship 
of  the  Academy  of  Medicine  of  Cleveland,  the 
Albert  Fairchild  Holden  Foundation  of  Western 
Reserve  University  and  the  Cleveland  Medical 
Library  Association,  was  opened  by  Dr.  Clyde  L. 
Cummer,  assistant  clinical  professor  of  derma- 
tology and  syphilology,  Western  Reserve  Univer- 
sity School  of  Medicine;  Dr.  R.  W.  Scott,  pro- 
fessor of  clinical  medicine  at  the  university,  and 
Dr.  Louis  J.  Karnosh,  assistant  clinical  professor 
of  nervous  diseases,  who  gave  a symposium  on 
syphilis,  February  21. 

The  second  lecture  will  be  March  7,  when  Dr. 
Harry  Goldblatt,  professor  of  experimental  path- 
ology, and  Dr.  Harry  Hauser,  senior  instructor  in 
roentgenology,  both  of  Western  Reserve  Univer- 
sity School  of  Medicine,  will  collaborate  with  Dr. 
A.  Strauss,  associate  chief  in  surgery,  Mt.  Sinai 
Hospital,  in  a symposium  on  cancer. 

Dr.  Stanley  Reimann,  pathologist  and  director 
of  the  Research  Institute  of  Lankenau  Hospital, 
Philadelphia,  will  lecture  on  “Cancer,  a Problem 
for  Everyone”,  March  21. 


Requesting  Relatives  to  Help  Aged 


Trademark  I f ljV\  /yf  : Trademark 

Registered  I i W B ^ I fl  Registered 

Binder  and  Abdominal  Supporter 


Gives  perfect  up- 
lift. Is  worn  with 
comfort  and  sat- 
isfaction. Made 
of  Cotton,  Linen 
or  Silk.  Washable 
as  u n d e r w ear. 
Three  distinct 
types,  many  vari- 
ations of  each. 


The  Picture  Shows  “Type  N” 

Storm  belts  adaptable  to  all  conditions, 
Ptosis,  Hernia,  Pregnancy,  Obesity,  Sacro- 
iliac Relaxations,  High  and  Low  Opera- 
tions, etc. 

Ask  for  Literature 

Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.  Philadelphia 


An  intensive  drive  is  being  waged  by  the  Ohio 
Division  of  Aid  for  the  Aged  to  compel  re- 
sponsible relatives  of  needy  aged  to  help  in  caring 
for  indigent  aged  persons.  The  statistical  report 
of  the  Division  for  the  month  of  January  revealed 
that  despite  an  increase  of  240  aged  recipients 
over  the  preceding  month,  the  total  amount  of 
grants  paid  during  January  was  $11,419  less  than 
paid  out  in  December.  During  January,  the 
Division  reported  that  it  had  paid  grants  total- 
ling $2,426,667  to  99,705  needy  aged  persons. 


Northwest  Health  District  Elects 

New  officers  of  the  Northwest  district  of  the 
Ohio  Health  Commissioners’  Association  are: 
Dr.  L.  W.  Naus,  Upper  Sandusky,  president;  Dr. 
G.  E.  Miller,  Lima,  vice-president;  Dr.  G.  T. 
Wasson,  Bucyrus,  secretary,  and  Dr.  H.  J.  Powell, 
Bowling  Green,  executive  committeeman. 


Cleveland — Included  among  the  physicians  who 
gave  clinical  demonstrations  at  the  recent  meet- 
ing of  the  American  Academy  of  Orthopedic  Sur- 
geons were:  Dr.  C.  B.  Barber,  Dr.  Clarence  Hey- 
man,  Dr.  G.  I.  Bauman,  Dr.  James  A.  Dickson, 
Dr.  Sydney  Klein,  Dr.  T.  A.  Willis,  Dr.  R.  S. 
Reich,  Dr.  S.  L.  Robbins,  Dr.  W H.  McGaw,  Dr. 
Wallace  Duncan,  Dr.  Louis  E.  Papurt,  Dr.  Max- 
well Harbin,  Dr.  L.  M.  Starin  and  Dr.  J.  J. 
Kurlander. 
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natural  corrective — the  effectiveness  of  the  diet  you  prescribe  is 
doubly  insured  when  you  suggest  Ry-KrispWhole-RyeWafers. 


As  the  chart  indicates,  Ry-Krisp  is  capable  of  absorbing  five 
times  its  weight  in  water.  Thus  these  wafers,  plus  the  meal’s 
ordinary  quantity  of  liquid,  produce  bulk  to  stimulate  peristaltic 
action.  Made  of  whole  rye,  salt  and  water,  they  also  provide  a 
high  percentage  of  bran,  high  pentosan  and  crude  fi- 
ber content,  all  encouraging  to  normal  bowel  action. 
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When  to  Send  Statements 

Promptness  in  sending  out  statements  is  apt 
to  be  reflected  in  the  promptness  with  which  pa- 
tients pay  their  bills.  Too  few  and,  more  par- 
ticularly, too  infrequent  statements  fail  to  im- 
press upon  the  patient  the  importance  of  paying 
the  account,  and  very  often  encourage  just  as  in- 
frequent attention  to  it. 

A careful  analysis  just  made  of  thousands  of 
patients’  accounts  shows  that  the  majority  of 
payments  brought  in  just  from  statements  come 
in  the  first  sixty  to  ninety  days,  and  very  few 
payments  are  made  without  other  collection  effort 
after  that  time.  Further  effort  to  collect  the  ac- 
count should  commence  immediately  after  this 
ninety-day  period,  at  which  time  statments  should 
be  discontinued  until  payments  are  resumed. 

The  doctor’s  relationship  to  his  patient  is  a 
personal  one.  A statement  is  a dignified  yet  per- 
sonal medium  of  telling  the  patient  how  much  he 
owes;  a statement  with  a notation  such  as 
“Please,”  “Please  Remit,”  “Past  Due,”  et  cetera, 
is  an  undignified  and  careless  approach  to  the 
collection  problem,  which  immediately  breaks 
down  that  personal  relationship  between  the  doc- 
tor and  his  patient  so  important  from  a good- 
will standpoint. — Allison  S.  Skaggs  and  Henry 
C.  Black,  Jour.  Mich.  St.  Med.  Soc.,  36:1,  Jan., 
1937. 


Malpractice  Decision 

According  to  a recent  decision  of  the  Court  of 
Appeals  of  Hamilton  County,  (O.L.R.  11-23-36), 
where  the  alleged  malpractice  of  a physician  re- 
sulted in  the  patient’s  death  a few  days  after  the 
alleged  negligence  occurred,  such  patient’s  ad- 
ministrator has  two  years  after  the  date  of  death 
within  which  to  bring  an  action  for  wrongful 
death,  under  authority  of  Sec.  10509-167. 


Cincinnati — Dr.  Mabel  E.  Gardner,  Cincinnati, 
is  chairman  of  the  Committee  on  Opportunities 
for  Medical  Women,  of  the  Medical  Women’s 
National  Associaton,  and  Dr.  Helena  Ratterman, 
Cincinnati,  chairman  of  the  Comimttee  on  Scholar- 
ship Fund.  Dr.  Gardner  also  is  a member  of  the 
editorial  board  of  The  Medical  Woman’s  Journal. 

Toledo — Hospital  staff  officers  recently  re- 
elected include:  Dr.  Howard  L.  Green,  chief,  and 
Dr.  E.  B.  Gillette,  secretary,  Robinwood  Hospital; 
and  Dr.  L.  A.  Brewer,  chief,  and  Dr.  L.  R.  Effler, 
secretary,  Mercy  Hospital. 

Youngstown — Physicians  who  made  addresses 
during  January  scheduled  by  the  Speakers  Bureau 
of  the  Mahoning  County  Medical  Society,  were: 
Dr.  W.  M.  Skipp,  Dr.  W.  H.  Bunn,  Dr.  Claude  B. 
Norris,  Dr.  P.  J.  Fuzy,  Dr.  W.  W.  Ryall  and  Dr. 
O.  J.  Walker. 
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OBSTRUCTIONS  AT  THE  BLADDER  NECK  IN  MEN,  WOMEN 

AND  CHILDREN 

By  JOHN  R.  CAULK,  M.D.,  F.A.C.S.,  St.  Louis,  Missouri 


SINCE  Riolan  in  1628  first  ascribed  to  the 
prostate  the  cause  of  vesical  neck  obstruc- 
tion there  has  been  an  inordinate  restless- 
ness on  the  part  of  the  medical  profession  in  an 
effort  to  ascertain  a better  understanding  of  the 
variegated  phases  of  this  important  problem. 

As  far  back  as  the  early  part  of  the  nineteenth 
century  Guthrie  and  Mercier  attempted  to  relieve 
the  distressing  effects  of  obstruction  at  the  blad- 
der neck  by  means  of  mechanical  devices  intro- 
duced through  the  normal  channels.  It  is  notable 
in  the  early  history  of  prostatic  obstruction  that 
the  student  concentrated  his  attention  on  the 
relief  of  obstruction  with  little  or  no  knowledge 
of  associated  conditions  which  have  been  found  in 
recent  years  to  be  so  vital  to  the  proper  conduct. 
I have  not  the  time  to  trace  the  development  of 
prostatic  surgery  but  will  briefly  give  you  some 
of  the  high  lights  along  the  paths  of  progress  of 
this  interesting  subject. 

The  very  nature  of  the  enlargement  which 
causes  the  obstruction  has  always  been  in  doubt 
and  at  the  present  time  is  by  no  means  definitely 
understood.  Today  we  have  deviated  from  the 
belief  that  the  majority  of  these  growths  are 
neoplastic,  occurring  in  the  guise  of  adenomas. 
It  is  more  or  less  generally  believed  that  the  en- 
largements result  from  hyperplasias,  the  exact 
cause  of  which  is  not  settled.  My  experience 
covering  a number  of  years  has  convinced  me  that 
the  majority  are  the  result  of  a low-grade  chronic 
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inflammation.  The  histological  picture  almost  in- 
variably represents  this  condition.  The  shrinkage 
of  the  gland  after  partial  removal  certainly  in- 
dicates it  and  the  innumerable  cases  of  early 
prostatism  which  are  relieved  following  local 
treatment  to  the  prostate  and  which  remain  well 
over  a period  of  years,  substantiates  this  conten- 
tion. Furthermore,  I have  seen  in  my  practice 
during  a period  of  over  25  years  but  one  case  of 
prostatic  hypertrophy  develop  in  a large  series 
of  patients  who  have  been  treated  for  chronic  in- 
fection of  the  gland.  This  is  indeed  in  striking 
contrast  to  the  usual  average  in  men  beyond  mid- 
dle life.  This  observation  carries  with  it  a defi- 
nite suggestion  to  the  practitioner  of  medicine, 
namely,  to  examine  carefully  the  prostates  of  all 
men  over  40,  not  only  by  palpation  but  by  ex- 
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amining  the  expressed  secretion  and,  if  infection 
is  present,  to  institute  proper  corrective  measures. 
In  this  way  I feel  sure  that  the  insidious  develop- 
ment of  prostatic  overgrowth  may  be  materially 
lessened. 

Patients  presenting  symptoms  of  early  pros- 
tatism, such  as  nocturnal  frequency  of  urination 
and  slight  difficulty,  should  be  immediately  ex- 
amined so  as  to  determine  the  exact  cause  of  such 
symptoms;  and  in  case  slight  evidences  of  ob- 
struction have  already  occurred,  a prompt  sys- 
tematic regime  directed  toward  the  correction  of 
the  lesion  should  be  undertaken.  In  this  way  a 
large  number  of  such  prostates  can  be  made  to 
recede.  But  in  the  cases  in  which  obstructive 
symptoms  persist,  early  operative  correction 
through  the  urethra  should  be  performed.  In  this 
manner  the  gross  obstructions  are  prevented  from 
developing  and  the  hazardous  effects  exerted 
upon  the  upper  urinary  system  forstalled. 

The  lethargic  attitude  of  the  profession  in  the 
past  in  ignoring  these  early  symptoms  of  pros- 
tatic obstruction  and  attributing  them  to  the 
natural  consequences  of  age  should  not  prevail 
any  longer.  It  is  really  through  the  early  recog- 
nition of  this  condition  and  timely  direction  of 
patients  that  the  future  advancement  in  this  field 
of  medicine  will  be  consummated.  This  protective 
therapy  may  also  lend  a hand  in  the  prevention 
of  carcinoma,  since  pre-cancer  irritation  is  a 
common  belief.  I have  seen  but  one  case  of  car- 
cinoma develop  in  a prostate  which  had  been 
treated  for  chronic  inflammation  and  I have  fol- 
lowed many  cases  into  the  cancer  age. 

Recently  Dr.  Lower  and  his  associates  in 
Cleveland,  through  experimental  investigation, 
are  inclined  to  believe  that  disturbances  of  en- 
docrine function  may  be  responsible  for  the  pros- 
tatic overgrowth  in  later  life.  They  have  been 
able  to  improve  obstructive  symptoms  by  the 
administration  of  an  extract  or  substance  which 
they  have  prepared.  If  their  clinical  results  con- 
tinue to  be  encouraging  it  certainly  assures  a 
brighter  future  for  the  prostatic. 

These  hyperplastic  overgrowths  of  the  prostate 
probably  constitute  about  60  per  cent  of  all  the 
obstructive  conditions.  About  15  per  cent  result 
from  scars,  so-called  contractures  of  the  neck,  and 
20  per  cent  from  carcinoma.  Aside  from  obstruc- 
tions due  to  the  prostate  itself  there  are  other 
structures  which  not  infrequently  produce  vesi- 
cal neck  obstruction,  such  as  chronic  inflammation 
of  hyperplasia  of  the  suburethral  and  subtrigonal 
glands,  and  a fairly  respectable  group  resulting 
from  congenital  conditions  so  commonly  observed 
in  infancy  and  childhood  and  occasionally  seen  in 
early  adult  life. 

There  probably  has  been  no  organ  in  the  human 
body  which  has  passed  through  more  intensive 
study,  created  more  hotly  contested  debates  about 


many  of  its  phases,  than  the  prostate.  Just  when 
something  seemed  definite  an  upheaval  occurred, 
which  destroyed  our  previous  concepts,  at  least 
temporarily,  and  even  at  the  present  time  there 
exists  considerable  discrepancy  of  opinion  regard- 
ing many  of  the  fundamental  features  concern- 
ing it.  Through  all  the  turmoil,  however,  there 
has  developed  a substantial  progress  and  the  life 
of  the  prostatic  has  been  made  more  peaceful 
and  enduring. 

The  two  outstanding  achievements  in  the  study 
of  prostatic  development  have  been:  First,  the 
ability  to  interpret  through  cystoscopic  study,  not 
only  the  actual  picture  of  the  obstructive  con- 
dition at  the  bladder  neck  but  of  associated 
conditions  occurring  in  conjunction  with  it,  such 
as  stone,  tumor,  diverticula,  and  particularly  the 
ability  to  recognize  lesions  of  the  central  nerv- 
ous system.  I would  never  feel  justified  in 
operating  upon  a patient  unless  I had  made  a 
complete  cystoscopic  investigation. 

Concerning  the  lesions  of  the  central  nervous 
system  it  might  be  of  interest  to  record  that  in 
our  clinic  40  per  cent  of  the  tabetics,  prior  to 
seeking  relief  for  their  general  condition,  con- 
sulted the  urological  department  because  of 
urinary  distress.  Hence  the  importance  of  being 
able  to  recognize  this  type  of  bladder. 

Second;  the  most  outstanding  chapter  in  pros- 
tatic disease  is  that  dealing  with  the  effects  of 
the  obstruction  upon  the  upper  urinary  system. 
When  surgeons  began  to  recognize  the  destructive 
lesions  occurring  in  the  kidneys  and  ureters 
secondary  to  vesical  neck  obstruction  and  offered 
corrective  measures  to  restore  these  organs  to 
better  functional  capacity  before  any  surgery  was 
attempted,  there  came  the  dawn  of  modern  pros- 
tatic surgery.  The  preliminary  care  of  drainage 
and  other  details,  so  familiar  to  you,  has  donfe 
more  than  anything  else  to  lessen  the  mortality 
rate  in  prostatic  surgery.  Indeed,  it  has  taken 
most  of  the  premium  away  from  the  operative 
surgeon.  And  yet  there  are  those  today  who  in 
their  enthusiasm  to  hurry  up  transurethral 
operations,  take  a chance  in  the  face  of  residual 
urine  with  or  without  evidences  of  uremia,  in 
removing  the  obstruction  without  preliminary 
preparation.  This  seems  unjustifiable  and  an 
unnecessary  gamble  in  the  light  of  what  has  been 
accomplished  in  the  past  30  years,  for  which  our 
reverence  should  be  steadfast,  and  our  faith  un- 
molested by  such  harmful  incursions.  I would 
never  subject  a patient  to  any  operative  pro- 
cedure on  the  prostate  until  a thorough  stabiliza- 
tion and  vaccination  have  occurred.  I am  con- 
fident that  the  indwelling  catheter  has  saved  more 
lives  in  my  practice  than  any  one  factor  of  this 
whole  subject.  Some  argue  that  the  patient  gets 
sick  and  toxic,  runs  a fever,  may  develop  pyelo- 
nephritis during  the  catheter  drainage.  This  is 
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true,  but  once  the  patient  is  over  it,  his  resistance 
to  operative  manipulation  is  decidedly  increased. 
In  transurethral  surgery  it  is  particularly  true 
that  the  indwelling  catheter  after  operation,  lying 
on  the  raw  surface  created  by  the  surgical  re- 
moval, is  much  more  likely  to  create  a dangerous 
reaction.  With  the  patient  thoroughly  prepared 
I feel  he  is  a much  safer  risk  for  any  type  of 
prostate  operation. 

TREATMENT 

The  surgical  treatment  for  the  obstructing 
prostate  depends  upon  the  character  of  the  ob- 
struction, the  physical  capacity  of  the  patient,  the 
whims  of  the  surgeon,  and  varies  from  time  to 
time  in  different  hands.  I shall  simply  relate  to 
you  my  personal  impressions  in  the  treatment  of 
this  condition.  There  is  no  question  in  my  mind 
that  the  smaller  obstructions,  benign  or  malig- 
nant, should  be  removed  through  the  urethra. 

I think  no  one  at  the  present  day  would  pro- 
pose open  surgery  for  the  lesser  degree  obstruc- 
tions. In  the  larger  hyperplasias  there  is  a great 
variation  among  surgeons.  I think  that  I was 
the  first  to  remove  the  larger  obstructions  trans- 
urethrally,  starting  in  1921.  From  then  until  now 
I have  followed  the  cases  very  carefully,  watched 
the  results  with  the  different  types  of  obstruction 
and  am  of  the  same  opinion  I had  four  or  five 
years  ago  that  at  least  80  per  cent  of  all  obstruc- 
tions, can  be  satisfactorily  and  effectively  re- 
moved through  the  urethra.  In  the  large  obstruc- 
tions, particularly  of  the  large  median  lobes  and 
if  the  subject  is  a good  risk,  I see  no  reason  to 
perform  a transurethral  operation.  These  ob- 
structions should  be  removed  by  open  surgery. 
[Many  of  these  could  be  cured  through  the 
urethra  but  l'epeat  operations  are  necessary,  and 
often  the  patients  are  unwilling  to  submit  to  the 
repetitions.  I do  not  believe  in  protracted  in- 
strumentation which  appears  to  me  to  be  more 
dangerous  than  open  surgery.]  If  a gross  ob- 
struction occurs  in  a patient  who  is  a serious  risk, 
and  the  dangers  of  open  operations  are  grave, 
then  one  must  be  content  to  relieve  the  patient 
in  the  simplest  manner  possible  through  the 
urethra  and  often  the  results  are  most  gratifying. 

I have  performed  almost  1500  punch  operations 
for  obstructions  at  the  vesical  neck,  and  the  re- 
sults to  the  present  day  warrant  my  early  and 
uninterrupted  enthusiasm.  I am  confident  that 
by  means  of  this  operation  the  results  have  been 
as  good  as  when  open  surgery  is  done.  Com- 
plications have  been  few  and  mortality  in  my 
practice  still  remains  around  1 per  cent. 

There  are  many  technical  considerations  about 
this  operation  which  I need  not  detail  at  this  time. 
There  are,  however,  some  fundamentals  about 
transurethral  procedures  which  I do  wish  to  ac- 
centuate. In  the  first  place,  thorough  preparation 
of  the  patient  is  paramount.  Secondly,  short 


operative  procedures  with  repeats  if  necessary 
are  strikingly  superior  to  prolonged  instrumenta- 
tion. In  removing  tissue  from  the  orifice  the 
amount  removed  must  be  greatly  in  excess  of  the 
insult  left  to  the  surrounding  structures.  This 
fact  has  been  chiefly  responsible  for  making  the 
cautery  punch  technique  endure,  because  the 
specimens  of  tissue  removed  are  large  and  there 
is  very  little  reaction  to  the  parts  remaining. 

Experimental  work  conducted  by  Mr.  Harris  of 
our  Department  of  Physics  showed  conclusively 
that  the  heat  penetrating  through  the  cautery 
technique  was  negligible.  Six  applications  at  one 
spot  for  three  seconds  each,  allowing  cooling 
time,  created  a rise  in  temperature  of  only  1.9 
degree  at  a distance  of  one  centimeter  from  the 
point  of  application.  This  is  why  secondary 
hemorrhage,  slough,  sepsis,  long-continued  dirty 
urine  seldom  occur,  and  distant  disasters  such  as 
recto-urethral  fistula  and  ruptured  bladders  are 
unheard  of.  This  one  feature  is  the  safeguard  to 
transurethral  surgery  and  has  been  the  serious 
drawback  to  prostatic  resection  by  means  of  the 
high  frequency  loop  in  which  instance  the  heat 
comes  from  one  pole  to  another  and  focalizes  at 
the  active  electrode,  the  loop,  creating  500  degree 
C.  temperature.  Our  measures  with  thermo- 
couples and  galvonometers  showed  that  the  tem- 
perature in  tissue  at  least  a centimeter  distant 
from  the  point  of  application  was  almost  con- 
stantly greater  than  the  thermal  death  point  of 
tissue.  This  heat  generated  in  tissue  has  been  re- 
sponsible for  so  many  of  the  complications  with 
this  type  of  transurethral  surgery  and  has  caused 
so  many  men  to  discard  it.  In  proper  hands  and 
with  the  exercise  of  great  care  it  can  be  and  has 
been  safely  performed  in  innumerable  instances, 
but  it  is  not  fundamentally  as  safe  as  the  cautery 
or  the  low  coagulating  current. 

Primary  hemorrhage  occurs  in  about  the  same 
proportion  in  the  two  operations,  but  primary 
hemorrhage  is  more  easily  controlled. 

In  the  removal  of  the  obstruction  I feel  that  it 
is  necessary  to  encircle  the  orifice  of  the  bladder 
completely  and  remove  all  projecting  ingrowth. 
I have  never  seen  a patient  cured  by  simply  tun- 
nelling the  urethra  below  when  there  was  the 
slightest  amount  of  lateral  intravesical  pro- 
trusion. I furthermore  see  no  indication  to  tunnel 
the  urethra  out  to  the  verum  montanum  and  face 
the  danger  of  incontinence  and  extravasation.  If 
the  internal  orifice  is  freed  the  patient  is  usually 
relieved. 

In  the  larger  obstructions  over  80  per  cent  of 
the  patients  have  been  completely  and  perma- 
nently relieved  and  followed  for  a period  of  two 
to  twelve  years. 

Carcinoma  of  the  prostate  is  our  most  serious 
problem.  I have  recently  analyzed  a series  of  320 
cases  occurring  in  my  service  in  the  Washington 
University  Clinic.  I shall  but  briefly  stress  a few 
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points  about  this  analysis.  The  average  duration 
of  symptoms  has  been  three  years.  In  over  50  per 
cent  the  disease  had  extended  beyond  the  prostate 
and  vesicles.  And  here  it  would  be  well  to  em- 
phasize that  if  routine  rectal  examinations  were 
made  on  all  patients  and  any  hard  areas  is  the 
gland  suspected  as  malignant  and  the  patients 
subjected  to  early  treatment,  it  is  possible  that 
much  greater  advancements  could  be  made  in  the 
therapeutic  handling  of  this  serious  malady. 
Eighty-two  per  cent  of  the  prostates  were  small 
or  moderately  enlarged  and  only  18  per  cent  were 
large. 

The  smaller  prostates  metastasized  earlier  and 
were  as  a general  rule  more  malignant.  I find  it 
impossible  to  diagnose  an  early  case  since  many 
of  the  prostates  which  appeared  to  harbor  but  a 
small  palpable  nodule  showed  dissemination  of 
the  disease  throughout  the  gland,  recoverable  at 
the  internal  orifice  of  the  bladder  by  means  of 
the  cautery  punch  in  80  per  cent  of  the  cases,  just 
the  same  proportion  as  in  the  apparently  exten- 
sive lesions.  Therefore,  it  would  be  difficult  to 
propose  total  prostatectomy  for  cancer  of  the 
prostate.  Total  prostatectomy  should  offer  the 
future  hope  of  curing  this  serious  disease  but  the 
impossibility  of  being  sure  of  the  extent  of  the 
lesion  and  the  seriousness  of  the  operation  in  the 
hands  of  the  average  surgeon  serve  as  decided 
obstacles  against  its  effectiveness. 

The  majority  of  my  patients  were  treated  by 
physical  agents  X-ray  and  radium  or  radon  seeds 
in  conjunction  with  the  punch  operation  for  the 
removal  of  obstruction  when  necessary.  X-radia- 
tion and  radium  therapy  were  given  repeatedly 
over  long  periods,  particularly  X-radiation.  I have 
not  time  to  detail  the  technical  applications  but 
the  results  of  this  therapy  are  as  follows: 

Of  the  total  patients,  203  received  treatment 
and  have  been  followed;  129  required  removal  of 
the  obstruction  by  means  of  the  punch.  While  the 
results  are  nothing  to  brag  about  I think  they  are 
as  good  or  possibly  better  than  the  average. 
Thirty  per  cent  lived  or  are  living  over  three 
years,  18  per  cent  four  years,  12  per  cent  five 
years,  5 per  cent  seven  years  or  over.  Seventy- 
seven  per  cent  of  the  patients  who  were  punched 
had  complete  and  lasting  relief  of  obstruction. 

OBSTRUCTIONS  IN  THE  FEMALE 

We  do  not  find  the  obstructions  in  the  female 
to  be  more  deadly  than  in  the  male;  indeed  they 
are  strikingly  less  frequent  and  less  serious. 
They  do,  however,  produce  a chapter  in  urological 
surgery  which  must  be  accounted  for.  The  female 
urethra  possesses  glandular  : structures,  par- 
ticularly near  the  internal  orifice  of  the  bladder, 
which  are  quite  similar  to  those  occurring  in  the 
male  urethra,  and  these  are  highly  susceptible  to 
chronic  inflammatory  conditions  eventuating  from 
gonorrheal  infection,  trauma  from  childbirth, 


sexual  intercourse  and  masturbation.  These 
changes  exhibit  a variegated  pathology,  such  as 
strictures,  granulomas,  polyps,  hyperplasias  and 
papillomas,  and  are  responsible  for  many  dis- 
tressing urinary  symptoms  which  unfortunately 
in  the  past  have  been  almost  entirely  ignored  and 
designated  as  resulting  either  from  gynecological, 
rectal  or  neurological  conditions.  Most  of  these 
disorders  are  correctable  by  local  applications  to 
the  urethra  such  as  dilatations,  instillations,  ful- 
gurations,  etc.  There  are  a few,  however,  which 
resist  such  treatment  and  need  more  radical 
measures  for  their  correction. 

Inflammatory  changes  with  sclerosis  and  oc- 
casionally hyperplasias  around  the  internal  orifice 
of  the  bladder  in  the  female,  producing  typical 
symptoms  of  prostatism,  occasionally  occur. 
The  recognition  of  such  an  obstructive  lesion  in 
the  female  was  made  by  the  author  in  1921  and 
the  punch  operation  was  performed  for  its  cure. 
Since  then  there  have  been  but  few  reports  con- 
cerning this  entity.  Haufbauer  in  1928,  Nesbit 
in  1933,  and  Fite  in  1934  have  contributed  to  this 
subject.  I have  seen  15  cases  with  such  obstruc- 
tions at  the  internal  orifice  of  the  bladder  in 
women.  Twelve  of  these  were  due  to  inflamma- 
tory contractures,  one  the  result  of  lobulation  at 
the  orifice,  cystoscopically  similar  to  prostatic 
lobes,  one  the  result  of  a subtrigonal  hypertrophy 
and  the  other  a large  villous  papillary  mass. 

The  symptoms  of  these  patients  were  those  of 
obstruction,  frequency,  difficulty,  pain  and  burn- 
ing on  urination.  Four  had  incontinence  of  urine 
from  overflow.  Six  had  regurgitant  renal  colic. 

These  patients  had  been  previously  treated  by 
dilatations  and  topical  applications  without  re- 
lief. 

12  had  residual  urine — the  amount  ranging 
from  30  to  1000  cc. 

4 had  over  200  cc. 

11  had  pyelonephritis. 

6 had  incompetent  ureterovesical  valves  with 
regurgitation  into  the  ureters. 

The  cystoscopic  appearance  of  these  obstruc- 
tions at  the  internal  orifice  in  the  female  is  often 
deceptive.  One  usually  sees  a pale  stiffened  area 
in  the  lower  sphincter  segment,  and  often  one  is 
somewhat  doubtful  as  to  whether  this  could  be 
sufficient  to  account  for  the  obstructive  symptoms. 
Palpation  of  the  bladder  neck  through  the  vagina 
with  a cystoscope  in  position  is  a helpful  adjunct 
in  determining  the  thickening  around  the  orifice. 

We  have  been  prone  to  discredit  these  convinc- 
ing symptoms  of  obstruction  in  the  female;  in- 
deed, they  have  seldom  been  suspected.  In  such 
instances  a catheter  should  be  passed  to  de- 
termine the  presence  or  absence  of  residual  urine. 
Such  obstructions  may  cause  incompetent  ureteral 
valves  and  renal  damage  without  residual,  but  the 
majority  of  cases  harbor  residual  and  its  detec- 
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tion  should  always  suggest  an  obstructive  lesion 
unless  a large  cystocele  or  a central  nerve  lesion 
can  be  accounted  for. 

Some  of  my  patients  who  did  not  have  residual 
urine  were  suffering  from  extreme  irritability  of 
the  bladder.  The  histories  and  the  cystoscopic 
findings,  as  well  as  the  regurgitation  of  the  vesi- 
cal contents  into  the  ureters,  suggested  urinary 
tuberculosis.  However,  careful  investigation 
proved  the  condition  to  be  a contracture  at  the 
neck,  and  the  correction  of  the  obstruction  cured 
the  condition  in  each  instance. 

I have  removed  the  obstruction  with  the  cautery 
punch  in  ten  instances  in  women,  taking  away 
from  one  to  four  bites  at  a sitting.  The  histologi- 
cal study  of  the  tissue  removed  showed  dense  con- 
nective tissue  and  smooth  muscle  in  six  instances 
and  hyperplasias  in  four. 

There  seems  to  be  unreasonable  fear  on  the  part 
of  the  urologist  with  regard  to  removing  obstruc- 
tions from  the  female  bladder  neck.  Indeed,  at 
times  there  is  very  little  tissue  between  the  slot 
of  the  instrument  and  the  vaginal  wall;  but  if 
care  is  exercised  in  conducting  the  operation 
there  is  little  danger  to  be  anticipated.  I have 
had  no  trouble  whatever  with  the  cautery  instru- 
ment. I saw  one  woman  whose  obstruction  had 
been  removed  by  means  of  the  high  frequency 
loop  and  who  developed,  at  the  end  of  ten  days, 
a vesico-vaginal  fistula.  There  was  a decided 
slough  in  this  area  and  this  was  unquestionably 
due,  as  I have  said  before,  to  the  intense  heat 
generated  by  the  current.  The  operator  informed 
me  that  he  had  used  a 750  m.  amp.  current  and 
had  accomplished  the  removal  with  a three  second 
stroke. 

The  results  of  these  operations  have  been  in- 
deed very  gratifying.  The  urinary  symptoms  have 
been  relieved  and  the  infections  have  cleared  up. 
Three  of  the  patients  with  regurgitant  renal  colic 
were  entirely  relieved. 

OBSTRUCTIONS  IN  CHILDREN 

The  most  outstanding  attainment  of  modern 
urology  has  been  the  conquest  of  the  disturbed 
urinary  tract  in  infants  and  children.  Congenital 
obstructions  along  the  urinary  pathway  are  ex- 
ceedingly frequent,  their  point  of  predilection 
being  the  normal  physiological  constrictions,  the 
ureteropelvic  juncture,  the  intramural  ureter  and 
the  internal  orifice  of  the  bladder.  The  last  is 
decidedly  the  most  frequent. 

Obstructions  at  the  internal  orifice  of  the  blad- 
der in  infants  and  children  may  present  symp- 
toms of  urinary  distress  such  as  frequency,  burn- 
ing and  pain,  but  more  frequently  we  are  called 
upon  to  see  these  children  because  of  a long  con- 
tinued chronic  urinary  sepsis.  The  majority  have 
been  treated  for  months  or  years  by  means  of 
orthodox  medical  administrations,  that  is,  they 
have  been  given  sumptuous  diets  of  urinary 


antiseptics  and  the  like  without  relief.  They  have 
been  subjects  of  either  a persistent  pyelitis  or  of 
recurrent  intermittent  infections  with  febrile  re- 
actions. 

The  clinical  picture  resulting  from  such  ob- 
structions may  be  deceptive.  A child  may  present 
a large  tender  kidney,  and  the  whole  symptom- 
complex  may  revolve  around  this  one  organ. 
Without  thorough  study  a surgeon  may  be 
tempted  to  operate  upon  the  kidney  and  yet  the 
cause  may  be  an  obstruction  at  the  neck  of  the 
bladder  with  regurgitation  into  the  ureters  and 
kidneys  and  only  one  kidney  manifesting  the  dis- 
ease. 

In  these  chronic  obstructions  in  children  there 
are  certain  simple  aids  to  diagnosis: 

1 —  The  examination  of  the  renal  capacity 
through  a determination  of  the  nitrogenous  ele- 
ments in  the  blood.  If  this  is  increased  we  may 
be  assured  that  both  kidneys  are  involved. 

2 —  Examination  for  the  presence  or  absence  of 
residual  urine.  Because  of  the  frequency  of  blad- 
der neck  obstructions  as  a cause  of  chronic  pyelo- 
nephritis, the  physician  should  always  eatheterize 
the  patients  in  an  effort  to  determine  whether  the 
bladder  is  empty.  If  residual  urine  is  present 
either  obstruction  or  a neurological  defect  is  the 
cause. 

3 —  Cystographic  study  affords  the  most  valu- 
able information  and  is  easily  done.  If  regurgita- 
tion is  noted  into  the  ureters  as  the  bladder  is 
filled,  it  is  evident  that  the  lesion  is  at  the  bladder 
neck.  Intravenous  urography  is  at  times  helpful 
in  delineating  the  outline  of  the  urinary  system, 
but  it  is  often  impossible  to  determine  whether  a 
dilatation  of  the  ureter  results  from  retention  of 
excretion  or  from  regurgitation.  The  cystogram 
is  more  valuable. 

Cystoscopic  investigation  is  always  necessary, 
but  should  only  be  done  when  the  child,  who  has 
been  uremic  and  septic  from  retention,  is  made 
safe  by  indwelling  catheter  drainage.  I have 
cystoscoped  a large  number  of  children  and  it  is 
striking  how  seldom  a reaction  occurs. 

Anesthesia  is  required  in  only  35  per  cent  of 
the  cases.  If  one  secures  the  confidence  of  these 
children  the  majority  may  be  examined  without 
anesthesia. 

I have  examined  30  children  with  obstruction  at 
the  internal  orifice  of  the  bladder: 

Seven,  2 years  of  age  or  under;  nine,  2 to  5 
years;  ten,  5 to  10  years;  four,  over  10  years. 

There  were  15  males  and  15  females. 

As  previously  stated  these  children  presented 
symptoms  of  urinary  obstruction,  namely,  fre- 
quency and  difficulty  of  urination. 

Other  findings  were  as  follows: 


Incontinence  

47 

per 

cent 

Pyelitis  

73 

per 

cent 

Uremia  

33 

per 

cent 
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Residual  urine 80.3  per  cent 

over  100  cc.  16  or  53  per  cent 
over  500  cc.  4 cases 

Cystoscopic  findings  at  the  bladder  neck  showed: 

Contractures  9 

Valves  16 

Valve  and  lobe 1 

Valve  and  bar — — 1 

Villous  mass  and  valve  1 

Lobules  2 

About  the  same  in  boys  and  girls. 

Associated  conditions: 

Relaxation  of  vesical  sphincter 6 

Diverticulum  3 

Spinabifida  5 

Calculus  1 

Epispadias  1 

Double  ureter  3 


Regurgitation  into  the  ureter 14  or 

47% 

Of  these  nine  were  bilateral — three  right  and 
two  left. 

OPERATIONS 

19  operations 

17  were  done  with  the  cautery  punch. 

2 suprapubic — one  of  these  was  done  in  the 
early  days  before  the  development  of  the  punch 
technique,  the  other  was  performed  for  obstruc- 
tion with  stone. 

The  operation  is  done  under  a light  gas  anes- 
thesia and  requires  only  a few  minutes.  The  ob- 
struction is  previously  determined,  and  if  it  is  a 
bar  or  a contracture  the  punch  is  inserted,  the 
bladder  is  moderately  filled  with  fluid  and  the  in- 
strument is  withdrawn  until  the  water  ceases  to 
flow,  the  obstruction  being  in  the  grasp  of  the 
instrument.  The  tissue  at  the  orifice  is  then  dried, 
the  working  element  with  cautery  is  inserted  and 
the  obstruction  removed.  In  case  of  valves  the 
same  procedure  is  executed  except  that  the  in- 
strument is  turned  laterally  until  the  tissue  hangs 
within  the  slot  and  then  the  cautery  is  applied. 

There  was  no  bleeding  in  a single  case.  The 
majority  had  no  indwelling  catheters  after  opera- 
tion. Those  who  had  high  residual  urines  and  had 
been  previously  drained  were  drained,  following 
■operation,  from  24  to  48  hours.  There  has  never 
been  the  slightest  reaction  and  not  a death.  The 
results  are  immediate  in  many  instances.  Some 
have  required  repeat  operations,  especially  the 
valves  cases.  Several  of  the  patients  with  high 
residual  urines,  who  had  previously  passed  but 
small  amounts  at  a time,  within  24  hours,  emptied 
their  bladders  completely,  passing  six  to  nine 
ounces  with  each  act. 

One  case  is  particularly  striking.  A child  who 
was  desperately  uremic,  carrying  a blood  nitrogen 
of  100  and  a residual  urine  of  350  cc.,  very  dirty, 
emptied  his  bladder  completely  the  day  following 


operation,  and  within  one  month  the  urine  was 
perfectly  clear.  At  present,  two  years  after 
operation,  he  is  in  perfect  health  after  the  simple 
removal  of  one  specimen  of  scar  tissue  from  the 
internal  orifice  of  the  bladder  which  required  but 
a few  seconds. 

These  large  regurgitant  ureters  with  pyelone- 
phritis are  often  misinterpreted  as  resulting  from 
bilateral  ureteral  disease  either  from  infection  or 
nerve  disturbances,  but  in  my  experience  they 
have  always  been  the  result  of  obstruction,  and 
their  correction  after  the  removal  of  the  obstruc- 
tion is  most  gratifying.  Some  surgeons  have  ad- 
vocated extensive  surgical  procedures,  such  as 
straightening  the  ureters  throughout  their  entire 
length,  resecting  large  portions,  and  reanasto- 
mosing them  or  resecting  the  lower  portion  and 
bringing  the  ureter  through  the  ureteral  opening 
into  the  bladder.  Such  operations  are  treating  the 
effect  and  not  the  cause  and  are  so  formidable  and 
poorly  designed  that  I see  no  place  for  them. 

The  recovery  of  these  children  from  their 
chronic  sepsis  and  restoration  of  health  and  nor- 
mal urinary  function  by  means  of  such  a simple 
surgical  procedure  is  the  most  striking  accom- 
plishment I have  ever  observed  in  urology. 


Conduct  in  General  Practice 

You  know  how  anxious  some  people  are  to  open 
up  a discussion  of  this  kind  which  involves 
criticism  of  your  confreres  and  how  easy  it  is,  by 
word  or  by  acquiescence,  to  chime  in  with  it. 
When  we  do  this  we  do  ourselves  and  our  pro- 
fession no  good  and  afterward  we  have  that  un- 
comfortable feeling  that  we  have  surrendered  to 
expediency  and  thereby  failed  to  live  up  to  the 
best  traditions  of  our  calling.  I think  the  sum 
total  of  our  happiness  in  life  will  be  greater  if  we 
make  use  of  such  occasions  to  come  to  a diplo- 
matic defense  of  the  profession  as  a whole,  for 
we  know  only  too  well  that  the  fortunes  or  mis- 
fortunes of  medical  practice  are  often  regulated 
by  factors  over  which  we  have  very  little  control. 
The  streptococcus  is  deadly,  whether  in  our  com- 
petitor’s practice  or  in  our  own. — B.  J.  Gallagher, 
M.D.,  Waseca,  Minnesota,  Minn.  Med.,  19:759, 
Dec.,  1936. 


Role  of  House  Dust  in  Bronchial  Asthma 

It  is  a common  observation  that  when  asthma 
patients  enter  a hospital  symptoms  are  likely  to 
disappear.  This  improvement  is  much  more  fre- 
quent and  striking  than  is  caused  by  other  change 
in  residence.  In  moving  from  home  to  a hospital 
one  may  escape  from  many  inhalants,  but  the 
obvious  one  is  dust  from  the  bedding,  rugs  and 
stuffed  furniture. — William  P.  Buffum,  M.D., 
Providence,  The  Rhode  Island  Med.  Jour.  20:19, 
February,  1937. 
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WITHIN  the  past  few  years  we  have  be- 
come accustomed  to  regard  the  pitui- 
tary gland  as  the  chief  controller  not 
only  of  the  various  other  endocrine  glands,  but 
of  growth,  lactation,  and  fat  metabolism  as  well. 
In  addition  we  must  also  concern  ourselves  with 
the  development  of  knowledge  regarding  the 
factors  which  control  the  function  of  the  gland 
itself,  in  the  hope  that  better  methods  of  manipu- 
lation of  its  functions  may  be  developed.  It  is 
obvious  in  the  beginning  that  a paper  on  so 
broad  a subject  can  only  deal  with  it  in  a cur- 
sory and  incomplete  manner. 

THE  DIENCEPHALON,  THE  PITUITARY  AND  WATER 
BALANCE 

The  importance  of  diencephalic  pituitary  inter- 
relationship is  demonstrated  in  many  ways. 
Formerly,  lesions  of  the  posterior  lobe  of  the 
pituitary  gland  were  considered  to  be  the  entire 
cause  of  diabetes  insipidus.  Great  doubt  was 
thrown  on  this  belief  when  Camus  and  Roussy1 
demonstrated  that  damage  to  the  adjacent  hypo- 
thalamus alone  was  equally  productive  of  a per- 
sistent polyuria.  Subsequently  it  was  shown  by 
experimental  methods  of  hypophysectomy,  such 
as  those  developed  by  P.  E.  Smith,  that  when  the 
hypothalamus  was  not  damaged,  complete  hypo- 
physectomy caused  only  mild  and  transient  poly- 
uria. It  appeared  then  that  the  hypothalamus 
was  of  prime  importance  in  this  function.  Richter2 
has  more  recently  demonstrated  experimentally 
that  permanent  diabetes  insipidus  in  rats  follows 
the  removal  of  the  posterior  lobe  of  the  pituitary 
gland.  This  occurs  only  if  the  anterior  lobe  or  a 
portion  of  it  remains  intact. 

It  is  generally  accepted  at  present  that  secre- 
tions from  the  posterior  lobe  pass  through  the 
stalk  to  the  third  ventricle3  or  that  they  find 
their  way  to  the  hypothalamus  by  way  of  the 
portal  circulation  of  the  pituitary  as  described  by 
Popa  and  Fielding1  and  Basil-5.  In  addition,  nerve 
bundles  which  extend  from  the  hypothalamus  to 
the  posterior  lobe  may  influence  the  functions  of 
that  lobe.  These  connect  the  pituitary  to  the 
nucleus  supra-opticus  and  to  the  nuclei  of  the 
tuber  cinereum.  According  to  Biggertb  those 
lesions  occurring  in  the  course  of  the  effector 
fibers  of  the  tuberal  tract  produce  diabetes  in- 
sipidus which  is  not  amenable  to  control  by  pos- 
terior pituitary  extracts. 

Most  cases  of  diabetes  insipidus  may  be  well 
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controlled  by  injections  or  nasal  applications  of 
posterior  pituitary  extracts.  The  application  by 
snuffing  of  powdered  posterior  pituitary  extract 
may  be  efficacious,  more  convenient,  and  con- 
siderably more  economical.  Intermedin7  (pit- 
melanin,  P.  D.  & Co.)  has  been  reported  to  be 
efficacious. 

THE  DIENCEPHALON  AND  CARBOHYDRATES 

It  has  long  been  known  that  injury  to  the  floor 
of  the  third  ventricle  may  produce  glycosuria. 
Houssay8  and  his  coworkers  and  others  have 
demonstrated  that  the  anterior  lobe  of  the  pitui- 
tary itself  is  intimately  associated  with  carbohy- 
drate metabolism.  They  showed  that  diabetes  fol- 
lowing pancreatectomy  may  be  largely  abolished 
by  hypophysectomy  and  reestablished  by  trans- 
plantation of  the  anterior  lobe  or  by  injection  of 
extracts  of  the  anterior  lobe. 

The  experiments  of  Davis9  indicate  that  fol- 
lowing accurately  placed,  symmetrical  lesions  of 
the  hypothalamus  pancreatectomy  could  be  per- 
formed without  the  occurrence  of  glycosuria  or 
hyperglycemia.  Thus  this  function  too  appears 
to  be  intimately  associated  with  a hypothalamic- 
pituitary  relationship. 

In  view  of  these  facts  it  appears  impossible  at 
present  to  determine,  with  anatomical  accuracy, 
the  source  of  changes  in  these  functions  in 
clinical  cases.  Tumors  of  the  hypothalamus  or 
pituitary  may  press  on  each  other,  producing 
signs  by  pressure  on  the  hypothalamus,  tension 
on  the  stalk,  or  damage  to  the  vascular  or  nerve 
supply. 

As  a rule,  we  think  of  clinical  disorders  of  the 
hypothalamus  in  terms  of  somnolence  or  in- 
somnia, water  balance,  and  carbohydrate  meta- 
bolism. Local  lesions  are  searched  for  by  ex- 
amination of  the  eye  for  optic  atrophy,  papille- 
dema, or  changes  in  the  visual  fields,  typically 
bitemporal  hemianopsia.  By  roentgen  examina- 
tion one  may  find  evidence  of  sellar  erosion  or  of 
calcification,  as  in  the  wall  of  a cyst.  Abnormal- 
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ities  of  hypothalamic  function  may  be  estimated 
by  determination  of  the  glucose  tolerance,  water 
balance,  and  salt  concentrating  power  of  the 
kidneys. 

When  a local  lesion  is  demonstrated  in  this 
neighborhood,  such  as  a craniopharyngioma,  it 
is  not  surprising  to  find  changes  in  such  functions 
as  are  mentioned  above,  but  it  is  difficult  to  ex- 
plain why  the  floor  of  the  third  ventricle  may  be 
stretched  to  paper  thinness,  bulging  at  times  into 
the  sella  until  it  produces  the  roentgen  appear- 
ance of  a suprasellar  tumor  without  any  ac- 
companying signs  of  damage  of  hypothalamic 
function.  On  the  other  hand,  signs  of  diencephalic 
damage  may  be  seen  in  such  lesions  as  infiltrat- 
ing gliomata  of  the  optic  chiasm. 

In  spite  of  some  conflicting  evidence,  it  is  im- 
portant for  clinicians  to  bear  in  mind  that  the 
pituitary  and  the  diencephalon  are  not  only  in- 
timately associated  anatomically  but  also  func- 
tionally. 

peripheral  nerve  control  op  the  pituitary 

GLAND 

In  rabbits  ovulation  does  not  occur  except  after 
sexual  stimulation  which  may  either  be  natural 
or  by  artificial  genital  manipulation.  Fee  and 
Farkes10  showed  that  in  the  rabbit  if  the  pitui- 
tary was  excised  within  an  hour  after  coitus, 
ovulation  did  not  occur.  Friedman11  demonstrated 
that  if  the  whole  female  genital  tract  were  re- 
moved with  the  exception  of  that  portion  of  the 
vagina  between  the  neck  of  the  bladder  and 
the  external  orifice,  ovulation  still  occurs  fol- 
lowing coitus.  Similarly  it  has  been  shown 
that  under  proper  conditions  artificial  distention 
of  the  uterus  may  abolish  or  prevent  lactation12. 

Suckling  on  the  other  hand  stimulates  lactation 
apparently  by  stimulation  of  pituitary  function. 
For  instance,  Ingelbrecht13  has  sectioned  the 
spinal  cords  of  lactating  rats  so  as  to  render  the 
six  caudal  mammary  glands  insensible.  If  these 
denervated  glands  alone  are  suckled,  lactation 
ceases  in  all  glands  including  those  with  a normal 
nerve  supply.  If,  on  the  other  hand,  the  normally 
innervated  glands  alone  are  suckled,  lactation  oc- 
curs in  those  glands  below  the  spinal  lesion  as 
well  as  those  with  normal  innervation. 

The  sympathetic  system  also  has  been  shown 
to  be  intimately  connected  with  pituitary  function. 
These  experiments  indicate  strongly  that  certain 
types  of  peripheral  nervous  stimulation,  espe- 
cially those  connected  with  sexual  functions,  exert 
a strong  influence  on  the  secretory  activity  of  the 
hypophysis.  So  far  as  I am  aware,  the  existence 
of  such  a mechanism  has  not  been  proved  in  the 
human  but  it  may  be  anticipated  that  such  will 
be  the  case. 

GONADAL  CONTROL  OF  THE  PITUITARY  GLAND 

It  has  been  thoroughly  established  experi- 
mentally that  marked  pituitary  hypertrophy, 


hyperactivity,  and  histological  changes  occur  in 
the  anterior  lobe  of  the  pituitary  gland  following 
castration.  In  rats  such  hypertrophy  is  frequently 
as  great  as  200  per  cent.  Hyperactivity  has  been 
demonstrated  by  transplantation  of  the  pituitary 
glands  of  castrated  animals  and  by  parabiosis.  In 
the  studies  which  Martins14,  and  McCullagh15,  and 
others  have  made,  the  bodies  of  two  animals  are 
joined  together  surgically  so  as  to  produce  artifi- 
cial Siamese  twins.  If  two  normal  male  animals 
are  placed  in  parabiosis  in  this  manner  and  if  one 
is  subsequently  castrated,  marked  prostatic 
hypertrophy  will  occur  in  the  normal  partner. 
This,  it  has  been  shown  fairly  clearly,  is  due  to 
the  production  of  excessive  amounts  of  pituitary 
sex  hormone  in  the  castrated  partner,  thus  stimu- 
lating testicular  function  in  the  normal  partner. 
Hypertrophy  and  hyperfunction  following  cas- 
tration are  accompanied  by  the  appearance  of 
large,  clear,  signet-ring  types  of  cells  called  cas- 
tration cells,  which  apparently  arise  from  the 
basophilic  cells.  Such  pituitary  changes  may  be 
prevented  or  corrected  in  female  animals  by  the 
injection  of  sufficient  amounts  of  estrogenic  sub- 
stances, and  in  the  male  by  the  injection  of  fat- 
soluble  testicular  hormones.  In  addition  there  is 
increasing  evidence  to  show  that  in  the  male 
there  is  a second  testicular  principle  which  is 
water-soluble  and  which  has  a relatively  strong 
inhibiting  effect  upon  the  pituitary  as  compared 
to  its  power  of  maintaining  secondary  sex  char- 
acteristics. Such  cellular  changes  in  the  pituitary 
furnish  strongly  suggestive  evidence  that  the 
gland  has  the  power  of  storing  this  hormone, 
especially  since  pituitary  glands  from  castrated 
animals  show  on  transplantation,  an  excess  of 
the  substance  in  question.  These  studies  also  ap- 
pear to  indicate  that  the  sex  hormone  of  the 
pituitary  gland  arises  from  basophilic  cells. 

Excessive  production  of  pituitary  hormone  oc- 
curs in  the  human  following  castration  and  in 
gonadal  failure,  as  judged  by  assays  of  gonado- 
tropic activity  in  the  blood  and  urine.  Thus  the 
Aschheim-Zondek  test  or  the  Friedman  test  may 
show  excessively  large  quantities  of  gonadotropic 
hormone  (prolan)  at  the  menopause  and  in  some 
cases  such  a condition  persists  for  years  after 
cessation  of  the  menses.  Similarly,  positive  Fried- 
man tests  may  be  seen  in  some  cases  following 
castration  in  men  and  may  accompany  gonadal 
inflammation  in  either  sex.  Thus  Friedman  tests 
not  infrequently  give  positive  reactions  at  the 
menopause.  That  menopausal  symptoms  them- 
selves are  due  to  an  excess  of  prolan  in  the  blood 
and  urine  seems  unlikely,  however,  since  excessive 
quantities  of  the  same  or  similar  substances  are 
known  to  be  present  in  cases  of  pituitary  tumor, 
chorionic  epithelioma,  and  other  conditions  un- 
accompanied by  similar  symptoms.  However, 
there  is  an  intimate  interrelationship  between 
the  amount  of  gonadotropic  hormone  present  and 
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menopausal  symptoms.  Albright16  and  others 
have  shown  that  excessive  quantities  of  prolan 
tend  to  disappear  from  the  urine  when  the 
menopausal  symptoms  are  controlled  by  the 
administration  of  estrin. 

Headaches  fairly  frequently  accompany  symp- 
toms of  the  menopause  and  although  the  mechan- 
ism of  their  production  is  not  known,  the  associa- 
tion of  excessive  quantities  of  urinary  prolan  and 
headaches,  and  the  fact  that  in  some  cases  they 
may  be  completely  relieved  by  the  use  of  estrin 
suggests  a pituitary  relationship.  Large  quanti- 
ties of  prolan  in  the  urine  have  been  reported  in 
association  with  some  cases  of  migraine17. 

NUTRITION  AND  PITUITARY  ACTIVITY 

When  general  bodily  nutrition  is  very  poor,  all 
tissues  must  suffer  to  some  degree  and  the  glands 
are  no  exception;  however,  it  is  possible  that  cer- 
tain nutritional  factors  may  be  of  considerably 
greater  importance  than  others  in  respect  to 
pituitary  activity.  Experiments  such  as  those  of 
Parkesis  serve  in  part  to  support  such  a con- 
tention. If  rats  with  normal  estrous  cycles  are 
fed  a diet  deficient  in  vitamin  B they  become 
anestrous.  Transplantation  of  the  pituitaries  of 
such  animals  into  young  females  shows  that  the 
glands  of  the  vitamin  B deficient  animals  have 
less  gonad  stimulating  action  than  normal  pitui- 
taries. In  view  of  such  findings  it  is  possible 
that  similar  specific  factors  may  be  responsible 
for  pituitary  hypoactivity  in  clinical  cases.  Until 
more  definite  knowledge  is  available,  and  espe- 
cially where  there  is  no  obvious  cause  for  clinical 
pituitary  deficiency,  it  would  seem  wise  to  pay 
strict  attention  to  the  promotion  of  normal  nu- 
trition. 

PITUITARY  DEFICIENCY  AND  REPLACEMENT 
THERAPY 

Pituitary  cachexia  was  so  named  in  1907  by 
Paulesco  following  his  study  of  dogs  after  com- 
plete removal  of  their  pituitary  glands.  Sim- 
mond’s20  classical  description  of  the  condition  ap- 
peared in  1914.  Especially  well  known  is  his  re- 
port of  a patient  who  died  with  pituitary  necrosis 
and  fibrosis  following  puerperal  sepsis.  Calder21 
and  Silver22  have  recently  given  excellent  re- 
views on  this  subject. 

The  outstanding  clinical  features  of  pituitary 
cachexia  are  progressive  and  usually  extreme 
emaciation,  trophic  disturbances  of  the  skin,  hair, 
nails  and  teeth,  evidence  of  general  glandular 
hypofunction  including  a very  low  metabolic  rate, 
amenorrhea  and  sterility  in  women,  and  im- 
potence in  men.  The  body  temperature,  blood 
pressure,  and  blood  sugar  levels  tend  to  be  low 
and  there  is  marked  muscular  weakness  of  the 
gastro-intestinal  as  well  as  the  skeletal  muscles. 
The  anemia  may  be  much  less  than  might  be  ex- 
pected from  the  pallor  present.  It  is  interesting 
that  diabetes  insipidus  is  not  part  of  the  picture. 


In  one  case  which  we  observed,  the  symptoms 
and  typical  syndrome  followed  inadvertent  re- 
moval of  the  entire  pituitary  gland  with  a tumor. 
In  addition  to  the  symptoms  mentioned  there 
supervened  a peculiar  constant  spasticity  of  the 
extremities,  the  arms  and  legs  being  held  rigidly 
in  a flexed  position  suggestive  of  tetany,  recall- 
ing the  spasticity  of  the  limbs  described  by  Hous- 
say23  in  hypophysectomized  frogs.  In  this  pa- 
tient there  was  no  evidence  of  joint  disease  and 
the  calcium  and  phosphorus  content  of  the  blood 
was  normal. 

Clinically,  pituitary  cachexia  simulates  Ad- 
dison’s disease  without  the  pigmentation  and,  in- 
deed, it  seems  likely  that  some  of  the  symptoms 
may  be  of  adrenal  origin.  It  is  known  that  pro- 
nounced adrenal  atrophy  follows  hypophysectomy 
in  animals.  We  observed  one  case  with  known 
pituitary  damage  by  a tumor  and  operative 
trauma  in  which  the  patient  who  was  vomiting 
and  almost  comatose,  appeared  to  experience 
marked  temporary  clinical  relief  by  the  injection 
of  adrenal  cortical  extract.  Evans24  considers 
Simmond’s  disease  as  a deficiency  of  growth  hor- 
mone in  adult  life  and  believes  it  is  not  related 
to  adrenal  failure. 

It  is  interesting  to  note  that  Grollman  and 
Firor25  caused  cessation  of  growth  in  rats  by 
damage  to  the  adrenals.  Growth  did  not  occur  on 
the  use  of  adrenal  cortical  hormone  therapy  but 
the  animals  responded  repeatedly  to  pituitary 
growth  hormone.  Patients  with  extreme  emacia- 
tion due  to  under-nutrition  may  have  low  meta- 
bolic rates  and  amenorrhea,  thereby  presenting 
a difficult  problem  in  differential  diagnosis. 

No  satisfactory  method  for  the  treatment  of 
pituitary  cachexia  has  been  established.  A few 
instances  of  beneficial  results  have  been  reported 
following  the  injection  of  pituitary  extracts  and 
pregnancy  urine  extracts26,  27,  28'29,  30.  It  is  hard 
to  understand  why  a patient  with  such  a severe 
deficiency  should  continue  to  improve  after  in- 
jections of  antuitrin  have  been  discontinued,  and 
almost  equally  difficult  to  explain  the  marked  im- 
provement following  the  use  of  pregnancy  prolan 
such  as  has  been  reported  for  antuitrin-S.  For 
the  present  such  results  must  be  accepted  with 
caution.  The  administration  of  extracts  of  the 
whole  anterior  lobe  of  the  pituitary  would  appear 
to  be  a logical  procedure  but  the  paucity  of  good 
results  makes  it  evident  that  this  has  not  been 
followed  by  striking  results.  Thyroid  extract  is 
usually  not  well  tolerated;  adrenal  cortical  extract 
may  be  of  some  value.  In  spite  of  all  available 
treatment,  if  the  disease  is  severe  it  is  likely  to 
progress  slowly  until  death  occurs. 

PITUITARY  DEFICIENCY  AND  GROWTH 

When  hypopituitarism  is  present  in  childhood, 
defects  in  growth  present  the  most  obvious  ab- 
normality, although  relative  hypothyroidism  and 
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hypogonadism  may  coexist.  In  all  cases,  local 
lesions  must  be  excluded  or  considered  primarily 
in  treatment.  When  these  are  absent,  the  diag- 
nosis is  usually  established  by  excluding  as  far  as 
possible  other  causes  of  dwarfism  such  as  rickets, 
renal  rickets,  celiac  disease,  chronic  infections, 
and  nutritional  disorders,  and  by  noting  the 
presence  of  relative  sexual  infantilism. 

In  childhood  hypothyroid' sm,  the  appearance  of 
the  patient  may  be  no  criterion  as  it  is  in  cretin- 
ism, but  the  dentition  tends  to  be  delayed  and  the 
teeth  are  of  poor  quality.  Retardation  of  the  ap- 
pearance and  ossification  of  the  bony  centers  is 
delayed  mai’kedly  and  often  out  of  proportion  to 
both  age  and  size,  and  the  blood  cholesterol  level 
is  usually  elevated.  In  older  children  the  presence 
of  a low  metabolic  rate  may  be  established.  Men- 
tal development  is  likely  to  be  retarded.  In  pure 
hypothyroidism,  little  if  any  sexual  infantilism  is 
present. 

In  pituitary  dwarfism,  the  head  is  large  in  pro- 
portion to  the  size  of  the  body  and  roentgeno- 
grams show  a thin  skull  and  marked  underde- 
velopment of  the  face,  the  sinuses  being  small  and 
underaerated  and  the  jaw  small  although  the  face 
may  be  smaller  in  proportion,  thus  producing  a 
relative  prognathism.  The  bone  age  is  likely  to 
be  less  retarded  or  approach  normal,  the  teeth 
are  good,  the  mentality  is  normal,  there  is  no 
elevation  of  blood  cholesterol,  and  the  metabolic 
rate,  though  difficult  to  estimate  accurately  due 
to  abnormality  in  size,  approaches  normal.  Some 
degree  of  sexual  infantilism  is  usually  present 
and  some  hypothyroidism  may  coexist. 

For  more  than  fifteen  years  the  results  of  many 
brilliant  experiments  relating  to  growth  have 
been  published  which  bring  to  mind  the  names  of 
Cushing,  Smith,  Evans,  Benedict,  Putnam,  Teel, 
Collip,  and  many  others.  In  1932  clinicians  were 
delighted  by  Engelbach’s32  first  report  of  the  suc- 
cessful production  of  growth  in  a pituitary  dwarf 
by  injection  of  pituitary  extracts. 

Engelbach’s  patient  was  a girl  aged  nine  and 
one-half  years.  She  apparently  presented  the 
typical  appearance  of  dwarfism  due  to  pituitary 
deficiency.  There  was  no  evidence  of  a tumor. 
She  had  not  grown  for  the  preceding  four  years. 
A growth  hormone  preparation  was  administered 
and  in  nine  months  and  seventeen  days,  there  was 
an  increase  of  2.7  inches  in  height.  Other  good 
results  have  been  reported  by  Shelton33  Turner34 
and  Schaefer35. 

The  results  of  treatment  in  this  type  of  dis- 
order are  not  uniformly  successful,  as  is  indicated 
not  only  by  the  reports  at  hand,  but  also  by  the 
relative  paucity  of  reports  of  good  results.  One 
suspects  that  many  unsuccessful  attempts  at 
stimulation  of  growth  in  such  cases  have  not 
reached  the  literature.  At  present  there  is  a 
rather  widespread  impresison  that  replacement 
therapy  may  be  more  successful  with  relatively 


crude  than  with  purified  extracts  since  it  is  likely 
that  more  than  one  pituitary  principle  is  de- 
ficient. A strong  note  of  caution  was  sounded  in 
this  regard  with  Collip’s315  announcement  of  the 
isolation  of  “anti-hormones”  and  refractoriness 
to  treatment  following  the  use  of  such  prepara- 
tions as  were  used  to  stimulate  thyroid  function 
or  growth.  The  work  of  Werner37  indicates  that 
such  effects  may  be  due  to  the  formation  of  anti- 
bodies since  glandular  stimulation  may  be  shown 
to  recur  after  refractoriness  to  one  preparation 
when  treatment  is  changed  to  a different  prepara- 
tion with  the  same  active  principle.  Fluhmann’s38 
work  is  in  accord  with  such  an  opinion. 

The  three  outspoken  clinical  syndromes  in 
which  a deficiency  of  pituitary  growth  factors 
may  be  considered  are  (1)  the  Lorain-Levi  syn- 
drome in  which  there  appears  to  be  a pituitary 
growth  and  sex  hormone  deficiency,  (2)  Froh- 
lichs’  syndrome  in  which  obesity  is  superimposed 
and  growth  is  usually  less  affected,  (3)  Laurence- 
Moon-Biedl  syndrome  in  which  there  is,  in  ad- 
dition to  the  three  changes  mentioned,  pigmentary 
degeneration  of  the  retina,  mental  retardation,  a 
tendency  to  polydactylism,  and  a strong  familial 
trend.  This  syndrome  obviously  embraces  more 
than  a purely  pituitary  disease. 

THYROTROPIC  HORMONE 

It  has  been  recognized  for  some  time  that 
lowered  metabolism  and  atrophy  of  the  thyroid 
gland  follow  pituitary  destruction,  and  it  is  well 
known  that  goiter  and  hyperthyroidism  are  com- 
monly associated  with  hyperpituitary  states  such 
as  acromegaly.  It  was  not  until  1929,  however,  that 
Loeb  and  Bassett39  and  Aron40,  working  inde- 
pendently, showed  that  the  type  of  thyroid  hyper- 
trophy which  is  seen  in  Graves’  disease  could  be 
produced  by  injection  of  anterior  pituitary  ex- 
tracts. Since  that  time  it  has  been  shown  re- 
peatedly that  anterior  pituitary  extracts  may 
cause  not  only  such  changes  in  the  thyroid  gland 
but  virtually  all  the  signs  of  Graves’  disease.  The 
basal  metabolic  rate  rises,  thyroid  iodine  is 
diminished  and  blood  iodine  increased,  nitrogen 
metabolism  is  increased,  and  the  blood  cholesterol 
level  becomes  low.  In  addition,  exophthalmos 
may  be  produced  in  both  normal  and  thyroidec- 
tomized  animals.  However,  such  metabolic  effects 
cannot  be  maintained  in  animals  by  continued  in- 
jection of  the  extracts. 

Clinically  the  conditions  in  which  thyrotropic 
hormones  may  be  excessive  or  deficient  have  not 
been  determined  and  better  methods  of  assay  of 
this  principle  are  needed  badly.  Work  in  this 
direction  is  advancing  in  our  laboratories  and  in 
others.  A few  clinical  trials  have  been  reported 
both  in  hypothyroidism  and  in  hyperthyroid- 
ism41, 42.  A great  deal  of  work  is  required  before 
thyrotropic  hormone  is  ready  for  general  clinical 
use. 
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LACTOGENIC  PRINCIPLE 

Chiefly  through  the  efforts  of  Riddle43  it  has 
been  well  established  that  the  anterior  lobe  of  the 
pituitary  gland  contains  a substance  which,  under 
properly  controlled  conditions,  produces  lactation. 
It  has  been  shown  that  lactation  can  be  produced 
by  pituitary  extracts  in  dry  goats,  heifers,  normal 
bitches,  and  in  hypophysectomized  rats44,  45,  46. 
According  to  available  evidence,  progestin,  the 
hormone  of  the  corpus  luteum,  does  not  produce 
this  effect. 

The  mechanism  of  normal  lactation  may  be  con- 
sidered as  follows:  Breast  hypertrophy  is  caused 
by  the  prolonged  and  continued  action  of  estrin. 
After  the  breast  is  thus  prepared,  prolactin  may 
act  on  it  and  cause  the  production  of  milk.  The 
continued  action  of  estrin  is  not  necessary  since 
it  is  known  that  castrated  women  may  continue 
to  lactate  for  some  months.  The  rapid  withdrawal 
of  estrin,  on  the  other  hand,  probably  stimulates 
the  pituitary  to  produce  more  prolactin  and  thus 
facilitates  the  process.  It  is  certain  that  lacta- 
tion does  not  occur  in  animals  after  hypophy- 
sectomy.  It  is  likely  that  suckling  produces  a 
reflex  pituitary  stimulation  and  thus  prolongs 
lactation  by  producing  prolactin47. 

The  early  clinical  trials  with  extracts  contain- 
ing this  substance  have  been  promising  but  its 
relative  clinical  usefulness  is  not  yet  established48. 

FAT  METABOLISM 

It  is  well  established  that  there  is  a substance 
in  the  anterior  lobe  of  the  pituitary  which  has  an 
effect  on  fat  metabolism,  and  which  when  injected, 
causes  ketogenesis.  The  work  of  Sherman,  Gold- 
zieher,  and  Alperstein49  indicates  that  a disturb- 
ance in  the  production  of  this  or  some  similar 
substance  occurs  in  obesity.  However,  the 
mechanism  of  obesity,  due  to  pituitary  dysfunc- 
tion is  poorly  understood  and  no  substance  from 
the  pituitary  is  known  to  be  of  value  in  the  re- 
duction of  weight.  For  the  present,  the  clinical 
management  of  patients  with  obesity  depends  on 
reduction  of  caloric  intake  along  with  the  pre- 
vention of  vitamin  and  mineral  deficiency  and 
the  judicious  use  of  thyroid  extract. 

THE  PITUITARY  GIAND  AND  DIABETES 

A great  deal  has  been  written  in  recent  years 
about  the  pituitary  gland  and  its  relation  to 
carbohydrate  metabolism,  but  as  yet  there  is 
little  definite  knowledge  regarding  the  clinical 
application  of  this  data  to  diabetes  mellitus. 

It  is  well-known  clinically  that  certain  diseases 
of  the  pituitary  gland  are  frequently  associated 
with  disorders  in  carbohydrate  metabolism.  Thus 
diabetes  is  often  associated  with  acromegaly, 
while  in  pituitary  cachexia,  blood  sugar  levels 
tend  to  be  abnormally  low.  Diabetes  or  elevated 
blood  sugar  levels  often  accompany  Cushing’s 
syndrome.  The  experimental  work  of  Houssay50  is 


outstanding  in  this  respect.  He  showed  that  the 
diabetes  of  pancreatectomized  dogs  practically 
disappeared  after  hypophysectomy  and  that  it 
could  be  made  to  recur  with  its  original  severity 
if  transplants  of  the  anterior  lobe  were  made  or 
if  the  animals  were  injected  with  anterior  lobe 
extracts  containing  the  diabetogenic  hormone. 
The  fact  that  this  action  was  obtained  in  the 
absence  of  the  pancreas  made  it  apparent  at  once 
that  its  action  was  on  some  other  structure. 
Houssay  and  his  co-workers  maintain  that  the 
diabetogenic  action  of  anterior  lobe  extracts  may 
be  observed  in  the  absence  of  the  pancreas,  the 
hypophysis,  thyroid  gland,  ovaries,  testes,  splanch- 
nic nerves,  lumbar  sympathetic  chains,  and  adren- 
als, or  in  the  presence  of  a lesion  in  the  tuber 
cinereum.  They  conclude  that  the  liver  alone  is 
necessary  for  this  effect. 

On  the  other  hand,  Lucke’s51  work  indicated 
that  the  blood  sugar  raising  hormone  was  with- 
out effect  in  dogs  which  had  been  adrenalectom- 
ized,  treated  by  adrenal  denervation,  or  anes- 
thetization of  the  brain  stem.  He  believes  that 
this  action  is  through  the  medium  of  the  nervous 
system  and  the  adrenal  gland. 

Barnes52,  53  has  reported  improvement  in  diabetes 
in  experimental  animals  by  administration  of 
estrogenic  substances  and  by  irradiation  to  the 
pituitary  and  adrenal  areas,  but  this  was  not  con- 
firmed by  the  experimental  work  of  Selle54  even 
with  the  use  of  large  doses  of  X-ray  in  dogs. 

Hutton55  reports  promising  clinical  results  in 
diabetes  following  the  use  of  roentgenotherapy  to 
the  pituitary  gland.  It  is  interesting  in  this  re- 
spect to  note  that  Lucke56  showed  that  the  injec- 
tion of  pituitary  extracts  raised  the  blood  sugar 
level  in  a pituitary  dwarf  in  whom  the  blood 
sugar  was  low.  The  value  of  such  therapy  is  not 
yet  sufficiently  established  to  warrant  an  accurate 
opinion  as  to  its  general  usefulness,  and  cer- 
tainly it  is  not  without  potential  dangers.  The 
subject  deserves  investigation  and  for  the  present 
most  clinicians  will  prefer  to  maintain  an  attitude 
of  unbiased  skepticism  and  wait  further  develop- 
ments. 

GONADOTROPIC  HORMONES 

Early  clinical  observations  led  to  a fairly  clear 
conception  of  the  fact  that  normal  sexual  func- 
tions depend  upon  the  pituitary  gland.  In  1926 
Zondek  and  Aschheim  57  and  Smith  and  Engle58 
independently  showed  very  definitely  that  pitui- 
tary implants  in  young  female  animals  were  fol- 
lowed by  marked  acceleration  of  sexual  maturity. 
Of  the  bulky  literature  which  was  accumulated 
since  that  time  concerning  the  related  phenomena, 
it  is  not  possible  to  present  here  even  an  adequate 
summary  but  some  of  the  prevalent  views  may  be 
stated  briefly. 

It  was  the  original  contention  of  Zondek57  that 
the  very  large  quantity  of  “prolan”  found  in  the 
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urine  of  pregnant  women  was  identical  with 
gonad-stimulating  substances  from  the  pituitary 
itself.  This  has  not  proved  to  be  true.  Some  of 
the  important  reasons  for  believing  them  to  be 
separate  substances  are  (1)  extracts  of  pregnancy 
urine  do  not  cause  growth  of  follicles  or  corpora 
lutea  in  the  ovaries  of  hypophysectomized  ani- 
mals; (2)  after  the  stimulating  effects  of  such  ex- 
tracts have  diminished  following  repeated  in- 
jections in  immature  normal  rats,  pituitary  ex- 
tracts may  be  shown  to  cause  a further  effect;  (3) 
large  amounts  of  gonadotropic  substance  is 
present  in  the  placenta  but  not  in  the  pituitary 
glands  of  women  who  die  during  pregnancy;  and 
(4)  the  hormonal  content  of  the  chorionic  villi  of 
young  ova  is  high  before  pregnancy  changes  have 
taken  place  in  the  pituitary.  This  gonadotropic 
substance  is  apparently  identical  to  that  seen  in 
the  presence  of  hydatidiform  mole  and  chorionic 
epithelioma.  It  is  the  same  substance  which  is 
the  basis  of  the  Aschheim-Zondek  and  Friedman 
tests.  As  early  as  the  second  week  of  pregnancy, 
there  is  a large  amount  of  this  material  present 
and  it  disappears  promptly  after  parturition  un- 
less products  of  conception  have  been  retained. 
It  is  interesting  and  probably  significant  that 
quantities  of  this  material  larger  than  normal 
have  been  demonstrated  in  cases  of  toxemia  of 
pregnancy.  Experimentally  the  most  striking 
characteristic  of  the  injection  of  this  type  of 
hormone  is  its  marked  luteinizing  effect  on  the 
ovarian  follicle. 

The  pituitary  gland  is  generally  believed  to 
elaborate  two  sex  hormones  which  are  similar  in 
action  to  Zondek’s  “follicle  stimulating”  prolan 
A and  to  the  “luteinizing  hormone”  or  prolan  B. 
In  spite  of  active  attempts  which  have  been  made 
in  the  past  ten  years  to  identify  these  two  sub- 
stances, no  completely  satisfactory  conclusions 
have  been  reached,  and  cannot  be  unless  both 
principles  can  be  obtained  in  pure  form.  Re- 
latively pure  follicle  stimulating  effects  have 
been  demonstrated  by  the  use  of  extracts  made 
from  urine  of  castrates  and  individuals  past  the 
menopause50, 60. 

The  available  data  strongly  suggest  that  in 
the  female  the  first  substance  is  intimately  con- 
nected with  production  of  ova  while  the  second 
substance  acts  predominantly  upon  the  theca  cells 
with  production  of  luteinization. 

In  the  male  it  is  not  clear  that  such  is  the  case 
since  in  our  laboratories  it  has  been  shown  that 
extracts  of  male  urine  rich  in  androgenic  activity 
can  maintain  in  hypophysectomized  rats81,  not 
only  the  interstitial  cells  but  the  gametogenic 
elements  as  well. 

This  observation  has  been  recently  confirmed 
by  the  work  of  Nelson82,  and  Roy  McCullagh  has 
shown  that  it  is  true  as  well  for  synthetic  male 
hormone83. 


Some  of  the  clinical  effects  of  disturbances  in 
the  production  of  gonadotropic  substances  are 
understood.  An  early  marked  diminution  in  the 
production  of  gonadotropic  hormone  is  followed 
by  sexual  infantilism.  A milder  deficiency  is  fol- 
lowed by  delayed  or  incomplete  sexual  develop- 
ment in  either  sex  and  is  probably  intimately  con- 
nected with  some  cases  of  cryptorchidism.  Such 
a deficiency  may  be  followed  by  aspermia  and  im- 
potence in  the  adult  male  and  it  can  be  shown  by 
assays  that  there  are  unusually  small  amounts  of 
testicular  hormone  in  the  urine  in  some  cases  of 
pituitary  tumor.  Functional  failure  almost  cer- 
tainly produces  a similar  effect. 

In  women  a deficiency  of  pituitary  sex  factors, 
if  severe  enough,  will  be  accompanied  by  amenor- 
rhea but  in  milder  deficiencies  it  is  to  be  remem- 
bered that  the  amount  of  menstrual  flow  in  itself 
cannot  be  used  as  an  index  of  pituitary  activity, 
since  the  menses  may  vary  from  hypomenorrhea 
and  oligomenorrhea  to  menorrhagia.  The  most 
acceptable  explanation  of  the  type  of  menorrhagia 
which  is  associated  with  endometrial  hypertrophy 
is  that  of  Schroeder84  who  believes  that  persistent 
ovarian  follicles  which  never  reach  luteinization 
produce  an  effect  of  excessive  estrin  on  the 
endometrium.  Such  a change  is  presumably  due 
to  deficiency  of  the  pituitary  luteinizing  hormone. 

Excessive  amounts  of  gonadotropic  hormone  in 
the  urine  have  been  found  in  many  conditions 
other  than  pregnancy  and  the  presence  of  chor- 
ionic tissue.  Among  these  are  some  cases  of 
migraine,  cerebral  tumor  with  increased  intra- 
cranial pressure,  hyperthyroidism,  and  diabetes, 
and  we  have  observed  it  in  Cushings’  syndrome, 
acromegaly,  and  in  certain  pituitary  tumors. 
Where  high  titres  are  present,  as  in  chorionic 
epitheliomata,  repeated  assays  may  be  very  use- 
ful in  detecting  a recurrence  or  metastasis.  If 
large  quantities  are  present  in  association  with 
hyperpituitarism,  repeated  assays  may  be  useful 
in  following  the  physiological  effect  of  roentgeno- 
therapy. We  have  been  able  to  obtain  some  in- 
formation regarding  the  advisability  of  repeating 
roentgenotherapy  of  pituitary  tumors  in  this 
manner.  Though  admittedly  the  daily  variations  , 
may  be  wide,  no  method  for  prolan  assay  is 
highly  satisfactory  and  normal  variations  are  not 
well-known.  The  question  of  pituitary  hyper- 
activity as  the  result  of  gonadal  failure  was  dis- 
cussed above. 

PITUITARY  SEX  HORMONE  THERAPY 

It  is  perhaps  unfortunate  that  in  so-called 
pituitary  sex  hormone  therapy  it  has  been  neces- 
sary until  relatively  recently  to  employ  only 
pregnancy  urine  preparations  which,  as  pointed 
out  above,  have  chiefly  a luteinizing  effect  in 
animals  and  are  not  identical  with  gonadotropic 
substances  from  the  pituitary  gland.  The  prep- 
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arations  chiefly  used  in  this  country  have  been 
antuitrin-S  (Parke  Davis  and  Co.)  100  rat  units 
per  cc.,  and  follutein  (Squibb)  125  rat  units  per 
cc.  These  rat  units  are  not  identical  but  are  of 
the  same  general  order.  In  Canada  A-P-L- 
(Ayerst),  a placental  extract,  has  been  rather 
widely  employed. 

Extracts  of  pregnancy  urine  have  been  em- 
ployed widely  and  in  general  have  been  very  suc- 
cessful in  the  treatment  of  functional  menorrhagia 
where  adequate  dosage  is  employed135.  It  may  be 
effective  in  girls  or  in  women  at  the  menopause; 
in  the  latter  it  is  efficacious  even  where  large 
amounts  of  gonadotropic  principle  are  already 
present  in  the  urine.  The  fact  that  in  women  at 
the  menopause  such  substances  are  chiefly  pro- 
lan-A  may  partially  explain  this  fact  which  at 
first  appeared  to  be  a paradox. 

Since  it  is  often  wise  to  perform  a diagnostic 
curettage  in  older  women  and  since  irradiation  is 
frequently  not  undesirable,  it  is  often  convenient 
and  effective  to  use  small  doses  of  radium  at  the 
time  of  the  curettement.  We  prefer  this  to  roent- 
genotherapy as  we  believe  less  pronounced  meno- 
pausal symptoms  result  from  a dose  of  radium 
necessary  to  cause  cessation  of  bleeding. 

This  type  of  therapy  is  therefore  most  useful  in 
young  women.  The  most  consistent  results  in  our 
hands  have  followed  the  use  of  100  to  200  rat 
units  per  day  until  3000  to  5000  units  are  given. 
Other  workers  prefer  to  use  the  injections  just 
preceding  or  during  the  excessive  bleeding.  The 
poorest  results  we  have  seen  have  been  in  cases 
in  which  small  doses  such  as  50  to  100  units  one 
to  three  times  a week  are  used.  Good  results  can 
be  expected  when  the  endometrium  is  distinctly 
hyperplastic  and  does  not  show  evidence  of  the 
effect  of  the  progestin.  In  cases  of  severe  menor- 
rhagia of  long  standing  it  may  be  advisable  to 
precede  injections  by  a curettement.  It  is  true, 
however,  that  in  some  cases  good  results  are  not 
obtained  in  the  presence  of  hyperplastic 
endometrium  even  when  large  doses  are  continued 
for  several  months.  When  the  endometrium  is 
very  hypoplastic,  the  treatment  usually  is  less 
effective  and  poor  results  have  been  seen  in  the 
presence  of  gross  ovarian  pathology  such  as 
tumor  or  inflammation,  and  following  radiation 
therapy. 

The  luteinization  of  the  follicle  which  theoret- 
ically was  the  original  rationale  of  the  treatment 
has  never  been  adequately  shown  to  occur  in  the 
human  and  the  mode  of  action  is  not  well  under- 
stood; indeed,  it  is  quite  as  difficult  to  know  why 
the  menses  may  remain  normal  indefinitely  after 
correction  of  such  menorrhagia. 

amenorrhea 

On  the  whole  the  use  of  pregnancy  urine  ex- 
tracts in  the  treatment  of  amenorrhea  have  been 
disappointing.  Even  where  assays  show  no  ex- 


cess of  gonadotropic  hormone  and  small  although 
not  entirely  absent  amounts  of  estrin  in  the  urine, 
the  same  has  been  true.  It  would  be  unfair  to 
leave  the  impression  that  promising  results  have 
not  been  seen.  In  some  cases  which  we  have  ob- 
served and  in  some  reported  to  me  by  our  col- 
leagues, secondary  amenorrhea  has  been  corrected 
following  small  doses  of  pregnancy  urine  extract 
without  any  other  therapy  and  where  the  amenor- 
rhea has  recurred  it  has  sometimes  been  possible 
to  observe  the  same  sequence  of  events  a second 
time,  although  it  is  difficult  in  such  instances  to 
be  sure  that  the  result  is  an  effect  of  the  treat- 
ment given.  It  is  to  be  hoped  that  the  newer  ex- 
tracts made  from  the  gland  alone  or  in  a com- 
bination with  pregnancy  urine  extracts  may  pro- 
duce better  results.  Up  to  the  present  time,  in 
our  hands,  a combination  of  small  doses  of  thy- 
roid, small  doses  of  pregnancy  urine  extract,  and 
relatively  large  doses  of  estrin  have  been  more 
effective  than  other  measures  although  the  results 
have  not  been  consistent. 

hypogonadism  op  pituitary  origin 

In  such  conditions  as  pituitary  infantilism, 
Frohlich’s  syndrome,  and  delayed  puberty,  sex 
hormone  therapy  is  often  indicted.  In  cases  of 
infantilism  in  which  dwarfism  is  a marked  feature 
such  therapy  is  often  withheld  on  the  theoretical 
assumption  that  factors  which  will  hasten  ma- 
turation will  also  hasten  epiphyseal  closure  and 
therefore  limit  growth.  There  are  also  disad- 
vantages to  postponing  replacement  therapy  for 
an  obvious  deficiency.  In  view  of  the  known  diffi- 
culties in  the  production  of  gonadal  stimulation 
of  any  considerable  degree,  it  seems  quite  un- 
reasonable to  assume  that  growth  will  be  ma- 
terially retarded.  I feel  therefore  that  when  all 
effects  on  the  growth  which  can  be  had  are  al- 
ready obtained  by  measures  of  general  hygiene, 
and  the  use  of  thyroid  and  growth  hormones,  and 
if  the  patient  has  reached  the  age  of  seventeen 
or  eighteen  years  with  distinct  signs  of  hypo- 
gonadism, a thorough  trial  on  sex  hormone 
therapy  is  warranted. 

One  or  two  small  doses  of  such  substance  as 
antuitrin-S  could  not  be  expected  to  produce 
marked  results  in  Frohlich’s  syndrome  if  used 
only  a few  weeks;  however,  where  treatment  has 
been  continued  for  six  to  twelve  months  good  re- 
sults have  been  observed.  If  the  gonadal  signs 
are  slight,  the  treatment  of  choice  in  many  cases 
is  still  limitation  of  caloric  intake  to  about  the 
basal  caloric  requirements,  careful  regulation  of 
the  vitamin  and  mineral  intake,  and  the  judicious 
use  of  thyroid  extract. 

In  mild  cases  of  hypogonadism,  such  as  delayed 
puberty  without  other  evidence  of  pituitary  dis- 
ease it  is  to  be  expected  that  good  results  will  be 
obtained  more  readily  but  adequate  dosage  is 
required.  As  in  Frohlich’s  syndrome,  a true  esti- 
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mation  of  the  effect  of  therapy  is  frequently  im- 
possible. One  of  our  patients,  a boy  of  seventeen, 
had  practically  no  evidence  of  puberty.  Assays 
for  testicular  hormone  showed  capon  comb- 
growths  of  about  2 mm.,  whereas  the  normal 
growth  averaged  10  mm.  by  the  method  used. 
Two  hundred  rat  units  of  antuitrin-S  were  given 
daily  for  six  months.  Following  this  treatment 
testis  hormone  assays  on  the  urine  showed  25 
mm.  comb-growth  and  the  signs  of  puberty  closely 
approached  normal.  Two  birds  were  used  for 
each  assay.  It  was  interesting  to  note  that  this 
patient  grew  two  inches  in  height  during  the 
same  interval. 

Habitual  abortion  has  been  treated  successfully 
with  antuitrin-S  or  follutein  and  in  the  absence 
of  any  contraindications  such  treatment  may  be 
given  a trial.  Now  that  active  preparations  of 
corpus  luteum  are  available,  their  use  may  throw 
some  light  on  the  mechanism  involved  in  this 
abnormality. 

Functional  dysmenorrhea  may  be  markedly 
improved  in  some  cases  by  the  use  of  antuitrin-S 
or  follutein.  The  rationale  of  such  therapy  is  on 
the  basis  of  a theoretical  deficiency  of  corpus 
leuteum.  Novak66  suggests  the  use  of  from  100 
to  200  units  daily,  treatment  being  started  several 
days  before  the  onset  of  the  menses  and  con- 
tinued until  the  first  or  second  day  of  the  flow. 
Intermenstrual  pelvic  pain  presumably  associated 
with  ovulation  (Mittleschmertz),  may  also  be 
greatly  relieved  by  a few  injections  just  preced- 
ing the  expected  pain.  Good  results  have  been  re- 
ported following  the  use  of  antuitrin-S  in  pre- 
menstrual edema07. 

Undescended  testicles  have  been  observed  to 
respond  promptly  to  the  use  of  gonad  stimulating 
hormone.  Here  again  the  results  are  not  in  any 
way  consistent.  Intra-abdominal  testes  and  those 
held  by  adhesions  are  not  to  be  expected  to  re- 
spond, and  it  should  be  remembered  that  many 
and  perhaps  most  of  the  others  descend  eventually 
if  untreated. 

The  report  of  Brosius  and  Schaefer68  that 
spermatogenesis  followed  the  use  of  antuitrin-S 
attracted  considerable  attention  but  has  not  as 
yet  been  followed  by  sufficient  confirmation  to 
warrant  an  opinion  regarding  its  reliability.  Per- 
sonally I have  been  disappointed  in  the  results 
secured  in  four  consecutive  cases. 

Lawrence69  has  recently  reported  good  results 
in  the  treatment  of  acne  vulgaris  with  the  gonad 
stimulating  hormone  of  pregnancy  urine. 

CUSHING’S  SYNDROME  AND  THE  PITUITARY  IN 
HYPERTENSION 

In  1932  Cushing70  suggested  that  a syndrome, 
usually  associated  with  the  adrenal  cortex,  is  due 
to  an  adenoma  of  the  basophile  cells  of  the  an- 
terior lobe  of  the  pituitary.  The  syndrome  is 


characterized  by  adiposity,  especially  of  the  face 
and  trunk,  sexual  abnormalities,  hirsutism,  stria 
artophieae,  arterial  hypertension,  increased  blood 
sugar  levels,  and  osteopororis.  Since  then,  great 
controversy  has  arisen  as  to  the  origin  of  these 
symptoms.  It  is  well  recognized  that  a similar 
or  identical  clinical  picture  may  arise  in  the 
presence  of  adrenal  cortical  adenomata  or  car- 
cinoma. A similar  picture  is  also  seen  in  the 
presence  of  such  tumors  as  arrhenoblastomata 
of  the  ovary.  Few  authors  have  been  as  bold  in 
the  matter  as  Susman71  who  states  that  adeno- 
mata of  the  basophilic  type  occurred  in  3 per  cent 
of  the  pituitary  glands  of  his  260  cases  and 
therefore  are  too  common  to  be  of  any  special 
significance.  It  is  interesting  in  this  connection 
that  patients  with  proved  pituitary  tumor  with 
this  syndrome  have  responded  remarkably  well 
to  direct  surgical  attack  upon  the  adrenals72.  It 
is  also  significant  that  Oppenheimer73  reported  24 
cases  of  proved  basophilic  adenomata  without 
Cushing’s  syndrome  and  in  none  of  them  was 
adrenal  hypertrophy  present.  In  those  with 
pituitary  adenomata  accompanied  by  the  syn- 
drome, adrenal  hypertrophy  was  present  where 
the  size  of  the  adrenals  was  known.  A few  cases 
such  as  that  of  Ulrich74  are  to  be  found  in  which 
this  was  not  true.  The  remarkable  improvement 
which  has  been  reported  in  some  instances  fol- 
lowing roentgenotherapy  to  the  pituitary  region 
indicates  that  the  syndrome  is  of  pituitary  origin 
in  some  instances. 

Recently  much  attention  has  been  focused  on 
the  relation  of  the  pituitary  gland  to  arterial 
hypertension  and  eclampsia.  Cushing75  has 
stated  that,  “The  extent  of  basophilic  invasion 
from  the  pars  intermedia  is  a measure  of  pos- 
terior lobe  activity,  and  excessive  infiltration  by 
these  elements  represents  the  histopathological 
basis  for  eclampsia.” 

Various  investigators  have  examined  the 
pituitary  in  hypertensive  states  and  are  not  able 
to  subscribe  to  this  hypothesis.  Spark76  compared 
the  basophilic  invasion  of  the  posterior  lobe  in 
seventy  cases  of  essential  hypertension  and  found 
no  obvious  relation  between  the  degree  of  in- 
vasion and  the  vascular  tension. 

Rasmussen77  has  reviewed  the  evidence  at  hand 
and  done  serial  sections  on  more  than  300  hypo- 
physes. He  could  not  find  evidence  to  support  the 
idea  that  pituitary  basophilism  and  arterial 
hypertension  could  be  correlated. 

The  first  good  experimental  data  bearing  on 
this  point  appears  to  be  the  work  of  Bount78  who 
has  shown  that  there  are  evidences  of  hypertension 
and  distinct  glomerular  changes  which  take  place 
in  amphibians  following  pituitary  transplanta- 
tion. 

The  work  of  Anselmino  and  Hoffmann79  in- 
dicates that  there  was  a typical  antidiuretic  and 
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pressor  effect  from  the  ultrafiltrates  of  the  sera 
of  eclamptic  patients,  but  Byrom  and  Wilson80 
were  completely  unable  to  corroborate  this. 

In  short,  in  proved  cases  of  pituitary  baso- 
philic adenoma,  arterial  hypertension  is  a char- 
acteristic feature.  In  other  hypertensive  states 
the  relationship  of  the  pituitary  to  the  arterial 
tension  is  as  yet  not  proved. 

summary 

The  present  status  of  our  knowledge  of  the 
pituitary  gland  is  considered  from  the  point  of 
view  of  clinical  medicine.  Some  pertinent  ex- 
perimental and  clinical  observations  have  been 
cited.  An  attempt  is  made  to  indicate  present 
methods  of  management  of  pituitary  disorders  as 
well  as  the  trends  which  clinical  medicine  is  fol- 
lowing in  this  respect.  The  subject  is  considered 
under  the  following  headings:  Pituitary  control 

by  the  diencephalon,  and  its  relationship  espe- 
cially to  water  and  carbohydrate  metabolism; 
control  thi’ough  peripheral  nerves,  the  gonads, 
and  nutrition;  pituitary  replacement  therapy  in 
pituitary  cachexia  and  growth  disturbances; 
notes  on  thyrotropic,  lactogenic,  fat  metobolism 
and  diabetogenic  principles;  gonadotropic  hor- 
mone and  the  use  of  pregnancy  urine  extracts;  a 
few  remarks  concerning  Cushing’s  syndrome  and 
the  relation  of  the  pituitary  to  hypertension. 
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DISCUSSION 

E.  E.  Beard,  M.D.,  Cleveland,  Ohio:  We  have 

heard  from  Doctor  McCullagh  a very  compre- 
hensive, accurate  and  interesting  review  of  a very 
complex  and  important  subject.  It  is  inevitable 
that  any  attempt  to  cover  so  much  ground  in  so 
short  a time  would  leave  points  which  could  well 
be  elaborated. 

One  of  these  which  I think  should  be  stressed 
before  a clinical  group  is  the  impoi’tance  of  diag- 
nosis in  pituitary  disorders.  It  might  seem  that 
where  so  much  of  the  commonly  used  therapy  is 
on  such  an  insecure  footing  diagnosis  could  be 
a trifle  slip-shod  without  great  damage,  but  of 
course  consideration  will  show  that  the  opposite 
is  the  case.  The  very  complexity  of  the  endo- 
crine balance  should  warn  us  against  any  inter- 
ference not  based  on  as  complete  a knowledge 
as  possible  of  the  condition  of  the  system  we 
undertake  to  regulate,  especially  when  we  pro- 
pose to  use  in  treatment  substances  the  action  of 
which  we  imperfectly  understand.  Much  of  the 
endocrine  therapy  employed  today  is  on  the  basis 
of  symptomatic  treatment.  Perhaps  there  is  ex- 
cuse for  this  in  the  fact  that  our  methods  of  diag- 
nosis are  by  no  meansi  satisfactory  as  yet.  New 
procedures  are  being  developed  and  put  into  use, 
notably  that  of  hormone  assay  of  the  urine,  which 
is  already  capable  of  giving  us  information  of 
great  value  in  certain  cases.  The  point  I should 
like  to  make,  however,  is  that  there  are  older  and 
well-established  diagnostic  procedures  at  the  com- 
mand of  every  practitioner  which  are  often  neg- 
lected. A history  which  goes  into  some  detail 
of  general  bodily  development,  as  rate  of  growth 
and  fluctuations  of  weight,  and  of  sexual  devel- 
opment and  function  may  give  valuable  sugges- 
tions as  to  pituitary  function.  A physical  exam- 
ination which  notes  the  proportions  of  the  bony 
framework,  the  condition  of  the  skin,  hair  and 
teeth,  the  distribution  of  fat,  and  the  development 
of  the  sex  organs,  including  the  prostate  (which 
brings  in  our  old  friend,  the  rectal  examination), 
may  make  the  diagnosis  of  pituitary  dysfunction 
certain.  Basal  metabolic  rate  determinations  and 
the  X-ray  are  of  great  value. 

Local  lesions  of  the  pituitary  and  hypothala- 
mus must  be  sought  for.  Optic  atrophy,  papille- 
dema, changes  in  the  visual  fields  are  all  readily 
detected  and  very  valuable  evidences.  I have  been 
impressed,  however,  by  the  relative  frequency  of 
local  lesions  of  the  pituitary  sufficient  in  size  to 
interfere  with  pituitary  function,  in  the  entire 
absence  of  neighboring  signs.  In  about  450  con- 
secutive cases  at  Cleveland  City  Hospital  in 
which  a diagnosis  of  endocrinopathy  was  made 
there  were  eight  such  cases.  In  some  of  these 
there  may  be  symptoms  which  suggest  pituitary 
enlargement,  as  headache  occurring  in  rhythm 
with  the  menstrual  cycle.  In  others  there  may 
be  no  neighborhood  signs  or  symptoms  whatso- 
ever, and  in  these  one  must  use  the  X-ray.  One 
of  the  most  striking  of  such  cases  which  I have 
seen  is  that  of  a man  complaining  of  loss  of 
weight,  strength  and  potency.  Most  of  his  body 
hair  was  gone,  his  skin  was  thin  and  wrinkled, 
his  prostate  was  very  small.  He  denied  having 
headache,  and  his  visual  fields  and  eyegrounds 
were  normal,  but  the  X-ray  showed  a sella  turcica 
considerably  enlarged.  He  had  been  studied  in 
a hospital  in  another  city  and  the  rather  obvious 
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diagnosis  of  chromophobe  adenoma  of  the  pitu- 
itary with  compression  of  the  chromophil  cells 
and  consequent  hypopituitarism  had  not  been 
made,  probably  because  in  the  absence  of  neigh- 
borhood symptoms  such  a lesion  had  not  been 
suggested.  Roentgenotherapy  directed  toward  his 
pituitary  has  made  a striking  improvement  in 
this  patient.  There  is  another  reason  for  em- 
phasizing the  need  for  search  for  organic 
lesion  for,  if  it  is  found,  rational  and  tried  therapy 
is  indicated.  Many  such  neoplasia  will  respond 
most  gratifyingly  to  irradiation.  I suppose  that 
I should  put  in  a word  of  warning  against  the 
treatment  of  an  enlarged  sella  turcica,  for  I have 
seen  that.  There  are  quite  a few  people  who 
have  sellas  which  have  been  enlarged  by  pituitary 
hyperplasia  or  adenoma  which  at  some  time  in 
the  past  may  have  caused  pituitary  dysfunction 
but  which  now  are  doing  no  harm.  Discovery 
and  treatment  of  such  sella  will  not  cure  arthritis 
or  high  blood  pressure. 

I should  like  to  second  Dr.  McCullagh’s  re- 
quest that  attention  be  paid  to  undemutrition  as 
a cause  of  glandular  disturbance. 

In  general  I agree  with  his  properly  rather 
conservative  discussion  of  extract  therapy. 


Treatment  and  Prevention  of  Adolescent 
Goiter* 

These  remarks  are  being  directed  to  the  parents 
of  a 12  year  old  girl  who  has  been  brought  to  me 
because  of  swelling  in  front  of  the  neck. 

The  swelling  which  you  have  observed  is  an 
enlargement  of  the  thyroid  gland  and  this  is  com- 
monly called  goiter.  It  will  help  you  understand 
our  treatment  of  this  swelling,  and  the  preven- 
tion of  its  recurrence,  to  tell  you  that  this  thyroid 
enlargement  is  evidence  of  a deficiency  of  one  of 
our  most  important  food  elements,  namely,  iodin. 
This  deficiency  of  iodin  in  our  food  and  water 
produces  goiter.  Similarly  a deficiency  of  iron 
causes  anemia  and  a deficiency  of  our  certain 
vitamins  causes  rickets  or  scurvy. 

The  thyroid  gland  is  the  most  important  one  of 
the  three  so-called  growth  glands.  It  virtually 
controls  the  rate  of  growth  and  development 
through  childhood,  adolescence  and  on  to  adult 
life.  It  was  the  secretion  from  her  thyroid  that 
kept  this  girl  growing  and  developing  normally 
through  childhood.  Now  at  the  age  of  12  she  is 
just  beginning  the  changes  of  puberty  and  during 
this  stage  the  need  for  thyroid  hormone  is  in- 
creased and  very  important.  If  something  had 
happened  to  this  gland  so  there  would  have  been 
no  hormone  she  would  not  go  through  the  normal 
changes  of  puberty. 

As  we  just  stated  there  has  been  an  increased 
demand  for  thyroid  secretion,  but  for  some  rea- 
son her  thyroid  has  not  stored  sufficient  iodin 
which  is  the  very  foundation  of  thyroid  hormone. 
Normally  her  thyroid  would  contain  from  one- 
fourth  to  one-half  grain  of  iodin  and  this  is  the 
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total  store  of  iodin  in  the  body.  Either  because 
of  an  absolute  deficiency  of  iodin  in  her  food,  or 
the  unusual  demand  for  thyroid  secretion  due  to 
pubertal  growth,  the  thyroid  has  been  depleted 
of  its  store  of  iodin;  hence  this  multiplication  of 
cells  or  enlargement  that  you  see  is  only  an  at- 
tempt by  the  thyroid  to  produce  its  secretion  and 
keep  her  body  growing  normally.  Therefore,  in- 
stead of  thinking  of  some  diseased  condition 
which  is  called  goiter,  let  us  try  to  appreciate 
how  hard  this  thyroid  has  been  working  in  an 
effort  to  create  the  hormone  with  insufficient 
iodin  which  is  the  very  cornerstone  of  its  secre- 
tion. All  that  this  thyroid  needs  is  the  important 
food  element  iodin. 

In  this  endemic  goiter  district  there  is  prac- 
tically no  iodin  in  the  water  and  soil,  therefore, 
there  can  be  none  in  the  vegetables  raised  in  this 
district.  Unless  you  are  using  vegetables  shipped 
in  from  non-goitrous  districts  or  eating  sea  food, 
the  thyroid  will  soon  become  starved  for  iodin. 
It  is  to  meet,  this  deficiency  that  our  health  au- 
thorities have  advised  the  use  of  iodized  salt  con- 
tinuously in  every  home  in  the  endemic  goiter 
districts.  There  is  just  enough  iodin  in  iodized 
salt  to  meet  the  body  needs  and  to  prevent  this 
deficiency. 

In  this  particular  case  we  must  meet  the  de- 
ficiency more  promptly  to  prevent  further 
changes  in  the  thyroid  or  some  retardation  of 
pubertal  growth.  Therefore,  we  will  give  her  a 
small  amount  of  iodin  each  day  for  at  least  one 
month.  Each  of  these  tablets  which  I am  pre- 
scribing contains  ten  milligrams,  or  one-sixth 
grain  of  iodin.  One  tablet  daily  for  one  month 
will  meet  her  iodin  needs.  The  continued  use  of 
iodized  salt  will  not  only  prevent  a return  of  the 
same  deficiency  in  this  child,  but  will  give  each 
member  of  the  family  just  enough  iodin  to  pre- 
vent a similar  condition. 

This  is  your  prescription:  Rx.  Iodostarine — 
a.a.  10  mgs.  Tablets  No.  30.  Sig.  1 daily. — 0.  P. 
Kimball,  M.D.,  Cleveland,  Ohio. 


P-G  Opportunities 

Although  we  have  lived  through  times  rendered 
strenuous  by  economic  distress,  it  still  behooves 
us  all  to  continue  with  our  studies  in  order  to  be 
informed  on  the  progress  of  medicine.  We  should 
avail  ourselves  of  postgraduate  opportunities  for 
study  and  we  should  attend  county,  district  and 
state  meetings  whenever  possible.  Compensation 
for  professional  services  is  essential  that  we  may 
live,  but  pecuniary  compensation  cannot  compare 
with  the  personal  satisfaction  that  comes  in  hav- 
ing made  the  correct  diagnosis  and  in  having  in- 
stituted the  proper  treatment  for  those  who  con- 
sult us  when  sick  and  depressed. — A.  D.  Adson, 
M.D.,  Rochester,  Minnesota,  Minn.  Med.,  20:1, 
Jan.,  1937. 
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UNDER  normal  conditions  the  uterus  is 
lined  with  a soft  velvety  structure  known 
as  endometrium.  This  tissue  is  character- 
ized by  a columnar  type  of  epithelium,  numerous 
secreting  glands,  and  a definite  type  of  stroma. 
LTnder  the  influence  of  the  ovarian  hormones, 
physiologically,  this  structure  becomes  swollen 
and  congested,  shows  areas  of  hemorrhage,  breaks 
down  and  exfoliates  at  periodic  intervals — known 
as  menstruation. 

When  this  structure,  known  as  endometrium,  is 
found  in  other  locations  than  the  inside  of  the 
uterus,  it  is  still  under  the  cyclic  influence  of  the 
ovarian  hormone  and  is  then  clinically  and  path- 
ologically known  as  endometriosis.  The  periodic 
swelling,  with  hemorrhage  of  this  ectopic  tissue, 
is  synchronous  with  the  menstrual  period  of  the 
individual. 

Von  Recklinghausen13  in  1893,  first  described 
in  detail  the  adenomyoma  of  the  uterus  and  since 
that  time  Sampson,  Cullen,  Lockyer  and  others 
have  added  much  to  enhance  our  present  knowl- 
edge of  the  subject.  Various  theories  have  been 
evolved  to  explain  the  origin  of  this  ectopic  tissue. 
Sampson15  believed  that  endometrial  cysts  are  the 
result  of  implantation  and  development  of  uterine 
epithelium  which  has  escaped  through  the  fal- 
lopian tubes  with  menstrual  blood.  Cullen,  Von 
Recklinghausen,  Ivanoff17  and  others  believed 
that  this  tissue  arose  from  aberrant  rests  origin- 
ating in  embryonic  life. 

These  fascinating  theories,  together  with  ex- 
perimental evidence,  do  not  explain  all  cases  with 
equal  facility.  At  the  present  time,  the  pre- 
ponderance of  opinion  favors  the  theory  of 
hetroplasia  as  advocated  by  Meyerls,  Novak, 
King16  and  others. 

Experimentally,  as  demonstrated  by  Brakeman6 
in  1934,  minute  pieces  of  endometrium  have  been 
transplanted  in  the  wall  of  the  uterus,  ovaries, 
intestines,  peritoneum  and  abdominal  wall  of 
rabbits,  some  which  were  normal,  others  ovariecto- 
mized,  and  a third  group  allowed  to  become  preg- 
nant after  implantation. 

As  a result  of  these  experiments,  it  is  now 
accepted  that:  (1)  Tissues  transplanted  in  var- 
ious places  in  the  normal  animal  continue  to 
proliferate  and  under  the  influence  of  the  ovary 
undergo  cyclic  change  synchronous  with  the  nor- 
mal menstruation  of  the  animal.  (2)  The  tis- 
sues transplanted  in  the  ovariectomized  animals 
show  a very  limited  growth  which  lacked,  par- 
ticularly, the  glandular  growth  seen  in  the  normal 
animal.  (3)  The  endometrial  transplants  removed 
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from  the  abdomen  of  the  pregnant  animal  showed 
characteristic  decidual  changes,  as  seen  in  the 
inside  of  the  uterus. 

The  largest  number  of  these  endometrial 
growths  occur  in  the  uterus,  the  ovary,  the  recto- 
genital  space,  and  the  fallopian  tubes12.  Other 
less  common  locations  are  the  umbilicus10,  small 
intestines,  rectum,  uterine  ligaments,  appendix, 
wall  of  the  vagina  and  bladder.  A few  have  been 
found  in  scars  following  laporatomy. 

Doederlien13,  reported  a pathological  curiosity 
in  which  pregnancy  occurred  in  the  cavity  of  an 
adenomyoma  connected  to  the  cavity  of  the  uterus 
by  a narrow  isthmus.  Beginning  with  the  mas- 
terful descriptions  of  endometriomas,  by  Samp- 
son, Cullen,  Crossen4,  and  others  during  the  past 
15  years,  we  now  realize  that  this  is  perhaps  the 
most  frequent  gynecological  disease  occurring  be- 
tween the  ages  of  30  and  50.  The  functional  and 
morphological  characteristics  of  this  condition  are 
dependent  upon  an  excess  of  the  same  estrogenic 
hormones  that  regulate  and  influence  menstrua- 
tion in  the  normal  individual.  Therefore,  when 
this  endocrine  influence  is  removed  by  a natural 
menopause,  or  by  artificial  means,  the  activity 
of  this  aberrant  tissue  likewise  subsides,  and 
shows  regressive  changes.  As  the  original  lesions 
are  small  and  their  progress  is  usually  slow,  it 
probably  takes  years  for  the  process  to  reach  the 
stage  of  clinical  symptoms. 

Although  endometrial  lesions  have  been  some- 
times mistaken  for  carcinoma  and  occasionally 
endometrial  lesions  have  undergone  carcinoma- 
tous changes,  nevertheless,  the  incidence  of 
malignancy  in  this  ectopic  tissue  seems  to  be  less 
frequent,  relatively,  than  in  orthotopic  tissue11. 

PATHOLOGY 

The  endometrial  process  may  vary  in  size  from 
a millet  seed  to  a tumor  as  large  as  a six-months 
pregnancy.  The  enlargement  is  an  infiltrative 
type  of  growth  without  the  formation  of  a cap- 
sule or  plane  of  cleavage.  When  this  infiltration 
occurs  in  the  wall  of  the  uterus,  or  other  muscular 
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tissue,  there  is  a marked  muscular  hypertrophy 
thus  giving  rise  to  the  term — adenomyoma.  This 
type  is  always  bluish  in  color,  while  all  other 
types  are  red.  When  this  infiltration  involves  the 
ovary,  the  growth  seems  more  rapid,  the  periodic 
enlargement  with  accumulation  of  the  dark,  thick, 
bloody  secretion  is  more  abundant  and  is  then 
known  as  a “chocolate  cyst”  of  the  ovary.  When 
the  pressure  within  the  cyst  finally  causes  it  to 
rupture,  new  adhesions  and  infiltration  of  ad- 
jacent organs  thus  take  place.  The  most  dense 
and  least  separable  of  such  adhesions  are  found 
in  the  rectovaginal  pouch  where  the  penetration 
rarely,  if  ever,  goes  through  the  mucosa,  but,  all 
structures  can  be  torn  in  attempt  at  separation. 

Microscopically,  the  lining  epithelium  of  these 
cysts  shows  marked  variations.  In  some  there  is 
a characteristic  high  columnar  type  of  epithelium 
as  is  seen  in  endometrial  glands,  while  other  cases 
show  a flattening  of  these  cells,  due  to  pressure 
of  the  cystic  contents.  Some  few  specimens  show 
epithelium,  not  typical  of  endometrial  glands  but 
may  resemble  epithelial  cells  from  other  parts  of 
the  body.  Ordinarily  the  glands  are  surrounded 
by  a stroma  similar  to  endometrial  stroma,  but 
it  is  not  unusual  to  find  the  stroma  very  scanty, 
or  even  entirely  absent.  Evidence  of  old  blood 
and  fibrin  are  often  seen  in  the  cyst  cavities. 

Jeffcoate1  and  Witherspoon2,  3 in  1935,  report  a 
series  of  162  cases  in  which  64  per  cent  showed 
hyperplastic  uterine  endometrium  and  fibroids. 
Every  case  showed  multiple  follicular  cysts  of  the 
ovary.  Thus  the  excess  of  the  estrogenic  hor- 
mone, over  a prolonged  period,  coupled  with  the 
absence  of  corpora  lutea  account  for  two  of  the 
clinical  features:  viz,  functional  uterine  hemor- 
rhage and  sterility. 

DIAGNOSIS 

Throughout  this  discussion,  if  we  bear  in  mind 
the  essential  pathology  of  the  condition,  viz,  a 
menstruating  endometrium  within  a closed  sac, 
then  the  relationship  of  the  time,  severity,  and 
progression  of  the  symptoms  becomes  quite  evi- 
dent. 

Although  the  condition  is  now  diagnosed  more 
frequently  than  formerly,  nevertheless  the  most 
frequent  diagnosis  is  made  on  the  operating  table. 
The  various  symptoms  and  signs  of  ectopic 
endometrial  growth,  when  considered  individually, 
lend  themselves  quite  readily  to  better  known 
gynecological  conditions.  There  is  nothing  path- 
ognomic in  any  single  symptom  or  sign  but  diag- 
nosis is  based  upon  the  coincidental  interrelation- 
ship and  evaluation  of  the  numerous  symptoms 
and  signs.  These  in  turn  show  variations  accord- 
ing to  location  and  size  of  the  offending  growth. 

Dysmenorrhea  occurs  as  a predominant  symp- 
tom in  most  cases  and  is  especially  severe  in 
cases  of  adenomyoma.  The  striking  feature  of 
this  dysmenorrhea  is  its  sudden  onset  and  per- 


sistent recurrence  in  a patient  who  has  prev- 
iously been  free  from  dysmenorrhea.  Although 
it  is  true  that  pain  and  discomfort  are  likewise 
present  with  inflammatory  tumors  and  masses, 
such  pain  usually  subsides  after  the  flow  is  well 
established  and  can  be  relieved  by  rest  and  pal- 
liative measures.  On  the  contrary,  pain  of  endo- 
metriosis is  not  relieved  by  such  measures  and 
grows  progressively  worse  and  increases  during 
the  length  of  the  menstruation.  Dysmenorrhea 
from  cervical  stenosis,  whether  congenital  or 
acquired,  is  cramp-like  and  subsides  after  the 
flow  is  established.  Likewise,  the  latent  dysmen- 
orrhea of  endometriosis,  coming  on  some  years 
after  the  beginning  of  menstruation  and  growing 
progressively  worse,  is  so  characteristic  that  in 
the  presence  of  rectal  pain,  vomiting  and  sterility, 
the  diagnosis  is  most  strongly  to  be  considered. 

Pain  in  the  abdomen  of  a gripping,  shooting  or 
aching  character  is  present  in  70  per  cent  of 
cases.  Occasionally  there  is  very  little  pain  in 
the  lower  abdomen  but  on  the  contrary  it  is  very 
marked  in  the  epigastrium.  Some  patients  ex- 
perience this  pain  only  at  the  time  of  menstrua- 
tion, while  most  patients  feel  an  increased  amount 
of  pain  at  that  time.  The  onset  is  quite  acute 
and  frequently  accompanied  by  vomiting  so  as  to 
simulate  the  picture  of  an  acute  appendicitis. 

Menorrhagia — both  profuse  and  prolonged,  is 
present  in  over  one-half  the  cases  of  adenomyoma 
or  endometriosis  interna  of  the  uterus.  Likewise, 
both  menorrhagia  and  metorrhagia  occur  in  about 
33  per  cent  of  cases  having  intra-abdominal  en- 
dometriosis. This  symptom  is  undoubtedly  due  to 
the  excess  of  the  estrogenic  hormone. 

Rectal  pain,  of  an  otherwise  indeterminable 
origin,  is  present  in  25  per  cent  of  cases  and  is 
shooting  or  spasmodic  in  character.  When  pres- 
ent it  is  always  most  severe  during  defecation 
and  often  is  noted  only  at  that  time. 

Dyspareunia  is  present  in  about  10  per  cent  of 
cases  and  is  quite  constant  in  growth  about  the 
recto-vaginal  space.  This  pain  increases  with 
increasing  infiltration  and  fixation  of  tissues 
about  the  cervix. 

Nausea  and  vomiting,  during  menstruation,  is 
a very  frequent  symptom  and  is  not  uncommon 
in  many  patients  between  menstrual  periods. 

Sterility,  during  the  entire  reproductive  period, 
is  very  common  in  cases  of  adenomyoma  of  the 
uterus,  while  a history  of  sterility,  following 
previous  pregnancies,  is  a frequent  accompani- 
ment of  endometriosis  involving  the  adnexa.  This 
sterility  is  dependent  upon  the  frequent  follicular 
cyst  formation  in  the  ovary,  with  the  absence  of 
the  corpus  luteum  formation. 

Physical  signs  show  variations  depending  on 
the  location  and  size  of  the  endometrial  growth. 
An  adenomyoma  of  the  uterine  wall  presents  a 
touch  picture  not  to  be  distinguished  from  the 
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usual  myoma.  When  the  growth  involves  the 
ovary  and  the  tube  the  palpable  mass  has  the 
fixation  and  infiltration  of  any  inflammatory 
mass,  but  differs  in  the  absence  of  a history  of  a 
previous  infection. 

Involvement  of  the  cul  de  sac  shows,  by  both 
rectal  and  vaginal  examination,  the  adherent  in- 
filtrating growth  in  both  rectum  and  vagina. 
The  sacrouterine  ligaments  show  extreme  ten- 
derness and  thickness,  both  in  endometriomas 
and  in  malignant  growths  of  the  cervix  and  rec- 
tum. In  either  case  malignancy  can  be  de- 
termined by  direct  or  tissue  examination  of  the 
cervix  or  rectum. 

Retroversion  of  the  uterus,  occurs  in  25  per  cent 
of  these  cases  and  is  characterized  by  the  dense, 
infiltrative  adhesions  which  render  manual,  pos- 
tural, or  mechanical  reposition  impossible. 

In  discussing  the  treatment  of  this  condition, 
there  are  a few  fundamental  principles  we  must 
bear  in  mind.  We  are  dealing  with  mature  cells 
and  not  with  a growth  containing  immature  or 
transitional  cells;  secondly,  we  are  dealing  with 
tissue  that  functions  and  proliferates  directly 
under  the  stimulating  influence  of  the  ovarian 
hormone  and,  thirdly,  the  treatment  will  depend 
on  the  location  and  extent  of  the  growth,  as  well 
as  the  involved  adjacent  structures.  Therefore, 
treatment  is  directed  to  the  removal  of  the  offend- 
ing infiltrative  growth,  with  conservation  of  nor- 
mal ovarian  tissue  when  possible,  and  to  the  re- 
moval of  the  estrogenic  hormone  of  the  ovary 
when  such  complete  removal  of  the  growth  is  not 
possible.  This  latter  is  accomplished  by  the  sur- 
gical removal  of  the  ovary  or  the  suppression  of 
its  menstrual  function  by  radiation5  or  endocrine 
therapy. 

In  so  far  as  it  is  usually  impossible  to  know 
the  exact  location  and  entire  extent  of  the  growth, 
surgical  exploration  is  the  first  procedure  in  the 
absence  of  other  contraindications.  If  a woman, 
still  in  her  child-bearing  period,  has  a growth 
which  can  be  removed  without  interfering  with  her 
ovaries,  such  procedure  is  to  be  followed.  If  the 
growth  involves  the  bladder,  intestines,  or  other 
structures  so  that  its  removal  would  severely 
injure  these  structures,  then  surgical  removal  or 
radiation  of  the  ovaries,  regardless  of  the  age  of 
the  patient,  becomes  necessary. 

From  personal  observation  or  review  of  the 
literature,  sufficient  evidence  is  still  wanting  to 
advocate  or  elaborate  upon  the  endocrine  therapy. 

Radiation  limits  the  progress  of  the  growth  by 
suppressing  ovarian  stimulation  but  does  not  re- 
move the  tumor  or  cyst  which  produces  the  pain 
and  pressure.  When  activity  recurs  or  persists  in 
an  area  of  endometriosis  following  operation,  at 
which  time  all  ovarian  tissue  was  not  removed, 
then  radiation  is  the  therapy  of  choice.  Pelvic 
surgery  for  this  condition  is  not  without  its  dan- 


gers. Injuries  to  bowel  and  bladder  are  not  un- 
common when  persistent  efforts  at  dissection  and 
separation  are  attempted.  Post-operative  peri- 
tonitis and  paralytic  ileus  are  such  frequent  com- 
plications that  Crossen4  recommends  the  draining 
of  all  cases. 

642-647  Nicholas  Building. 


BIBLIOGRAPHY 

1.  Jeffcoate,  T.  N.  A.  Endometriosis — Clinical  Aspects, 
Jour.  O.  B.  & Gyn.  British  Empire,  p.  684,  Vol.  41,  1934. 

2.  Witherspoon,  J.  T.  Uterine  Fibroids  & Endometriosis. 
S.  G.  & OB.  P.  87,  Vol.  67,  1934. 

3.  Witherspoon,  J.  T.  Theories  of  Etiology  of  Endome- 
triosis. Arch  of  Path.  P.  1,  Vol.  20,  1935. 

4.  Crossen,  H.  S.  Clinical  Features  of  Pelvic  Endome- 
triosis. Jour.  Ark.  Med.  Society.  P.  146,  Vol.  20,  1932. 

5.  Albrecht,  Hans.  The  Comparative  Value  of  Radical 
Operation  or  Irradiation  as  a Method  of  Treating  Malignant 
Recto-Uterine  Endometriosis.  Ark.  Gnaekologie.  P.  74, 
Vol.  156,  1933. 

6.  Brakeman,  Otto.  Experimental  Study  of  Endometrio- 
sis. Ark.  Gnaekologie.  P.  276,  Vol.  155,  1934. 

7.  Seitz,  L.  The  Clinic  of  Endometriosis.  Ark.  Gnae- 
kologie. P.  529,  Vol.  149,  1932. 

8.  Peple,  W.  Endometriosis : Report  of  Cases  Illustrat- 
ing Unusual  Features.  South.  Med.  Jour.  P.  511,  Vol.  97, 
1935. 

9.  Shirer,  J.  W.  Endometriosis.  Can.  Med.  Assn.  Jour. 
P.  151,  Vol.  18,  1928. 

10.  Baltzer,  Hans.  Endometriosis.  Arch.  Chirurgie.  P. 
555,  Vol.  147,  1927. 

11.  Civio,  C.  R.  Cancerous  Degeneration  in  Endo- 
metriosis. Rev.  de  Endocrinol.  P.  655,  Vol.  16,  1933. 

12.  Stetson,  H.  S.  Endometriosis.  New  England  Med. 
Journal.  P.  206,  Vol.  52,  1934. 

13.  King,  W.  W.  The  Clinical  Symptoms  of  Pelvic 
Adenomyomata  Austr.  Med.  Jour.  P.  573,  Vol.  20,  1924. 

14.  Heidler,  Wiener.  The  Clinical  Aspects  of  Endo- 
metriosis. Klin.  Wochen.  P.  467,  Vol.  47,  1934. 

15.  Sampson.  Endometrial  Carcinoma  of  Ovary  Arising 
in  Endometrial  Tissue  in  that  Organ.  Arch.  Surg.  P.  216, 
Vol.  2,  1922. 

16.  King,  W.  W.  Etiology  of  Endometriosis.  S.  G.  O. 
P.  1,  Vol.  53,  1931. 

17.  Ivanoff,  N.  S.  Endometrial  Growths.  Monf.  Geb.  & 
Gyn.  P.  295,  Vol.  7,  1898. 

18.  Meyer,  R.  Endometriosis.  Arch,  of  Gyn.  P.  252, 
Vol.  93,  1920. 

DISCUSSION 

Thomas  L.  Ramsey,  M.D.,  Toledo,  Ohio.  The 

more  one  studies  this  subject,  the  more  apt 
one  is  to  conclude  that  the  diagnosis  of  endo- 
metriosis should  be  made  with  considerable  re- 
luctance and  with  due  consideration  to  the  pos- 
sibility of  this  type  tissue  being  simulated  by  a 
glandular  growth  originating  from  certain  cel- 
lular elements  that  are  or  were  present  in  the 
regions  in  which  this  endometrial-like  tissue  is 
found. 

It  is  not  my  intention  to  enter  into  a discussion 
of  these  various  theories  of  origin,  but  I do  wish 
to  state  that  I cannot  accept  the  theory  of  tubal 
regurgitation  or  retrograde  menstruation  with 
implantation  of  endometrial  grafts  as  sponsored 
by  Sampson  and  accepted  by  many  others. 

This  to  me  seems  to  be  against  all  physiological 
and  pathological  understanding.  Nor  does  the 
theory  of  epithelial  heterotopy  and  metaplasia  as 
brought  out  by  R.  Meyer  abroad  and  supported  by 
Novak  and  others  in  this  country,  explain  the 
finding  of  this  type  tissue  in  all  areas. 

I believe  we  must  revert  to  the  hypothesis  of 
development  of  this  tissue  from  embryonal  ele- 
ments as  sponsored  by  Von  Recklinghausen  and 
particularly  by  Bailey.  It  is  not  too  difficult  for 
one  to  understand  such  a possibility  if  we  but 
remember  that  most  of  the  structures  in  which 
this  type  tissue  has  developed,  owe  their  origin 
to  cells  from  the  genital  ridge  in  embryonic  life. 

The  mullerian  ducts  developing  from  this  cell 
mass  form  most  of  the  structures  of  the  uro- 
genital tract  in  which  this  tissue  has  been  found. 
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It  must  also  be  remembered  that  the  sex  glands 
develop  from  the  germinal  epithelium  of  this 
germinal  ridge  and  that  the  primitive  ova  de- 
velop from  certain  large  epithelial  cells  found  in 
this  germinal  epithelium.  The  bladder  also  arises 
from  the  ventral  or  uro-genital  part  of  the  cloaca. 
The  extreme  cephalic  end  of  the  anterior  part  of 
the  cloaca  extends  to  the  umbilicus  and  is  con- 
tinuous with  the  allantois. 

Close  relationship  of  the  two  portions  of  the 
cloaca  and  their  developmental  structures  with 
the  organs  formed  from  the  mullerian  ducts,  par- 
ticularly the  uterus  and  tubes,  cannot  be  disre- 
garded in  explaining  the  development  of  endo- 
metrial-like tissue  in  the  various  areas  in  which 
it  has  been  found. 

The  toti-potent  cells  existing  in  the  germinal 
cell  masses  in  the  genital  ridge  are  capable  of 
developing  into  any  type  structure  of  the  uro- 
genital system.  It  is  possible  that  heretopy  or 
metaplasia  may  take  a part  in  producing  these 
structures  simulating  endometrial  tissue. 

I do  not  believe  that  adenomyosis  in  the  body  of 
the  uterus  or  chocolate  cysts  of  the  ovary  are 
similar  to  the  endometrial-like  tissues  diagnosed 
as  such  in  the  other  areas  found.  I believe  with 
E.  S.  J.  King  of  Melbourne,  Australia,  that  these 
cysts  of  the  ovary  develop  from  atretic  follicles 
or  lusteal  cysts.  Time  does  not  permit  a further 
dicussion  along  this  line. 

DISCUSSION 

Martin  Diethelm,  M.D.,  Toledo:  In  the  dis- 
cussion of  this  controversial  subject  of  endo- 
metriosis two  things  stand  out  in  my  opinion 
that  are  not  subject  to  controversy:  1.  That 

endometrium  can  be  transplanted  and  is  able  to 
sustain  itself,  with  relative  ease.  2.  That  the 
transplant  remains  under  the  influence  of  the 
ovarian  hormone,  and  retains  its  function  in  its 
ectopic  position  as  long  as  the  ovarian  hormone 
is  active.  This  proposition  is  sustained  by  ex- 
perience. 

Artificial  endometriosis,  as  practiced  by  Frankl, 
Kraul,  Fuchs  and  others,  in  which  either  isografts 
or  autografts  of  endometrium  were  successfully 
transplanted  in  the  cervix  or  vagina  after  hyster- 
ectomy, has  preserved  periodic  menstruation.  Ser- 
dukoff  did  three  isografts  of  endometrium  in 
amenorrhea  with  successful  results  in  all.  Only 
a tissue  with  invasive  properties  and  a resistance 
to  degeneration  would  show  such  a percentage 
of  successful  takes,  80  per  cent  according  to 
Fuchs. 

These  properties  are  again  shown  by  the  stud- 
ies of  Schuman  and  Parke  who  have  collected  34 
cases  of  transplants  to  laparotomy  * scars  follow- 
ing pelvic  operations  and  cesarean  section  in 
which  the  time  interval  was  ascertained  in  19. 
The  time  interval  was  from  less  than  one  to  nine 
years,  between  the  presumptive  transplant  at 
operation  and  the  appearance  of  clinical  endo- 
metriosis. The  time  is  supposedly  used,  in  obtain- 
ing sufficient  vascularization  for  growth.  Endo- 
metrioma  has  long  been  known  as  a slow  growing 
tumor.  Solomons  reports  a case  in  which  he 
transplanted  both  endometrium  and  ovary,  in  a 
woman  of  28  with  an  amenorrhea  of  three  years 
following  mumps  and  a previous  unilateral 
oophorectomy.  A small  uterus  with  atrophic 
endometrium  and  a cystic  ovary  adherent  to  the 
broad  ligament  was  found.  The  uterus  was  split 
and  an  isograft  of  endometrium  from  a myoma- 
tous uterus  was  sutured  to  a prepared  bed  on  the 
uterine  surface,  and  a piece  of  ovary  was  im- 


planted in  the  rectus.  Both  specimens  were  ob- 
tained from  a woman  of  34  operated  just  prev- 
iously. Two  months  later  a menses  of  three  days 
ensued  and  has  been  regular  to  the  time  of  the 
publishing  this  article  one  year  later  in  the 
British  Journal  of  Obstetrics  and  Gynecology, 
June,  1936. 

These  considerations  are  of  importance  in  the 
determination  of  the  treatment  of  this  condition. 
Anything  less  than  a complete  removal  of  the 
lesion,  or  an  interruption  of  the  ovarian  influence, 
should  not  result  in  a cure.  There  seems  to  be 
among  pathologists  and  gynecologists  a con- 
siderable difference  of  opinion  as  to  what  con- 
stitutes endometriosis  or  endometrioma  par- 
ticularly adenomyoma  of  the  uterus  and  choco- 
late cyst  of  the  ovary.  Dr.  Ramsey  who  has 
already  given  you  his  viewpoints  on  the  matter 
has  admitted  to  this  classification  only  3 to  4 per 
cent  of  the  gynecological  specimens  sent  to  his 
laboratory  at  St.  Vincent’s  Hospital.  In  1934 
there  were  506  gynecologic  operations  in  which 
the  uterus  alone,  the  uterus  plus  tubes,  uterus 
plus  tubes  and  ovaries,  were  removed,  17  were 
classified  as  endometriosis.  In  1935,  528  opera- 
tions produced  similar  material  with  22  labeled 
endometriosis,  uterus  17,  tube  2,  ovary  1,  large 
intestine  2.  At  Lucas  County  Hospital  Dr.  Crum- 
rine  is  equally  reticient,  and  says  that  as  far  as 
he  is  concerned  the  lesion  is  relatively  rare,  and 
that  the  hemorrhagic  cysts  of  the  ovary  he  has 
seen,  only  very  exceptionally  contained  endo- 
metrial elements.  Shaw  thinks  that  only  rarely 
are  chocolate  cysts  endometrial.  There  can  how- 
ever be  little  doubt  as  to  the  nature  of  the  per- 
forating chocolate  cyst  adherent  to  the  uterine 
wall  or  other  structures  with  superficial  in- 
filtrating adenomyoma. 

The  practicing  gynecologist  with  abdomen 
open  must  decide  the  extent  of  his  operation. 
It  is  he  who  must  make  the  diagnosis  on  the 
spot  as  to  whether  the  lesion  at  hand  is  en- 
dometriosis or  not.  Hill  found  that  58  per  cent 
were  correctly  diagnosed  at  the  time  of  opera- 
tion on  the  gynecological  service  and  only  2 per 
cent  on  the  general  surgical  service  at  the  Touro 
Infirmary.  Seitz  reports  13  per  cent  recurrences. 
It  would  seem  to  me  that  the  extent  of  the  sur- 
gery depends  on  whether  there  are  invasions  into 
tissues  that  are  not  easily  amenable  to  excision. 
If  the  pathology  present  can  be  removed  in  its 
entirety  no  one  will  argue  the  point  that  it  is 
extremely  unwise  to  desex  a young  female. 
However,  if  the  pathology  requires  dissection  so 
great  as  to  endanger  parts  essential  to  life,  or 
resection  that  greatly  increases  the  hazard,  then 
the  gynecologist,  knowing  that  recession  of  en- 
dometrial pesions,  is  the  rule  after  removal  of 
the  ovarian  hormone  must  proceed  to  remove  both 
ovaries  together  with  the  feasible  bulk  of  the 
lesion  or  face  recurrence  or  failure  of  relief,  not 
to  mention  death  of  the  patient  from  too  ex- 
tensive operative  procedures.  It  seems  to  me  that 
Dr.  King’s  paper  has  clearly  set  forth  these  con- 
ditions. I personally  would  prefer  to  sacrifice  the 
ovarian  hormone  than  the  patient’s  integrity  or 
her  life.  Radiology  cannot  be  called  conservative 
for  the  ovarian  function  is  as  irretriably  lost  with 
radiology  as  with  surgery  and  does  not  remove 
the  lesions  causing  the  patient’s  pain,  as  in  ac- 
quired retroflexion  due  to  endometriosis  of  the 
recto-vaginal  septum,  or  in  a pelvic  mass  causing 
pressure.  It  likewise  has  economics  that  must  be 
considered. 
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Notwithstanding  the  enormous  and 

praiseworthy  mass  of  information  that 
has  been  accumulated  about  dusty  lung 
diseases,  there  is  still  a woeful  lack  of  under- 
standing of  some  of  the  problems  involved. 

Every  week  most  persons  take  into  their  in- 
testinal tracts  enough  silica  to  produce  silicosis 
if  this  same  amount  were  taken  into  the  lungs 
through  inhalation  and  in  the  form  of  particles 
of  a proper  size  range.  Each  day  many  non-sili- 
cotic  persons  excrete  as  much  as  30  milligrams 
of  silica  in  the  day’s  output  of  urine  and  yet  no 
damage  appears  to  arise  in  kidneys  with  which 
the  silica  absorbed  from  the  intestinal  tract  comes 
in  contact. 

We  should  also  be  challenged  by  the  concept 
that  silica  in  the  form  of  SiCb,  when  taken  into 
the  lungs,  is  changed  into  silicic  acid  or  some 
colloidal  form  of  silica  before  it  may  initiate  the 
tissue  reactions  that  culminate  in  silicosis.  This 
concept  is  in  conflict  with  some  experimental  find- 
ings that  silicic  acid  and  some  colloidal  forms  of 
silica  are  essentially  inert  when  brought  into 
direct  contact  with  tissues. 

Over  and  over  the  statement  is  made  that  sili- 
cosis will  not  be  produced  by  particles  of  a size 
range  above  10  microns.  There  is  experimental 
evidence  that  a cellular  reaction  similar  to  that 
found  in  clinical  silicosis  may  be  caused  by  single 
silica  crystals  weighing  approximately  one-half 
gram. 

Lately,  several  reports  have  emphasized  that 
in  the  various  industries,  different  types  of  sili- 
cosis may  occur,  many  of  which  are  associated 
with  varying  degrees  of  potential  disabilities.  As 
yet,  insufficient  concern  has  been  displayed  in  the 
search  for  a precise  explanation  of  these  varia- 
tions. 

A few  papers  have  included  references  to  ob- 
servations that  certain  dusts,  simultaneously 
breathed  with  silica,  appear  to  inhibit  the  action 
of  silica  and  delay  the  development  of  silicosis. 
On  the  other  hand,  it  is  fairly  well  known  that 
an  earlier  exposure  to  such  dusts  alone  may  ac- 
celerate the  development  of  silicosis,  if  silica  is 
subsequently  inhaled  under  suitable  conditions  as 
to  quantity,  particle  size,  etc.  These  and  other 
similar  items  that  might  be  cited  indicate  the 
confusion  that  now  exists  relative  to  silicosis 
and  other  dusty  lung  diseases. 

Among  the  needs  for  clarifying  the  confused 
situation  in  which  we  find  ourselves  is  some  test 
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— chemical,  biologic  or  otherwise — which  will 
accurately  mark  one  dust  as  harmful  and  another 
as  harmless.  At  present,  it  is  difficult  or  impos- 
sible to  carry  out  a strictly  chemical  procedure  to 
determine  accurately  the  percentage  of  free  silica, 
the  harmful  agent,  in  a given  sample  of  dust.  The 
final  results  of  a chemical  analysis  are  only  in 
terms  of  silica  and  are  not  helpful  in  distinguish- 
ing between  silicates  and  other  compounds  of 
silicon.  It  is  yet  too  early  to  pass  judgment  on 
the  more  recently  developed  chemical  methods 
which  have  been  reported  as  permitting  the 
separation  of  free  silica  (SiCb)  from  combined 
silica.  There  appears  to  be  some  promise  of  an 
X-ray  technique  being  developed  for  the  quanti- 
tative determination  of  silica  in  various  speci- 
mens, but  so  far  as  is  known,  the  present  tech- 
nique yields  only  qualitative  results.  This  ap- 
plies also  to  the  spectroscope  and  the  spectro- 
graph. 

To  the  uninitiated,  it  may  appear  simple  to  de- 
termine the  nature  of  a dust  encountered  in  any 
trade.  That  such  is  not  the  case  may  be  estab- 
lished by  citing  a few  examples.  A coal  miner, 
for  example,  would  naturally  be  exposed  to  coal 
dust.  Anthracosis  is  a relatively  harmless  con- 
dition attributed  to  the  inhalation  of  carbon  but 
it  is  well-known  that  many  miners  develop  sili- 
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cosis.  It  is  therefore  highly  desirable  to  know  if 
the  dust  of  a given  mine  contains  other  dusts  than 
coal  dust. 

Clay  workers  are  believed  to  be  manipulating 
materials  containing  only  small  percentages  of 
free  silica.  While  this  may  be  true  in  some  clay 
industries,  there  are  others  in  which  the  silicates 
under  the  action  of  heat  and  due  to  repeated  fir- 
ings may  be  subjected  to  molecular  structural 
changes  so  that  the  content  of  free  silica  might 
be  increased  to  40  per  cent  or  50  per  cent.  Greater 
information  as  to  the  quantities  of  harmful  dusts 
in  the  clay-using  industries  would  be  salutary. 

No  one  knows  precisely  what  glass  is.  It  is 
made  chiefly  from  silica  sand,  but  in  the  process 
of  glassmaking,  is  all  of  the  silica  changed  over 
into  silicates?  Is  glass  dust  to  be  rated  as  a 
dangerous  dust?  Are  ail  glasses  identical  as  to 
their  harmful  properties?  In  connection  with 
vegetable  dusts,  it  has  been  maintained  that  cot- 
ton, for  example,  growing  in  silica-bearing  soil, 
may  gather  so  much  dust  that  in  the  process  of 
ginning,  the  gin  workers  may  be  exposed  to  harm- 
ful quantities  of  silica. 

In  situations  such  as  those  just  mentioned  the 
making  of  dust  counts  provides  little  information 
regarding  the  clinical  nature  of  the  dust.  The  end 
results  of  an  exposure  to  a harmful  dust  may  be 
connected  with  a given  occupation  by  a careful 
history  and  X-ray  and  autopsy  findings,  but  such 
steps  as  a test  procedure  are  quite  inadequate 
for  the  practical  appraisal  of  the  damaging  quan- 
tities of  a given  dust.  Thus  it  is  apparent  that  the 
application  of  some  simple,  accurate  t’est  would 
have  a wide  usefulness  in  solving  at  least  some 
aspects  of  dust  problems.  To  this  extent  workers 
concerned  with  the  study  of  dusty  lung  diseases 
should  be  disposed  to  consider  the  merits  of  any 
new  procedure  which  offers  a prospect  of  being 
helpful  in  solving  those  difficult  problems  that 
have  arisen. 

About  three  years  ago  Miller  and  Sayers1,  2'  3 
found  that  when  a given  dust  was  introduced  into 
the  peritoneal  cavity  of  an  animal  such  as  the 
guinea  pig,  the  tissue  reaction  that  occurred  was 
constant  for  that  dust  and  differed  from  the  re- 
action caused  by  some  other  dusts.  These  tissue 
changes  would  appear  to  be  prophetic  of  the  same 
general  type  of  reaction  to  be  expected  in  the 
lungs  after  the  inhalation  of  a similar  dust. 

The  technique  as  developed  by  Miller  and 
Sayers  is  as  follows:  A weighed  portion  of  the 
dust  is  placed  in  a small,  wide-mouthed  flask  and 
a few  glass  beads  added  to  facilitate  suspension 
of  the  dust.  The  flask  and  contents  are  sterilized 
in  a hot-air  oven  for  one  hour  at  150°  C.  After 
cooling,  sufficient  sterile  physiological  saline 
solution  to  make  a 10  per  cent  suspension  is 
added,  the  bottle  is  then  closed  with  a sterile  rub- 
ber stopper  and  thoroughly  shaken.  Owing  to  the 


fact  that  a suspension  of  fine  dust  causes  a lock- 
ing of  the  plunger  of  a hypodermic  syringe,  air- 
bulb  syringes  should  be  used.  Needles  of  21  or  24 
gage  were  found  to  be  most  suitable  for  the  in- 
jections. The  needles  and  syringes  should  be 
sterilized  in  boiling  water  before  use. 

The  hair  on  the  right  side  of  the  animal’s  ab- 
dominal wall  is  clipped  and  tincture  of  iodine  ap- 
plied. For  injection,  2 cc.  of  the  10  per  cent  sus- 
pension, equivalent  to  0.2  gm.  of  dust,  is  intro- 
duced intraperitoneally  into  each  pig  at  the 
iodine-painted  site.  As  the  needle  is  withdrawn, 
about  two  drops  of  the  suspension  is  injected 
into  the  subcutaneous  tissue  to  serve  as  a 
marker  of  the  injection  site.  This  marker 
makes  it  possible  to  observe  whether  any  trauma 
was  produced  by  the  introduction  of  the  needle 
into  the  peritoneal  cavity  and  also  to  study  its 
effect  on  the  reaction  instituted  by  the  dust. 

After  varying  periods  of  time  following  the  in- 
jections, usually  30,  60  or  90  days,  the  animals 
are  killed  and  the  reactions  studied. 

Through  the  gross  and  microscopic  examina- 
tions of  the  lesions  produced  within  the  peritoneal 
cavities  by  the  injected  dust  samples,  clearly  dis- 
cernible differences  are  usually  observed  which 
permit  the  classification  of  dusts  into  five  groups. 
In  the  original  work  of  Miller  and  Sayers  the  re- 
actions were  classified  as  proliferative,  absorp- 
tive and  inert.  In  our  work,  we  have  observed  ad- 
ditional responses  which  did  not  readily  fall  into 
any  of  these  three  categories.  We  have  therefore 
added  two  additional  types  of  reaction,  namely, 
the  mixed  response  and  the  miliary  proliferative 
response.  The  latter  is  a highly  active  response 
with  small  lesions  scattered  throughout  the  ab- 
dominal cavity  in  larger  numbers  and  in  a greater 
variety  of  locations  than  is  ordinarily  character- 
istic of  the  commoner  type  of  proliferative  re- 
sponses. These  lesions  are  in  addition  to  the  more 
massive  localization  on  the  anterior  abdominal 
wall. 

Our  series  of  experiments1,  5’ 0 up  to  the  present 
time  embrace  34  individual  minerals  and  chemi- 
cals. However,  a total  of  77  different  series  of 
experiments  have  been  conducted  in  which  these 
34  substances  were  employed  in  different  sized 
particles,  in  mixtures  of  two  or  more  substances, 
through  the  injection  of  different  amounts  of  the 
same  substance  and  through  the  use  of  the  same 
type  of  substance  derived  from  a different  geo- 
graphical source. 

When  this  work  was  first  undertaken,  use  was 
made  of  those  substances  the  actions  of  which 
were  fairly  well-known,  such  as  pure  quartz  silica, 
coal,  limestone  and  some  others.  The  results  ob- 
tained were  so  sharp  and  so  markedly  dissimilar 
that  a specific  test  was  thought  to  have  been 
achieved.  However,  greater  experience  has 
brought  to  light  the  occurrence  of  many  border- 
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line  dusts  which  produce  mixed  reactions.  Earlier, 
too,  it  appeared  that  the  cellular  reactions  ob- 
served in  the  microscopic  sections  of  the  tissues 
were  entirely  dissimilar  and  these  were  considered 
characteristic  for  a given  type  of  dust.  Upon 
more  careful  study,  this  was  found  not  to  be  the 
case  and  in  some  instances,  the  determination  of 
different  types  of  reactions  had  to  depend  upon 
highly  technical  criteria.  Furthermore,  there 
seems  to  be  some  reason  for  believing  that  the 
injection  of  the  same  material  in  different  par- 
ticle size  may  give  rise  to  somewhat  different 
cellular  responses.  On  this  account,  it  may  not  be 
maintained  at  present  that  this  test  has  reached 
the  stage  of  practicability  at  which  an  inex- 
perienced technician  can  make  use  of  it. 

The  test  here  outlined  has  yielded  very  helpful 
information  regarding  the  harmful  effects  to  be 
expected  from  certain  dusts,  but  it  must  be  recog- 
nized that  under  a variety  of  circumstances,  mis- 
interpretations may  result.  It  is  our  opinion  that 
the  final  appraisal  of  the  worth  of  this  method 
of  detecting  a given  type  of  dust  be  held  in 
abeyance  until  such  time  as  additional  work  shall 
have  eliminated  those  uncertainties  that  are  now 
proving  troublesome. 

SUMMARY 

The  introduction  of  dusts  in  sterile  suspensions 
into  the  peritoneal  cavities  of  small  animals  pro- 
vokes a prompt  tissue  response  suggestive  of  the 
types  of  reactions  to  be  expected  in  the  lungs  of 
human  beings  who  may  have  been  exposed  to 
them. 

It  is  frequently  possible  to  interpret  the 
physiological  action  of  a given  dust  in  terms  of 
the  type  of  tissue  reaction  30  days  after  the  in- 
jection is  made,  and  to  do  so  by  macroscopic  in- 
spection. Preferably,  however,  the  macroscopic 
examination  should  be  supplemented  by  a micro- 
scopic study  of  the  tissue. 

Utilizing  the  Miller-Sayers  technique,  77  series 
of  examinations  have  been  canned  out,  using 
guinea  pigs  as  the  test  animals. 

The  Miller-Sayers  test  offers  the  possibility  of 
being  developed  into  a reliable  method  for  the  de- 
termination of  an  anticipated  physiological  action 
of  any  mineral  dust  to  which  a worker  in  a dusty 
industry  might  be  exposed.  Toxic  dusts  such  as 
lead  should  be  excepted. 

There  is  need  for  further  investigation  before 
this  procedure  can  be  recommended  for  general 
adoption. 
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DISCUSSION 

W.  E.  Masters,  M.D.,  Columbus:  This  presenta- 
tion is  of  considerable  interest  in  the  field  of  in- 
dustrial hygiene.  It  applies  practically  the  work 
of  Sayers  and  Miller  in  determining  the  type  of 
reaction  to  various  dusts  when  injected  into  the 
peritoneal  cavity  of  experimental  animals.  It  is  a 
form  of  biologic  assay  of  such  dusts. 

At  the  present  time  evaluation  of  a dust  hazard 
suspected  of  being  capable  of  producing  silicosis 
requires  extensive  study.  This  method  seems  to 
offer  a short  and  relatively  simple  test  to  de- 
termine the  fibrogenetic  properties  of  a given 
mixed  dust.  If  the  reaction  to  the  injection  of  a 
suspected  dust  is  not  of  the  proliferative  type  it 
would  seem  to  indicate  that  said  dust  was  not 
capable  of  producing  silicosis.  On  the  other  hand 
if  a proliferative  reaction  does  occur,  further 
study  would  be  necessary.  This  would  include, 
first,  the  determination  of  the  concentration  of 
the  dust  in  millions  of  particles  per  cubic  foot  of 
air.  second,  a determination  of  particle  size,  since 
only  particles  of  10  microns  or  less  are  significant, 
third,  chemical  and  petrographic  analyses  to  de- 
termine the  silica  content,  since  only  silica  pro- 
duces true  silicosis,  and  with  few  exceptions,  (for 
example,  asbestos),  silicates  apparently  do  not 
produce  pulmonary  fibrosis.  Such  a method  of 
study  of  the  physical  and  chemical  properties  of 
the  dust,  together  with  the  clinical  examination  of 
exposed  individuals,  permits  evaluation  of  the 
hazard. 

The  United  States  Public  Health  Service,  in  a 
study  of  silicosis  among  Vermont  granite  work- 
ers and  in  the  anthracite  coal  industry  in  Penn- 
sylvania, has  determined  the  threshold  of  ex- 
posure, using  the  methods  outlined  above.  In  the 
granite  industry  where  the  silica  content  of  the 
dust  is  35  per  cent,  concentrations  above  10  mil- 
lion particles  per  cubic  foot  of  air  were  found  to 
produce  silicosis  after  sufficient  exposure,  usually 
five  to  ten  years  or  longer.  In  the  anthracite  coal 
industry,  where  the  silica  content  was  5 per  cent, 
50  million  particles  were  found  to  be  the  upper 
limit  of  safety.  In  a recent  instance  of  tunnel 
workers  exposed  to  an  extremely  high  concentra- 
tion of  dust,  with  a reported  silica  content  of  99 
per  cent,  active  silicosis  with  disability  arose  as 
early  as  eight  months  after  beginning  of  exposure. 

The  intraperitoneal  injection  method  would 
seem  to  give  only  a qualitative  result,  indicating, 
when  positive,  the  presence  in  the  mixed  dust  of 
material  capable  of  producing  a proliferative  re- 
action, and  further,  indicating  a need  for  more 
extensive  study. 

An  allergic  type  of  reaction  to  inhalation  of 
cotton  dust  in  the  cotton  industry  was  recently 
reported  by  C.  Prausnitz  (Special  Report  Series, 
No.  212,  Medical  Research  Council,  1936,  His 
Majesty’s  Printing  Office,  London,  England). 
This  results  in  an  asthmatic  type  of  dyspnea, 
chronic  bronchitis  and  emphysema  and  terminal 
circulatory  involvement.  However,  neither  this 
nor  other  organic  dust  has  been  shown  to  pro- 
duce pulmonary  fibrosis. 
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THE  clear  understanding  we  have  of  the  dis- 
ease dates  back  to  the  beginning  of  the 
present  century,  and  the  current  use  of  the 
term  to  indicate  an  inflammation  of  any  or  all 
parts  of  the  uveal  tract  only  begins  then. 

The  term,  as  we  now  use  it,  found  inception  in 
1902  when  a symposium  under  that  heading  was 
conducted  before  the  section  on  Ophthalmology  of 
the  American  Medical  Association  by  G.  E. 
Schweinitz,  Hiram  Woods,  Harry  Freidenwald, 
Howard  F.  Hansell,  Wm.  H.  Wilder,  T.  A.  Wood- 
ruff, and  W.  B.  Marple. 

Proof  was  adduced  that  lesions  in  different 
parts  of  the  uvea  heretofore  called  by  various 
names  depending  on  their  position  in  the  uveal 
tract,  all  arose  from  the  same  causes,  and  there- 
fore required  a common  name  to  indicate  their 
common  origin  and  common  treatment  Thus 
from  the  time  of  that  symposium,  all  uveal  lesions 
became  customarily  classified  under  the  head  of 
uveitis  and  the  use  of  the  other  references  fell 
into  desuetude. 

Inflammations  of  the  uveal  tract  prior  to  this 
were  called  by  the  names  of: — iritis,  irido-cyclitis, 
irido-chorioditis,  chorioditis,  cyclitis,  earlier  by 
atresia  irido,  retinitis,  ophthalmia  scrofulosa  in- 
terna, iritis  varicosa,  ophthalmia  arthritica. 

In  1913  at  the  London  International  Congress, 
Professors  Fuchs  and  De  Schweinitz  discussed 
the  pathogenesis  of  chronic  uveitis.  De  Schwein- 
itz at  that  time  stated  that  the  presence  of 
uveitis  is  a danger  signal  and  calls  for  a search- 
ing examination  for  general  infections,  of  which 
it  is  usually  a manifestation.  Among  the  factors 
listed  as  causes  we  find  that  De  Schweinitz  holds 
infections  in  the  mouth,  tonsils,  nasal  sinuses, 
intestines  and  skin  to  be  liable  for  its  onset. 

Wm.  Lange  listed  nasal  sinuses,  tonsils,  pyor- 
rhea, colon,  male  urethera,  syphilis,  gonorrhea, 
tuberculosis. 

Charles  Goulden  lists  syphilis,  gonorrhea,  tuber- 
culosis, septic  teeth,  sympathetic  disease,  gastro- 
enteritis, mucous  colitis,  tonsillitis,  atrophic 
rhinitis,  gastric  ulcer,  influenza,  endometritis, 
bronchitis,  appendicitis;  with  oral  infection  as 
being  most  prominent  in  their  causation. 

E.  V.  L.  Brown  and  L.  E.  Irons  classify  syph- 
ilis, gonorrhea,  tuberculosis,  teeth,  tonsils,  sin- 
uses and  non-venereal  urinary  infections  as  causes 
of  this  disorder. 

A.  E.  Boulson  listed  syphilis,  gonorrhea,  ton- 
sils, teeth  and  sinuses. 


Read  before  the  Eye,  Ear,  Nose  and  Throat  Section,  Ohio 
State  Medical  Association,  90th  Annual  Meeting,  Cleve- 
land, October  7,  8,  and  9,  1936. 


C.  A.  Clapp  reported  80  per  cent  of  uveitis  in 
the  colored  race  was  due  to  syphilis. 

L.  M.  Francis  proposed  an  etiological  classifi- 
cation of  uveitis.  Among  the  causes  he  lists 
syphilis,  gonorrhea,  tuberculosis,  influenza,  ma- 
laria, pneumonia,  typhoid,  typhus,  acute  exan- 
thema, true  rheumatic  fever,  conjunctival  in- 
fection, tonsils,  teeth,  sinuses,  skin,  gall-bladder, 
appendiceal  infection,  intestinal  putrefaction, 
endocrine  disturbances,  hypo-thyroidism,  gout, 
diabetes,  and  anemia. 

William  Zentmeyer  reported  four  cases  of  non- 
gonorrheal  prostate  infection. 

In  1935  Wm.  D.  Gill  reported  120  cases  of 
chronic  posterior  uveitis  resulting  from  upper 
respiratory  infection;  48.33  per  cent  were  due  to 
paranasal  sinus  infection.  The  ethmoids  were  the 
chief  offenders,  showing  chronic  inflammation. 

The  maxillary  were  found  responsible  in  a far 
fewer  number  of  cases.  There  were  no  patients 
in  which  the  sphenoids  and  frontals  alone  showed 
demonstrable  infection.  The  infected  sinuses  all 
showed  chronic  infection  and  none  were  acute. 

Maxillary  infection  was  found  in  58.33  per  cent 
cases.  Some  type  of  dental  sepsis  was  present  in 
28.33  per  cent  of  the  patients. 

From  the  above  list  of  causes  of  uveitis,  it 
must  be  noted  that  the  prevailing  view  suggests 
the  possibility  of  the  dissemination  of  organ- 
isms from  a focus  elsewhere  in  the  body.  It  is 
argued  that  there  is  a circulation  from  a focus 
of  the  actual  organisms,  which  have  a predilection 
or  specificity  for  uveal  tissue,  or  of  the  toxin  of 
such  organisms  to  the  eye. 

Albert  Brown  in  a paper  given  before  the  sec- 
tion on  Ophthalmology  of  the  A.M.A.  in  1934  dis- 
cussed from  an  experimental  standpoint  the  pro- 
duction of  chronic  uveitis  on  an  allergic  basis. 
His  experiments  showed  that  foci  of  infection  im- 
planted in  parts  of  the  body  remote  from  the  eye 
produced  acute  inflammation  in  one  animal  out  of 
80,  but  that  when  the  eye  was  sensitized  by  a 
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toxic  filtrate  of  the  organism,  the  remote  foci 
activated  the  eye  in  25  out  of  30  instances.  The 
same  organism  injected  intravenously  after  such 
sensitization  activated  it  in  98  out  of  100  cases. 

Alan  G.  Woods  claims  that  in  inflammations  of 
the  uvea  which  clinically  appear  to  be  related  to 
foci  of  infection,  in  many  instances  may  be  due 
to  allergy  and  not  to  bacterial  metastasis.  The 
grounds  advanced  for  such  reasoning  are  the 
usual  inability  to  culture  bacteria  from  the  in- 
flamed eye  or  its  humors,  and  the  flare-ups  in 
the  inflammatory  ocular  picture  which  often  fol- 
low the  administration  of  a vaccine  obtained 
from  the  primary  focus  of  infection.  It  has  there- 
fore been  suggested  that  some  ocular  inflamma- 
tions are  due  to  a sensitization  and  intoxication 
of  the  eye  by  bacterial  products  emanating  from 
the  primary  focus.  Such  a hypothesis  finds  cer- 
tain experimental  confirmation  as  Swift  and 
Derick  have  shown.  It  does  not  follow,  of  course, 
that  all  inflammations  of  the  eye  are  necessarily 
due  to  allergy  from  an  infected  focus. 

To  prove  the  relation,  it  must  be  demonstrated 
that  the  patient  is  sensitive  to  bacteria  isolated 
from  the  primary  focus  of  infection  and  that 
clinical  improvement  accompanies  desensitization 
with  the  bacterial  products.  The  demonstration  of 
bacterial  hypersensitivity  is  complicated  by  the 
fact  that  the  greater  number  of  adult  human 
beings  are  more  or  less  hypersensitive  to  the  pro- 
ducts of  such  common  micro-organisms  as 
staphylococci  and  streptococci.  It  is  therefore 
necessary  to  show  that  patients  with  ocular  dis- 
ease manifest  a higher  degree  of  sensitivity  than 
is  shown  by  the  normal  individual.  Secondly,  it  is 
difficult  to  evaluate  the  results  obtained  by  the 
therapeutic  injection  of  killed  bacteria  or  bac- 
terial products.  It  is  practically  impossible  to 
tell  whether  an  observed  improvement  is  due  to 
the  desensitizing,  to  the  immunizing  effect  of  the 
injections,  to  the  non-specific  protein  reaction 
from  the  vaccine,  or  to  the  normal  recuperative 
powers  of  the  patient. 

It  is  therefore  evident  that  while  experimental 
evidence  indicates  that  certain  eye  lesions  from  a 
focus  of  infection  may  be  due  to  an  allergic 
mechanism  rather  than  to  bacterial  metastasis, 
clinical  proof  of  such  an  allergic  mechanism  is 
lacking  and  must  of  necessity  be  difficult  to  pro- 
duce. 

Edward  E.  Rosenow  and  Allen  C.  Nickel  showed 
experimentally  that  certain  streptococci  have  an 
affinity  or  elective  localization  for  the  uveal  tract. 
Vaccines  prepared  from  the  streptococci  isolated 
from  involved  eyes  of  rabbits  that  had  received 
injections  were  used  with  beneficial  effects. 

Causes  then  of  uveitis  can  be  classified  into 
three  large  groups: 

1 —  Trauma 

2 —  Foci  of  infection 

3 —  Allergic  manifestations 


The  final  chapter  on  etiology  of  chronic  uveitis 
has  not  yet  been  written.  Much  remains  to  be 
learned  concerning  the  avenues  by  which  the 
uvea  becomes  inflamed.  We  are  not  yet  clear  in 
what  proportion  of  cases,  toxins  or  actual  or- 
ganisms cause  the  inflammation  and  in  what  per- 
centage of  cases  the  allergic  theory  prevails. 

In  the  light  of  our  present  knowledge  of  uveitis, 
we  can  see  that  the  treatment  of  this  disease  is 
anything  but  an  easy  task.  First  we  are  con- 
fronted with  a multiplicity  of  foci  that  must  be 
scrutinized  and  gone  over  one  by  one — and  either 
cleared  up  or  ruled  out  as  being  a causative 
factor  in  this  particular  infection.  X-rays  of  the 
teeth,  sinus,  gall  bladder  and  intestines  are  some- 
times necessary  to  unveil  one  of  these  sources. 

In  the  discussion  of  the  treatment  of  this  dis- 
ease two  large  fields  are  to  be  presented.  First, 
the  various  types  of  local  therapy  and  secondly 
the  vast  field  of  general  agents  including  foreign 
proteins,  vaccines,  etc. 

Locally  at  the  first  signs  of  inflammation, 
atropine  in  sufficient  strength  solution  to  dilate 
the  pupil  is  indicated.  Should  atropine  of  itself 
prove  of  small  avail,  a sub-conjunctival  injection 
of  a combination  of  5 per  cent  cocain  1:1000 
adrenalin  and  1 to  2 per  cent  atropine  is  given. 
At  whatever  cost  the  pupil  must  be  dilated  and 
maintained  so,  in  order  to  do  away  with  the 
synchia  and  pupilary  membranes  that  form  so 
easily  here. 

There  are  various  adjuncts  used  in  connection 
with  these  local  applications  that  help  to  dilate 
the  pupil.  That  is,  intramuscular  injections  of 
calcium  gluconate,  application  of  hot  fomenta- 
tions, and  the  use  of  infra-red.  These  agents, 
while  helping  to  produce  mydriasis,  also  aid  ma- 
terially in  combating  the  inflammation. 

F.  H.  Newton,  in  his  discourse  on  the  treat- 
ment of  uveitis,  mentions  three  phases: 

1 —  Mydriatics 

2 —  Foreign  proteins,  including: 

1—  milk 

2 —  typhoid  vaccines 

3 —  diphtheria  antitoxin,  5,000  to  20,000 
units 

4 —  bacterial  antigens 

5 —  calcium  gluconate 

3 —  Systemic  therapy  including  sodium  or  acetyl, 
salycilates  up  to  1 gram  per  pound  of  body 
weight.  Sodium  gold  thiosulphate  20  doses 
beginning  with  10  milligrams  and  increasing 
5 milligrams  per  day  up  to  50. 

Catharsis,  pilocarpine  sweats  grs.  1/12  to 
1/6.  Under  this  heading  is  included  local 
heat  with  diathermy,  altherm  eye  pads  and 
infra-red. 

Alfred  Cowen  reports  the  use  of  Pregl’s  solu- 
tion administered  subconjupctively  in  15  minim 
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doses.  With  this  he  claims  excellent  results  in  a 
great  number  of  cases.  No  table  accompanies  the 
report.  His  primary  use  of  the  solution  is  in  ab- 
sorption of  corneal  opasities  however. 

Appelman  in  a discussion  of  Weierback’s  paper 
recommends  the  use  of  dionin,  atropine,  and 
purgatives. 

Wm.  L.  Benedict  and  W.  R.  Goeckerman  advo- 
cate injections  of  milk  and  typhoid  as  foreign 
protein  substances  and  recommend  the  use  of 
gold  thiosulphate  in  doses  of  25  to  50  milligrams 
given  intravenously.  Usually  for  the  first  two 
weeks  no  results  are  obtained.  The  treatments  are 
given  up  to  50  to  60  doses.  The  authors  recom- 
mend its  use  as  a last  resort.  Its  effects  last 
longer,  but  is  accompanied  by  the  danger  that 
patients  may  develop  lesions  on  the  mucous  mem- 
branes and  cornea. 

Hugo  Lucic  discusses  the  use  of  neoarsphena- 
mine  in  the  treatment  of  nonsyphilitic  inflamma- 
tions of  the  uveal  tract.  He  cites  the  works  of 
Osborne  who  concluded  that  trivalent  arsenicals 
(arsphenamine  and  neoarsphenamine)  have  an 
affinity  for  structures  of  mesodermal  origin, 
especially  the  vascular  structures.  This  fact  en- 
hances the  value  of  neoarsphenamine  in  the  treat- 
ment of  inflammations  of  the  uveal  tract.  Lucic 
cites  10  cases  of  nonsyphilitic  uveal  infections 
with  excellent  results  in  all,  produced  by  the  use 
of  neoarsphenamine. 

Here  then  we  have  a multiplicity  of  thera- 
peutic agents  designed  to  combat  the  signs  and 
symptoms  of  this  irresoluble  disease.  Of  course 
not  all  of  the  above  can  be  given  to  a single 
patient,  but  one  can  and  does  have  a working 
knowledge  of  the  effects  of  the  various  agents. 
Most  of  the  time,  as  we  regret  to  say,  even  this 
vast  armentarium  fails  to  offer  the  desired  re- 
sults, but  we  must,  with  due  respect  to  the  case, 
try  most  of  these  in  the  hope  that  some  allevia- 
tion may  result. 

Our  routine  treatment  of  these  cases  at  the 
Cincinnati  General  Hospital  consists  of  a com- 
plete physical  examination.  The  salient  foci 
searched  for  are  the  teeth,  sinuses,  nose  and 
throat,  intestines,  gall  bladder,  appendix  and  the 
prostate  gland.  Wassermann  and  tuberculin  tests 
are  made. 

The  treatment  begins  with  the  use  of  atropine 
sulphate,  1,  2,  or  4 per  cent  solution,  or  the  sub- 
conjunctival injection  of  a combination  of 
atropine,  cocain,  and  adrenalin  if  the  atropine 
instillation  fails  to  produce  mydriasis.  The  pa- 
tient is  given  large  doses  of  sodium  salycilate  per 
rectum,  and  time  is  not  lost  in  seeing  to  what 
extent  the  patient  can  tolerate  the  salycilate  by 
mouth.  The  dose  of  course  varies  but  averages 
about  150  gr.  per  day  for  adults.  An  injection  of 
whole  boiled  milk  is  given  intramuscularly  usually 
beginning  with  5 cc.  in  adults,  and  doubling  this 


dose  when  the  temperature  has  returned  to  nor- 
mal. In  place  of  the  milk,  an  intravenous  in- 
jection of  typhoid  after  the  method  described  by 
Gifford,  consisting  of  doses  of  30,  40,  and  70  mil- 
lions of  the  organisms  is  sometimes  given.  Cal- 
cium gluconate  is  given  to  these  cases  in  10  cc. 
doses  in  the  muscle.  If  the  patient  is  having  a 
great  deal  of  pain,  an  initial  dose  of  5 cc.  of  the 
10  per  cent  solution  is  given  in  the  vein.  This 
method  is  absolutely  invaluable  in  stopping  the 
pain  suffered  in  this  condition.  The  gluconate 
also  has  a beneficial  effect  in  helping  absorb  the 
exudate  in  the  anterior  chamber,  likewise  is  an 
adjunct  in  helping  produce  mydriasis. 

Hot  salt  compresses  are  applied  to  the  affected 
eye  or  else  an  alterm  pad  is  used. 

At  one  time  multiple  aspirations  of  the  anterior 
chamber  were  done.  A number  of  cases  did  very 
well,  while  an  equal  number  failed  to  respond. 

Dionin  is  not  generally  used  because  of  the 
adSed  discomfort  to  the  patient.  While  its  effects 
are  not  so  remarkable,  it  does  however  aid  in  the 
absorption  of  atropine  when  used  just  prior  to 
atropine  instillations. 

In  conclusion  then  let  it  be  said  that  the  ad- 
vances in  the  unveiling  of  the  causes  of  chronic 
uveitis  have  been  greatest  since  the  turn  of  the 
century  and  that  the  biggest  contribution  in  the 
past  ten  years  has  been  the  application  of  the 
allergic  theory. 

Our  methods  of  treatment  have  not  advanced 
so  much  during  these  years,  but  great  strides  are 
looked  forward  to  in  this  field,  when  more  definite 
conclusions  are  drawn  about  the  allergic  causes. 

Vaccine  therapy  at  present  is  questionable. 
The  reports  on  its  use  are  few  and  not  too  con- 
vincing as  yet. 

DISCUSSION 

H.  W.  Reid,  M.D.,  Cincinnati,  Ohio:  Dr.  Levin 
is  to  be  congratulated  on  covering  such  a large 
subject  in  so  short  a time.  He  has  brought  out 
the  salient  points  both  in  the  etiology  and  treat- 
ment of  uveitis  which  we  believe  to  be  a local 
manifestation  in  the  eye  of  some  general  or  local 
trouble  elsewhere.  In  private  practice  it  is  im- 
portant as  soon  as  the  diagnosis  is  made  to  have 
a general  survey  made.  The  points  we  are  espe- 
cially interested  in  are  nose,  throat,  teeth,  X-ray 
of  sinuses,  X-ray  of  gastrointestional  tract,  blood 
sugar,  blood  pressure,  urine,  intra  dermal  tuber- 
culin, the  blood  count,  Wassermann,  general 
physical  examination  with  special  reference 
placed  upon  the  gynecological  and  genito-urinary. 

As  Dr.  Levin  has  said  atropine  is  the  mydriatic 
of  choice.  Often  we  have  used  as  a subconjunc- 
tival injection  2 drops  of  4 per  cent  cocaine,  2 
drops  of  1-1000  adrenalin,  2 drops  of  1 per  cent 
atropine  sulphate  and  10  drops  of  physiological 
salt  solution.  Distributing  the  dose  around  the 
limbus  often  has  succeeded  in  obtaining  dilatation 
where  with  the  atropine  alone  it  was  impossible. 
Since  the  amount  of  dilatation  is  inversely  pro- 
portional to  the  amount  of  inflammation  of  the 
iris  other  measures  for  the  relief  of  inflamma- 
tion should  be  emphasized  early  in  the  course  of 
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treatment.  One  to  three  grains  of  calomel  fol- 
lowed by  a saline  purge  in  the  morning  will  often 
cause  dilation  of  pupil  in  early  cases  where 
atropine  fails.  For  those  who  may  be  sensitive 
to  atropine,  duboisine  sulphate  % to  % per  cent, 
scopolamine  hydrobromide  % to  V2  per  cent  may 
be  used. 

Foreign  proteins  have  been  used  for  the  past 
several  years.  At  present  we  use  thyroid  vaccine 
intravenously.  The  first  dose  is  20,000,000  and 
double  the  dose  after  the  temperature  has  been 
normal  for  24  hours.  The  salicylates  are  not  used 
for  12  hours  before  or  for  24  hours  after  an 
intravenous  typhoid.  I believe  that  we  should  try 
to  get  a rise  in  temperature  of  1-2  degrees  and 
have  never  seen  any  value  in  many  of  the  milder 
proteins.  Would  hesitate  to  use  any  foreign  pro- 
tein in  any  case  where  there  is  fever  or  heart 
disease. 

There  is  no  doubt  that  the  salicylates  are 
valuable  and  recently  we  have  had  a patient  with 
sympathetic  ophthalmia  who  for  nine  months 
had  taken  150  grains  of  sodium  salicylate  daily. 

In  those  cases  of  chronic  uveitis  which  are  gen- 
erally assigned  to  the  tuberculosis  group  the 
treatment  is  the  same  except  that  the  remedies 
are  milder.  It  is  in  this  group  that  we  believe  a 
careful  gastrointestional  X-ray  series  are  im- 
portant. During  the  past  two  years  we  have  seen 
three  of  these  patients  who  with  recurrent  at- 
tacks of  uveitis  have  cleared  up  upon  relieving 
a spastic  colitis.  These  had  had  teeth  and  tonsils 
removed,  foreign  proteins  and  countless  tuber- 
culin injections.  In  those  cases  where  there  could 
be  no  etiological  factor  found,  and  there  are  many, 
Benedict  has  used  intravenous  injections  of 
sodium  gold  thiosulphate  beginning  with  10  mg. 
and  incerasing  5 mg.  per  dose  until  50  mg.  are 
given.  Two  injections  each  week  are  used.  I have 
not  used  this  remedy  but  watched  with  great  in- 
terest two  cases  of  the  late  Clarence  King  both 
of  whom  were  improved.  Those  who  use  tuber- 
culin believe  that  the  initial  dose  should  not  be 
over  0.00001  mg.  and  repeat  in  one  week  over  a 
period  of  sevei-al  months  in  gradually  increasing 
doses.  It  should  be  kept  in  mind  that  many  tuber- 
culosis infections  never  give  rise  to  clinical  mani- 
festations which  prove  that  the  normal  body  can 
recover  from  a tubercular  infection. 

We  use  either  the  new  tuberculin  or  the  bacil- 
lus emulsion.  Do  not  begin  treatment  until  the 
patient  has  been  under  observation  for  three  to 
four  weeks  and  do  not  use  it  in  cases  of  pul- 
monary changes  nor  in  cases  of  acute  iritis  (or 
cyclitis)  nor  when  there  is  a tendency  to  hemor- 
rhage into  the  vitrous.  I am  of  the  opinion  that 
tuberculin  therapy  is  not  without  danger  espe- 
cially when  routinely  and  carelessly  prescribed. 
A long  period  of  rest,  mental  and  physical,  under 
the  most  favorable  conditions  of  climate,  nutri- 
tion and  regulated  exercise  will  do  a great  deal 
to  establish  resistance  and  allow  the  normal  body 
to  recover  from  a tubercular  eye  condition.  All 
cases  of  ocular  syphilis  should  be  looked  upon  as 
malignant.  A small  lesion  near  the  pupil  in  iritis 
or  near  the  macula  in  choroid  may  affect  visual 
acuity  seriously,  therefore  the  treatment  should 
be  instituted  early.  A series  of  ten  intramuscular 
injections  of  soluble  mercury  salt  (10  mg.  of 
bichloride  per  day)  insures  prompt  result.  The 
immediate  administration  of  high  doses  of 
neosalversans  is  not  without  local  and  constitu- 
tional danger.  The  choice  of  mercury  arsenic  or 
bismuth  compounds  for  further  treatment  should 
be  given  and  determined  by  the  syphilologist. 


BIBLIOGRAPHY 

1.  Gill,  W.  D.  Clinical  Relationship  of  infection  in 
upper  respiratory  tract  in  certain  types  of  chronic  uveitis. 
Annal  of  Otol.  Rhin.  and  Lyrng.  44:  486-492.  June.  1935. 

2.  Newton,  F.  H.  Empirical  treatment.  Arch.  Opth. 

14:618-623.  Oct.,  1935. 

3.  Cowan,  A.  and  Jordan,  J.  S.  Pregl  Sol.  (iodine)  in 
treatment.  Penn.  Medical  Journal  38:704-706.  June,  1935. 

4.  O'Brien  C.  S.  Uveitis.  Journal  Missouri  Med.  Assn. 

32:392-394.  Oct.,  1935. 

5.  Brown,  A.  L.  Consideration  underlying  the  ex- 
perimental production  of  uveitis.  Amer.  Journal  of  Ophth. 
15:  Jan.,  1932. 

6.  Brown,  A.  L.  Chronic  Uveitis,  Bacteriologic  and 
Immunologic  Considerations.  Archives  of  Ophth.  12  :730- 
744.  Nov.,  1934. 

7.  Weierback,  J.  S.  Diseases  of  Uveal  Tract.  Penn. 
Med.  Jour.  37:666-669.  May,  1934. 

8.  Benedict,  W.  L.  and  Goeckerman,  W.  H.  Foreign 
proteins  and  gold  in  treatment.  Tr.  Sect.  Ophth.  A.M.A. 
pp.  237-247.  1932. 

9.  Edgerton,  A.  E.  Uveitis  Due  to  Sinusitis.  Amer. 

Jour,  of  Ophth.  15:544-546.  June,  1936. 

10.  Rosenow,  E.  C.  and  Nickel,  A.  C.  Elective  locali- 

zation in  determining  etiology  of  Chronic  Uveitis.  Amer. 
Jour,  of  Ophth.  15:1-18.  Jan.,  1932. 

11.  Gilbert,  W.  Etiology  of  Uveitis.  Khin.  Monastbl  f. 
Angenh.  85:65-78.  Dec.,  1930. 

12.  Jackson,  E.  Review  of  Literature  on  Chronic 
Uveitis.  Amer.  Jour,  of  Ophth.  14:1203-1207.  Dec.,  1931. 

13.  Berens,  Conrad.  The  Eye  and  Its  Diseases. 

14.  Gifford,  Sanford  R.  Ocular  Therapeutics. 

15.  Pyle.  System  of  Ophthalmic  Practice. 

16.  Lucic,  Hugo.  Neoarsphenamine  in  the  Treatment  of 
Nonsyphilitic  inflammations  of  the  Uveal  Tract.  Arch,  of 
Ophth.  15  :826-823.  May,  1936. 


Diagnosis  of  Syphilis  in  Children 

Non-syphilitic  rhinitis  is  far  more  frequent 
than  the  syphilitic  type.  Spleens  are  palpable  or 
enlarged  in  diseases  other  than  syphilis.  The 
skin  lesions  of  ammonia  dermatitis,  postular 
scabies  on  the  palms  and  soles,  may  confuse  the 
inexperienced.  Keratitis  may  be  caused  by 
tuberculosis  and  some  focal  infections.  Primary 
optic  atrophy  is  not  always  syphilitic.  Of  all  the 
clinical  manifestations,  rhagades  and  typical 
Hutchinson’s  teeth  are  considered  most  nearly 
pathognomonic.  Regardless  of  how  unmistakable 
the  clinical  evidence  may  be,  the  diagnosis  should 
be  clinched  by  resorting  to  laboratory  procedures. 
The  finding  of  the  Treponema  pallidum  makes  the 
diagnosis  absolute,  but  serum  is  obtained  only 
from  superficial  early  lesions.  Tests  with  the 
blood  serum  have  few  limitations.  The  Kahn  test 
is  perhaps  the  most  widely  used,  but  it  is  pre- 
ferable to  use  the  Wassermann  also,  as  occasion- 
ally one  finds  a negative  Kahn  reaction  with 
serum  from  young  syphilitic  babies  who  have  a 
positive  Wassermann  reaction.  The  only  note- 
worthy exception  to  the  reliability  of  the  Wasser- 
mann reaction  is  in  the  first  two  or  three  months 
of  life.  Occasionally  at  birth  the  reaction  is 
moderately  or  weakly  positive;  in  all  of  these,  it 
is  strongly  positive  by  the  end  of  the  second 
month.  From  large  series  of  reactions,  absolute 
negative  reactions  have  been  found  in  only  0.3 
per  cent  of  syphilitic  children  from  two  months 
to  fifteen  years  of  age.  With  extremely  rare  ex- 
ceptions, a negative  Wassermann  reaction  in 
childhood  signifies  the  absence  of  syphilis,  and 
probably  a strong  positive  reaction  shows  the 
presence  of  syphilis  even  in  the  absence  of  clinical 
manifestations. — Ernest  R.  Carlo,  M.D.,  Jour. 
Ind.  State  Med.  Assn.,  30:143,  March,  1937. 
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ONE  reason  for  presenting  this  study  is  that 
it  is  seldom  a psychiatrist,  in  private  prac- 
tice, has  the  opportunity  to  deal,  from  a 
treatment  standpoint,  with  the  person  who  has 
shown  overt  criminal  acts.  Because  the  oppor- 
tunity seldom  occurs  material  is  not  available  and 
very  few  such  studies  have  been  published.  The 
psychiatrist  is  more  apt  to  occupy  one  side  or  the 
other  of  the  trial  table.  His  presence  there  is  to 
prove  the  man  on  trial  is  either  responsible  for 
his  anti-social  acts,  or  that  he  is  not  responsible, 
depending  whether  it  is  the  prosecution  or  the 
defense  who  has  engaged  his  services.  Under 
neither  of  these  conditions  is  the  psychiatrist  in- 
terested particularly  in  the  rehabilitation  of  the 
person,  but  rather  in  having  him  convicted  or 
acquitted.  It  would  seem  that  the  understanding 
of  why  the  man  did  what  he  is  alleged  to  have 
done  would  be  possible  in  either  situation,  but  it 
probably  seldom  is,  that  is,  from  a remedial 
standpoint. 

One  gets  the  impression  in  reading  of  criminal 
acts  that  the  question  of  why  the  person  did  what 
he  did,  i.  e.,  the  underlying  motives,  seldom  enters 
into  the  thinking  of  those  investigating  the  situa- 
tion except  when  the  perpetrator  is  unknown  and 
the  solution  is  based  wholly,  or  in  part,  on  cir- 
cumstantial evidence.  Then  the  hypothoses  are 
based  on  conscious  motives;  greed,  jealousy,  rage, 
or  what  not. 

Many  years  ago  Gall  was  credited  with  the 
pronouncement  that  the  degree  of  the  crime,  and 
therefore  the  penalty,  could  not  be  adjudged  by 
studying  the  offense,  but  only  by  studying  the 
offender. 

One  also  is  forced  to  the  conclusion  in  witness- 
ing a trial  that  the  prosecutor’s  function  is  to 
convict,  regardless  of  the  circumstances.  This  im- 
pression is  strengthened  when  a prosecutor  is 
running  for  re-election  or  for  a higher  office,  by 
the  fact  that  a secured  conviction,  in  a high  per- 
centage of  the  cases,  is  played  up  as  a reason  for 
his  re-election  or  advancement.  One  cannot 
escape  the  feeling  sometimes,  when  a judge  sen- 
tences a man  who  has  been  convicted,  that  pun- 
ishment is  his  primary  motive.  If  the  motive  was 
segregation  of  the  individual  because  he  was 
inimical  to  society,  it  would  be  perfectly  justified, 
but  that  punishment,  per  se,  usually  reforms  a 
criminal  is  generally  accepted  as  fallacious. 

In  the  opinion  of  the  writer,  for  certain  classes 
of  criminals,  punishment  not  only  does  not  reform 
them  but  rather  tends  to  perpetuate  their  criminal 
careers.  As  evidence  that  punishment  has  little 
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effect,  per  se,  in  deterring  anti-social  acts,  is  the 
story  that  in  England,  although  picking  pockets 
was  punishable  by  hanging,  the  number  of  police 
had  to  be  greatly  augmented  when  a pickpocket 
was  to  be  hanged,  to  keep  the  light  fingered 
gentry  from  plying  their  trade.  Further  evidence 
is  supplied  in  the  number  of  inmates  of  state 
prisons  and  penitenitaries  who  have  had  a long 
list  of  prior  sentences. 

In  the  past  few  years  attempts  have  been  made 
in  child  guidance  clinics  and  the  courts  to  under- 
stand the  person  who  has  come  in  conflict  with 
the  law,  not  only  his  conscious  motives,  but  his 
underlying  drives  and  urges,  with  the  thought  of 
correcting  them.  The  magnitude  of  the  task 
makes  it  a well  nigh  impossible  one.  It  is  almost 
comparable  to  carrying  the  Atlantic  ocean  to  the 
Pacific  with  a teaspoon. 

In  the  eyes  of  the  law  a person  to  be  re- 
sponsible must  be  able  to  distinguish  between 
right  and  wrong  and  be  able  to  follow  the  course 
which  he  knows  is  right.  This  verbiage  implies 
“free  will”,  i.e.,  that  he  can  follow  the  course 
which  he  knows  is  right,  or  not  pursue  the  course 
which  he  knows  to  be  wrong.  In  other  words  he 
can  make  a conscious  choice,  uninfluenced  by  un- 
conscious motives  or  even  compulsions.  One  of 
the  purposes  of  this  paper  is  to  show  that  this  is 
not  always  possible,  that  his  unconscious  urges 
are  much  stronger  than  are  his  conscious  ones, 
and  much  more  compelling. 

Alexander* 1 2 3  has  divided  criminals  into  three 
classes — 

1.  The  “neurotic  criminal”,  whose  overt  acts 
are  the  result  of  a conflict  between  the  social  and 
anti-social  parts  of  his  personality.  This  conflict 
has  its  genesis  in  his  phildhood  impressions  plus 
his  reaction  to  his  later  environment. 

2.  The  “normal  criminal”,  one  who  has  identi- 
fied with,  and  adjusted  himself  to  an  anti-social 
strata  of  society. 

3.  The  “organic  criminal”,  whose  anti-social 
conduct  is  a result  of  organic  changes,  such  as 
epilepsy  or  post-encephalitic  states. 

If  one  were  to  interpret  the  title  of  this  paper 
literally,  the  impression  obtained  would  be  that 
the  writer  intended  to  show  the  unconscious 
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motivation  of  all  criminal  behavior,  but  such  is 
not  the  case.  The  intent  is  to  deal  with  the 
neurotic  criminal  only. 

To  understand  the  underlying  dynamics  of  this 
group,  one  must  understand  the  unconscious 
motivation  of  the  neuroses.  This  understanding 
has  been  made  possible  through  psychoanalytic 
investigation  and  the  principles  which  this  re- 
search has  established. 

To  state  the  matter  briefly,  one’s  personality  is 
not  a homogonous  unit  but  rather  is  composed  of 
several  parts.  A long  time  prior  to  Freud’s  re- 
search and  formulations,  literary  men  and  others 
suggested  that  not  all  of  our  thinking  was  con- 
scious; that  we  thought  things  in  our  dreams 
which  we  could  not  countenance  during  our  wak- 
ing hours.  Other  observations  were  made  tend- 
ing to  show  there  were  unconscious  thoughts 
and  wishes  which  in  many  instances  we  would  be 
ashamed  to  own  consciously,  and  some  distinctly 
anti-social  in  nature. 

Charcot  came  to  the  conclusion  that  hysterical 
symptoms  were  the  physical  manifestations  of 
emotional  conflicts  projected  outward.  Breuer, 
acting  on  Charcot’s  hypothesis,  added  further 
evidence  of  an  unconscious  motivation  of  hysteri- 
cal symptoms  by  hypnotizing  these  patients  and 
inducing  them  to  recall  memories  which  had  been 
forgotten  and  repressed.  With  the  recall,  or 
making  the  forgotten  memories  conscious,  the 
physical  symptoms  disappeared.  Freud  made 
further  advance  by  working  out  what  is  now 
known  as  psychoanalytic  technique,  based  on  in- 
vestigation of  the  unconscious  by  means  of  free 
association  and  interpretation  of  dreams.  Freud 
postulated  a conscious  integrated  part  of  the  per- 
sonality, or  ego,  and  an  unconscious  part  of  the 
personality,  or  Id,  which  harbored  the  primitive 
anti-social  tendencies.  His  investigations  showed 
that  a conflict  existed  between  these  two.  A third 
postulate  was  that  during  the  learning  process, 
children  are  constantly  confronted  by  the  inhibit- 
ing force  of  the  parental  “don’t”.  This  inhibiting 
force  eventually  becomes  the  nucleus  of  the  un- 
conscious conscience,  or  super  ego.  In  other 
words  the  super  ego  is  the  inner  representative 
of  parental  authority.  This  authority  dictates  to 
the  ego  what  is  right  and  wrong.  At  times  the 
super  ego  becomes  unnecessarily  severe  and 
makes  the  person  have  a bad  conscience  over 
wishes  and  thoughts  which  in  themselves  are 
harmless. 

The  ego,  or  conscious  part  of  the  personality, 
under  the  influence  of  the  super  ego,  always  tries 
to  curb  and  make  socially  acceptable  the  uncon- 
scious anti-social  tendencies,  or  repress  them. 
What  is  most  incomprehensible  to  many  is  that 
the  neurotic  places  himself  in  most  disadvantage- 
ous situations  and  develops  conditions  which  are 
really  painful  either  mentally  or  physically.  A 
common  expression  in  relation  to  this  state  is 


that  he  or  she  must  enjoy  punishing  themselves. 
They  do  not  enjoy  it  in  the  sense  the  term  is 
ordinarily  used,  but  they  do  get  satisfaction  from 
it.  The  person  does  not  know  why  he  does  it  and 
on  this  fact  was  based  the  theory  of  an  uncon- 
scious need  for  punishment.  This  unconscious 
need  of  punishment  is  seen  in  its  severest  form  in 
the  desire  for  self  mutilation  or  suicide.  This 
unconscious  need  for  punishment  is  connected 
with  the  part  of  the  personality  just  described, 
the  ‘super  ego. 

The  anti-social  wishes,  though  repressed,  are 
not  disposed  of  but  are  still  clamoring  for  ex- 
pression and  if  they  are  expressed  even  in  sub- 
stitute acts  there  is  fear  of  the  super  ego,  and 
anxiety  sets  in.  Anxiety  based  on  a bad  conscience 
may  be  allayed  by  the  persons  punishing  them- 
selves but  in  many  instances  this  is  not  sufficient 
and  punishment  from  the  outside  is  sought. 
Many  times  the  naughty  behavior  of  the  children 
is  merely  an  attempt  to  provoke  the  parent  to 
punish  them,  to  relieve  an  anxiety  state.  The 
nucleus  of  these  conflicts  is  based  on  the  age-old 
attachment  for  the  mother  and  the  rivalry  be- 
tween the  boy  and  his  father  for  the  possession 
of  the  mother,  with  the  accompanying  fear  of 
punishment  by  the  father,  which  is  common  to 
every  boy,  and  if  not  resolved,  as  it  is  in  the 
majority  of  cases,  is  carried  over  into  adulthood 
to  be  a source  of  maladjustment  and  unhappiness 
in  greater  or  lesser  degrees. 

From  the  preceding  presentation  it  seems  in 
the  case  of  the  neurotic  criminal  that  to  punish 
him  for  his  anti-social  acts  might  act  not  as  re- 
formation but  in  view  of  his  having  been  punished 
or  paid  the  price,  he  is  at  liberty  to  prey  on 
society  again. 

CASE  HISTORY 

The  study  is  of  a married  man  of  32,  a high 
grade  mechanic,  who  consulted  the  writer  in  1932 
because  of  an  anxiety  state  which  had  persisted 
for  14  years,  night  and  day. 

Because  of  the  patient’s  work  and  the  distance 
he  lived  from  Cleveland  it  was  possible  for  him 
to  make  visits  to  the  office  only  at  intervals  of 
several  weeks  and  only  five  times  in  all,  so  there 
are  many  gaps  in  the  history  which  it  would  be 
interesting  to  fill  in. 

The  patient  was  of  American  stock  for  two 
generations.  The  father  was  a mechanic  and  both 
parents  literate..  In  the  patient’s  childhood  the 
family  consisted  of  the  parents,  the  patient,  and 
a sister  two  years  his  junior.  There  was  a man 
boarder  who  came  into  the  picture  and  influenced 
the  family  situation  and  the  patient’s  attitude 
later. 

When  the  patient  was  five  years  of  age  the 
father  deserted  the  family  and  disappeared.  The 
patient  was  placed  in  an  orphanage  where  he  re- 
mained for  five  years.  He  was  visited  only  once 
or  twice  a year  by  his  mother  and  never  by  his 
father.  He  felt  quite  alone  in  the  orphanage  as 
his  mother  never  brought  him  any  presents  as 
did  the  parents  of  the  other  boys. 

At  the  age  of  ten  he  was  taken  home  by  his 
mother.  When  he  arrived  at  home  he  found  the 
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boarder  installed  as  the  head  of  the  home  and 
there  had  been  two  illegitimate  children  born 
while  the  patient  had  been  away.  Nothing  was 
said  to  the  patient  relative  to  the  paternity  of 
these  children  but  the  patient  reasoned  it  out  that 
they  belonged  to  the  boarder  and  he  also  was 
suspicious  that  his  next  younger  sister  was  of  the 
same  paternity.  He  developed  the  feeling  that  his 
mother  had  degraded  herself  by  her  actions  and 
an  increasing  resentment  toward  her  developed. 

Apparently  the  patient  was  looked  on  by  the 
mother  and  the  boarder  as  an  added  burden  and 
treated  accordingly.  Both  were  very  severe  with 
him  and  the  mother  often  instigated  punishment 
by  the  boarder.  He  states  he  was  beaten  with 
anything  that  was  handy,  sticks,  pieces  of  two  by 
four  and  on  more  than  one  occasion  was  kicked 
down  a flight  of  stairs. 

Soon  after  his  return  he  began  to  truant  from 
school,  spending  much  time  with  neighborhood 
gangs.  For  quite  a time  he  would  not  come  home 
at  night  to  sleep  but  would  spend  the  night  under 
the  porch  where  he  had  hidden  some  rugs.  He 
would  come  back  after  the  family  were  abed  and 
leave  before  they  were  up  in  the  morning.  Some 
of  the  time  he  would  come  home  for  meals  and 
at  such  times  he  would  be  scolded  or  beaten,  but 
this  treatment  did  not  alter  his  course  of  action. 

About  the  age  of  11  he  began  stealing  money 
from  his  mother;  sometimes  he  would  steal  some 
article  he  could  pawn.  He  had  a paper  route  and 
on  this  route  he  would  steal  milk  and  bread  which 
had  been  left  by  early  delivery.  It  appears  that 
there  was  not  always  or  perhaps  generally,  a 
hunger  motive  in  his  taking  the  milk  and  bread, 
and  while  he  had  a number  of  places  where  he 
could  have  taken  the  articles  he  always  took  them 
from  the  same  place,  the  home  of  an  elderly  man. 
After  a while  the  patient  knew  the  man  was  on 
the  watch  for  the  thief  but  he  persisted  in  his 
course  until  he  was  chased  by  the  man.  This  led 
to  his  first  conflict  with  the  law.  He  was  arrested, 
had  a hearing,  and  was  put  on  probation.  At  the 
hearing  he  made  no  attempt  to  get  himself  out 
of  the  difficulty. 

Between  the  compulsory  school  attendance  in 
the  orphanage  and  the  desultory  attendance  later, 
he  managed  to  finish  the  sixth  grade. 

The  patient  doesn’t  recall  when  he  began  to 
masturbate  but  said  it  must  have  been  when  he 
was  “pretty  young”.  It  was  not  long  before  he 
developed  the  feeling  it  was  wrong  and  he  would 
injure  himself  physically  and  mentally  if  he  con- 
tinued. This  anxiety  made  the  episodes  less  fre- 
quent but  did  not  deter  him.  He  had  no  hetero- 
sexual experiences  until  his  marriage  in  1926. 
He  never  drank  more  than  an  occasional  glass  of 
beer. 

At  the  age  of  13  the  patient,  accompanied  by 
another  boy,  broke  into  a deserted  building  and 
stole  a lot  of  plumbing  fixtures.  The  patient  left 
the  dwelling  and  walked  by  the  police  station 
with  the  fixtures  in  his  arms  in  broad  daylight. 
He  was  stopped  by  an  officer  and  questioned,  with 
an  arrest  resulting  and  a sentence  to  a reform 
school.  At  the  trial  he  offered  no  alibi  nor  put 
up  any  defense.  On  two  occasions  while  at  the 
reform  school  he  attempted  an  escape  under  cir- 
cumstances which  practically  precluded  his  get- 
ting away.  The  escape  was  not  tried  because  of 
harsh  treatment,  as  he  said  he  enjoyed  it  there. 
It  seems  probable  he  wanted  to  prolong  his  stay 
there  and  adopted  a sure  means  of  accomplish- 
ing this  end  as  time  was  added  to  his  sentence  in 
each  instance. 

After  a time  he  was  paroled.  Instead  of  going 


to  his  home  he  went  to  the  home  of  an  aunt.  His 
mother  tried  to  force  him  to  return  home  but  he 
said  he  would  rather  return  to  the  reformatory. 
Within  a year  he  broke  into  an  electrical  shop, 
stealing  some  brass  chandeliers.  In  this  instance 
he  walked  by  the  home  of  the  owner  of  the  shop, 
was  caught  -with  the  stolen  property  on  him  by 
the  owner,  arrested,  tried  and  sentenced  to  a re- 
formatory. Again  he  tried  half-heartedly  to 
escape  and  had  his  sentence  prolonged. 

During  this  period  of  residence  in  the  re- 
formatory he  was  the  passive  member  of  some 
sodomy  experiences.  After  the  first  one  developed 
the  fear  he  had  been  infected  with  some  venereal 
disease,  but  didn’t  differentiate  between  a Neis- 
serian  and  a luetic  type.  Strange  as  it  may  seem 
his  anxiety  was  connected  with  his  penis  and 
not  his  anus  as  one  would  suppose.  He  visited 
the  dispensary  frequently  for  treatment  for  the 
fancied  disease,  having  a great  deal  of  anxiety 
over  it.  This  anxiety  lasted  for  some  years  in  a 
very  active  state  and  was  not  entirely  dispelled 
at  the  time  of  present  contact.  After  leaving  the 
reformatory  he  visited  several  physicians,  the 
first  being  his  family  doctor  who  told  him  there 
was  no  evidence  of  any  type  of  venereal  disease 
and  the  Wassermann  was  negative.  He  con- 
sulted others  with  a like  opinion,  but  finally 
found  a quack  who  told  him  he  had  both  gonor- 
rhoea and  syphilis  and  treated  him  for  both  a few 
times.  In  spite  of  his  anxiety  and  getting  the 
opinion  he  apparently  wanted,  he  stopped  treat- 
ment after  a few  times  saying  he  didn’t  have 
confidence  in  him  and  returned  to  the  family 
doctor  to  repeat  his  former  question. 

Not  long  after  his  parole  from  the  second  sen- 
tence he  broke  into  another  store  stealing  only 
candy  and  cigarettes.  There  was  an  opportunity 
in  the  last  two  breaks  to  take  money  but  he  did 
not.  As  in  the  other  two  affairs  he  made  no  pre- 
tense of  defending  himself,  taking  the  sentence 
without  show  of  emotion.  He  was  eventually  dis- 
charged from  the  third  sentence  at  the  age  of  18, 
having  been  in  reformatories  most  of  the  time  for 
five  years. 

Within  a very  short  time  after  his  discharge  he 
secured  work  in  a factory,  working  himself  up 
from  the  status  of  a laborer  to  assistant  fore- 
man. He  held  the  latter  position  only  a short 
time  when  he  gave  it  up  and  secured  work  as  a 
low  grade  laborer.  He  did  this  work  for  about 
one  year  then  returned  to  his  first  job,  beginning 
again  as  a laborer  but  eventually  working  him- 
self up  to  the  position  of  assistant  foreman. 

Very  shortly  after  his  discharge  from  the  re- 
formatory he  developed  a severe  anxiety  state,  a 
fear  of  some  impending  danger,  the  nature  of 
which  he  didn’t  know,  but  felt  something  tragic 
was  going  to  happen  to  him.  This  feeling  was 
constant  both  day  and  night.  During  the  day  he 
was  constantly  looking  behind  him,  though  for 
what  he  didn’t  know.  He  had  a fear  that  he 
wouldn’t  or  wasn’t  doing  his  work  right  and  that 
he  would  be  reprimanded,  or  perhaps  discharged 
by  the  superintendent.  As  a matter  of  fact  his 
anxiety  did  make  him  do  things  he  otherwise 
would  not  have  done  and  he  was  constantly  lying 
to  the  superintendent  to  cover  up  his  derelictions. 
At  night  he  would  awaken  to  find  his  arms  up 
over  his  head  as  if  to  ward  off  an  impending  blow 
or  he  would  awaken  to  find  himself  cowering 
under  the  bed  in  a state  of  abject  terror.  He 
avoided  social  contacts  as  much  as  possible  be- 
cause he  felt  as  if  everyone  with  whom  he  came 
in  contact  was  critical  of  his  appearance,  what  he 
said,  and  his  intelligence.  He  was  intensely 
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critical  of  everyone  and  was  constantly  making 
cutting  remarks  which  nearly  precipitated  fights 
many  times.  His  concern  over  a fancied  venereal 
disease  was  a part  of  this  anxiety. 

His  marriage  in  1926  was  to  a woman  a few 
years  his  junior  who  was  dominated  by  her 
mother.  The  wife  was  a high  school  graduate 
and  had  held  some  fairly  well  paid  positions  be- 
fore her  marriage.  The  wife  became  pregnant 
almost  immediately,  a fact  which  was  frowned  on 
by  her  mother.  The  delivery  was  very  prolonged 
and  instrumental  and  the  child  probably  had  a 
cerebral  diplegia.  This  caused  an  accentuation  of 
his  anxiety  as  he  fancied  his  venereal  disease  was 
responsible. 

The  first  child  was  only  a few  months  old  when 
the  patient’s  wife  became  pregnant  a second 
time.  The  patient’s  mother-in-law  became  very 
critical  of  this  and  advised  the  wife  to  refuse  to 
have  intercourse,  which  she  did.  This  incensed 
the  husband,  and  to  quote  his  own  words,  he  “was 
mean  as  hell  to  her”.  This  antagonistic  attitude 
continued  and  finally  resulted  in  a divorce. 

One  of  the  amazing  features  of  the  case  is  that 
the  patient,  in  spite  of  his  background  with  its 
very  limited  opportunities,  maintained  the  at- 
titude over  a period  of  14  years  that  his  anxiety 
could  be  relieved  if  he  could  only  find  someone 
who  understood  how  he  felt.  He  finally  applied 
to  a charitable  organization  who  referred  him  to 
the  writer. 

At  the  first  contact  he  apparently  was  trying 
very  hard  to  cooperate  but  “felt  tongue  tied”  be- 
cause of  fear.  Between  his  first  and  second  visits 
he  wrote  out  much  of  the  history  given  previously 
and  mailed  it.  At  the  second  visit  the  writer  was 
able  to  take  an  active  role  and  discuss  the  writ- 
ten account  and  by  so  doing  relieved  a great  deal 
of  the  patient’s  fear,  enough  so  he  could  elaborate 
the  account  and  give  many  of  his  thoughts  and 
feelings  at  different  times.  Again  with  his  limited 
educational  advantages,  both  formal  and  other- 
wise, it  was  surprising  how  much  insight  he  had 
into  the  motivation  of  his  overt  acts  and  feelings. 

If  one  sees  smoke  one  is  at  liberty  to  assume 
there  is,  or  has  been  a fire.  In  the  viewing  of  the 
present  case  from  the  standpoint  of  dynamics, 
one  has  to  make  certain  assumptions  which  are 
not  supported  by  factual  data  but  seem  war- 
ranted in  the  light  of  subsequent  events. 

There  are  two  reasons  for  the  scarcity  of  fac- 
tual material.  One,  the  few  opportunities  which 
were  afforded  to  obtain  the  information,  as  there 
were  only  five  interviews,  and  the  fact  that  the 
period  prior  to  the  patient’s  residence  in  the 
orphanage  is  shrouded  in  amnesia. 

The  father’s  desertion  when  the  patient  was 
five  left  him  as  the  only  male  belonging  to  the 
home  and  therefore  he  was  forced  to  assume  the 
dominant  masculine  role,  or  father’s  place  before 
he  was  ready  for  it  and  at  a time  when  his  at- 
tachment for  his  mother,  with  the  accompany- 
ing competitive  attitude  toward  his  father, 
was  most  highly  emotionalized.  This  state 
would  be  fraught  with  a great  deal  of  anxiety, 


making  for  a quick  and  thorough  repression  of 
the  forbidden  wishes.  With  this  there  would  be  a 
renunciation  of  the  masculine  aggressive  role  in 
favor  of  an  infantile,  feminine,  dependent  one. 
In  this  role  his  craving  would  be  to  be  cared  for 
in  a passive  way.  The  fact  that  his  father  had 
deserted  him  and  his  mother  rejected  him,  left 
him  in  a state  of  great  frustration  and  anger. 
The  natural  response  to  this  state  would  be  a 
desire  to  aggressively  take  what  was  denied  him 
and  this  he  did  by  stealing  from  the  mother 
directly,  and  indirectly  stealing  bread  and  milk 
from  the  elderly  man  and  the  larceny  of  the 
cigarettes  and  candy  from  a store.  These  latter 
acts  were  done  in  such  a way  that  punishment 
was  the  inevitable  result,  relieving  the  anxiety 
produced  by  the  aggressive  motivation.  Although 
the  aggressive  wishes  were  carried  out  in  a 
symbolic  way,  the  patient  did  not  escape  the 
anxiety,  and  then  followed  the  unconscious  need 
for  punishment  which  again  was  obtained  by 
getting  himself  arrested  and  sentenced.  This 
same  aggressive  attitude  was  the  cause  of  the 
fear  and  difficulty  in  talking  during  the  first  in- 
terview, as  he  projected  the  father  role  on  the 
writer. 

After  his  discharge  from  the  reformatory,  and 
the  means  of  getting  punished  which  it  afforded, 
his  anxiety  came  out  in  full  bloom  and  dogged 
his  footsteps  day  and  night.  While  he  was  not 
conscious  of  the  nature  or  source  of  his  fear,  his 
attitude  at  night  when  he  awakened  in  an  acute 
panic,  with  his  hands  over  his  head,  showed  he 
feared  a bodily  attack,  especially  to  the  head. 
His  anxiety  at  his  work  relative  to  the  superin- 
tendent was  a projection  of  his  aggressive  wishes 
toward  the  father  on  the  superintendent  and  the 
fear  of  his  retailiation  for  these  wishes. 

His  attitude  toward  his  work,  giving  up  a 
position  of  authority  for  a menial  position  with 
much  less  pay,  and  his  returning  to  his  first  job 
at  the  lowest  level,  indicate  a flight  away  from  a 
situation  where  he  might  carry  out  his  sadistic 
wishes  and  at  the  same  time  punish  himself  for 
these  sadistic  wishes. 

It  was  possible  to  make  conscious  to  the  pa- 
tient his  unconscious  aggressive  wishes  toward 
his  parents.  In  the  case  of  the  father  the  aggres- 
sion was  projected  on  the  boarder.  It  seems 
probable  that  if  the  boarder  had  been  less  severe 
the  patient  might  have  had  more  anxiety  as  the 
cruelty  acted  as  punishment.  It  is  also  a possi- 
bility that  it  acted  as  a justification  in  the  pa- 
tient’s mind  and  allowed  him  to  carry  out  his 
anti-social  acts  with  less  bad  conscience.  Making 
the  patient  aware  of  his  unconscious  drives  and 
making  him  conscious  that  the  reason  for  his 
anti-social  acts  was  to  obtain  punishment,  entirely 
dissipated  the  anxiety  which  has  not  returned 
after  an  interval  of  nearly  four  years. 

That  the  patient  was  not  emotionally  stable  at 
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the  time  of  the  last  contact  cannot  be  denied; 
but  the  most  troublesome  symptom,  the  anxiety, 
which  had  been  present  for  14  years,  was  dis- 
sipated, making  him  much  more  serene,  com- 
fortable and  efficient. 

CONCLUSIONS 

I.  That  the  criminal  acts  were  the  direct  re- 
sult of  an  intrapsychic  conflict  and  accompanying 
bad  conscience. 

II.  That  the  technique  of  perpetrating  these 
acts  was  dictated  by  aggressive  wishes  and  an 
unconscious  need  for  punishment. 

III.  That  the  character  of  the  criminal  acts 
showed  the  nature  of  the  unconscious  conflicts. 

IV.  That  making  conscious  the  unconscious 
drives,  freed  him  from  the  anxiety. 

V.  That  the  patient  was  a criminal  because  of 
a bad  conscience  and  not  the  reverse. 
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discussion 

Joseph  J.  Fetterman,  M.D.,  Cleveland:  The 

essayist  is  to  be  commended  for  the  clear  and 
interesting  exposition  of  this  timely  subject. 
He  has  ably  presented  the  psychoanalytic  view- 
point. Dr.  Paul  Schilder  frequently  made  the 
statement  that  behavior  problems  in  childhood 
were  the  equivalent  of  the  neuroses  of  adults. 
Dr.  Finlayson’s  explanation  that  both  are  ac- 
tivated by  an  unconscious  sense  of  guilt,  explains 
this  concept. 

At  the  Lakeside  clinic,  I saw  a young  man 
whose  case  history  conforms  to  this  theory.  Be- 
fore the  age  of  ten,  the  youngster  was  a behavior 
problem  at  home.  Later,  his  misdeeds  brought 
him  into  difficulty  with  the  law,  and  he  was  ar- 
rested several  times  for  breaking  into  stores. 
When  he  was  “reformed,”  he  developed  many  dis- 
tressing ailments.  He  became  conscious  of  a 
fluttering  heart,  he  developed  a typical  anxiety 
neurosis.  Apparently,  there  was  a transition 
from  abnormal  behavior  to  the  anxiety  state.  The 
psychoanalytic  theory  best  explains  how  such 
widely  separated  conditions  could  arise  from  a 
common  origin. 

I should  like  to  ask  the  essayist  if  there  is  any 
explanation  as  to  why  behavior  difficulties  are 
more  common  in  childhood  and  neuroses  occur 
more  often  in  adult  life?  Also,  has  Dr.  Finlayson 
any  suggestions  as  to  what  the  public’s  attitude 
towards  the  “neurotic  criminal”  should  be? 


X-ray  for  Severe  Asthma 

Although  the  percentage  of  failures  is  high,  it 
should  be  remembered  that  roentgen  therapy  is 
used  only  when  other  meaures  fail  to  give  relief. 

We  believe  that  our  results  with  roentgen 
therapy  for  patients  suffering  with  severe  asthma 
warrant  its  consideration  in  the  symptomatic 
treatment  of  such  patients. — Charles  K.  Maytum, 
M.D.,  and  Eugene  T.  Leddy,  M.D.,  Rochester, 
Minnesota,  Tex.  State  Jour,  of  Med.,  32:1,  Jan., 
1937. 


We  Sometimes  Forget  — 

1.  That  beyond  fundamental  principles  no  gen- 
eral practitioner  is  really  qualified  to  undertake 
the  diagnosis  and  treatment  of  ophthalmological 
cases. 

2.  To  send  a full  clinical  history  and  report  of 
physical  examination  with  the  case  which  we 
refer.  Such  information  should  always  be  sub- 
mitted in  order  to  tie  up  if  possible  ophthal- 
mological findings  with  existing  physical  impair- 
ment. 

3.  That  systematic  treatment  is  of  the  highest 
importance  in  many  cases  in  conjunction  with 
special  measures  indicated  by  the  specialist. 
Complete  cooperation  should  exist  between  spe- 
cialists and  family  physicians. 

4.  To  select  a consulting  ophthalmologist  who 
has  had  an  extended  post-graduate  training  in 
the  specialty. 

5.  That  it  is  quite  simple  for  any  physician  to 
segregate  school  children  needing  refraction  by 
an  ophthalmologist  and  not  to  overstep  the  boun- 
dary line. 

6.  That  findings  in  the  media  and  fundus  can- 
not be  accurately  made  except  after  long  train- 
ing and  continued  practice  and  let  no  one  forget 
it. 

7.  That  all  eye  injuries  except  simple  external 
affairs  had  best  be  referred  at  the  earliest  pos- 
sible moment  to  the  specialist.  Let  him  carry  the 
burden. 

8.  That  an  apparently  trifling  wound  may 
mean  the  loss  of  an  eye  and  a rotten  law  suit. 

9.  To  report  promptly  findings  to  the  man  who 
has  been  confident  as  to  our  ability  as  an 
ophthalmologist. 

10.  To  get  the  patient  back  to  his  personal 
physician  who  is  interested  in  every  one  no  mat- 
ter how  lowly  ini  the  ranks  he  or  she  may  be. 

11.  To  use  the  simpler  words.  A report  to  a 
colleague  should  not  liken  to  a long  treatise  on 
phtheiriasis  ciliorum.  Such  reports  irritate,  dim 
the  vision  and  are  loathsome. 

12.  To  think  of  the  case  and  not  the  cash. — 
Frank  B.  Cross,  M.D.,  Cincinnati,  Ohio. 


Estrogenic  Therapy 

The  menopausal  symptoms,  when  severe  enough 
to  demand  treatment,  are,  in  my  experience,  most 
often  responsive  to  estrogenic  therapy,  usually  in 
very  moderate  dosage,  though  always  with  recog- 
nition of  the  importance  of  other  measures,  such 
as  reassurance,  insistence  upon  the  avoidance  of 
worry,  stress  and  anxiety,  et  cetera. — Emil 
Novak,  M.D.,  Batlimore,  Maryland,  Jour.  Mich.  St. 
Med.  Soc.,  36:1,  Jan.,  1937. 


RUBELLA:  REPORT  OE  AN  EPIDEMIC  WITH  AN  UNUSUAL  NUMBER 
OF  COMPLICATIONS  AND  RELAPSES 

By  THOMAS  F.  HUMPHREY,  M.D.,  Dayton,  Ohio,  and  ERNEST  W.  EKERMEYER,  M.D.,  Xenia,  Ohio 


IN  305  cases  of  rubella  there  was  unusual  op- 
portunity to  observe  the  course  of  the  epi- 
demic as  well  as  to  study  individual  instances 
of  the  disease.  Every  child  in  the  institution  in 
which  the  epidemic  occurred  is  required  to  report 
at  once  to  the  institution’s  hospital  any  illness, 
regardless  of  its  severity.  Furthermore  there  is 
in  referring  the  children  to  the  physicians  the  co- 
operation of  a large  number  of  trained  attendants 
who  have  the  children  under  constant  observation. 
Ill  children  are  at  once  confined  to  the  hospital. 

PREDISPOSING  CAUSES 

Children  in  the  institution  are  all  between  the 
ages  of  four  and  eighteen  years.  The  patients 
attacked  in  this  epidemic  were  between  five  and 
seventeen  years  of  age.  In  Chart  I is  shown  the 
age  incidence  in  relation  to  the  age  grouping  in 
the  institution,  and  also  the  incidence  of  complica- 
tions. In  the  chart  are  not  included  reports  of 
certain  cases  which  occurred  in  adults.  There 
were  fifteen  nurses  on  duty  during  the  epidemic, 
of  whom  three  contracted  rubella.  Three  other 
adult  members  of  the  staff  also  developed  the 
disease.  Sex  did  not  appear  to  have  any  influ- 
ence. The  small  negro  population  in  the  institu- 
tion made  it  impossible  to  judge  racial  suscepti- 
bility. 

In  Chart  2 is  shown  the  seasonal  incidence. 
The  epidemic  reached  its  peak  in  the  latter  part 
of  November  and  gradually  declined  until  it 
ceased  during  the  first  part  of  January.  Most 
reported  epidemics  of  rubella  have  occurred  in  the 
Winter  and  Spring  months.  Some  authors1 
have  maintained  that  the  disease  occurs  only  in 
the  months  from  January  to  June.  Although 
some  clinicians  believe  that  it  is  but  mildly  con- 
tagious, the  epidemic  here  reported  supports  the 
contention  (2)  that  about  one-half  of  the  children 
definitely  exposed  will  contract  it.  To  be  specific, 
48  per  cent  of  the  children  in  the  institution 
eventually  had  a typical  attack  of  rubella. 

The  incubation  period  could  not  be  determined 
in  this  epidemic  because  of  the  circumstances 
which  allowed  repeated  exposure. 

The  prodromal  symptoms  usually  lasted  from 
12  to  24  hours,  although  in  a number  of  cases 
they  continued  for  as  long  as  four  days.  This 
period  was  characterized  by  the  symptoms  of 
slight  coryza,  mild  conjunctivitis,  low  grade  fever, 
enlarged  superficial  lymph-nodes,  and  mild 
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malaise.  The  most  constant  symptom  was  post- 
auricular  adenopathy. 

The  symptoms  of  the  epidemic  differed  little  if 
any  from  those  usually  described.  The  rash  was 
generalized  soon  after  its  onset;  lasted  for  from 
one  to  four  days;  was  macular,  slightly  raised, 
pale  red  (in  some  cases  the  color  was  deeper); 
tended  to  be  discrete,  irregular  in  size;  and  ranged 
from  the  size  of  pinhead  to  that  of  a large  pea. 
In  many  cases  it  became  confluent.  In  the  ma- 
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jority  of  cases  the  accompanying  symptoms  were 
postauricular  adenopathy,  slight  coryza  and  mild 
conjunctivitis.  Other  symptoms  were  variable. 
Mild  headaches  were  complained  of  by  a few 
patients;  mild  abdominal  pain  was  present  in  a 
few,  but  this  was  usually  unaccompanied  by 
vomiting  or  diarrhea. 

In  many  patients  the  throat  was  found  to  be 
infected,  and  where  tonsils  were  present  these 
were  often  enlarged  and  slightly  inflamed.  An 


406 


April,  1937 


Rubella 


407 


enanthem  was  not  found  in  any  case.  The  tem- 
perature ranged  from  99°  to  100°  F.  in  the  ma- 
jority of  cases,  and  lasted  only  one  or  two  days. 
In  a few  instances  it  rose  to  101°  F.  and  in  still 
fewer,  to  102°  or  even  103°  F.  Except  when  com- 
plications developed,  the  temperature  fell  to  nor- 
mal in  from  two  to  three  days. 


Chart  2 


There  were  32  patients,  or  10  per  cent  of  the 
total  number,  who  presented  13  different  com- 
plications. These  developed,  as  demonstrated  in 
Chart  2,  in  more  or  less  constant  distribution 
over  the  entire  course  of  the  epidemic,  and  not, 
as  sometimes  observed3  becoming  more  frequent 
as  the  epidemic  progressed.  Chart  I demonstrates 
that  the  incidence  of  complications  did  not  appear 
to  be  affected  by  the  age  of  the  patient. 

In  Chart  3 is  given  a graph  of  the  number  and 
type  of  complications.  Fifteen  patients  de- 
veloped tonsillitis,  this  occurring  on  the  third 
to  the  seventeenth  day  after  the  onset  of  the 
disease.  Since  tonsillitis  was  not  prevalent  in  the 
remainder  of  the  population  of  the  institution  it 
did  not  appear  to  be  merely  coincidental  but  ac- 
tually occurred  as  a complication  of  rubella. 
More  than  usual  enlargement  of  the  cervical 
lymph-nodes  occurred  in  five  patients,  and  sub- 
mental  lymph-adenitis  occurred  in  one.  In  two 
patients  suppuration  of  the  cervical  lymph-nodes 
developed.  Otitis  media  occurred  in  three  pa- 
tients, and  eight  had  symptoms  of  upper  res- 
piratory infection  apparently  not  coincidental  but 
occurring  as  a complication  of  rubella.  Among 
other  complications  there  were  abscess  of  the 
eyelids,  Vincent’s  angina,  catarrhal  stomatitis, 
gingivitis  and  arthritis — each  occurring  in  only 
one  patient;  and  a mild  gastro-enteritis  occur- 
ring in  two  patients. 

One  complication  warrants  more  detailed  dis- 
cussion. This  apparently  was  an  instance  of  en- 
cephalitis, which  is  a condition  that  has  oc- 
casionally been  reported  as  occurring  in  rubella4. 
The  patient,  a white  gird,  aged  11  years,  was  ad- 
mitted to  the  hospital  with  typical  rubella.  On 
the  .third  day,  as  the  rash  was  fading,  frequent, 
projectile  vomiting  developed.  She  became  drowsy 
and  her  deep  reflexes  were  hyperactive.  On  the 
fifth  day  twitching  of  the  eyelids  and  fingers  be- 
gan, and  the  temperature  rose  to  101°  F.  The 
muscular  twitchings  became  generalized,  and  in- 
creased in  severity;  and  on  the  sixth  day  a gen- 


eralized convulsive  seizure  took  place.  Similar 
generalized  convulsions  occurred  off  and  on  for 
three  days. 

At  the  onset  of  the  convulsions  the  temperature 
rose  to  105°  F.  and  remained  between  103°  and 
105°  for  three  days.  Following  the  three  days  of 
convulsive  episodes,  generalized  muscular  twitch- 
ings again  supervened,  which  lasted  for  another 
period  of  ten  days.  Subsequently  neurologic  signs 
disappeared,  with  the  exception  of  a minor  degree 
of  weakness  of  the  left  arm,  this  disappearing  in 
four  or  five  days.  The  urine  examination  re- 
vealed nothing  abnormal.  The  leukocyte  count 
was  12,000  on  the  fourth  day  after  the  onset  of 
the  central  nervous  symptoms.  The  spinal  fluid 
was  increased  in  pressure,  there  was  no  globulin, 
sugar  was  present  in  normal  amounts,  and  the 
cell  count  was  8 per  c.  mm.  Culture  of  the  spinal 
fluid  was  negative.  Repeated  lumbar  punctures 
gave  approximately  the  same  findings. 

On  the  sixth  day  after  the  onset  of  the  disease 
and  two  days  after  the  symptoms  of  central 
nervous  involvement  had  commenced,  the  right 
tympanic  membrane  became  red  and  bulging. 
This  was  incised,  and  discharged  a small  amount 
of  pus  for  a period  of  six  days.  The  pus  con- 
taining a long  chain  streptococcus  viridans  and 
staphylococcus.  Since  the  otitis  media  developed 
after  the  onset  of  the  encephalitic  symptoms  and 
since  also  the  spinal  fluid  showed  no  pleocytosis 
it  was  not  regarded  as  causative  of  the  central 
nervous  symptoms. 

Chart.  3 


This  patient  has  been  closely  observed  for  sev- 
eral months  and  has  shown  no  residual  nervous 
symptoms. 

In  this  epidemic  there  were  19  patients  (6  per 
cent)  who  had  second  attacks  which  occurred 
from  12  to  43  days  after  the  onset  of  the  first 
attack.  In  our  opinion  there  is  no  question  con- 
cerning the  diagnosis.  In  each  instance  in  this 
group  the  child  went  through  the  original  course 
of  the  disease  without  complication,  and  then  later 
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a second  course  with  similar  symptoms  except  that 
in  three,  complications  developed.  The  average  age 
of  this  group  of  patients  was  nine  years.  The 
average  duration  of  the  rash  in  the  first  attack 
was  about  two  and  one-half  days,  and  in  the  re- 
lapse less  than  two  days.  The  rash  was  typical 
and  generalized  in  both  of  the  attacks.  It  was 
observed  that  in  general  the  second  attack  was 
of  shorter  duration  and  was  milder  in  its  general 
effect  on  the  patient  (See  Chart  4).  Many  au- 
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thors  view  the  report  of  relapses  with  suspicion, 
although  they  are  occasionally  reported5.  It 
should  be  noted  that  there  was  opportunity  in 
the  institution  for  reexposure.  The  large  number 
of  second  attacks  suggests  that  immunity  in 
rubella  may  not  develop  for  about  three  weeks 
after  the  onset  of  the  attack. 

SUMMARY 

There  is  reported  an  epidemic  of  305  cases  of 
rubella  occurring  in  an  institution.  Approxi- 
mately 48  per  cent  of  the  total  population  of  chil- 
dren in  the  institution  contracted  the  disease. 

Complications  occurred  in  32  patients  or  10  per 
cent  of  the  total  number  of  cases,  one  of  these 
being  an  instance  of  encephalitis.  Second  attack 
occurred  in  19  instances  or  about  6 per  cent. 
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Clinical  Evaluation  of  Protamine  Insulin 

1.  Diabetics  showing  marked  fluctuations  in 
the  blood  sugar,  or  those  associated  with  certain 
complicating  factors,  as  hepatic  enlargement, 
hyperthyroidism,  etc.,  can  be  controlled  better  by 
protamine  insulin  than  by  regular  insulin. 

2.  Cases  of  diabetes,  showing  persistent 
hyperglycemia  or  where  it  is  desired  to  diminish 
the  frequency  of  injections,  should  receive  prota- 
mine insulin,  in  an  attempt  to  accomplish  this 
result. 

3.  Protamine  insulin  should  not  be  used  in 
cases  of  acidosis  or  impending  coma  or  those 
complicated  by  surgical  conditions. 

4.  We  have  not  as  yet  used  protamine  insulin 
as  an  initial  form  of  treatment  in  previously  un- 
observed cases  of  diabetes. 

5.  When  changing  from  the  regular  to  prota- 
mine insulin,  we  have  found  that  good  results 
may  be  obtained  by  giving  seventy  per  cent  of 
this  amount  as  protamine  insulin  and  the  balance 
as  regular  insulin,  both  administered  about  one 
hour  before  breakfast,  as  separate  injections. 

6.  After  a period  of  four  to  seven  days,  if  the 
morning  urine  is  sugar-free,  we  discontinue  the 
dose  of  regular  insulin.  If  the  morning  glycosuria 
persists,  we  increase  the  protamine  insulin  or 
continue  the  dose  of  regular  insulin  and  then 
attempt  to  gradually  reduce  this  dose. 

7.  It  has  been  our  experience  that  if  the  dose 
of  regular  insulin  used  with  the  protamine  is 
more  than  ten  units,  gradual  reduction  of  this 
dose  gives  better  results  than  discontinuing  its 
use  all  at  once. 

£ 

8.  Increases  or  decreases  in  protamine  insulin 
should  consist  of  only  five  units  at  a time. 

9.  Too  many  factors  should  not  be  changed  at 
one  time,  nor  should  the  effected  changes  be  made 
at  too  frequent  intervals. 

10.  It  seems  possible  that  the  more  gradual 
reduction  of  the  blood  sugar  to  low  levels  may 
explain  the  mild  symptoms  of  insulin  reaction 
that  we  have  obtained  with  comparatively  low 
blood  sugar  values,  in  cases  treated  with  the 
protamine  insulin. — Harry  G.  Jacobi,  M.D.,  New 
York  City,  N.Y.  State  Jour,  of  Med.,  37:364,  Feb- 
ruary 15,  1937. 
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IN  THE  majority  of  diseases  of  organs  in  the 
abdomen  two  methods  are  admitted  and  both 
the  medical  and  surgical  sides  may  be  pre- 
sented without  fear  of  criticism  so  long  as  the 
other  side  is  given  adequate  room  in  which  to  as- 
sume importance. 

Calculus  gallbladder  disease,  however,  seems  to 
occupy  about  the  same  place  as  appendicitis  with 
regard  to  the  attitude  of  the  average  physician  as 
to  treatment.  This  attitude  may  be  summed  up  in 
one  sentence.  If  the  patient  has  gallstones  re- 
move the  galbladder.  A few  men  assume  an  even 
more  radical  attitude.  If  the  patient  has  symp- 
toms referable  to  the  bile  tract  remove  the  gall- 
bladder. 

This  paper  is  not  written  with  the  expectation 
of  damning  all  gallbladder  surgery  but  with  the 
hope  of  pointing  out  a few  reasons  why  surgery 
should  not  be  the  only  thought  when  the  question 
of  the  treatment  of  chronic  gallbladder  disease 
arises. 

The  gallbladder  and  upper  intestinal  tract  share 
many  common  relationships.  It  will  be  remem- 
bered that  embryologically  it  develops  as  a diver- 
ticulum from  the  liver  ducts  which  in  turn  repre- 
sent a diverticulum  of  the  upper  gut  tract.  Thus 
they  share  blood  supply  and  nerve  supply  and  are 
lined  with  the  same  type  of  epithelium.  These 
and  many  other  similarities  account  for  the  great 
difficulty  encountered  at  times  in  differentially 
diagnosing  upper  abdominal  disease. 

Physiologically  the  gallbladder  is  not  a simple 
reservoir  for  the  storage  of  bile.  Harding1  was 
one  of  the  first  to  point  out  the  fact  that  the 
epithelium  of  the  gallbladder  both  secreted  and 
absorbed  even  as  its  ancestor  the  duodenum.  It 
absorbs  water  and  excess  bile  and  secretes  mucin. 
Thus  it  can  either  concentrate  or  dilute  bile.  Ac- 
cording to  Meltzer  its  fibromuscular  coat  is  re- 
ciprocally innervated  with  the  sphincter  of  Oddi  in 
such  a way  that  relaxation  of  the  sphincter  causes 
contraction  and  forced  expulsion  of  contents  while 
contraction  of  the  sphincter  permits  dilatation 
and  filling  of  the  organ. 

The  mechanism  of  stimulation  of  this  sphincter 
muscle  to  dilate  had  been  the  source  of  consider- 
able argument  until  Ivy  and  associates  reported 
that  the  duodenal  mucous  membrane  secreted  a 
hormone,  which  he  called  cholecystokinin,  when 
properly  stimulated  by  food  or  drugs.  It  is  agreed 
that  the  best  evacuation  of  the  gallbladder  fol- 
lows the  ingestion  of  egg  yolk,  cream  or  fats  if  a 
food  is  to  be  used  and  phosphates  or  sulphates  of 
sodium  or  magnesia,  as  well  as  acids  if  a chemical 
substance  is  to  be  used.  It  must  therefore  be  as- 
sumed that  these  substances  cause  cholecystokinin 
to  be  formed. 


According  to  Wiggers2  bile  is  made  up  chiefly 
of  three  ingredients:  (a)  bile  acids,  chiefly  cholic 
acid,  which  is  an  oxidation  product  of  an  isomer 
of  cholesterol  and  usually  combined  with  taurin 
(a  cystine  derivative)  and  glycin  (an  amino  acid), 
(b)  Bile  pigments,  (bilirubin,  bileverdin,  etc.) 
from  the  hemoglobin  of  the  red  cells,  and  (c) 
cholesterol,  a disintegration  product  of  red  cells. 
The  other  ingredients  are  not  important,  so  far  as 
the  present  knowledge  of  the  bile  tract  goes,  as  a 
cause  of  the  diseases  mentioned  in  this  paper. 

Apparently  the  fact  that  the  bile  is  secreted 
continuously  but  discharged  intermittently  is  a 
significant  factor  in  the  production  of  gallbladder 
pathology.  This  secretion  seems  to  depend  upon 
the  absorption  of  bile  acids  and  salts,  factors 
which  may  also  have  the  ability  to  change  the  con- 
sistency of  bile  if  it  is  kept  flowing  as  in  cholecy- 
stostomy.  The  normal  flow  into  the  duodenum  on 
the  other  hand  seems  to  depend  upon  the  produc- 
tion of  cholecystokinin  by  the  duodenal  mucosa. 
The  duodenal  peristalsis  probably  aids  the  latter 
by  milking  the  common  duct. 

The  two  functions  of  bile  which  are  not  com- 
monly considered  are:  (a)  the  part  played  in 

regulation  of  the  acid-base  balance  and,  (b)  the 
regulation  of  blood  calcium.  But  when  we  con- 
sider that  the  liver  excretes  in  quantity  about  one- 
half  the  amount  of  fluids  excreted  by  the  kidneys 
each  day  we  realize  why  bone  cysts  may  be 
formed,  blood  coagulation  may  be  increased  and 
blood  PH.  altered  in  cases  which  drain  over  a long 
period  of  time  through  cholecystostomy  wounds. 

The  formation  of  gallstones,  according  to  Wig- 
gers, depends  more  upon  a supersaturated  solu- 
tion of  cholesterol,  usually  resulting  from  a static 
condition,  and  a change  in  the  physico-chemical 
mileau  of  the  bile  than  it  does  on  the  presence  of 
a nucleus  but  he  seems  to  feel  that  a nucleus 
usually  exists  if  only  as  an  air  bubble  or  portion 
of  precipitate.  Certainly  we  have  many  reasons 
to  believe  that  other  factors  beside  nuclei  and 
stasis  need  be  present.  The  many  variable  factors 
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which  go  together  to  keep  gallstones  from  form- 
ing even  in  the  presence  of  infection  and  stasis 
are  not  well  understood  as  yet  but  certainly  we 
have  little  evidence  to  support  the  contention  that 
removal  of  the  gallbladder  removes  this  stone 
forming  diathesis.  The  mucin  secretion  of  the  cells 
may  even  be  a protective  one.  A human  stone  will 
be  dissolved  in  a dog’s  gallbladder. 

No  one  has  yet  been  able  to  prove  hypercholes- 
teremia in  cholelithiasis,  although  Riegel  et  al.3 
found  an  increase  in  the  amount  of  cholesterol  and 
a decrease  in  the  amount  of  bile  salts  in  the  bile 
of  pregnant  women  at  term.  Inasmuch  as  gall- 
bladder disease  is  common  in  women  following 
pregnancy,  it  seems  possible  that  there  exists  an 
increase  in  the  amount  of  cholesterol  and  a de- 
crease of  bile  salts  in  all  crystalline  and  mixed 
stone  cases.  Moynihan4,  however,  stresses  infec- 
tion as  an  etiologic  factor  in  stone  formation  and 
believes  B.  coli  to  be  the  most  frequent  offend- 
ing organism. 

That  gallbladder  disease  probably  begins  early 
has  been  brought  out  by  many  men.  Reyfuss  and 
Nelson5  were  able  to  show  that  25  per  cent  of  the 
animals  injected  with  dilute  cultures  of  organisms 
taken  from  ordinary  and  usual  foci  of  infection  in 
the  human  body  developed  gallbladder  disease. 
Hamilton  et  al.6  report  a case  of  cholelithiasis  in 
an  eight  year  old  boy  who  had  had  dyspepsia  for 
six  years  and  who  was  normal  so  far  as  labora- 
tory work  and  history  could  discern  in  every  other 
way.  Jac-quet  and  Thieffry’s7  conclusion  that  the 
gallbladder  is  the  point  of  focal  infection  in  al- 
most all  cases  of  colon  bacillosis  and  in  bacilluria 
may  eventually  cause  us  to  look  to  the  bile  tract 
in  genito-urinary  infections  where  the  colon  bacil- 
lus is  the  offending  organism. 

Pathologic  gallbladders  found  in  patients  after 
40  probably  do  not  start  when  the  patient  is  39 
but  the  disease  must  begin  some  time.  It  is  there- 
fore fitting  that  we  in  this  day  of  prophylactic 
medicine  should  recognize  these  cases  before  they 
become  the  “gallbladder  type”  or  are  as  we  are 
wont  to  chant  in  school  “fair,  fat,  flabby  and 
forty”. 

That  gallbladder  disease  is  common  is  brought 
out  by  the  statistics  of  some  of  the  larger  clinics. 
Rivers  and  Masons  confirmed  by  operation  that 
16  per  cent  of  700  patients  with  duodenal  ulcer 
had  gallbladder  disease.  Alverez9  found  11  per 
cent  associated  with  duodenal  ulcer  in  men  and 
27  per  cent  in  women. 

Davis  and  Vanderhoof10  found  a large  percen- 
tage of  gallbladder  disease  in  their  series  of 
abdominal  disease.  Dwyer  and  Blackford11  found 
almost  one-fourth  of  3,000  cases  of  upper  in- 
testinal disease  had  disease  of  the  gallbladder. 
Eusterman  and  Balfour12  reported  60  per  cent 
more  cases  of  disease  of  the  gallbladder  than  of 
chronic  gastric  and  duodenal  ulcer  combined. 


Added  to  the  above  is  the  fact  that  a large  per- 
centage of  the  cases  at  the  autopsy  table  present 
gallstones,  some  of  which  evidently  never  pro- 
ducted  symptoms.  The  gallbladder  may  be  ap- 
proached by  either  the  intestinal  blood,  lymph  or 
bile  route  and  is  therefore  more  liable  to  infection. 
This  evidence  should  serve  to  make  us  feel  that 
we  should  rule  out  the  gallbladder  in  every  case 
presenting  even  one  symptom  of  the  disease. 

The  cardinal  symptoms  of  gallbladder  disease 
are  folic  and  selective  dyspepsia.  Rehfuss13  pre- 
sents the  following  differential  diagnosis: 


Gallbladder  Disease 

1.  Appendicitis 

2.  Acute  hepatitis 

3.  Pyelonephrosis 

4.  Subphrenic  abscess 

5.  Cancer 


Gall  Stone 

1 Renal  colic 

2.  cholecystitis 

3.  Perforated  peptic  ulcer 

4.  Pancreatitis 

5.  Intestinal  obstruction 

6.  Cardiac  difficulties 

7.  Appendicitis 

8.  Peritonitis 


Space  does  not  permit  more  than  to  mention 
the  above  diseases  but  we  would  like  to  tarry  over 
the  symptoms  long  enough  to  add  four  observa- 
tions: 


1.  Gallbladder  disease  has  no  routine  day. 

2.  Gallbladder  disease  does  not  respect  rest. 

3.  Gallbladder  disease  is  not  related  to  meals 
but  may  be  related  to  type  of  food  ingested. 

4.  Gallbladder  disease  is  not  related  to  the 
amount  of  work  done  or  nervous  trauma  suf- 
fered. 


Zollinger14  placed  an  air  bag  in  both  the  com- 
mon duct  and  gallbladder  of  cholecystostomized 
cases  and  was  able  to  get  nausea  and  vomiting 
only  when  the  common  duct  was  distended  and 
right  upper  quadrant  pain  only  when  the  gall- 
bladder was  distended  to  touch  the  parietal  peri- 
toneum. These  findings  should  help  in  differential 
diagnosis. 

Under  physical  examination  Rehfuss  gives  (a) 
tenderness,  (b)  hyperesthesia,  (c)  rectus  rigidity 
and  (d)  tumor.  He  points  out  the  fact  that  with 
the  patient  standing  one  can  frequently  elicit  ten- 
derness by  standing  behind  him  and  hooking  the 
fingers  under  the  ribs  while  they  are  breathing 
deeply. 

The  laboratory  work  which  consists  of  stool 
findings,  gastroduodenal  drainage  and  radiograph 
is  of  course  invaluable.  The  stool  of  obstruction 
can  be  diagnosed  across  the  room.  It  is,  however, 
important  in  malignancy  from  the  standpoint  of 
melena,  although  the  tendency  toward  enteric 
hemorrhage  in  jaundiced  patients  makes  this  find- 
ing of  little  value  in  these  cases. 

The  gastric  analysis  is  probably  of  little  value. 
Vanzant  et  al.15  after  extensive  work  were  un- 
able to  say  that  hypochlorhydria  could  be  expected 
in  gallbladder  disease.  Lyon16  outlines  the  find- 
ings in  diagnostic  drainage,  the  technic  for  which 
may  be  found  in  his  book,  the  following  points: 
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Early  catarrhal  process: 

1.  Epithelium  of  the  tract. 

2.  Mucus. 

3.  Excess  of  bile  stained  { }™c^gteS 

Post  catarrhal  (chronic)  process: 

1.  Findings  of  early  catarrhal. 

2.  Bacteria 

3.  Pus. 

The  diagnostic  drainage  is  of  distinct  aid  in 
cystic  duct  catarrh  or  obstruction  where  we  have, 
as  Lyon  points  out,  an  abnormal  drainage  se- 
quence, i.e.  the  change  from  A bile  to  C bile  with- 
out the  intervening  dark  concentrated  B bile  will 
be  found. 

The  cholecystogram  is  undoubtedly  one  of  the 
most  valuable  aids  in  diagnosing  gallbladder  dis- 
ease. In  most  clinics  it  has  been  so  satisfactory 
that  diagnostic  tube  drainage  is  not  done,  a fact 
which  is  to  be  regretted.  The  statistics  on  the 
accuracy  of  this  examination,  while  flattering  to 
Graham  and  Cole,  who  did  the  original  work,  deal 
for  the  most  part  with  gallbladders  operated 
upon.  Obviously  if  the  roentgenologist  reports  a 
negative  plate  the  mistake,  if  one  is  made,  is  not 
so  readily  incorporated  in  the  statistical  chart. 

As  Kirklin  and  Blake17  point  out,  an  X-ray  of 
the  gallbladder  may  be  quite  accurate  with  regard 
to  the  diagnosis  but  it  cannot  determine  whether 
the  disease  is  transient  or  chronic,  mild  or  severe. 

Now,  having  arrived  at  the  diagnosis  of  chronic 
cholecystitis  or  cholelithiasis,  we  must  decide  how 
the  case  shall  be  managed.  It  is  obvious  that, 
assuming  medicine  to  have  no  value  in  treatment, 
many  cases  cannot  be  operated.  They  do  travel 
on.  They  do  have  colic,  selective  dyspepsia,  upper 
abdominal  discomfort  referred  to  the  right 
shoulder  region  and  periodic  headaches  but  the 
majority  do  not  lose  their  lives  as  a result  of  this 
surgical  neglect.  Many  pass  their  three  score  and 
ten  years  and  only  yield  up  their  gallstones  at  the 
autopsy  table  after  some  other  disease  has  car- 
ried them  off. 

On  the  other  hand,  surgery,  while  offering  a 
cure  to  a high  percentage  of  these  unfortunates, 
exacts  its  toll  in  mortality  and  morbidity.  Gra- 
ham and  Mackey18  say  that  surgical  removal  of 
the  stoneless  gallbladder  will  give  unsatisfactory 
results  in  about  one-half  of  the  cases,  either  be- 
cause of  complications  or,  more  important,  be- 
cause the  gallbladder  is  not  responsible  for  the 
symptoms  complained  of.  Schrader19  found  20 
cases  out  of  140  which  suffered  from  lymphangitis 
involving  the  serosa  and  sub  serosa.  The  assump- 
tion is  that  had  he  known  the  correct  diagnosis  he 
would  not  have  operated  these  cases  since  one 
would  have  great  difficulty  in  removing  all  of  the 
infected  area. 

So  the  chance  for  mistake  in  diagnosis  is  one 
reason  for  at  least  deferring  surgery  in  these 


cases.  Every  operator  should  look  at  his  results 
and  from  them  decide  whether  to  treat  surgically 
all  gallbladder  disease,  remembering  that  the 
operated  case  which  does  not  get  satisfactory  re- 
sults usually  does  not  come  back. 

The  other  possibilities,  those  of  ascending  in- 
fection, formation  of  duct  stone,  stricture  and, 
indeed,  most  important  “liver  death”,  or  death  due 
to  the  complications  of  operation,  certainly  fur- 
nish reason  to  make  one  hesitate  before  deciding 
surgery  with  removal  of  the  gallbladder  in  every 
case. 

All  evidence  seems  to  point  to  improvement  in 
gallbladder  disease  on  drainage.  Surgical  drain- 
age has  been  preferred  to  date  because  it  not 
only  gives  complete  drainage  but  offers  an  oppor- 
tunity to  remove  the  calculi.  Dieterich-0  reports 
on  384  cases  of  cholecystostomy  done  over  a 
period  of  32  years  wherein  secondary  cholecystec- 
tomy had  to  be  done  in  only  35  cases  and  a second 
operation  had  to  be  done  to  close  the  wound  in 
only  eight  cases. 

Non-surgical  tube  drainage  has  not  been  so 
generally  used  but  the  enthusiasm  shown  by  the 
advocates  of  this  method  of  treatment  has  been 
remarkable.  The  disadvantages  offered  by  this 
therapy  are  the  length  of  time  needed  for  treat- 
ment, including  coincident  expense  involved  and 
the  necessity  for  passing  the  tube  weekly  or  more 
often. 

We  have  been  using  a modification  of  this 
drainage  in  which  no  tube  is  passed  but  the  pa- 
tient is  instructed  to  take  one  ounce  of  a 
saturated  solution  of  U.S.P.  sodium  phosphate 
in  two  ounces  of  water  and  lie  on  the  right  side 
as  if  receiving  tube  drainage  for  one  and  one- 
half  hours,  repeating  this  procedure  every  five 
days.  The  reason  for  the  posture  is  primarily 
psychic  that  the  patient  may  not  confuse  the 
treatment  with  an  ordinary  physic  and  lose  in- 
terest. Bile  salts  are  given  daily  as  an  adjuvant 
but  we  depend  upon  the  drainage  of  the  gallblad- 
der into  the  intestinal  tract  for  our  results. 

The  fact  that  new  patients  with  symptoms  of 
gallbladder  disease  develop  headache  and  general 
malaise  in  a fairly  large  percentage  of  cases  has 
led  us  to  believe  that  they  are  vaccinated  because 
of  the  transference  ot  infected  material  from  a 
place  surrounded  by  an  inflammatory  wall  into  an 
area  which  specializes  in  absorption.  This  belief 
has  been  strengthened  by  development  of  urti- 
caria in  four  cases,  asthma  in  two  cases  and  joint 
pains  in  one  case.  The  temporary  illness  has 
usually  occurred  following  the  first  three  or  four 
drainages  only,  except  in  the  case  of  the  joint 
pains  which  were  exacei’bated  after  every  drain- 
age for  the  first  two  months. 

We  have  prepared  a preliminary  report  of  94 
cases  treated  over  a period  of  four  and  one-half 
years.  In  this  time  only  one  case  has  been 
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operated  by  us.  Three  other  cases  to  our  knowl- 
edge have  gone  elsewhere  and  been  operated.  Of 
these  one  is  dead  of  a post-operative  complication, 
one  is  unable  to  work  because  of  a large  incisional 
hernia  and  one  is  symptom  free.  In  the  mean- 
time none  of  our  cases  have  developed  any  acute 
disease  which  would  justify  operation  nor  have 
any  died  as  a result  of  gallbladder  disease  per  se. 

The  diagnosis  can  be  questioned  in  almost  75 
per  cent  of  these  cases  since  diagnostic  drain  and 
cholecystography  were  only  carried  out  in  a few 
patients.  As  a matter  of  fact  a few  months  of 
drainage  has  served  to  eliminate  one  case  of  per- 
nicious anemia,  one  case  of  cancer,  eight  cases  of 
gastric  neuroses,  two  cases  of  heart  disease  and 
one  case  of  diverticulitis  from  the  gallbladder 
files.  They  had  previously  been  wrongly  diag- 
nosed. 

However,  50  of  these  cases  had  dyspepsia  which 
was  selective  and  at  least  one  other  symptom  of 
bile  tract  disease.  Forty-four  had  both  selective 
dyspepsia  and  colic.  The  latter  group  we  feel  are 
practically  all  those  of  cholelithiasis  with  chole- 
cystitis. 

Our  results  are  recorded  in  Figure  1.  It  should 
be  explained  that  all  cases  are  called  unimproved 
that  have  been  treated  even  for  one  week  unless 
the  symptom  of  dyspepsia  has  disappeared  and 
that  any  case  known  to  have  had  an  attack  of 
gallstone  colic  is  placed  in  the  category  having 
sporadic  attacks. 

FIGURE  1. 

RESULTS  OF  NON-SURGICAL  DRAINAGE 


Selective  dyspepsia  50  cases 

Unchanged  4 

Improved  15 

No  dyspepsia  31 

Colic  and  selective  dyspepsia  44  cases 
Colic 

Attacks  frequent  5 

Attacks  sporadic  39 

Dyspepsia 

Unchanged  5 

Improved  16 

No  dyspepsia  between 

attacks  23 

No  patient  except  those  in  the  unchanged  group 


has  been  given  any  special  diet  since  it  is  our  be- 
lief that  provided  no  dyspepsia  is  produced  fats 
help  to  evacuate  the  gallbladder  and  thus  act  as 
an  adjuvant  in  treatment.  The  present  knowledge 
of  the  formation  of  gallstones  presents  no  con- 
vincing evidence  that  diets  rich  in  fat  produce 
calculi  so  we  have  continued  to  permit  them  for 
the  above  reasons.  We  have  been  able  to  satisfy 
ourselves  by  using  the  tube  that  dram  doses  of 
the  saline  cathartics  do  little  more  than  the  cream 
in  the  morning  coffee  toward  draining  the  gall- 
bladder. 

In  answer  to  the  question,  “Shall  we  surgically 


treat  these  cases”  Weir  and  Snell21  say,  “One 
should  consider  not  only  whether  cholecystic  dis- 
ease is  present  but  also  whether  it  is  responsible 
for  the  symptoms  and  if  it  is  so  responsible 
whether  these  are  of  sufficient  severity  to  warrant 
cholecystectomy”.  Again  they  say,  “Accidental 
finding  of  a non-functioning  or  a calculus  gall- 
bladder is  little  reason  for  undertaking  operation 
in  the  absence  of  definite  symptoms”.  Ivy  and 
Berg22  remind  us  that  “the  gallbladder  cannot  be 
viewed  as  a vestigial  organ  to  be  removed  without 
adequate  and  justifiable  reason”.  It  is  also  their 
opinion,  after  noting  the  effect  of  cholecystectomy 
on  the  sphincter  that  “The  sphincter  of  Odcji  is 
left  patent  and  favors  regurgitation  and  subse- 
quent infection  of  the  bile  ducts”. 

Ravdin  et  al.23  subscribe  to  the  concept  “that  in 
man  the  gallbladder  plays  an  important  role  in 
physiologic  economy  and  should  not  be  removed 
without  definite  evidence  that  its  function  is  im- 
paired”. They  feel,  as  does  Hurst24  that  non-sur- 
gical  drainage  should  be  carried  out  for  a long 
period  after  cholecystectomy. 

For  some  reason  we  seem  each  year  to  assume 
that  medical  science  has  progressed  as  far  as  it 
will  be  able  to,  but  no  one  should  criticize  a doctor 
who  hopefully  looks  ahead  to  a day  when  his  cal- 
culi may  be  removed  by  vitamins,  chemicals  or 
positive  charged  electolytes  and  colloids,  provided 
he  is  willing  to  carry  them  until  it  can  be  done. 
Such  a physician  should,  however,  permit  his 
patient  to  have  the  same  choice. 

SUMMARY 

We  have  reported  a series  of  94  cases  of  dys- 
pepsia. In  a large  percentage  we  feel  the  dys- 
pepsia was  caused  by  gallbladder  disease. 

We  have  been  able  to  cause  the  dyspepsia  to 
disappear  or  be  improved  in  90  per  cent  of  these 
cases  without  resorting  to  the  use  of  a tube. 

We  have  lost  no  case  through  death  due  to  gall- 
bladder disease  in  four  and  one-half  years. 

We  feel  that,  had  even  a part  of  these  cases 
been  operated  some  would  have  suffered  morbidity 
in  the  form  of  failure  to  lose  symptoms,  stricture, 
common  duct  stone  or  infection,  if  not  indeed 
death. 

We  feel  that  the  possibility  of  later  improved 
therapy,  added  to  the  fact  that  the  operated  pa- 
tient still  has  the  calculus  diathesis,  should  be 
sufficient  reason  for  not  operating  all  cases  of 
cholelithiasis  since  medical  treatment,  as  out- 
lined, will  make  most  of  them  fairly  comfortable. 

Lastly,  we  believe  that  the  gallbladder  is  not  a 
vestigial  organ  but  is  sorely  needed  for  body 
economy. 

5005  Euclid  Avenue. 
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The  Effect  of  Benzedrine  Sulfate  on  Intel- 
ligence Scores 

Sargant  and  Blackburn  conducted  an  investiga- 
tion to  determine  whether  the  increased  con- 
fidence and  mental  alertness  reported  after  the 
use  of  “Benzedrine  Sulfate”  (benzyl  methyl  car- 
binamine  sulfate)  would  be  accompanied  by  any 
real  improvement  in  general  mental  efficiency. 
After  administration  of  20  mg.  of  “Benzedrine 
Sulfate”,  Cattell’s  “intelligence  tests”  were  given. 
The  results  showed  an  increase  in  score  of  over 
8 per  cent  as  compared  with  previous  tests  with- 
out “Benzedrine”.  The  score  of  a control  group 
receiving  placebos  remained  unchanged. 

The  authors  suggest  that  the  drug  may  prove 
useful  in  certain  cases  where  mental  efficiency  is 
temporarily  impaired  by  emotion,  anxiety  or  mild 
depression. 

Lancet  (London),  11:1385,  Dec.  12,  1936 


The  Old  Family  Doctor 

The  OLD  FAMILY  DOCTOR  seized  his  birthright 
From  the  ancient  barber  and  charlatan 
And  breathed  into  it  a worthy  purpose, 

Then  nursed  it  on  through  the  generations 
Of  discouragement  and  constant  struggle, 
Combining  with  it  his  best  endeavors, 

And  is  entitled  to  an  epitaph 
That’s  worthy  of  his  heroic  character. 

This  OLD  FAMILY  DOCTOR  of  days  bygone, 

A chief  actor  in  that  drama  of  life, 

Is  fading  into  dreamy  memories 
Of  times  on  which  ’tis  pleasant  to  ponder; 

His  daily  rounds  of  unselfish  service 
Left  a glow  of  hopefulness  in  its  wake; 

He  treated  one  and  all  what  e’er  befell 
Whether  simple  cold  or  amputation; 

He  brought  into  being  life’s  precious  gifts 
And  eased  loved  ones  into  eternity; 

He  found  joy  at  the  sound  of  wedding  bells 
And  aided  the  stricken  at  the  last  knell. 

He  was  a part  of  all  worthy  welfare 
And  his  advice  was  never  sought  in  vain; 
Income  was  not  first  consideration 
In  his  daily  relationship  to  life. 

Humility  took  a part  in  his  work 
And  gave  it  the  quality  which  endures, 

Laying  the  foundation  for  greater  things. 

His  LEGACY  to  modern  medicine. 

’Tis  well  perhaps  that  the  old  is  passing 
And  that  he  is  relinquishing  his  task 
To  the  oncoming  new  generations, 

Who  must  face  the  future  and  leave  the  past. 

’Tis  interesting  to  watch  the  human  trend; 

Each  generation  has  its  objective, 

Directed  and  guided  by  its  ideals. 

Advance  depends  upon  the  wisdom  used; 

All  real  advance  must  be  based  on  service; 
Service  to  all  humanity  is  Love; 

Love  is  the  motivating  power  of  Life, 

On  it  depends  harmony  or  chaos. 

The  Medical  Profession  symbolizes 
The  very  heart  of  all  humanity; 

It  holds  a vital  place  in  health  and  life, 

And  its  future  depends  upon  motives. 

Today  it  has  the  confidence  of  all; 

Tomorrow,  wrongly  guided,  it  may  fall 
Or  assume  a lesser  place  of  favor 
Within  the  hearts  and  minds  of  fellow’  man. 
Universal  good  should  chart  its  future 
Into  harbors  of  unselfish  service; 

It  is  far  more  than  means  of  livelihood; 

It  it  vital  to  civilization. 

—Albert  Lamb,  Avon,  Ohio. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

White  Male,  Aged  58  “Neuralgic  Pains”  in  Left  Hip,  Ulceration,  Weakness,  and  Loss  of  Weight. 

HARRY  L.  REINHART,  M.D. 


A 58  YEAR  old  white  male  was  admitted  to 
the  hospital  complaining  of  an  “ulceration 
of  the  left  hip,  and  marked  weakness”. 
He  was  well  until  nine  months  prior  to  his  hos- 
pital admission  when  he  developed  a marked 
lymphangitis  with  suppuration,  on  the  back  of 
his  right  hand,  which  confined  him  to  bed  for  six 
weeks.  Following  this  his  general  condition  was 
characterized  by  weakness,  pallor,  loss  of  ap- 
petite and  weight.  Six  weeks  before  admission  he 
complained  of  “neuralgic  pains”  in  his  left  hip. 
Diathermy  treatments  were  given  over  this  region 
by  the  family  physician.  Localized  tenderness  and 
redness  developed;  an  abscess  formed,  was  in- 
cised, and  approximately  500  cc.  of  pus  were 
evacuated.  He  was  hospitalized  for  the  surgical 
management  of  the  gluteal  abscess. 

P.  H. — The  patient’s  general  health  has  always 
been  good. 

Social  History — The  patient  was  a carpenter 
Hi  d interior  decorator  by  trade.  During  the  past 
summer  he  was  engaged  in  house  painting  and 
has  had  some  recent  contact  with  lead  paints.  He 
has  been  addicted  to  the  use  of  alcohol  since  the 
age  of  20. 

P.  E. — Temperature  101°.  Pulse  118.  Respira- 
tions 22.  B.P.  104/64.  The  patient  was  a tall, 
asthenic,  under-nourished  white  male,  acutely  ill. 
The  skin  was  pale  with  a yellowish  cast  suggest- 
ing slight  jaundice.  There  were  multiple  small 
telangiectatic  areas  over  the  chest  and  abdomen. 
The  head  presented  no  gross  abnormalities.  Eyes: 
reacted  normally.  Fundi  presented  numerous 
flame  shaped  hemorrhages,  both  old  and  recent. 
Mouth:  edentulous.  Mucous  membranes  pale. 

There  was  a small  reddened,  indurated  ulcer  at 
the  junction  of  the  hard  and  soft  palates.  Lymph 
nodes:  right  inguinal  nodes  moderately  enlarged, 
firm,  non-tender.  Lungs:  were  clear.  Heart: 
was  normal  in  size  and  shape.  Pulse:  regular  and 
of  good  quality.  Blood  vessels:  moderately 

sclerotic.  Abdomen : scaphoid.  No  tenderness,  no 
masses  palpable.  Solid  organs  not  felt.  Genitalia: 
normal  adult  male.  Rectal  examination:  the 

prostate  gland  was  moderately  enlarged,  firm 
and  tender.  Extremities:  emaciation  was  marked. 
Left  hip  was  immobile.  Lateral  surface  of  the 
left  hip  presented  an  ulcerated  area  approxi- 
mately four  inches  x six  inches  which  extended 
through  the  fascia  of  the  gluteal  muscles.  There 
was  considerable  quantity  of  very  foul  pus  and 
sloughing  gangrenous  tissue  within  the  abscess 
cavity.  The  left  ankle  and  anterior  tibial  surfaces 
were  edematous. 

Laboratory:  Blood  on  admission,  R.B.C. 

1,070,000;  hemoglobin  4.1  gms.  per  100  cc. 
(Newcomer)  ; W.B.C.  1,150,  P.M.N.  54  per  cent, 
P.M.B.  2 per  cent,  myelocytes  2 per  cent,  lymph- 
ocytes 42  per  cent,  platelets  76,000  per  cu.  mm. 
Reticulocytes  3 per  cent.  Hematocrit  12.5,  cor- 
rected erythrocyte  sedimentation  index  2.7  mm. 
per  min.  Fragility  0.412  — .300.  Icterus  index 

This  is  the  fifteenth  of  a series  of  eases  to  be  published 
under  the  heading,  “Case  Record  Presenting  Clinical  Prob- 
lems.’’ The  cases  presented  are  selected  by  Dr.  Harry  L. 
Reinhart  as  the  most  instructive  among  those  discussed  at 
the  weekly  pathologic  conferences  at  Starling-Loving  Hos- 
pital, Ohio  State  University,  Columbus,  Ohio. 


9.  Wassermann  negative.  Urine  on  admission: 
Sp.  Gr.  1013.  Reaction-acid.  Albumin — 50  mg. 
Bacteria  2.  No  R.B.C,  no  W.B.C.  or  casts.  NPN 
— 21  nigs,  per  cent.  Sugar  150  mgs.  per  cent.  CCb 
combining  power  60  volumes  per  cent.  Hippuric 
acid  test  2.15  gms. 

Bromsulphthalein  26  per  cent  retention  after 
30  minutes.  Cultures  from  left  hip  ulceration — 
Staphylococcus  aureus  and  B.  Coli.  Z-ray  left 
hip  no  pathology  involving  the  hip  joint.  Barium 
meal  reveals  large  atonic  stomach  without  filling 
defect. 

Sternal  bone  marrow  punctures: 


P.M.N.  mature 

8/22 

44 

8/25 

84 

Metamyelocyte  

9 

5 

Myelocyte  C 

11 

48 

Myelocyte  B 

12 

39 

Myelocyte  A 

3 

11 

Myeloblasts  

0 

0 

P.M.E 

0 

3 

Lymphocytes  

2 

1 

Clasmatoeytes  

...  23 

20 

Megakaryocytes  

2 

1 

Normoblast  

21% 

...  58 

137 

Erythroblasts  

...  305 

144 

Megaloblasts  

...  31 

7 

79% 

500 

500 

Course  in  the  Hospital : On  admission  10  cc.  of 
liver  extract  was  given  intravenously.  Daily  in- 
jections of  1 cc.  intramuscularly  were  continued 
for  16  days.  The  left  hip  abscess  was  treated  with 
irrig-ations  of  1 per  cent  acetic  acid  and  sub- 
sequently with  continuous  irrigations  of  Dakin’s 
solution.  Temperature  ran  an  irregular  course 
reaching  as  high  as  103°.  Pulse  rate  was  constant 
between  100  and  120.  During  the  second  week 
the  patient  complained  of  dysuria  and  frequency. 
Urinalysis  at  this  time  revealed  numerous  Gram 
negative  bacilli.  In  the  third  week  and  there- 
after R B.C.  were  noted  in  the  urine  in  increasing 
numbers.  Iron  ammonium  citrate,  4 cc.  t.i.d.,  was 
instituted  during  the  fourth  week.  In  his  fifth 
week  he  developed  pain  in  his  left  chest  which 
was  related  to  respiration,  for  which  his  chest 
was  strapped.  There  were  no  physical  signs  of 
chest  pathology.  On  the  40th  day  an  ulcerated 
and  indurated  lesion  developed  on  the  left 
scrotum.  On  the  46th  day  the  patient  was  given 
a transfusion  of  500  cc.  of  citrated  blood  without 
reaction  and  without  apparent  improvement. 
Marked  apathy  and  semi-coma  developed  rapidly, 
and  he  died  on  the  48th  hospital  day. 

Dr.  C.  A.  Doan,  Commentator: 

This  patient  presented  an  interesting  problem 
in  differential  diagnosis  when  first  seen  in  Uni- 
versity Hospital.  During  the  summer  he  is  known 
to  have  painted  several  houses,  which  due  to  care- 
less and  slovenly  habits,  might  have  provided  the 
basis  for  a more  than  average  exposure  to  lead. 
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During  this  period  he  was  eating  very  little  food 
and  partaking  freely  of  alcoholic  beverages  from 
questionable  sources.  To  under-nutrition  and 
vitamin  deficiency,  therefore,  was  added  the  pos- 
sibility of  the  toxic  effects  from  the  indiscriminate 
use  of  cheap  liquor.  The  “neuritis”,  which  led  to 
the  diathermy  treatments,  might  have  arisen  out 
of  this  background.  The  extensive  gluteal  ab- 
scess, however,  dating  from  the  local  heat  treat- 
ments, presented  the  most  obvious  and  immediate 
source  of  the  general  toxic  state  (extremely  rapid 
sedimentation  rate)  when  the  patient  entered  the 
hospital.  There  was  no  lead  line  and  no  clinical 
evidence  of  scurvy,  pellagra  or  polyneuritis.  A 
profound  normochromic,  macrocytic  anemia  ex- 
isted with  a very  rare  erythrocyte  showing  punc- 
tate basophilia;  the  blood  platelets  were  only 
76,000  per  cu.  mm.,  about  l/10th  normal;  a leuco- 
penia  of  1200  cells  with  moderately  depressed 
granulocytes  further  suggested  a panhypoplasia 
of  the  bone  marrow. 

A sternal  bone  marrow  puncture  confirmed  the 
relative  hypoplasia  for  all  elements  normally 
found  at  this  site.  The  differential  cells  study  by 
the  supravital  technic  revealed  only  21  per  cent 
of  all  nucleated  elements  as  belonging  to  the 
white  cell  series,  79  per  cent  being  nucleated  red 
cells,  (normal  ratio  70  myelocytes  to  30  immature 
red  cells).  The  majority  of  the  erythroid  ele- 
ments were  at  the  erythroblastic  level  with  a 
definite  increase  in  megaloblasts  (normally  the 
majority  of  the  red  cells  are  at  the  late-  normo- 
blastic stage).  This  study  suggested  both  a gen- 
eral toxic  depression  of  all  hemopoiesis  and  a 
specific  maturation  deficit  for  the  red  cells,  ex- 
trinsic rather  than  intrinsic  in  origin.  The  in- 
crease in  highly  phagocytic  clasmatocytes  re- 
flected the  destructive  as  well  as  the  inhibitory 
effect  of  the  absorbed  toxins.  The  clinical  im- 
pression was  toxic  hypoplasia  secondary  to  a 
necrotizing  infection,  undernutrition,  and  vitamin 
deficiency. 

The  gangrenous  subcutaneous  and  fascial  tis- 
sues of  the  thigh  were  removed  down  to  the 
muscle  and  Dakinization  instituted;  an  adequate 
diet  was  provided,  liver  extract  was  given,  and 
at  once  both  clinical  and  laboratory  improvement 
were  apaprent.  Within  three  days  a second 
sternal  puncture  showed  a marked  change  in  the 
ratio,  maturation  levels  and  absolute  number  of 
nucleated  cells  per  unit  of  marrow.  The  mye- 
loid cells  at  this  time  had  increased  to  43  per  cent 
of  all  marrow  elements  and  a constantly  larger 
proportion  of  the  nucleated  red  cells  were  normo- 
blasts with  a reciprocal  diminution  in  megalo- 
blasts.  The  red  cells  in  the  blood  eventually  rose 
a million  or  more  per  cu.  mm.,  the  hemoglobin 
increased  2.6  mg.,  the  total  white  cells  gradually 
approached  5000  per  cu.  mm.,  and  the  platelets 
returned  to  normal,  698,000  per  cu.  mm. 

The  urine  had  shown  albumin  and  many  bac- 


teria on  admission.  In  the  midst  of  the  improve- 
ment mentioned  the  patient  suddenly  developed  a 
high  temperature  and  complained  of  frequent  and 
painful  urination.  Organisms  similar  to  those 
originally  obtained  from  the  gluteal  abscess  were 
cultured.  Evidences  of  a generalized  pyemia  de- 
veloped rapidly,  once  again  the  precariously 
balanced  hematologic  equilibrium  was  upset, 
(terminal  total  white  cell  count  450,  erythrocytes 
2,310,000,  platelets  92,000)  and  despite  suppor- 
tive measures,  including  blood  transfusions,  exitus 
followed. 

Dr.  H.  L.  Reinhart:  Anatomic  Diagnosis: 

1.  Massive  chronic  prostatic  abscess. 

2.  Chronic  ulceration  of  skin  and  muscles  of 
left  hip. 

3.  Septico-pyemia,  with  multiple  abscesses  of 
kidneys,  lungs,  epididymides,  seminal  vesicles  and 
scrotum. 

The  clinical  course  of  this  case  was  super- 
imposed on  an  obscure  chronic  focus  of  pyogenic 
infection  of  the  prostate  gland.  The  prostate  was 
destroyed  by  a massive  abscess,  the  cavity  of 
which  measures  six  cm.  in  diameter,  and  was 
filled  with  thick  creamy  pus.  The  abscess  was 
traversed  by  a few  heavy  cords  or  trabeculae  of 
fibrous  tissue,  while  the  wall  of  the  abscess  was 
composed  of  dense  firm  fibrous  tissue  averaging 
one  cm.  in  diameter  and  lined  by  a pyogenic  mem- 
brane. There  was  very  little  congestion  of  the 
urinary  bladder  or  evidence  of  prostatic  obstruc- 
tion, which  probably  explains  the  absence  of 
clinical  symptoms  which  might  have  focused  at- 
tention upon  the  prostate.  Rectal  examination 
(the  sine  qua  non  of  the  consultant)  was  made 
but  the  information  so  obtained  failed  to  impress 
the  examiner  as  significant.  With  an  obvious 
source  of  toxemia  and  sepsis  (as  for  example  in 
this  case,  the  chronic  ulceration  of  the  left  hip), 
the  possibility  of  a more  chronic  focus  of  sepsis 
as  a factor  in  primarily  undermining  the  re- 
sistance of  a patient  is  occasionally  overlooked. 

With  the  factual  establishment  of  a chronic 
prostatic  abscess  “the  neuralgic  pains”  in  the  left 
hip  may  be  interpreted  as  a symptom  of  this 
condition.  An  explanation  is  also  available  for  the 
formation  of  the  secondary  abscess  in  the  left  hip 
following  the  diathermy. 

The  secondary  abscess  in  the  left  hip  rapidly 
enlarged  without  the  formation  of  a limiting  wall 
or  membrane,  and  following  incision  was  con- 
verted into  a large  ulceration.  There  was  no  evi- 
dence of  localization  or  tissue  resistance  follow- 
ing drainage  of  the  abscess,  the  infection  con- 
tinuing to  extend  deep  into  the  muscles.  Muscle 
tissue  is  notably  poor  in  the  localization  of  in- 
fection and  with  the  general  humoral  and  cellu- 
lar resistance  paralyzed  the  flood  gates  were 
opened  and  septico-pyemia  wa§  the  terminal 
event. 


THE  IMPORTANCE  OF  THE  HISTORY  IN  THE  MANAGEMENT  OF 

AN  ALLERGIC  PATIENT 

By  JOSEPH  B.  BIEDERMAN,  M.D.,  Cincinnati,  Ohio 


THE  object  of  this  presentation  is  to  stress, 
in  the  treatment  of  allergic  individuals, 
the  importance  of  their  detailed  and  per- 
sistent study.  In  the  care  of  these  patients  it  is 
not  enough  to  make  the  diagnosis  and  then  out- 
line a method  of  treatment.  The  treatment  can- 
not be  completely  predicted  in  advance.  It  is 
necessary  to  constantly  observe  the  patient  in 
order  to  obtain  all  possible  information  about 
him  so  that  he  may  be  treated  successfully. 

Miss  A.  S.,  a schoolteacher  30  years  old  com- 
plained of  “asthma  and  sneezing  spells  present 
for  20  years.”  Her  past  history  reveals  that  she 
has  never  been  sick,  except  for  an  occasional 
cold.  Her  family  history  reveals  her  father  to 
have  had  asthma  and  her  mother  hay-fever  and 
rose-fever. 

Although  her  asthma  and  sneezing  spells  are 
present  throughout  the  year,  they  are  much 
worse  beginning  about  the  middle  of  August  and 
lasting  until  the  first  frost.  During  the  period  of 
aggravated  symptoms  she  is  worse  immediately 
before  arising  from  bed  and  about  half  an  hour 
after  breakfast.  She  also  noticed  that  her 
asthma  was  much  worse  every  second  Friday  eve- 
ning. She  knew  that  dust,  certain  cosmetics, 
horses  and  pork  gave  her  asthma.  That  during 
the  months  of  August  and  September  she  was 
better  when  in  her  bedroom  than  when  outdoors, 
but  that  during  the  winter  she  felt  better  when 
outdoors.  Only  in  the  winter  are  her  symptoms 
worse  after  going  to  bed  than  at  any  other  time. 
Sometimes  she  is  warned  of  an  impending  attack 
of  asthma  or  a sneezing  spell  by  an  itching  in  her 
nose,  while  at  other  times  no  itching  is  present. 
The  secretion  from  her  nose  is  thin  and  watery. 

Her  physical  examination  revealed  the  follow- 
ing positive  findings:  Pale,  boggy,  enlarged 

turbinates.  Whistling  and  wheezing  rhonic  as 
well  as  crepitant  and  sibilant  rales  in  her  chest. 
Her  blood  pressure  was  102/68.  From  her  his- 
tory and  physical  examination  we  make  a diag- 
nosis of:  1.  Perennial  asthma;  2.  Perennial  vas- 
omotor rhinitis;  3.  Seasonal  asthma  and  hay 
fever. 

From  her  history  we  suspect  and  eliminate 
the  following:  Since  she  is  30  years  old,  and  since 
the  onset  of  her  trouble  was  at  the  age  of  10,  the 
chances  of  bacteria  being  offenders  are  lessened 
because  the  latter  most  frequently  occur  in  people 
over  40  years  of  age.  The  fact  that  her  symptoms 
are  worse  from  about  the  middle  of  August  until 
the  first  frost  centers  our  attention  upon  those 
pollens  present  in  our  environment  at  that  time, 
namely,  ragweeds,  lamb’s  quarters,  pigweeds, 
wormwood  and  cocklebur. 

During  the  pollinating  period  of  the  above 
plants  she  is  worse  immediately  before  arising 
(when  the  pollen  content  of  the  air  is  the 
greatest).  She  is  also  worse  half  an  hour  after 
breakfast  so  we  must  suspect  something  she  has 
for  breakfast  daily.  Upon  going  further  into  de- 
tail concerning  the  foods  routinely  eaten  for 
breakfast  it  was  found  that  oranges  were  the 
only  food  that  was  eaten  regularly  for  breakfast. 
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Since  she  stated  that  she  washed  her  hair  every 
other  Friday  evening  with  Drene  Shampoo  the 
latter  must  be  suspected  as  the  cause  of  her 
aggravated  symptoms  every  other  Friday.  She 
volunteered  that  dust,  certain  cosmetics,  horses 
and  pork  troubled  her, 

When  she  stated  that  during  the  months  of 
August  and  September  she  was  worse  out  of  doors 
than  indoors,  it  strengthened  our  suspicion  of 
pollens  as  offenders  because  the  concentration  of 
pollen  in  the  outside  air  is  approximately  twice 
as  great  as  inside  a home.  She  stated,  further, 
that  during  the  winter  she  felt  better  when  out- 
doors than  when  in  her  bedroom.  This  makes  us 
suspicion  woolens  which  are  the  commonest 
things  added  to  the  home  in  winter.  The  fact 
that  she  is  worse  when  going  to  bed  only  during 
the  winter  months  strengthens  our  suspicion  of 
woolen  blankets  as  trouble  makers.  She  also 
states  that  sometimes  she  is  warned  of  an  im- 
pending attack  by  itching  of  her  nose  (suggest- 
ing inhalants)  while  at  other  times  there  is  no 
itching  (suggesting  foods)  as  trouble  makers. 
We  must  therefore  suspect  both  inhalants  and 
foods.  The  secretion  from  her  nose  being  thin 
and  watery  suggests  a pure  allergic  basis  not 
complicated  by  bacterial  infection  which  would 
have  made  the  secretion  thick  and  yellow 
colored  from  the  polymorphonuclear  cells  and 
infecting  agents. 

From  her  history  alone  we  must  indict  the  fol- 
lowing twelve  substances: 

1.  Ragweed 

2.  Lamb’s  Quarters 

3.  Pigweeds 

4.  Wormwood 

5.  Cocklebur 

6.  Oranges 

7.  Drene  Shampoo 

8.  Dust 

9.  Orris  root  or  other  cosmetic  ingredients 

10.  Horses 

11.  Pork 

12.  Wool. 

Intraeutaneous  skin  tests  verified  the  above 
suspicioned  substances  and  added  chocolate  as 
well  as  peanuts  to  the  list  of  suspected  allergens. 

The  object  now  was  to  eliminate  as  much  as 
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possible  all  offenders  from  her  environment  and 
to  desensitize  her  against  those  substances  im- 
possible to  avoid.  She  was  told  to  eliminate  the 
foods  from  her  diet,  change  her  wool  blanket 
for  a cotton  comfort  and  cotton  blankets,  and  she 
was  desensitized  against  the  pollens,  dust  and 
orris  root.  She  completely  recovered  and  had 
peas,  chocolate  and  pork  added  to  her  diet  with- 
out any  trouble.  When  oranges  were  added  her 
sneezing  returned  so  the  latter  were  discontinued. 

She  remained  well  until  the  middle  of  August 
when  despite  the  adequate  pollen  treatment  she 
began  to  sneeze  and  have  asthma  again,  usually 
worse  about  3 p.  m.,  after  breakfast  and  fre- 
quently about  6 p.  m.  Itching  of  the  nose  was 
present  only  at  the  6 p.  m.  sessions.  Since  itching 
was  not  present  after  the  breakfast  attack  and 
at  3 p.  m.,  foods  were  suspected  as  the  trouble 
makers  at  this  time.  Upon  detailed  questioning 
it  was  discovered  that  her  breakfast  food  con- 
sisted of  ham  and  that  at  2:45  each  day  she  was 
accustomed  to  have  a chocolate  soda.  It  seemed 
probable  that  the  pork  product  and  the  chocolate, 
although  causing  no  trouble  outside  the  pollen 
season,  were  capable  of  causing  symptoms  when 
her  resistance  was  lowered  during  the  hay  fever 
season.  Removal  of  pork  and  its  products  from 
her  diet  as  well  as  chocolate  corroborated  our 
suspicions  by  eliminating  the  after  breakfast 
trouble  as  well  as  the  afternoon  trouble.  Since 
the  symptoms  occurring  about  6 p.  m.  were  ac- 
companied by  itching  in  her  nose,  inhalants  were 
suspicioned. 

Pollens  were  eliminated  by  the  fact  that  she 
was  free  of  symptoms  early  in  the  morning  when 
the  pollen  content  was  highest.  Questioning  her 
regarding  contact  at  about  6 p.  m.  with  an  un- 
usual amount  of  the  other  inhalants  to  which 
she  gave  positive  skin  reactions  such  as  dust, 
orris  root  containing  substances  and  horses  she 
denied  contact.  Upon  questioning  her  regarding 
contact  with  other  members  of  the  household  who 
might  be  using  orris  root  contained  substances  or 
might  be  bringing  home  horse  dander,  she  re- 
membered that  her  brother  had  purchased  a horse 
and  came  home  every  night  at  about  6 p.  m.  after 
a horseback  ride  and  was  bringing  home  the  horse 
dander  on  his  clothes.  He  changed  clothes  before 
coming  home  and  his  sister  became  symptom  free. 

SUMMARY 

This  patient  is  presented  to  demonstrate  how 
many  useful  points  may  be  obtained  from  the 
patient  by  a careful  history.  That  the  patient 
may  be  sensitive  to  various  substances  at  certain 
times  of  the  year  when  his  or  her  resistance  is 
lowered.  Success  in  the  treatment  of  allergic  in- 
dividuals depends  upon  continued  study  of  the 
patient.  Increasing  or  decreasing  the  pollen  dos- 
age of  this  patient  during  the  pollinating  season 


without  further  study,  would  have  resulted  in  a 
failure  to  obtain  results. 

In  closing  I suggest  re-reading  of  the  opening 
paragraph. 

607  Doctors  Building. 


Diagnostic  Skin  Tests 

The  following  rules  for  safety  may  be  laid 
down: 

1.  Never  make  an  intraderm al  test  on  a patient 
for  a substance  to  which  he  has  not  recently  had 
a negative  scratch  test. 

2.  In  making  scratch  tests,  particularly  on  a 
patient  with  a history  of  asthma,  or  with  a 
definite  history  of  sensitization  to  one  or  more 
extrinsic  substances,  do  not  make  too  many  tests 
at  one  time.  On  a child  twelve  to  fifteen  scratch 
tests  may  be  ample  for  a first  sitting. 

3.  In  making  scratch  tests,  if  an  urticarial 
wheal  begins  to  develop  immediately  or  within 
one  or  two  minutes  after  the  test  substance  is 
applied,  wash  it  off  carefully.  Don’t  wait  to  see 
how  big  a wheal  the  patient  can  develop  and  per- 
mit him  to  absorb  more  test  material  than  neces- 
sary. The  chances  are  that  the  patient  is  enorm- 
ously sensitive  to  this  substance  and  it  will  be 
wise  to  use  it  as  carefully  as  you  would  arsenic. 

4.  If  you  have  not  had  considerable  experience 
do  not  make  intradermal  tests.  It  is  so  easy  to 
get  false  positives  that  this  type  of  testing  while 
more  delicate  is  less  accurate  anyway.  If  you 
must  use  them  don’t  make  more  than  six  or  eight 
at  a time. 

While  the  above  rules  may  seem  ultracautious, 
accidents  will  be  practically  nil  if  they  are  fol- 
lowed. In  an  experience  devoted  to  allergy  for 
the  past  eight  years,  I have  seen  only  one  patient 
who  needed  epinephrin  to  control  his  symptoms 
after  scratch  tests.  This  was  the  case  of  an  adult 
male  enormously  sensitive  to  grass  pollens.  Ten 
pollen  tests  were  made  and  were  washed  off  in 
about  five  minutes.  The  constitutional  reaction 
was  readily  controlled  by  epinephrin.  When  un- 
toward results  are  reported  from  skin  tests,  a 
report  should  be  made  of  the  number  of  positive 
tests  at  the  time,  and  the  duration  of  time  that 
the  substance  was  permitted  to  remain  in  contact 
with  the  skin. — Lucile  R.  Grant,  A.B.,  M.D., 
Grand  Rapids,  Mich.  Jour.  Mich  State  Medical 
Society,  36:99,  February,  1937. 


“Eye  Specialist”  Racket  Broken  Up 

The  United  States  Post  Office  Department  has 
announced  that  its  inspectors  have  broken  up  a 
nation-wide  gang  of  fakers  posing  as  eye  spe- 
cialists, and  preying  on  aged  persons  particularly 
in  rural  communities.  It  is  estimated  that  the 
public  has  been  swindled  out  of  more  than 
$1,000,000  in  this  manner. 


TUBERCULOSIS  ABSTRACTS 


A Review  for  Physicians  Issued  by  the  National  Tuberculosis  Association  and  Distributed 
by  Its  Component  Society,  the  Ohio  Public  Health  Association 


THE  EARLY  DIAGNOSIS  CAMPAIGN 

FOR  ten  consecutive  years  the  tuberculosis 
associations  of  the  United  States  have  been 
conducting  in  the  month  of  April  an  an- 
nual publicity  campaign  for  the  early  diagnosis 
of  tuberculosis.  Dr.  Livingston  Trudeau,  the 
pioneer  of  the  fight  against  tuberculosis  in  the 
United  States,  went  on  record  at  the  first  meet- 
ing of  the  National  Tuberculosis  Association  on 
May  18,  1905,  as  follows: 

“The  first  and  greatest  need  in  the  prevention 
of  tuberculosis  is  education;  education  of  the 
people,  and  through  them  education  of  the  state. 
It  is  evident  that  if  every  man  and  woman  in  the 
United  States  were  familiar  with  the  main  facts 
relating  to  the  manner  in  which  tuberculosis  is 
communicated  and  the  simple  measures  neces- 
sary for  their  protection,  not  only  might  we 
reasonably  expect  as  a direct  result  of  this 
knowledge  a great  diminution  in  the  death-rate 
of  the  disease,  but  the  people  would  soon  demand 
and  easily  obtain  effective  legislation  for  its  pre- 
vention and  control. 

“When  a state  has  once  become  well  educated, 
and  not  before,  will  the  other  requisites  neces- 
sary to  the  control  of  the  disease  be  forthcoming.” 
This  fundamental  principle  is  as  valid  today 
as  it  was  32  years  ago.  Again  the  farsighted 
physician  is  urged  to  lend  his  help  to  this  year’s 
campaign. 

The  theme  of  the  1937  E.D.C.  (Early  Diagnosis 
Campaign)  is  “Uncover  Tuberculosis  with  Modern 
Methods”.  For  the  campaign  three  leaflets  have 
been  produced. 

The  first  leaflet  called  “Signals”  deals  with 
early  symptoms  of  tuberculosis  and  the  import- 
ance of  consulting  the  doctor  on  their  first  ap- 
pearance. It  is  a discouraging  fact  that  in  the 
last  ten  years  no  appreciable  increase  has  oc- 
curred in  the  proportion  of  “early  cases”  ad- 
mitted to  sanatoria.  This  is  in  spite  of  years  of 
earnest  educational  efforts  urging  people  to  ob- 
tain medical  advice  on  the  appearance  of  the 
earliest  symptoms  which  are  enumerated  in  the 
pamphlet.  One  of  the  explanations  offered  is  that 
some  of  the  early  symptoms  are  not  sufficiently 
severe  to  prompt  people  to  action.  In  fact  they 
are  often  so  subtle  as  to  be  overlooked  even  by 
the  doctor.  Surveys  of  large  numbers  of  sana- 
torium patients  have  shown  that  fatigue  is  often 
the  first  and  only  warning  signal.  Another  danger 
sign  which  is  just  as  often  overlooked  or  disre- 
garded by  the  patient  is  a group  of  symptoms 
which  we  commonly  call  indigestion.  A cough 


that  hangs  on,  loss  of  weight,  blood  spitting, 
pleuritic  pain,  are  more  likely  to  cause  a man 
or  woman  to  visit  the  family  doctor.  The  physi- 
cian’s greatest  part  in  the  fight  against  tuber- 
culosis is  his  willingness  to  investigate  these 
danger  signs  at  once,  bearing  in  mind  that  often 
it  is  impossible  to  exclude  tuberculosis  without 
an  X-ray  of  the  chest. 

The  somewhat  out-dated  survey  by  Dr.  Lins- 
ley  Williams  and  Miss  Alice  Hill  has  furnished 
data  relating  to  the  fate  of  about  1500  tuber- 
culosis sanatorium  patients.  A regrettably  large 
number  of  these  cases  were  first  diagnosed  as 
bronchitis,  pleurisy,  colds,  “congestion”  of  the 
lung  and  a great  variety  of  other  diseases  in- 
cluding malaria,  cancer,  anemia,  pathological  con- 
ditions of  the  liver,  kidney,  bladder  and  even 
rheumatism. 

Only  the  four  classic  symptoms  of  early  tuber- 
culosis— fatigue,  loss  of  weight,  cough  and  in- 
digestion, are  mentioned  in  the  pamphlet.  Care 
is  taken  to  make  clear  that  none  of  these  symp- 
toms is  pathognomonic  but  that  any  one  of  them 
should  be  considered  as  a danger  signal  to  be  in- 
vestigated by  the  physician,  emphasizing  the  ad- 
vice that  he  be  consulted  early. 

The  second  booklet  “It  Can  Happen”  deals 
with  the  tuberculin  test  and  is  addressed  to  high 
school  groups. 

The  third  booklet  “In  Every  Home”  deals  with 
the  age-old  story  of  contacts. 

It  is  abundantly  recognized  that  the  reason  for 
failure  to  find  early  cases  cannot  result  entirely 
from  the  apathy  of  patients  nor  from  lack  of 
vigilance  on  the  part  of  the  doctor.  Sanatorium 
men  recognize  the  fact  that  more  and  more  cases 
appear  where  the  transition  from  the  “early”  or 
“silent”  stage  of  tuberculosis  to  the  moderately 
advanced  or  far  advanced  is  relatively  swift  and 
only  by  the  barest  chance  is  the  minimal  case 
detected  if  the  X-ray  is  not  used  as  a standard 
aid  in  diagnostic  practice. 

Dr.  Esmond  R.  Long,  director  of  Henry  Phipps 
Institute  in  Philadelphia,  has  recently  stated 
that:  “We  have  all  the  knowledge  for  the  early 
discovery  of  tuberculosis.  It  is  high  time  we 
ceased  to  find  the  cases  for  the  first  time  after 
they  are  far  advanced.  Only  wide  education  will 
help”. 


When  cod  liver  oil  becomes  rancid  it  is  a poor 
source  of  vitamin  A,  but  its  vitamin  D is  altered 
little,  if  any. 
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Kept  by  David  A.  Tucker,  Jr.,  M.D.,  Cincinnati,  Ohio 

HISTORY  OF  A SUCCESSFUL  CASE  OF  CAESAREAN  OPERATION 

By  John  L.  Richmond,  M.D.,  of  Newtown,  Ohio. 


ON  THE  22d  of  April,  1827,  I was  called  to 
visit  a Miss  E.  C.  in  labour;  on  my  ar- 
rival at  the  house,  I found  she  had  been 
in  labour  about  30  hours.  Two  midwives  had  been 
called,  but  neither  of  them  could  give  any  account 
of  the  case,  except  that  “she  had  fits  and  the 
pains  did  no  good”. 

On  examination,  I found  that  the  os  externum, 
had  suffered  no  dilation,  and  there  was  no  foetal 
tumour  in  the  pelvis,  except  when  the  pain  was 
on,  when  there  was  a kind  of  pressing  down  of 
the  uterus  and  the  contents  of  the  pelvis.  The 
uterus  presented  a smooth  tumour  towards  the 
superior  extremity  of  the  vagina,  which  seemed 
only  to  be  felt  through  the  anterior  part  of  the 
vagina,  and  the  anterior  part  appeared  to  form 
an  acute  angle  with  the  posterior,  immediately  in 
the  hollow  of  the  sacrum,  and  a little  posterior 
to  the  tumour. 

She  lay,  by  spells,  comparatively  easy;  when 
her  pains  came  on,  they  continued  for  a short 
space  of  time,  nearly  regular  or  natural,  but  in 
twenty  or  thirty  seconds  were  transferred  to  the 
stomach,  and  immediately  terminated  in  general 
convulsions,  which  continued  from  three  to  five 
minutes,  and  were  succeeded  by  alarming  faint- 
ings,  which  lasted  from  ten  to  twenty  minutes. 
The  system  was  much  exhausted,  the  pulse  de- 
pressed, and  not  the  least  advantage  yet  resulted 
from  all  she  had  suffered. 

My  first  object  was,  to  prevent  the  convulsions 
and  to  recruit  the  system;  for  which  purpose  I 
gave  laudanum  and  sulphuric  ether,  and  applied 
flannel  wet  with  hot  spirits  to  the  feet.  These 
measures  produced  considerable  mitigation  of  the 
convulsions,  but  the  fainting  increased.  I had  no 
recourse  to  cordials,  for  these  could  not  be  ob- 
tained. I was  seven  miles  from  home,  and  had 
but  few  medicines  with  me.  I spent  four  hours 
in  fruitless  attempts,  either  to  recruit  my  patient 
or  to  ascertain  the  exact  condition  of  the  mother, 
or  the  presentation  of  the  child.  The  vagina 
seemed  a kind  of  sack,  the  extremity  of  which 
could  easily  be  reached  with  the  finger,  but  noth- 


The Author 

® John  L.  Richmond,  whose  account  of  the  first 
recorded  Caesarean  operation  performed  in  this  coun- 
try, is  here  reprinted,  was  a native  of  New  York.  He 
began  the  study  of  medicine  in  the  office  of  a country 
practitioner  but  shortly  thereafter  his  family 
migrated  westward,  first  to  Pittsburgh  and  later  to 
Cincinnati.  Richmond’s  formal  education  consisted  in 
a few  weeks  at  a country  school  in  the  Statte  of 
New  York.  He  matriculated  in  the  Medical  College 
of  Ohio,  earning  his  expenses  by  working  as  a janitor 
in  the  College  building.  After  graduation  he  lo- 
cated in  Newtown,  Ohio,  near  Cincinnati.  About 
1832  he  removed  to  Indiana,  where  he  practiced  medi- 
cine and  preached  as  a minister  of  the  Baptist 
Church.  He  subsequently  formed  a partnership  in 
Indianapolis  with  Dr.  Geo.  Mears  and  his  son,  Corydon 
Richmond.  Later  he  was  compelled  to  retire  on 
account  of  ill  health,  living  with  a daughter  in  Cov- 
ington, Ind.  He  was  buried  in  Lafayette,  Indiana. 
A monument  erected  in  Newtown  about  25  years  ago 
commemorates  this  Caesarean  operation. 


ing  like  a uterus,  could  be  felt,  except  a tumour 
above,  which  was  felt  through  the  vagina;  under 
these  circumstances,  finding  my  patient  fast  sink- 
ing, I requested  advice,  which,  however,  could  not 
be  obtained,  on  account  of  high  water  in  the  Little 
Miami  and  the  darkness  of  the  night. 

I informed  the  patient  and  her  friends,  of  the 
only  means  by  which  I could  conceive  of  relief; 
this  was  at  once  consented  to  as  affording  some 
hopes  of  life. 

After  doing  all  in  my  power  for  her  preserva- 
tion, and  feeling  myself  entirely  in  the  dark  as 
to  her  situation,  and  finding  that  whatever  was 
done,  must  be  done  soon,  and  feeling  a deep  and 
solemn  sense  of  my  responsibility,  with  only  a 
case  of  common  pocket  instruments,  about  one 
o’clock  at  night,  I commenced  the  Caesarean  Sec- 
tion. Here  I must  take  the  liberty  to  digress  from 
my  subject,  and  relate  the  condition  of  the  house, 
which  was  made  of  logs  that  were  green,  and  put 
together  not  more  than  a week  before.  The 
crevices  were  not  chinked,  there  was  no  chimney, 
nor  chamber  floor.  The  night  was  stormy  and 
windy,  insomuch,  that  the  assistants  had  to  hold 
blankets  to  keep  the  candles  from  being  blown 
out.  Under  these  circumstances  it  is  hard  to  con- 
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ceive  of  the  state  of  my  feelings,  when  I was  con- 
vinced that  the  patient  must  die,  or  the  operation 
be  performed. 

I commenced  the  operation,  by  making  an  in- 
cision through  the  integuments,  down  to  the  linea 
alba  from  the  umbilicus,  to  within  an  inch  and  a 
half  of  the  pubis.  I then  made  a short  incision 
through  the  tendon,  about  one  third  of  the  way 
from  the  lower  extremity  of  the  other,  and  in- 
troducing my  finger,  I found  that  the  omentum 
was  much  in  the  way,  as  she  was  very  fat.  I in- 
troduced the  blade  of  a crooked  pair  of  scissors, 
and  crowding  the  omentum  up  with  my  finger, 
cut  first  up  and  then  down.  During  this  part  of 
the  operation,  the  haemorrhage  was  very  trifling. 
I presume  not  exceeding  four  or  five  ounces. 

As  soon  as  the  tension  of  the  abdominal  mus- 
cles was  taken  off,  the  convulsions  subsided,  and 
the  patient  became  composed  and  tranquil.  The 
uterus  then  presenting,  I proceeded  to  divide  it 
in  the  same  manner  as  I had  done  the  linea  alba. 
I made  the  incision  from  as  low  down  as  I could, 
to  near  the  fundus  uteri;  the  incision  passed  im- 
mediately over  the  placenta.  This  incision  pro- 
duced considerable  haemorrhage,  which  however, 
soon  partially  subsided  and  I,  then,  divided  the 
placenta,  by  making  a small  incision  in  it,  and 
then  lacerating  it,  which  I thought  would  oc- 
casion less  haemorrhage  than  to  cut  the  whole  of 
it.  I then  suffered  all  the  blood  to  escape  that  I 
could,  while  the  whole  cavity  of  the  abdomen  was 
filled;  and  wiped  away  all  I could,  before  trying 
to  remove  the  child. 

The  child  lay  with  the  back  presenting  to  the 
incision,  the  head  resting  on  the  superior  strait 
of  the  pelvis;  the  uterus  and  placenta  being  thus 
divided,  the  contractions  of  the  former  were  rapid, 
and  the  latter  soon  became  entirely  detached. 
As  soon  as  the  gush  of  blood  partially  subsided, 
I commenced  my  efforts  to  remove  the  child;  but 
as  it  was  uncommonly  large,  and  the  mother  very 
fat,  and  having  no  assistance,  I found  this  part 
of  my  operation  more  difficult  than  I had  antici- 
pated.  My  first  endeavor  was  to  raise  the  child 
sufficiently  towards  the  stomach,  to  bring  the 
head  from  under  the  pubis;  but  this  I was  unable 
to  do,  by  any  force  which  appeared  to  me  safe  to 
exert.  I then  made  several  vain  attempts  to  raise 
the  breech.  After  which  I endeavored  to  pass 
my  hand  around  the  child,  and  get  hold  of  the 
feet,  but  this  the  patient  could  not  endure;  and 
thinking  the  danger  of  the  mother  very  great;  and 
believing  or  supposing,  that  the  child  was  dead 
from  the  detachment  of  the  placenta;  and  con- 
sidering, at  all  events,  that  a childless  mother, 
was  better  than  a motherless  child,  I determined 
to  do  all  I could  for  the  preservation  of  the 
mother.  Accordingly  I made  a transverse  incision 
across  the  back  of  the  foetus,  near  the  upper 
lumbar  vertebrae,  and  the  muscles  of  the  back 
being  divided,  it  formed  an  angle  instead  of  a 


curve,  by  which  means  I was  enabled,  easily  to 
extract  it.  The  placenta,  being  entirely  detached 
from  the  uterus,  was  at  once  removed,  and  the 
blood  carefully  wiped  out  of  the  uterus  and  all 
surrounding  parts  properly  clean,  I now  de- 
termined to  make,  if  possible,  some  discovery  in 
relation  to  the  orificium  uteri.  I accordingly 
passed  my  hand  into  the  uterus ; and,  by  examining 
carefully,  I found  an  apperture  which,  to  the 
touch,  from  within,  did  not  seem  to  bear  any  re- 
semblance to  a natural  orifice.  I introduced  the 
finger  of  the  other  hand,  into  the  vagina  and 
could  not  bring  them  into  contact  with  each 
other — there  seemed  to  be  a kind  of  tube,  leading 
from  the  uterus,  to  within  about  three-fourths  of 
an  inch  of  the  meatus  urinarius  into  which  I 
could  not  pass  my  finger  at  the  upper  extremity, 
to  any  distance,  and  not  at  all  below.  I then 
dressed  the  wound  in  the  common  manner,  with 
sutures  and  adhesive  straps,  leaving  about  two 
inches  of  the  lower  extremity  open. 

She  now  lay  perfectly  easy  and  went  to  sleep. 
I kept  her  in  one  position  for  four  days,  keeping 
the  bowels  open  with  saline  purges  and  injections. 
The  lochial  discharge  commenced  in  about  eight 
hours,  and  continued  for  five  days;  some  discharge 
also  occurred  from  the  open  part  of  the  incision. 
That  part  of  the  wound  which  was  closed,  ad- 
hered by  the  first  intention.  I suffered  her  to 
take  no  nourishment  but  weak  gruel.  On  the 
seventh  day,  I closed  the  lower  part  of  the 
wound;  but  finding,  on  the  twelfth,  that  an  ac- 
cumulation had  taken  place  in  the  cavity  of  the 
abdomen,  I opened  a small  orifice  from  which  a 
large  quantity  of  black  very  offensive  blood  and 
water,  was  discharged.  I then  introduced  a 
female  catheter,  and  with  a pint  syringe,  threw 
in  three  pints  of  warm  water  with  a small  quan- 
tity of  soap  in  it,  and  drew  it  back  with  the 
syringe,  after  the  manner  of  a stomach  pump; 
this  I repeated  six  successive  days,  when  the 
water  which  was  injected  ceased  to  be  coloured 
and  the  orifice  was  suffered  to  close.  The  patient 
never  complained  of  pain  during  the  whole  course 
of  the  cure.  She  commenced  work  in  twenty-four 
days  from  the  operation,  and  in  the  fifth  week 
walked  a mile  and  back  the  same  day. 

One  circumstance  I cannot  forbear  relating. 
As  I was  syringing  out  the  abdomen,  as  above 
mentioned,  a neighboring  woman,  standing  by  my 
side,  said  to  her  what  makes  you  laugh?  to  which 
she  replied,  because  it  feels  so  queer.  I looked  at 
her  face  and  she  was  laughing. 

I have  made  a recent  examination  of  this 
patient,  pervaginam,  and  the  condition  of  the 
vagina  remains  as  above  described,  only  it  is 
now  more  shallow  than  it  was  when  the  uterus 
was  raised  into  the  abdomen;  the  whole  depth  of 
the  vagina  is  now  only  two-thirds  of  a fingers 
length,  the  orifice,  or  abnormal  os  tincae,  would 
(Continued  on  Page  4 U7) 


Ninety -First  Annual  Meeting 

OHIO  STATE  MEDICAL  ASSOCIATION 

Hotel  Biltmore,  Dayton,  Ohio 
Wednesday  and  Thursday, 

April  28  and  29,  1937 


SUMMARY  OF  PROGRAM  . . . 


Wednesday,  April  28 

10:00  A.M.  FIRST  GENERAL  SESSION. 

Opening  Session,  House  of  Delegates.  Junior  Ballroom, 
Fourth  Floor,  Hotel  Biltmore. 

Annual  Address  of  the  President  and  Business  Session. 

12:00  Noon  PUBLIC  HEALTH  ROUND-TABLE  LUNCHEON. 

Under  auspices  of  Section  on  Public  Health  and  Preventive 

Medicine. 

FRATERNITY  AND  CLASS  LUNCHEONS. 

1:00  P.M.  FORMAL  OPENING  OF  SCIENTIFIC  EXHIBIT. 

2:00  SECOND  GENERAL  SESSION. 

Ballroom,  Fourth  Floor,  Hotel  Biltmore. 

Weston  A.  Price,  D.D.S.,  M.S.,  Cleveland,  guest  speaker. 
Following  Ohio  physicians  representing  Scientific  Sections: 
J.  Fremont  Bateman,  M.D.,  Colyimbus,  Section  on  Nervous 
and  Mental  Diseases;  S.  O.  Freedlander,  M.D.,  Cleveland, 
Section  on  Surgery;  Charles  A.  Doan,  M.D.,  Carl  V. 
Moore,  M.D.,  and  Thomas  F.  Ross,  M.D.,  Columbus, 
Section  on  Medicine. 

5:00  INSPECTION  OF  SCIENTIFIC  EXHIBIT. 


6:00  PAST-PRESIDENT  DINNER. 

8:00  THIRD  GENERAL  SESSION. 

Ballroom,  Fourth  Floor,  Hotel  Biltmore. 

Walter  C.  Alvarez,  M.D.,  Rochester,  Minn.,  and  Frank  E. 
Adair,  M.D.,  New  York  City,  guest  speakers. 


Thursday,  April  29 

9:00  A.M.  SESSIONS  OF  SIX  SCIENTIFIC  SECTIONS: 
SECTION  ON  MEDICINE. 

Main  Ballroom,  Fourth  Floor,  Hotel  Biltmore. 
SECTION  ON  SURGERY. 

Junior  Ballroom,  Fourth  Floor,  Hotel  Biltmore. 
SECTION  ON  OBSTETRICS  AND  GYNECOLOGY. 

Club  Room  B,  Mezzanine  Floor,  Hotel  Biltmore. 
SECTION  ON  PEDIATRICS. 

Club  Room  C,  Mezzanine  Floor,  Hotel  Biltmore. 
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SECTION  ON  EYE,  EAR,  NOSE  AND  THROAT. 
Lounge,  Fourth  Floor,  Hotel  Biltmore. 

SECTION  ON  NERVOUS  AND  MENTAL  DIS- 
EASES. 

Club  Room  A,  Mezzanine  Floor,  Hotel  Biltmore. 

12:00  Noon.  HOUSE  OF  DELEGATES  LUNCHEON. 

Final  session,  House  of  Delegates,  Junior  Ballroom,  Fourth 
Floor,  Hotel  Biltmore. 

1 :00  P.  M.  INSPECTION  OF  SCIENTIFIC  EXHIBIT. 

3:00  FOURTH  GENERAL  SESSION. 

Ballroom,  Fourth  Floor,  Hotel  Biltmore. 

Fred  W.  Rankin,  M.D.,  Lexington,  Ky.,  guest  speaker. 
Following  Ohio  physicians  representing  Scientific  Sections: 
Wm.  B.  Chamberlin,  M.D.,  Cleveland,  Section  on  Eye,  Ear, 
Nose  and  Throat;  C.  R.  Rittershofer,  M.D.,  Cincinnati, 
Section  on  Pediatrics;  William  H.  Weir,  M.D.,  Cleveland, 
Section  on  Obstetrics  and  Gynecology. 

5:00  INSPECTION  OF  SCIENTIFIC  EXHIBIT. 

7:00  FIFTH  GENERAL  SESSION. 

Ballroom,  Fourth  Floor,  Hotel  Biltmore. 

ANNUAL  BANQUET. 

1.  Presentation  of  Past-President’s  Gavel  and  Introduc- 
tion of  Incoming  President  and  President-Elect. 

2.  Address:  Lloyd  C.  Douglas,  D.D.,  Los  Angeles,  Cali- 

fornia, author  of  “Magnificent  Obession”  and  “Green 
Light”. 


€$F  DELEGATES  , ■ ■ 

FIRST  SESSION 

Wednesday  Morning,  April  28 
10:00  o’clock 

Meeting  Place — Junior  Ballroom,  Fourth  Floor,  Hotel  Biltmore. 


Presentation  of  the  President  of  the  Ohio  State  Medical  Association  by 
Roy  S.  Binkley,  President  of  the  Montgomery  County 
Medical  Society 

In  the  chair,  E.  M.  Huston,  President, 

Ohio  State  Medical  Association 

1.  Call  to  Order  by  the  President. 

2.  Roll  Call. 

3.  Consideration  of  Minutes  of  last  Annual  Meeting.  (November, 
1936,  issue,  The  Journal). 

4.  Annual  Address  of  the  President. 

5.  Appointment  of  Reference  Committees  by  the  President: 

(a)  Committee  on  Presidential  Address. 

(b)  Committee  on  Resolutions. 

(c)  Committee  on  Annual  Reports. 

(d)  Committee  on  Credentials  of  Delegates. 

(e)  Committee  on  Tellers  and  Judges  of  Election. 

(f)  Committee  on  Time  and  Place  of  1938  Annual  Meeting. 
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6.  Report  of  Treasurer. 

(Combined  with  report  of  Committee  on  Auditing  and  Appropriations.) 

7.  Reports  of  Standing  Committees: 

(Reports  submitted  below,  published  in  full  in  the  April,  1937, 
Journal ) . 

(a)  Public  Relations  and  Economics — C.  W.  Stone,  Cleveland,  Chairman. 

(b)  Scientific  Work — Parke  G.  Smith,  Cincinnati,  Chairman. 

(c)  Education — C.  L.  Cummer,  Cleveland,  Chairman. 

(d)  Medical  Defense — J.  E.  Tuckerman,  Cleveland,  Chairman. 

8.  Nomination  and  Election  of  Committee  on  Nominations: 

(Nominations  from  the  floor  with  one  representative  on  the  committee  to  be 
elected  from  each  Councilor  District.  This  committee  shall  report  to  the  sec- 
ond session,  Thursday,  1 :00  P.  M.,  its  recommendations  in  the  form  of  a 
ticket,  containing  nominees  for  constitutional  offices  as  required  under  the 
Constitution  and  By-Laws). 

9.  Introduction  of  Resolutions: 

(It  is  necessary  that  all  resolutions  introduced  in  the  House  of  Delegates  be 
referred  to  the  Reference  Committee  on  Resolutions  and  reported  back  to  the 
House  before  any  action  can  be  taken.  Also  resolutions  for  consideration  at 
this  Annual  Meeting  must  be  introduced  at  this  session  and  reported  back  to 
the  House  by  the  Reference  Committee  at  the  Thursday  afternoon  session.  All 
resolutions  must  be  typewritten  and  submitted  in  duplicate). 

10.  Submission  of  invitations  for  next  Annual  Meeting: 

(It  is  necessary  that  invitations  for  the  1938  Annual  Meeting  be  referred  to 
the  Committee  on  Time  and  Place  of  Annual  Meeting). 

11.  Miscellaneous  business. 


SECOND  SESSION 

Thursday  Noon,  April  29 
12:00  o’clock 

Meeting  Place— Junior  Ballroom,  Fourth  Floor,  Hotel  Biltmore. 


Complimentary  Luncheon  for  Delegates. 

Final  Business  Session. 

1.  Roll  Call. 

2.  Consideration  of  unfinished  business  from  Wednesday’s  session  of  the 
H ouse  of  Delegates. 

3.  Reports  of  Reference  Committees: 

(a)  Committee  on  Time  and  Place  of  1938  Annual  Meeting. 

(b)  Committee  on  Presidential  Address. 

(c)  Committee  on  Annual  Reports. 

(d)  Committee  on  Resolutions. 

4.  Miscellaneous  Business. 

5.  Election  of  President-Elect.  Nominations  from  the  floor. 

6.  Report  of  Committee  on  Nominations: 

(a)  Election  of  Members  of  Council. 

Members  of  Council  are  elected  for  two-year  terms,  those  representing  even 
numbered  districts  expiring  in  odd  numbered  years. 

To  be  elected: 

Councilor,  Second  District — Present  incumbent,  D.  W.  Hogue,  Springfield. 
Councilor,  Fourth  District — Present  incumbent,  B.  J.  Hein,  Toledo. 
Councilor,  Sixth  District — Present  incumbent,  Wm.  M.  Skipp,  Youngstown. 
Councilor,  Eighth  District — Present  incumbent,  E.  R.  Brush,  Zanesville. 
Councilor,  Tenth  District — Present  incumbent,  C.  C.  Sherburne,  Columbus. 
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(b)  Election  of  Delegates  and  Alternates  to  the  American  Medical 
Association. 

(Three  delegates  and  their  respective  alternates.  Two  years  each). 

Those  whose  terms  expire  at  this  time  are: 

J.  P.  DeWitt,  Canton. 

G.  F.  Zinninger,  Canton.  (Alternate). 

C.  E.  Kiely,  Cincinnati. 

L.  Howard  Schriver,  Cincinnati.  (Alternate). 

C.  W.  Waggoner,  Toledo. 

Charles  Lukens,  Toledo.  (Alternate). 

(c)  Election  of  the  Treasurer.  (Three  years). 

Present  incumbent,  James  A.  Beer,  Columbus. 

7.  Installation  of  Officers  for  1937-1938. 

8.  Announcement  of  committee  appointments  by  Newly-Installed  Presi- 
dent and  action  thereon  by  House  of  Delegates. 

9.  Unfinished  Business. 

10.  Final  Adjournment. 


DELEGATES  AND  ALTERNATES  . . . 


Counties 

Delegates 

Alternates 

Adams... 

Ray  Vaughen 

Allen 

J.  R.  Johnson 

Frank  Morris 

Ashland  . ... 

... - . M.  J.  Thomas 

E.  L.  Jackson 

Ashtabula  ..... 

R.  B.  Wynkoop 

C.  T.  Risley 

Athens 

Chas.  S.  McDougall 

A.  L.  Pritchard 

Auglaize 

..  . ..  .George  B.  Faulder 

Carl  W.  Ekermeyer 

Belmont 

C.  B.  Messerly 

R.  H.  McCommon 

Brown 

Geo.  P.  Tyler,  Jr. 

R.  B.  Hannah 

Butler..  .... 

C.  T.  Atkinson 

Earl  McCall  Morris 

Carroli 

Walter  G.  Lyle 

fos.  D.  Stires 

Champaign 

Clark 

F.  P.  Anzinger 

Clermont 

fames  K.  Ashburn 

J.  M.  Coleman 

Clinton 

Robert  Conard 

Columbiana... 

John  A.  Fraser 

Paul  H.  Beaver 

Coshocton 

J.  G.  Smailes 

A.  P.  Magness 

Crawford 

W.  L.  Yeomans 

R.  M.  Malone 

Cuyahoga 

...  R.  S.  Dinsmore,  Chrmn. 

A.  G.  Cranch 

Russell  L.  Haden 

I.  H.  Einsel 

E.  F.  Kieger 

C.  H.  Heyman 

C.  W.  Stone 

|ohn  Dickenson 

J.  E.  Tuckerman 

R.  K.  Updegraff,  Jr. 

H.  C.  King 

Claude  D.  Waltz 

H.  V.  Paryzek 

Bernard  B.  Larsen 

J.  L.  Reycraft 

G.  F.  Sykes 

C.  G.  LaRocco 

Darke 

Chas.  I.  Stephen 

Paul  G.  Lenhert 

Defiance 

John  D.  Cameron 

D.  f.  Slosser 

Delaware 

A.  R.  Callander 

Harold  W.  Davis 

Erie ..... 

A.  R.  Grierson 

Ross  M.  Knoble 

Fairfield 

R.  H.  Smith 

G.  H.  Hamilton 

Fayette 

A.  S.  Stemler 

James  F.  Wilson 

Franklin 

I.  B.  Harris 

J.  M.  Dunn 

E.  J.  Emerick 

John  H.  Mitchell 

J.  H.  J.  Upham 

H.  E.  LeFever 

John  M.  Thomas 

E.  J.  Stedem 

E.  F.  McCampbell 

George  Harding  III 

Fulton 

R.  W.  Reynolds 

E.  R.  Murbach 

Gallia 

Norvil  A.  Martin 

W.  Lewis  Brown 

Geauga 

Greene 

. H.  C.  Messenger 

C.  G.  McPherson 

Guernsey 

George  F.  Swan 

C.  A.  Craig 
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Counties  Delegates 

Hamilton Louis  Feid,  Jr. 

Otto  J.  Seibert 
E.  O.  Swartz 
Henry  B.  Freiberg 
V.  Bradley  Roberts 
Ralph  Wm.  Good 
M.  M.  Zinninger 

Hancock John  M.  Firmin 

Hardin C.  G.  Jackson 

Harrison Edward  L.  Miller 

Henry Thomas  Quinn 

Highland  H.  W.  Chaney 

Hocking : G.  T.  Grattidge 

Holmes N.  P.  Stauffer 

Huron ._ G.  F.  Linn 

Jackson A.  G.  Ray 

Jefferson  J.  Ellison  Gamble, 

Knox F.  C.  Anderson 

Lake — V.  N.  Marsh 

Lawrence  George  G.  Hunter 

Licking H.  B.  Anderson 

Logan C.  K.  Startzman 

Lorain S.  V.  Burley 

Lucas  .___ E.  J.  McCormick 

John  F.  Wright 

E.  B.  Gillette 

Madison R.  W.  E.  Irwin 

Mahoning  W.  K.  Stewart 

O.  J.  Walker 

Marion J.  A.  Dodd 

Medina  ... Frank  C.  Reutter 

Meigs P.  A.  Jividen 

Mercer 

Miami G.  A.  Woodhouse 

Monroe 

Montgomery  ... Arthur  W.  Carley 

A.  O.  Peters 
H.  V.  Dutrow 

Morgan  ... Edgar  Northrup 

Morrow F.  M.  Hartsook 

Muskingum M.  A.  Loebell 

Noble  

Ottawa F.  E.  Miller 

Paulding  ... L.  R.  Fast 

Perry James  Miller 

Pickaway  Harry  D.  Jackson 

Pike L.  E.  Wills 

Portage I.  M.  Huffman 

Preble E.  P.  Trittschuh 

Putnam W.  D.  Hickey 

Richland  J.  S.  Hattery 

Ross r W.  B.  Smith 

Sandusky  ...  

Scioto .L.  D.  Allard 

Seneca E.  H.  Porter 

Shelby S.  C.  Yinger 

Stark J.  P.  DeWitt 

L.  E.  Leavenworth 

Summit...  .....  C.  R.  Steinke 

D.  B.  Lowe 

F.  C.  Potter 

Trumbull  R.  D.  Herlinger 

Tuscarawas Roy  D.  Hildebrand 

Union John  Dean  Boylan 

Van  Wert  A.  T.  Rank 

Vinton 

Warren N.  A.  Hamilton 

Washington R.  M.  Meredith 

Wayne R.  C.  Paul 

Williams  H.  W.  Wertz 

Wood  ....  Earl  D.  Foltz 

Wyandot  J.  Craig  Bowman 


Alternates 

H.  H.  Shook 
T.  A.  Ratliff 
H.  Jerry  Lavender 
Wm.  J.  Topmoeller 
Charles  D.  Heisel 
George  Renner,  Jr. 
Joseph  C.  Lindner 
J.  V.  Hartman 
Don  R.  Printz 
James  A.  L.  Toland 
T.  P.  Delventhal 
Jos.  H.  Frame 
Allan  A.  Cole 
Clyde  Bahler 
O.  J.  Nicholson 
W.  R.  Riddell 
Max  H.  Rosenblum 
Julius  Shamansky 
Geo.  F.  Barnett 

V.  V.  Smith 
Roland  W.  Jones 

Charles  R.  Meek 
E.  G.  Galbraith 
R.  C.  Young 
A.  A.  Brindley 
G.  C.  Scheetz 
Ivan  C.  Smith 
Gordon  Nelson 

John  L.  Jones 
Robert  R.  Boice 

John  F.  Hill 

Earl  M.  Smith 

C.  J.  Derby 

G.  C.  Grout 

J.  P.  Ingmire 
Clarence  F.  Sisk 

Cyrus  R.  Wood 
R.  H.  Mouser 
George  Tedrow 
Dudley  V.  Courtright 
Robert  M.  Andre 
A.  J.  Silbiger 
Chas.  E.  Newbold 

H.  A.  Lewis 

D.  A.  Weir 
O.  P.  Tatman 

O.  D.  Tatje 
John  M.  Leahy 

A.  B.  Gudenkauf 

B.  C.  Barnard 

P.  A.  Paulson 

E.  A.  Freeman 

W.  A.  Hoyt 
H.  H.  Musser 
John  D.  Knox 
j.  W.  Calhoon 
Harry  G.  Southard 
J.  R.  Jarvis 

Leonard  Mounts 
E.  W.  Hill,  Jr. 

W.  A.  Fritz 

Paul  F.  Orr 
L.  W.  Naus 


The  officers  and  members  of  the  Council  of  the  State  Association  also  are 
members  of  the  House  of  Delegates. 
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GENERAL  SESSIONS... 

OPENING  SESSION 

Wednesday  Morning,  April  28 
10:00  o’clock 

Meeting  Place — Junior  Ballroom,  Fourth  Floor,  Hotel  Biltmore. 

This  session  is  combined  with  the  first  session  of  the  House  of  Delegates. 
See  page  422. 


SECOND  SESSION 

Wednesday  Afternoon,  April  28 
2 :00  o’clock 


Meeting  Place — Ballroom,  Fourth  Floor,  Hotel  Biltmore. 

C.  C.  Sherburne,  Columbus,  Member,  Committee  on 
Scientific  Work,  presiding. 


Paper  No.  1 — 2:00  to  2:20 
THE  AMERICAN  DISEASE 

J.  Fremont  Bateman,  Columbus. 

Representative  from  the  Section  on  Nervous  and  Mental  Diseases. 

A healthy  individual  is  a dynamic  entity  that  has  an  elastic,  though  limited 
quotient  of  energy.  To  attain  a maximum  influence  upon  the  environment 
with  a limited  quotient  of  energy  and  resources  is  utterly  impossible  without 
forcing  the  nervous  system  into  a state  of  unrest.  In  this  sense,  disease 
is  a functional  dissociation  within  the  organism.  Bursting  a blown  up  paper 
bag,  the  sound  of  an  automobile  horn,  an  accident,  or  death,  financial, 
political  and  other  changes  in  the  environment  may  increase  the  pressure  in 
one’s  brain  more  than  a dose  of  morphine.  We  eat  too  fast,  we  live  too  fast, 
and  such  perfectionism,  as  is  rampant  in  America  today,  was  unknown  even 
to  the  Puritans.  The  hustle  and  bustle  of  the  everyday  American  life  is  fast 
making  us  a nation  of  neurasthenics. 


Discussion — 2 :20  to  2 :30 

Louis  J.  Karnosh,  Cleveland. 

Paper  No.  2 — 2:30  to  2:50 
TOTAL  PNEUMONECTOMY 

S.  O.  Freedlander,  Cleveland. 

Representative  from  the  Section  on  Surgery. 

The  operation  for  the  entire  removal  of  one  lung  has  been  sufficiently 
standardized  so  that  it  can  be  stated  (1)  the  procedure  is  accompanied  by  a 
relatively  low  immediate  operative  mortality  rate;  (2)  it  produces  a sur- 
prisingly small  degree  of  shock;  (3)  patients  who  recover  from  the  operation 
are  able  to  resume  an  ordinary  amount  of  activity.  Inasmuch  as  this  opera- 
tion offers  the  only  hope  for  patients  with  bronchiogenic  carcinoma  and  cer- 
tain types  of  inflammatory  disease  involving  the  greater  portion  of  one  lung, 
the  fact  that  it  can  be  successfully  performed  should  stimulate  earlier  diag- 
nosis of  these  lesions.  A brief  review  of  the  literature  is  given  together 
with  a report  of  personal  cases. 

Discussion — 2 :50  to  3 :00 

B.  N.  Carter,  Cincinnati. 


April,  1937 


Annual  Meeting  Program 


4 


Paper  No.  3 — 3:00  to  3:20 

THE  DIFFERENTIAL  DIAGNOSIS  AND  THERAPEUTIC  RA- 
TIONALE OF  THE  ANEMIC  STATES 

Charles  A.  Doan,  Carl  V.  Moore  and  Thomas  F.  Ross, 
Columbus. 

Representatives  from  the  Section  on  Medicine. 

Fundamental  information  and  essential  data  relative  to  the  widely  different 
mechanisms  which  may  be  responsible  for  the  development  of  clinical  anemia 
are  now  available.  An  accurate  differential  diagnosis  provides  in  the 
majority  of  instances  the  basis  for  specific  therapy.  A series  of  clinical  cases 
illustrating  important  diagnostic  criteria  and  the  results  of  rational  cor- 
rective therapy  will  be  presented.  The  mechanism  of  iron  transport  and  the 
role  of  iron  metabolism  in  the  various  anemic  states  will  be  emphasized. 

Discussion — 3 :20  to  3 :30 

Russell  L.  Haden,  Cleveland. 


Paper  No.  d — 3:30  to  4:30 

NEW  LIGHT  ON  MODERN  PHYSICAL  DEGENERATION 
FROM  FIELD  STUDIES  AMONG  PRIMITIVE  RACES 

Weston  A.  Price,  D.D.S.,  M.S.,  Cleveland. 

Since  most  of  the  modern  degenerative  processes  including  physical  defects 
and  dental  caries,  occur  much  less  frequently  among  some  primitive  races 
than  among  people  of  our  modern  civilizations,  this  series  of  studies  has 
been  in  progress  for  several  years  among  remnants  of  primitive  racial  stocks 
and  modernized  groups  of  the  same  in  different  parts  of  the  world,  to  deter- 
mine, if  possible,  the  changes  which  occur  in  the  environment  where  these 
physical  and  constitutional  changes  develop.  This  has  included  obtaining 
samples  of  the  foods  of  both  the  primitive  groups  who  are  still  largely 
immune  and  those  of  the  groups  that  are  changing.  Data  have  been  care- 
fully obtained  by  physical  measurements,  photographic  records  and  case 
histories.  The  racial  stocks  studied  have  included  the  isolated  and  mod- 
ernized Swiss,  Gallics,  Eskimos,  Indians,  Polynesians,  Melanesians,  central 
African  tribes,  Australian  Aborigines,  New  Zealand  Maori  and  Malays. 


THIRD  SESSION 

Wednesday  Evening,  April  28 
8:00  o’clock 

Meeting  Place — Ballroom,  Fourth  Floor,  Hotel  Biltmore. 
E.  M.  Huston,  Dayton , President,  presiding. 


USEFUL  HINTS  IN  THE  TREATMENT  OF  GASTRO-INTES- 
TINAL  DISEASE 

Walter  C.  Alvarez,  Mayo  Clinic,  Rochester,  Minn. 

Discussion  of  such  subjects  as  when  and  when  not  to  operate  on  patients 
with  gastro-intestinal  diseases;  what  is  chronic  appendicitis;  how  to  fit  a 
diet  to  a patient;  how  to  give  the  patient  needed  sleep  and  rest;  how  to  re- 
lieve flatulence,  constipation,  and  migraine,  and  how  to  help  the  patient  with 
peptic  ulcer,  and  disease  of  the  gallbladder;  what  is  the  essential  feature  of 
an  ulcer  diet,  and  what  is  the  value  of  the  new  injection  treatments  for 
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ulcer;  what  can  one  do  for  the  ulcer  patient  who  has  to  keep  at  work;  what 
is  an  elimination  diet? 

PREOPERATIVE  RADIATION  IN  OPERABLE  CANCER  OF 
THE  BREAST 

Frank  E.  Adair.  Memorial  Hospital New  York  City. 

Cancer  of  the  breast  is  a disease  usually  managed  by  a radical  mastectomy 
followed  by  postoperative  X-ray  therapy.  The  five-year  results  are  recorded 
for  various  surgical  clinics  in  America.  On  the  theory  that  radiation  adds 
approximately  5 per  cent  to  five-year  cures  by  its  application,  a series  of 
200  operable  cases  was  subjected  to  heavy  preoperative  irradiation.  Follow- 
ing the  irradiation,  the  radical  mastectomy  was  performed  and  careful 
microscopic  studies  then  made  of  the  breast  specimens.  The  results  of  these 
studies  are  reported. 


FOURTH  SESSION 

Thursday  Afternoon,  April  29 
3:00  o’clock 

Meeting  Place — Ballroom,  Fourth  Floor,  Hotel  Biltmore. 


Claude  B.  Norris,  Y oungtown,  Member,  Committee  on 
Scientific  Work,  presiding. 


Paper  No.  1 — 3:00  to  3:20 

SOME  PRACTICAL  CONSIDERATIONS  OF  CONDITIONS 
IN  OTOLARYNGOLOGY  OF  INTEREST  AND  IMPOR- 
TANCE TO  THE  GENERAL  PRACTITIONER 

Wm.  B.  Chamberlin,  Cleveland. 

Representative  from  the  Section  on  Eye,  Ear,  Nose  and  Throat. 

Nose — Importance  and  dangers  of  external  rhinitis.  Sinus  disease  as  a cause 
of  cough  and  bronchiectasis.  Mouth — Elongated  uvula  and  inflamed  tissue 
on  the  pharyngeal  wall  as  a cause  of  cough.  Importance  of  blood  counts  in 
severe  infections.  Peritonsillar  and  retropharyngeal  abscess.  Larynx — 
Hoarseness  a sign  of  danger.  Importance  of  history  and  X-ray  findings  in 
foreign  bodies  in  the  trachea  and  bronchi.  Ear — Indiscriminate  and  repeated 
myringotomies.  Persistence  of  pain  and  tenderness  in  acute  otitis  media. 
Differential  diagnosis  between  external  otitis  and  acute  mastoiditis.  Dangers 
from  chronic  discharging  ears. 

Discussion — 3 :20  to  3 :30 

Henry  M.  Goodyear,  Cincinnati. 

Paper  No.  2 — 3:30  to  3:50 

CLINICAL  OBSERVATIONS  ON  ANEMIA  IN  CHILDREN 
C.  R.  Rittershofer,  Cincinnati. 

Representative  from  the  Section  on  Pediatrics. 

Diagnostic  problems  of  anemia  of  childhood  as  the  clinician  sees  them.  The 
incidence  of  anemia  in  different  age  groups,  the  procedures  which  are  valu- 
able aids  in  making  a diagnosis,  and  the  treatment  of  the  more  common 
forms. 

Discussion — 3:50  to  4:00 

Lowell  A.  Erf,  Cincinnati. 
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Paper  No.  3 — 4:00  to  4:30 

THE  HOPEFUL  PROGNOSIS  IN  CANCER  OF  THE  LOWER 
GASTRO-INTESTINAL  TRACT 

Fred  W.  Rankin,  Lexington , Ky. 

The  prognosis  following  radical  extirpation  of  cancer  of  the  lower  gastro- 
intestinal tract  is  excellent.  It  depends  upon  many  general  factors,  but 
mostly  upon  the  intrinsic  factor  of  malignant  activity  as  recognized  by 
Broders’  index  of  grading.  One  of  the  most  important  steps  in  the  successful 
removal  of  lower  bowel  cancer  is  adequate  preliminary  preparation  which 
consists  in,  first,  thorough  decompression,  and  second,  adequate  rehabilitation. 
For  rectal  cancers  the  increasing  desirability  of  using  the  one-stage  com- 
bined abdomino-perineal  resection  is  apparent.  The  necessity  of  colostomy 
as  one  of  the  steps  of  radical  extirpation  of  the  rectum  is  emphasized.  For 
left-sided  colonic  cancers  graded  maneuvers  are  unquestionably  the  most 
satisfactory.  Prognosis  following  resection  in  any  segment  of  the  lower 
bowel  ranges  from  50  per  cent  to  70  per  cent  of  five-year  cures  depending 
upon  the  grading  of  the  growth  and  the  general  conditions  which  the  patient 
faces.  Operative  mortality  has  been  greatly  reduced  in  the  past  two  decades 
and  in  experienced  hands  averages  around  10  per  cent. 

Paper  No.  4 — 4:30  to  4:50 
ABDOMINAL  PANHYSTERECTOMY 
William  H.  Weir,  Cleveland. 

Representative  from  Section  on  Obstetrics  and  Gynecology. 

In  gynecological  operations,  it  has  been  considered  advisable  to  conserve 
some  ovarian  tissue  in  patients  who  have  not  reached  the  menopause  and 
there  are  excellent  reasons  for  so  doing.  The  conservation  of  the  uterus 
and  the  maintenance  of  the  menstrual  function  in  the  same  class  of  patients, 
even  if  there  were  no  possibility  of  child-bearing,  has  been  deemed  equally 
desirable  by  many  operators.  The  conservation  of  those  organs,  however,  is 
apt  to  impair  the  end  results  of  the  operation.  This  is  particularly  true  as 
regards  the  uterus  which  is  often  conserved  when  it  can  be  of  no  possible 
use.  For  this  reason  we  began  removing  the  uterus  in  cases  in  which  we 
would  formerly  have  left  it  in  situ  with  improvement  in  the  operative 
end-results.  Panhysterectomy  was  gradually  substituted  for  the  supracervical 
type  with  greater  improvement.  Relative  advantages  and  disadvantages  of 
the  subtotal  and  total  hysterectomies  are  discussed,  with  reference  to  the 
vaginal  procedure.  If  child-bearing  is  possible  and  desirable,  every  effort 
should  be  made  to  preserve  this  function.  Palliative  treatment  should  be 
given  a thorough  trial.  Statistics  will  be  given,  based  upon  an  analysis  of 
over  500  panhysterectomies. 

Discussion — 4:50  to  5:00 

Edwin  J.  Stedem  and  Andre  Crotti,  Columbus. 


FIFTH  SESSION 

Thursday  Evening,  April  29 
7 :00  o’clock 

Meeting  Place — Ballroom,  Fourth  Floor,  Hotel  Biltmore. 

ANNUAL  BANQUET 
H.  V.  Dutrow,  Dayton,  Toastmaster 


1.  Presentation  of  Past-President’s  gavel  to  Retiring  President — R.  R. 
Hendershott,  Tiffin,  to  E.  M.  Huston,  Dayton. 

2.  Introduction  of  Incoming  President  and  the  President-Elect. 

3.  Address:  Lloyd  C.  Douglas,  D.D.,  Litt.D.,  L.L.D.,  Los  Angeles, 
guest  speaker. 
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SECTION  ON  MEDICINE... 


A.  F.  KUHL,  Dayton Chairman 

C.  L.  McKIBBEN,  Toledo Secretary 


Thursday  Morning,  April  29 
9:00  o’clock 

Meeting  Place — Main  Ballroom,  Fourth  Floor,  Hotel  Biltmore. 


9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee. 

Paper  No.  1 — 9:15  to  9:30 

CHRONIC  ASTHMA:  ITS  EVOLUTION  AND  MANAGE- 

MENT 

Karl  D.  Figley,  Toledo. 

Chronic  asthma  commonly  classified  under  two  headings:  (1) — the  extrinsic 
skin  test  positive  or  atopic  type;  and  (2) — the  intrinsic  skin  test  negative, 
non-atopic  type.  According  to  author's  conception,  all  asthmatics  belong  to 
one  group.  The  factor  common  to  all  is  the  hereditary,  allergic  constitution. 
Evolution  of  chronic  asthma:  (1)— result  of  atopic  sensitization  plus  super- 
imposed bacterial  infection,  or  (2) — bacterial  hypersensitiveness  of  the 
tuberculin  type.  Pathologic  findings  in  chronic  asthma:  Obstructive  emphy- 
sema, polypoid  changes  in  mucosa  of  respiratory  tract,  atelectasis,  pneu- 
monitis, fibrous  tissue  organization  of  lung  parenchyma.  Mechanism  of 
dyspnoea  (asthmatic  attack)  in  chronic  asthma:  (1) — edema  of  mucosa  of 
bronchial  tree;  (2) — mechanical  plugging  of  bronchioles  by  muco-purulent 
secretions.  Treatment:  (1) — measures  to  overcome  specific  atopic  sensiti- 

vity; (2) — removal  of  infectious  foci  in  upper  respiratory  tract;  (3)  — 
vaccines;  (4) — intratracheal  instillation  of  iodized  oil  to  overcome  edema 
and  plugging  of  bronchi.  Indications  and  contra-indications  for  use  of 
iodized  oil. 

Discussion — 9:30  to  9:35 

Bernhard  Steinberg,  Toledo. 

General  Discussion — 9:35  to  9:45 

Paper  No.  2 — 9:45  to  10:00 

SOME  INTERESTING  AND  OBSCURE  PROBLEMS  IN  THE 
DIAGNOSIS  AND  TREATMENT  OF  DIABETES 

Henry  J.  John,  Cleveland. 

GLYCOSURIA:  Sixty-six  per  cent  of  all  glycosurias  are  non-diabetic,  33 
per  cent  diabetic,  which  raises  a challenge  as  to  proper  diagnosis.  OBESITY: 
Obesity  is  a strong  predisposing  factor  to  diabetes  and  should  be  treated. 
INFECTION:  Infection  upsets  a diabetic  state  and  also  predisposes  to 

diabetes.  A physician  should  see  that  the  diabetic  state  is  as  mild  at  the  end 
of  the  infection  as  it  was  before  the  infection.  TOO  MUCH  INSULIN: 
Insulin  reactions  and  hypoglycemia  result  from  too  much  insulin.  Hypogly- 
cemia is  not  a dangerous  state  if  we  exclude  the  arteriosclerotic,  the  hyper- 
tensive and  the  cardiac  types.  PREDIABETICS:  The  ascertaining  of  a 

prediabetic  state  gives  the  medical  profession  an  excellent  opportunity  to 
practice  preventive  medicine.  ANEMIA:  Diabetics  respond  to  anemia  treat- 
ment well.  The  problem  here  is  no  different  from  that  of  non-diabetics. 
PREGNANCY:  Glycosurias  of  pregnancy  should  not  be  disregarded.  Up 
to  the  end  of  pregnancy  they  are  true  glycosurias.  Lactosuria  appears  only 
at  the  end  of  pregnancy  and  during  lactation.  The  important  point  to  de- 
termine is  whether  or  not  such  a glycosuria  is  diabetic  or  non-diabetic. 
During  pregnancy  the  insulin  requirement  is  usually  lowered  in  the  latter 
months  of  pregnancy  and  rises  after  delivery. 

Discussion — 10:00  to  10:05 

Harry  V.  Paryzek,  Cleveland. 


General  Discussion — 10:05  to  10:15 
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Paper  No.  3 — 10:15  to  10:30 

CLINICAL  RESULTS  OF  INSUFFICIENTLY  TREATED 
SYPHILIS 

J.  Grant  Marthens,  Dayton. 

Hesitate  in  making  a diagnosis  of  a re-infection.  A re-infection  to  be  ac- 
credited as  such  must  not  appear  at  the  original  site  of  the  chancre.  Other 
forms  of  mucocutaneous  lesions  are  mucous  erosions  and  condylomas.  The 
latter  are  more  frequent.  An  annular  syphilid  frequently  occurs  in  insuffi- 
ciently treated  cases  as  a recurrence.  They  may  be  scattered  or  isolated. 
Frequently  they  appear  on  the  surface  and  give  the  appearance  of  a ring- 
worm, or  may  occur  as  a single  annular  syphilid  on  the  sole  of  the  feet. 
Do  not  confuse  recurrent  skin  lesions  with  delayed  secondaries.  The  neuras- 
thenic type  is  often  difficult  to  diagnose.  Do  not  be  deceived  by  a negative 
blood  Wassermann.  Three  types  of  cardiovascular  syphilis  occur,  simple 
uncomplicated  aortitis,  aortic  insufficiency  and  aneurysm.  The  numerous 
symptoms  of  neurosyphilis,  particularly  tabes  dorsalis  with  sensory  root 
pathology,  provide  an  excellent  field  for  diagnostic  error  for  both  the  in- 
ternist and  the  surgeon.  Eighteen  cases  of  syphilis  in  children  are  on  treat- 
ment which  might  have  been  prevented  by  intensive  treatment  of  the  pregnant 
women. 

Discussion — 10:30  to  10:35 

T.  C.  Sheridan,  Dayton. 

General  Discussion — 10:35  to  10:45 

Paper  No.  4 — 10:45  to  11:00 
SOME  USES  AND  ABUSES  OF  DIGITALIS 
Wm.  H.  Bunn,  Youngstown. 

According  to  Wenckebach:  “Digitalis  treatment  is  one  of  the  most  important 
and  serious  duties  of  the  general  physician;  it  demands  a great  deal  of 
skill,  power  of  observation,  keen  interest  and  experience.  A long  life  is 
too  short  to  learn  enough  about  this  wonderful  drug’’. 

Certain  opinions  are  expressed  as  to  the  indications  for  employment  of 
digitalis,  some  of  the  contra-indications  and  a few  of  the  abuses,  based  on  (a) 
a review  of  the  literature;  (b)  personal  communication  with  some  active 
clinicians  and  teachers;  (c)  a review  of  500  case  histories  of  patients  to 
whom  digitalis  has  been  administered. 

Discussion — 1 1 :00  to  1 1 :05 

Joseph  M.  Hayman,  Cleveland,  and  John  N.  McCann, 
Youngstown. 

General  Discussion — 11  :05  to  1 1 :15 

Paper  No.  5—11:15  to  11:30 

THE  PARENTERAL  USE  OF  LIVER  IN  CASES  OF  EDEMA 
Walter  H.  Stix,  Cincinnati. 

The  close  relationship  between  the  liver  and  kidneys  in  the  excretion  of 
water  is  well-known.  The  nature  of  this  action  is  still  questioned,  although 
there  are  many  theories.  Some  as  Vollard,  who  terms  the  liver  a pre- 
kidney, think  the  action  is  due  to  a hormone.  Others  as  Nonnenbruck,  think 
it  is  due  to  the  formation  of  urea  by  the  liver.  In  pernicious  anemia,  the 
diuretic  effect  of  liver  is  probably  due  to  its  direct  action  on  the  blood. 
Cases  of  edema  unassociated  with  anemia,  that  were  benefited  by  injections 
of  liver  are  reported  in  both  the  German  and  French  literature,  notably  by 
Nonnenbruck,  R.  Bauer,  Schrump,  et  al.  In  this  paper  two  cases  of  arterio- 
sclerotic heart  disease  with  edema,  but  not  associated  with  anemia,  are  re- 
ported in  which  all  the  usual  diuretics  failed.  Both  cases  responded  with  an 
increased  diuresis,  at  the  same  time  a marked  improvement  in  the  clinical 
state  following  the  parenteral  use  of  liver. 

Discussion — 1 1 :30  to  1 1 :35 

A.  B.  Brower,  Dayton. 

General  Discussion — 11:35  to  11:45 

1 1 :45 — Election  of  Officers 
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SECTION  ON  SURGERY  . . . 


T.  E.  JONES,  Cleveland  Chairman 

ROBERT  C.  AUSTIN,  Dayton Secretary 


Thursday  Morning,  April  29 
9:00  o'clock 

Meeting  Place — Junior  Ballroom,  Fourth  Floor,  Hotel  Biltmore. 


9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee. 

Paper  No.  1 — 9:15  to  9:30 

THE  DIAGNOSIS  AND  TREATMENT  OF  SURGICAL 
ABDOMINAL  CONDITIONS  IN  INFANTS 

Lloyd  B.  Johnston,  Cincinnati. 

Report  of  cases  and  lantern  slide  demonstration.  The  most  frequent  sur- 
gical condition  in  this  series  of  patients  is  congenita!  hypertrophic  pyloric 
stenosis.  The  preoperative  care,  operative  technique,  and  postoperative 
treatment  will  be  outlined.  Local  anesthesia  is  always  used  in  performing 
the  Fredet-Ramstedt  operation.  The  proper  selection  of  cases  is  in  a large 
measure  responsible  for  the  almost  uniformly  good  results  following  operative 
treatment.  Obstruction  of  the  pylorus  is  sometimes  caused  by  adhesions  and 
congenital  anomalies.  Other  conditions  which  will  be  briefly  considered  are 
intestinal  intussusception,  peptic  ulcer  of  Meckel’s  diverticulum,  acute 
appendicitis,  and  strangulated  inguinal  hernia. 

Discussion — 9:30  to  9:35 

Lloyd  K.  Felter,  Cincinnati. 

General  Discussion — 9 :35  to  9 :45 

Paper  No.  2 — 9:45  to  10:00 

URETERAL  INJURIES  IN  PELVIC  SURGERY 
Wm.  J.  Engel,  Cleveland. 

Unilateral  and  bilateral  injuries  and  uretero  vaginal  fistulae  discussed. 
Reference  to  the  sigificant  anatomical  features  bearing  on  the  occurrence  of 
such  injuries.  Methods  of  repairing  ureter  summarized  together  with  man- 
agement of  accidental  bilateral  ligation.  Explanation  of  treatment  employed 
in  cases  of  uretero  vaginal  fistulae.  Prevention  of  occurrence  of  such  injuries 
outlined. 

Discussion — 10:00  to  10:05 

James  A.  H.  Magoun,  Toledo. 

General  Discussion — 10:05  to  10:15 

Paper  No.  3 — 10:15  to  10:30 

MANAGEMENT  OF  GROSS  BLEEDING  FROM  PEPTIC 
ULCER 

M.  M.  Zinninger,  Cincinnati. 

The  mortality  from  gross  hemorrhage  in  cases  of  peptic  ulcer  is  greater 
than  is  generally  believed.  In  published  reports  it  varies  from  2.5  per  cent 
to  25  per  cent,  the  average  being  about  11  per  cent.  The  medical  management 
is  not  entirely  standardized,  and  the  indications  for  surgical  intervention  are 
not  clear.  An  attempt  is  made  to  rationalize  the  treatment  on  the  basis  of 
reports  in  the  literature  and  a review  of  cases  from  the  Cincinnati  General 
Hospital. 

Discussion — 10:30  to  10:35 

Leon  Schiff,  Cincinnati,  and  Malcolm  O.  Cook,  Hamilton. 

General  Discussion — 10:35  to  10:45 
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Paper  No.  4 — 10:45  to  11  :00 

THE  RESULTS  OF  TEN  YEARS  OF  EXPERIENCE  WITH 
VARIOUS  SOLUTIONS  USED  IN  THE  INJECTION 
TREATMENT  OF  VARICOSE  VEINS  AND  ULCERS  OF 
THE  LEGS 

C.  H.  Verovitz,  Cleveland. 

The  various  sclerosing  solutions  used  were  as  follows:  Quinine  urethane, 

sodium  salicylate  20  per  cent,  dextrose  50  per  cent,  dextrose  50  per  cent  and 
sodium  chloride  30  per  cent,  dextrose  30  per  cent  and  sodium  chloride  10  per 
cent.  Sodium  morrhuate  and  moru-quin.  Moru-quin  is  composed  of  sodium 
morrhuate  5 per  cent,  quinine  alkaloid  2 per  cent,  and  benzyl  alcohol  2 
per  cent. 

A comparison  of  the  various  solutions  used  proved  that  sodium  morrhuate  and 
quinine  combined  was  the  most  effective  sclerosing  agent.  This  combination 
has  been  used  with  great  success  and  the  following  points  have  been  noted: 
(1)  it  gives  positive  and  firm  sclerosis;  (2)  rarely  produces  cramps;  (3) 
usually  no  pain;  (4)  small  dosage  required;  (5)  small  quantity  necessary; 
(6)  low  viscosity;  (7)  nontoxic;  (8)  when  extravasation  takes  place  no 
slough  occurs;  (9)  does  not  produce  hypersensitivity;  (10)  solution  is 
bactericidal. 

Discussion — 1 1 :00  to  1 1 :05 

Eslie  Asbury,  Cincinnati. 

General  Discussion — 11  :05  to  11:15 

Paper  No.  5 — 11  : 1 5 to  11  :30 

THE  IMPORTANCE  OF  THE  AFTER-TREATMENT  OF  THE 
SURGICAL  PATIENT 
Glenn  H.  Reams,  Toledo. 

Preparation  of  the  surgical  patient  for  operation,  and  the  proper  after-care, 
are  often  given  insufficient  attention.  The  degree  of  success  depends  largely 
on  attention  to  these  details.  Gentleness  in  handling  tissues  is  a factor.  So 
are  application  of  dressings,  hyperventilation  at  the  end  of  anesthesia,  and  fre- 
quent changes  of  position  in  bed.  Inhalations  of  carbon  dioxide  and  oxygen 
should  be  used  if  pulmonary  complications  are  feared.  Discussion  of  adminis- 
tration of  fluids  following  operation;  indications  for  transfusion;  choice  of 
intravenous  fluids  depends  on  condition  of  patient;  hot  fluids  only,  by  mouth, 
for  72  hours  postoperatively ; food  and  fluid  requirements;  control  of  pain 
and  restlessness;  intestinal  distension  and  ielus;  shock;  prevention  and 
treatment;  acidosis  and  alkalosis  (cause,  recognition  and  treatment).  Fol- 
low-up and  guidance  of  patient  after  leaving  hospital  are  essential. 

Discussion — 1 1 :30  to  1 1 :35 

Theodore  C.  Kiess,  Toledo. 

General  Discussion — 1 1 :35  to  1 1 :45 

1 1 :45 — Election  of  Officers 


SECTION  ON  OBSTETRICS 
AND  GYNECOLOGY  . . . 


WM.  D.  FULLERTON,  Cleveland Chairman 

G.  C.  GILFILLEN,  Dayton Secretary 


Thursday  Morning,  April  29 
9:00  o’clock 

Meeting  Place — Club  Room  B,  Mezzanine  Floor,  Hotel  Biltmore. 


9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee 

Paper  No.  1 — 9 :15  to  9 :30 
CHAIRMAN’S  ADDRESS 

Wm.  D.  Fullerton,  Cleveland. 
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Paper  No.  2 — 9:30  to  9:45 

BETTER  CARE  OF  THE  CERVIX  UTERI 

Charles  D.  Heisel,  Cincinnati. 

The  subject  implies,  chiefly,  prophylaxis  against  cervical  infection.  To  accom- 
plish much  in  this  direction  calls  for  an  alteration  in  our  attitude  of  prudery 
and  the  taboo  against  teaching  facts  about  sex  and  sexual  diseases  and  a 
modification  of  present  day  fads  in  the  practice  of  obstetrics,  which  tend  to 
so  alter  the  character  of  labor  as  to  make  instrumental  delivery  all  too  com- 
mon. It  is  also  important  to  make  primary  repair  of  obstetrical  traumata; 
to  carefully  treat  acute  gynecological  infections;  to>  eradicate  chronic  cervical 
infection,  and,  finally,  to  advocate  periodic  gynecological  examinations  as  a 
part  of  general  health  surveys  so  as  not  to  overlook  early  evidence  of  neo- 
plastic disease. 

Discussion — 9:45  to  9:50 

C.  E.  Hauser  and  Richard  D.  Bryant,  Cincinnati. 

General  Discussion — 9:50  to  10:00 

Paper  No.  3—10:00  to  10:15 

BETTER  PELVIC  DIAGNOSES 

Ward  D.  Coffman,  Zanesville. 

To  make  good  pelvic  diagnoses  the  first  and  paramount  consideration  must 
be  a good  history  which  is  the  patient’s  contribution  to  a diagnosis.  In  a good 
history  will  be  splendid  leads  and  many  times  in  the  intelligent  patient  there 
will  be  brought  out  statements  that  will  put  one  on  his  guard  and  obviate 
unnecessary  confusion.  Specific  examples.  Practical  and  valuable  procedures 
in  the  physical  examination  that  can  be  utilized  by  the  man  in  general  prac- 
tice. What  a man  can  and  should  diagnose.  The  subjective  and  objective 
features  that  will  be  essential  and  valuable  in  making  a differential  diag- 
nosis. Practical  laboratory  procedures  that  will  be  applicable  to  the  case. 
Value  of  coordinating  the  taking  of  a good  history,  making  a good  physical 
examination  and  applying  the  necessary  laboratory  procedures  into  a prac- 
tical, workable  way  that  may  be  used  by  the  man  in  general  practice  in  the 
diagnosis  of  ovarian  cysts. 

Discussion — 10:15  to  10:20 

C.  M.  Rambo,  Zanesville,  and  L.  L.  Hoskins,  Cleveland. 

General  Discussion — 10:20  to  10:30 

Paper  No.  -1 — 10:30  to  10:45 

POTENTIAL  DANGERS  OF  VIOSTEROL  IN  PREGNANCY 
WITH  OBSERVATIONS  OF  CALCIFICATION  IN  PLA- 
CENTAE 

Wayne  Brehm,  Columbus. 

The  enthusiasm  with  which  viosterol  has  been  accepted  by  the  profession 
and  laity  is  typically  American  and  only  after  the  initial  fanaticism  has 
passed  or  some  harmful  effects  have  been  noted,  do  we  get  our  feet  on  firm 
ground  and  settle  down  to  a normal  rationale.  Viosterol  may  be  a major 
factor  in  producing  undesired  calcium  deposits  in  the  pregnant  woman  as  will 
be  shown  in  our  series  of  cases  and  verified  by  the  laboratory  findings.  A 
resume  of  treatment  just  as  beneficial  without  the  potential  dangers. 

Discussion — 10:45  to  10:50 

L.  E.  Leavenworth,  Canton,  and  John  Gardiner,  Toledo. 

General  Discussion — 10:50  to  1 1 :00 

Paper  No.  5 — 11:00  to  11:15 

RUPTURE  OF  THE  UTERUS 

Daniel  J.  Davies,  Cincinnati. 

Rupture  of  the  uterus  is  one  of  the  gravest  accidents  of  obstetric  practice 
for  both  mother  and  child.  Many  predisposing  causes  are  suggested 
and  the  clinical  and  pathological  findings  will  frequently  bear  out  these 
evidences.  Particular  emphasis  is  placed  upon  the  injudicious  use  of  medica- 
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tion  to  hasten  labor  and  delivery.  Diagnosis  is  sometimes  very  obscure; 
hemorrhage  and  shock  usually  developing  vert’  suddenly,  being  the  chief 
symptoms. 

Discussion — 11:15  to  11:20 

Wm.  D.  Inglis,  Columbus , and  W.  P.  Gillespie,  Cincinnati. 
General  Discussion — 1 1 :20  to  1 1 :30 
1 1 :30 — Election  of  Officers 


SECTION  ON  PEDIATRICS  . . . 


C.  CLARKSON  PAYNE,  Dayton  Chairman 

E.  H.  BAXTER,  Columbus Secretary 


Thursday  Morning,  April  29 
9:00  o’clock 

Meeting  Place — Club  Room  C,  Mezzanine  Floor,  Hotel  Biltmore. 


9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee. 

Paper  No.  1 — 9:15  to  9:30 
PYURIA  IN  THE  NEW  BORN 
J.  Fleek  Miller,  Newark. 

The  literature  is  reviewed  and  the  reported  oases  studied.  To  these  are 
added  the  13  cases  found  in  the  record  of  the  Infants’  Hospital  in  Boston. 
Brief  analysis  of  these  cases  from  a clinical  point  of  view,  pointing  out  the 
symptomatology,  urinary  and  other  laboratory  findings,  pathology  and  prog- 
nosis as  compared  with  the  disease  in  older  children.  A method  of  diagnosing 
these  cases  is  given  and  a safe  method  of  handling  them  is  discussed. 

Discussion — 9:30  to  9:35 

John  E.  Brown,  Jr.,  Columbus. 

General  Discussion — 9:35  to  9:45 
Paper  No.  2 — 9:45  to  10:00 

HYPOGLYCEMIA  IN  INFANTS  AND  CHILDREN 
Jas.  G.  Kramer,  Akron. 

Clinical  cases,  resembling  insulin  overdosage,  have  and  are  being  recognized 
as  being  true  hypoglycemia.  The  symptoms  are  varied  and  bizarre;  one 
symptom  usually  predominating  in  the  individual  case.  Prominent  symptoms 
are:  Prostration,  stupor,  convulsions,  behavior  changes,  mania  and  abdominal 
pain.  Hypoglycemia  may  be  the  result  of  excessive  insulin,  lack  of  opposing 
secretions,  reduced  availability  of  glycogen  or  the  interference  with  the 
nerves  or  centers  regulating  glycogen  function.  Cases  presented,  showing 
different  etiology  and  symptoms. 

Discussion — 10:00  to  10:05 

Joyce  Hartman,  Cleveland. 

General  Discussion- — 10:05  to  10:15 


Paper  No.  3 — 10:15  to  10:30 
THE  PURPURAS 

Marion  L.  Ainsworth,  Columbus. 

A discussion  of  the  several  types  of  purpura  from  the  standpoint  of  their 
classification  and  differential  diagnosis.  Review  of  the  various  therapeutic 
measures. 
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Discussion — 10:30  to  10:35 

Wallace  B.  Taggart,  Dayton. 

General  Discussion — 10:35  to  10:45 


Paper  No.  4 — 10:45  to  11  :00 

SINUSITIS  IN  YOUNG  CHILDREN  AND  ITS  RELATION  TO 
BRONCHIAL  ASTHMA  AND  BRONCHIECTASIS 
Myron  Metzenbaum,  Cleveland. 

The  antra  are  developed  by  the  fifteenth  month.  Scarlet  fever,  measles, 
influenza,  and  the  common  cold  may  simultaneously  involve  the  mucous 
membranes  of  the  antra,  eustachian  tubes,  nasopharynx  and  bronchi.  The 
antrum  opening  is  high  up  like  a transom.  On  lying  down  the  retained 
secretions  may  trickle  into  and  irritate  the  lower  bronchi  and  cause  cylin- 
drical and  saccular  dilatation  or  bronchiectasis.  In  young  children,  dry 
suction  in  the  early  stages,  and  in  chronic  cases  a window  resection  of  the 
infected  antrum  wall  will  check  the  irritating  secretions  from  reaching  the 
bronchi. 

Discussion — 11:00  to  11:05 

Leonard  Nippe,  Toledo. 

General  Discussion — 11:05  to  11:15 

Paper  No.  5 — 1 1:15  to  11 :30 

ARTIFICIAL  FEVER  THERAPY  OF  SYDENHAM’S  CHOREA 
H.  Worley  Kendell,  Dayton. 

The  outlook  for  children  suffering  from  Sydenham’s  chorea  has  improved 
remarkably  during  the  past  five  years.  The  excellent  results  obtained  by 
Sutton  and  Dodge  with  fever,  produced  by  intravenous  injections  of  typhoid- 
paratyphoid  vaccine,  have  stimulated  an  investigation  of  the  usefulness  of 
fever  therapy  induced  by  physical  methods.  The  advantages  of  physically 
induced  fever  are  that  the  extent  and  duration  of  the  fever  are  controllable 
and  that  the  untoward  reactions  associated  with  foreign  protein  shock  are 
avoided.  The  presence  of  rheumatic  carditis  appears  not  to  be  a contra- 
indication to  fever  therapy.  There  is  evidence  that  fever  therapy  may  also 
be  of  value  in  overcoming  other  manifestations  of  the  rheumatic  state. 
(Illustrated  with  motion  pictures). 

Discussion — 11:30  to  11:35 

Walter  M.  Simpson,  Dayton. 

General  Discussion — 1 1 :35  to  1 1 :45 

11:45 — Election  of  Officers 


SECTION  ON  EYE,  EAR, 
NOSE  AND  THROAT  . . . 


HENRY  M.  GOODYEAR,  Cincinnati..... Chairman 

WM.  W.  SAUER,  Marietta Secretary 


Thursday  Morning,  April  29 
9:00  o’clock 

Meeting  Place — Lounge,  Fourth  Floor,  Hotel  Biltmore. 


9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee 
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Paper  No.  1 — 9:15  to  9:30 

THE  NECK.  X-RAY  STUDY 
Samuel  Brown,  Cincinnati. 

A discussion  of  the  normal  anatomy  and  physiology  of  the  soft  structures 
of  the  neck  as  revealed  by  the  X-ray;  morbid  processes  which  involve 
directly  and  indirectly  the  pharynx,  larynx,  trachea,  esophagus  and  glands 
of  the  neck;  and  foreign  bodies,  opaque  and  non-opaque. 

Discussion — 9:30  to  9:35 

Samuel  Iglauer  and  Samuel  Seltz,  Cincinnati. 

General  Discussion — 9:35  to  9:45 

Paper  No.  2 — 9:45  to  10:00 

EXTRACTION  OF  MAGNETIC  FOREIGN  BODIES  FROM 
THE  VITREOUS  CHAMBER;  TIME  OF  MEDICAL  AND 
SURGICAL  TREATMENT  FOLLOWING  INJURY  TO 
THE  GLOBE. 

Harry  B.  Harris,  Dayton. 

Importance  of  careful  history.  Careful  examination  for  wound  of  entrance. 
Ophthalmoscopic  examination.  X-ray  with  localization  of  foreign  body  before 
magnet  is  used  in  any  way.  Posterior  route  favored  over  the  anterior  in 
most  cases. 

Discussion — 10:00  to  10:05 

M.  Paul  Motto,  Cleveland,  and  Edward  R.  Thomas,  Cincinnati 
General  Discussion — 10:05  to  10:15 

Paper  No.  3 — 10:15  to  10:45 

THE  DIAGNOSIS  OF  EARLY  CASES  OF  COMPENSATED 
GLAUCOMA 

Harry  S.  Gradle,  Chicago. 

Discussion  of  the  role  of  compensated  glaucoma  in  the  causation  of  blindness 
and  the  necessity  of  early  diagnosis.  Analysis  of  the  type  of  case  where 
glaucoma  is  to  be  suspected  and  the  diagnostic  measures  that  must  be  under- 
taken to  either  prove  or  disprove  the  existence  of  the  disease.  Remedial 
measures  necessary  to  prevent  the  further  development. 


Paper  No.  4 — 10:45  to  11  :00 

HERPES  ZOSTER  OPHTHALMICUS 
Donald  J.  Lyle,  Cincinnati. 

Definition.  Anatomical  distribution.  Mode  of  infection  and  types  of  lesions 
affecting  the  eye.  Location  of  the  primary  lesion.  Symptomatic  history  of 
ocular  involvement.  Report  of  a series  of  cases.  Discussion  presenting  the 
dermatropic,  neurotropic  and  serological  aspects. 

Discussion — 1 1 :00  to  1 1 :05 

Karl  V.  Kitzmiller  and  Daniel  J.  Kinder,  Cincinnati. 
General  Discussion — -11  :05  to  11:15 


Paper  No.  5 — 1 1:15  to  11  :30 

SOME  REMARKS  ON  LARYNGEAL  DIAGNOSIS  AND 
SURGERY 

Hugh  G.  Beatty,  Columbus. 

Important  function  of  the  larynx  and  the  proper  care  of  it.  Its  great  re- 
sistance to  irritation,  probably  given  it  because  of  its  important  position  and 
protective  duties.  Important  procedures  in  diagnosing  various  laryngeal 
lesions.  Laryngeal  surgery  in  children  and  adults.  Preparation  and  after- 
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care  of  such  patients.  Results  we  may  expect.  The  results  of  delay  in  diag- 
nosis and  the  results  of  mistaken  diagnoses. 

Discussion — 11:30  to  11:35 

Edward  C.  Goldcamp,  Youngstown. 

General  Discussion — 11:35  to  11:45 
1 1 :45 — Election  of  Officers 


SECTION  ON  NERVOUS  AND 
MENTAL  DISEASES  . . . 


E.  A.  BABER,  Cincinnati Chairman 

JOS.  L.  FETTERMAN,  Cleveland  . Secretary 


Thursday  Morning,  April  29 
9:00  o’clock 

Meeting  Place — Club  Room  A,  Mezzanine  Floor,  Hotel  Biltmore. 


9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee 

Paper  No.  1 — 9:15  to  9:30 

INTRAPONTILE  NEOPLASMS 
James  Sagebiel,  Dayton. 

A clinico-pathologic  study  of  five  intrapontile  tumors.  In  discussing  the 
differential  diagnosis  the  necessity  for  precise  differentiation  from  extra- 
medullary growths  is  emphasized.  Clinically  these  cases  all  showed  signs 
of  increased  intracranial  pressure.  The  cranial  nerve  disturbances  were 
numerous  and  varied.  Papilledema  occurred  late  if  at  all  in  spite  of  the 
large  size  of  most  of  the  tumors.  Cerebellar  ataxia  and  some  degree  of 
pyramidal  tract  involvement  were  present  in  all.  There  was  a striking  dis- 
parity between  the  size  of  the  growth  and  the  severity  of  the  signs  and 
symptoms  until  late  in  the  course  of  the  disease.  All  of  the  tumors  were 
spongioblastomas  ranging  in  cell  type  from  a highly  malignant  undifferen- 
tiated cell  to  a fairly  mature  transitional  type. 

Discussion — 9:30  to  9:35 

T.  H.  Dickinson,  Dayton. 

General  Discussion — 9:35  to  9:45 

Paper  No.  2 — 9:45  to  10:00 

CONDUCT  AND  PERSONALITY  DISORDERS  IN  CERTAIN 
TYPES  OF  PITUITARY  DYSCRASIAS 

Henry  C.  Schumacher,  Cleveland. 

That  physique  and  temperament  are  to  a considerable  degree  influenced  by 
hormones  is  becoming  increasingly  better  known.  The  pituitary  gland  has 
been  called  the  ‘‘master  gland”.  This  paper  aims  to  show  the  relationship 
that  seemingly  exists  between  certain  personality  and  behavior  traits  and 
types  of  pituitary  dvscrasias.  The  material  is  based  on  carefully  collected 
social  histories  and  on  physical,  psychological  and  psychiatric  study  of 
patients.  The  approach  to  the  study  is  clinical  and  not  statistical.  The 
paper  is  in  the  nature  of  a preliminary  report,  in  that  a much  more  detailed 
study  is  in  progress. 

Discussion — 10:00  to  10:05 

Esther  Bogen  Tietz,  Cincinnati. 


General  Discussion — 10:05  to  10:15 
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Paper  No.  3 — 10:15  to  10:30 

THE  CENTRAL  NERVOUS  SYSTEM  AND  DIABETES 
MELLITUS 

A.  R.  Vonderahe,  Cincinnati. 

Various  investigators  have  associated  alteration  of  sugar  metabolism  with 
lesions  in  certain  parts  of  the  nervous  system.  Recent  clinical  and  experi- 
mental work  suggests  an  area  in  the  anterior  portion  of  the  hypothalamus 
as  probably  related  to  the  regulation  of  various  metabolic  functions  including 
that  of  sugar  metabolism.  Clinical  cases  of  hyperglycemia  and  glycosuria 
associated  with  involvement  of  this  portion  of  the  hypothalamus  or  of  the 
fiber  pathways  in  the  brain  stem  emanating  from  this  area  are  used  to 
demonstrate  the  present  status  of  this  relationship.  Studies  on  the  cell  groups 
of  the  hypothalamus  in  cases  of  diabetes  mellitus  presenting  at  autopsy  no 
gross  lesion  of  the  brain  are  described.  These  studies  indicate  a consistent 
pathological  alteration  and  cell  loss  in  the  nucleus  paraventricularis.  Theo- 
retical considerations  of  the  total  reflex  arc  involved  in  sugar  metabolism  are 
described.  The  paper  is  illustrated  with  lantern  slides. 

Discussion — 10:30  to  10:35 

Cecil  Striker,  Cincinnati. 

General  Discussion — 10:35  to  10:45 


Paper  No.  4 — 10:45  to  11  :00 

THE  DEPENDENCE  OF  INTERNAL  MEDICINE  UPON 
NEURO-PSYCHIATRIC  IDEOLOGY 

E.  C.  Fischbein,  Dayton. 

Unless  the  future  general  practitioner  is  early  imbued  with  modern  psychi- 
atric methods  of  approach  to  the  solution  of  mental  and  emotional  problems, 
there  is  always  the  danger  of  delay  and  neglect  in  giving  his  patients  proper 
and  reasonable  psychiatric  attention.  Many  patients  suffering  with  the 
ordinary  neuroses  and  personality  disturbances  can  be  treated  in  an  extra- 
mural environment,  and  with  individual  regimen,  provided  the  internist 
is  equipped  to  recognize  the  situation  sufficiently  early.  The  greatest  danger 
is  that  of  falling  into  a fixed  pattern  of  approach,  of  projecting  one’s  own 
preconceived  ideas  into  the  picture  and  in  this  manner  thwarting  the  desired 
objective. 

Discussion — 11:00  to  11:05 

E.  L.  Hooper,  Dayton. 

General  Discussion — 11:05  to  11:15 


Paper  No.  5 — 11:15  to  11:30 

THE  PHYSICIAN-PATIENT  RELATION  IN  PSYCHO- 
THERAPY 

Thomas  A.  Ratliff,  Cincinnati. 

1.  Statement  of  the  problem  of  the  emotional  attitude  that  exists  between 
physician  and  patient,  especially  in  psychotherapy. 

2.  The  psychoanalytic  concept  of  the  transference  situation  between  phy- 
sician and  patient.  Brief  description  of  positive,  negative  and  counter  trans- 
ference. 

3.  Transference  in  psychotherapy,  showing  that  many  of  the  phenomena 
appear  in  the  ordinary  physician-patient  relation  especially  in  psychotherapy. 

4.  The  importance  of  the  recognition  of  transference  phenomena  in  psycho- 
therapy and  its  unconscious  basis. 

5.  Summary. 

Discussion— 1 1 :30  to  11:35 

Alan  D.  Finlayson,  Cleveland. 

General  Discussion- — 11  :35  to  1 1 :45 


1 1 :45 — Election  of  Officers 
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SCIENTIFIC  EXHIBITS  ..  . 


EXHIBITION  HALL,  HOTEL  BILTMORE,  8:30  A.M.  TO  7:00  P.M.  DAILY 

THE  HEART  IN  HYPERTHYROIDISM 

A.  Carlton  Ernstene,  M.D.,  Cleveland,  Ohio. 

Exhibit  of  charts  summarizing  the  effect  of  hyperthyroidism  on  the  heart  and 
circulation  ; an  analysis  of  the  cardiovascular  complications  observed  in  1000 
consecutive  cases  of  hyperthyroidism;  and  a synopsis  of  the  management  of 
cardiovascular  complications  in  hyperthyroidism. 

DIFFERENTIAL  DIAGNOSIS  OF  CYSTIC  AND  SOLID  AB- 
DOMINAL MASSES. 

M.  E.  Goodrich,  M.D.,  Toledo,  Ohio. 

Mounted  film  reductions,  clinical  information  and  photomicrographs  demon- 
strating the  differential  method.  (Cases  proven  by  operation  or  autopsy.) 

ROENTGEN  DIAGNOSIS  OF  GASTRIC  CARCINOMA 
Harry  Hauser,  M.D.,  Cleveland,  Ohio. 

Transparencies  (8x10  inches)  demonstrating  radiographic  signs  of  various 
stages  of  gastric  cancers,  including  several  early,  small  lesions. 

ARTIFICIAL  FEVER  THERAPY 

Walter  M.  Simpson,  M.D.,  and  H.  Worley  Kendell,  M.D.,  Day- 
ton,  Ohio. 

Charts  of  types  of  patients  treated  and  results,  graphs  of  physiological  studies, 
photographs  of  lesions  treated  with  artificial  fever,  motion  pictures  of  patients 
treated  for  syphilis,  gonococcic  arthritis  and  Sydenham’s  chorea. 

INDUSTRIAL  COMMISSION  OF  OHIO 

Sidney  M.  McCurdy,  M.D.,  Columbus,  Ohio. 

Some  30  X-ray  encephalograms.  Some  descriptive  charts,  and  statistics.  Some 
samples  of  forms  to  be  distributed. 

PURULENT  SINUSITIS  AND  BRONCHIECTASIS 
Myron  Metzenbaum,  M.D.,  Cleveland,  Ohio. 

Thirty  14x18  prints  of  lipiodol  injected  antra  and  lungs,  showing  pathological 
antra  and  tubular  and  saccular  bronchiectasis. 

THE  USE  OF  FASCIA  IN  THE  TREATMENT  OF  INGUINAL, 
FEMORAL  AND  VENTRAL  HERNIA 
Robert  C.  Austin,  M.D.,  Dayton,  Ohio. 

Anatomical  drawings,  showing  the  steps  in  the  surgical  repair  of  inguinal 
and  femoral  hernia  by  the  use  of  “autologous”  fascia  sutures;  in  recurring 
inguinal  and  in  ventral  hernia  showing  the  use  of  fascia  sutures  from  the 
fascia  lata. 

BONE  REGENERATION  AND  TRANSPLANTATION  IN 
CASES  OF  DIAPHYSEAL  RESECTION  FOR  CHRONIC 
OSTEOMYELITIS 

George  I.  Bauman,  M.D.,  Cleveland,  Ohio. 

Transparencies  showing  various  stages  of  regeneration  of  long  bones  after 
subperiosteal  resection,  and  views  of  transplantation  of  ulna  to  replace 
unregenerated  radius  and  fibula  to  replace  unregenerated  tibia. 

CHEST  FILMS  — ILLUSTRATING  DIAGNOSTIC  AND 
THERAPEUTIC  PROCEDURES 

W.  C.  Breidenbach,  M.D.,  and  G.  C.  Wolverton,  M.D.,  Day- 
ton,  Ohio. 

Single  and  serial  films  conveniently  arranged  for  viewing,  and  with  con- 
tinuity carefully  arranged. 
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TORTICOLLIS,  EXPERIMENTAL  AND  CLINICAL  STUDIES 
James  A.  Dickson,  M.D.,  Cleveland,  Ohio. 

Photomicrographs  showing  the  similarity  of  the  pathologic  changes  in  (1) 
torticollis,  (2)  ischemic  paralysis,  and  (3)  changes  produced  experimentally 
by  obstructing  the  venous  supply  while  the  arterial  supply  is  left  intact. 
Photographs  showing  the  patients  before  and  after  operation.  Over-correc- 
tion maintained  by  sandbag  immobilization  only. 

NECK— X-RAY  STUDY 

Samuel  Brown,  M.D.,  Cincinnati,  Ohio. 

Roentgenograms  illustrating  the  pharynx,  larynx,  trachea  and  esophagus 
under  normal  and  abnormal  conditions. 

PROSTATIC  RESECTION 

Wm.  J.  Engel,  M.D.,  Cleveland,  Ohio. 

Wax  models  of  various  types  of  prostatic  hypertrophy.  Specimens  of  tissue 
removed.  Charts  showing  late  results  and  complications,  etc. 

DIAGNOSIS  AND  TREATMENT  OF  FOOD  ALLERGY 
Anton  W.  Oelgoetz,  M.D.,  Columbus,  Ohio. 

Charts  showing  mechanism  of  food  allergy;  demonstration  of  technique  of 
test. 

INTERMITTENT  VENOUS  COMPRESSION 
S.  H.  Sedwitz,  M.D.,  Youngstown,  Ohio. 

Charts  showing  changes  of  volume  by  plethysmographic  studies.  Photos 
before  and  after  treatment.  Surface  temperature  readings. 

INTRAVENOUS  METHODS 

M ax  Shaweker,  M.D.,  Dover,  Ohio. 

Original  methods  of  administering  arsphenamine  and  other  intravenous  solu- 
tions. 

DIABETES  MELLITUS 

Cecil  Striker,  M.D.,  Cincinnati,  Ohio. 

Educational  material  for  lay  consumption. 

THERAPY  IN  DIABETES  BY  USE  OF  PROTAMINE-ZINC- 
INSULIN 

Thomas  P.  Sharkey,  M.D.,  Dayton,  Ohio. 

Effect  on  blood  sugar  levels  shown  by  charts,  as  well  as  results  of  therapy. 

PROTAMINE— ZINC— INSULIN  IN  DIABETES 
E.  Perry  McCullagh,  M.D.,  Cleveland,  Ohio. 

Charts  showing  the  effect  of  protamine — zinc— -insulin  on  blood  sugar  levels 
and  results  of  therapy. 

INTERRELATIONS  OF  THE  AUTONOMIC  NERVOUS 
SYSTEM 

Esther  Bogen  Tietz,  M.D.,  Cincinnati,  Ohio. 

Charts  and  other  material  giving  simplified  presentation  of  the  relations 
between  the  autonomic  nervous  system,  the  endocrine  gland,  bio-chemistry,  etc. 

RADIO  PROGRAMS 

American  Medical  Association. 

An  exhibit  depicting  the  dramatized  program  of  the  A.  M.  A. 
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WORK  OF  THE  COUNCIL  ON  FOODS 
American  Medical  Association. 

An  exhibit  of  mechanical  material,  posters  and  literature. 

WORK  OF  THE  COUNCIL  ON  PHYSICAL  THERAPY 

American  Medical  Association. 

An  exhibit  of  mechanical  material  and  posters. 

CUTANEOUS  GRANULOMAS 

American  Medical  Association. 

A collection  of  174  photographs  mounted  on  panels. 

CUTANEOUS  MANIFESTATIONS  OF  SYPHILIS 

American  Medical  Association. 

A collection  of  about  150  photographs  mounted  on  panels. 

H I STO PATHOLOGY  OF  CUTANEOUS  SYPHILIS 
American  Medical  Association. 

A collection  of  about  100  transparencies  mounted  in  viewing  boxes. 

INFORMATION  ABOUT  THE  AMERICAN  MEDICAL 
ASSOCIATION 

American  Medical  Association. 

Diagrams  and  literature  dealing  with  the  history  and  activities  of  the 
Association. 

PNEUMOCOCCUS  PNEUMONIA  EXHIBIT 
Metropolitan  Life  Insurance  Company. 

Charts  showing  material  on  incidence,  typing  and  serum  therapy  in  pneu- 
monia. 

WORK  OF  THE  COUNCIL  OF  PHARMACY  AND 
CHEMISTRY 

American  Medical  Association. 

An  exhibit  of  posters  and  charts. 


ESS AYISTS-DISCUSS ANTS  . . . 


Essayists  and  discussants  are  requested  to  comply  with  Sections  5 and 
7 of  Chapter  3 of  the  By-Laws  of  the  Ohio  State  Medical  Association 
reading  in  part  as  follows: 

“The  papers  and  discussions  in  sections  shall  be  limited  to  scientific 
subjects.” 

“All  papers  read  before  this  Association  shall  be  its  property  and 
immediately  after  being  read  shall  be  deposited  with  the  secretary  of  the 
section,  if  read  before  a section,  or  with  the  Executive  Secretary,  if  read 
before  a general  session.  No  author  shall  cause  a paper  read  before  this 
Association  to  be  published  elsewhere  as  original,  or  until  published  in  the 
official  Journal  of  this  Association.” 

Discussants  should  send  typewritten  copies  of  their  remarks  to  The 
Ohio  State  Medical  Journal,  1005  Hartman  Theater  Building,  Columbus, 
in  order  that  their  discussions  may  be  published  in  The  Journal  with  the 
respective  papers.  Such  material  should  be  sent  not  later  than  two  weeks 
after  the  Annual  Meeting. 


April,  1937 


Annual  Meeting  Program 
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TECHNICAL  EXHIBITORS  . . . 


EXHIBITION  HALL,  HOTEL  BILTMORE,  8:30  A.M.  to  7:30  P.M.  DAILY 


Aloe  Company,  A.  S 

American  Optical  Company 

Arlington  Chemical  Company,  The 

Borden  Company,  The 

Cameron  Surgical  Specialty  Company- - 

Coca  Cola  Company,  The 

Crocker-Fels  Company,  The 

DeVilbiss  Company,  The 

Fidelity  Medical  Supply  Company,  The 

General  Electric  X-Ray  Corp 

Gerber  Products  Company 

Heinz  Company,  H.  J 

Holland-Rantos  Company,  Inc 

Horlick’s  Malted  Milk  Corp 

Hynson,  Westcott  & Dunning 

Lederle  Laboratories,  Inc 

Lepel  High  Frequency  Labs.,  Inc 

Liebel-Flarsheim  Company 

Macmillan  Company,  The 

Mead  Johnson  & Company 

Medical  Protective  Company,  The 

Mellen’s  Food  Company 

Middlewest  Instrument  Company 

M & R Dietetic  Laboratories,  Inc 

Petrolagar  Laboratories,  Inc 

Philip  Morris  & Co.,  Ltd 

Picker  X-Ray  Corporation 

Saunders  Company,  W.  B 

S.  M.  A.  Corporation 

Schmidt,  Carl  A 

U.  S.  Standard  Products  Company 

Wagners  Sons  Company,  The  W.  T 

White-Haines  Optical  Company 


St.  Louis,  Missouri 

Southbridge,  Massachusetts 

Yonkers,  New  York 

New  York  City 

Chicago,  Illinois 

Atlanta,  Georgia 

Cincinnati,  Ohio 

Toledo,  Ohio 

Dayton,  Ohio 

Chicago,  Illinois 

Fremont,  Michigan 

.--Pittsburgh,  Pennsylvania 

New  York  City 

Racine,  Wisconsin 

Baltimore,  Maryland 

New  York  City 

New  York  City 

Cincinnati,  Ohio 

New  York  City 

Evansville,  Indiana 

Wheaton,  Illinois 

Boston,  Massachusetts 

Chicago,  Illinois 

Columbus,  Ohio 

Chicago,  Illinois 

New  York  City 

New  York  City 

-Philadelphia,  Pennsylvania 

Cleveland,  Ohio 

Dayton,  Ohio 

Woodworth,  Wisconsin 

Cincinnati,  Ohio 

Columbus,  Ohio 


REGISTRATION... 


In  compliance  with  Chapter  1 of  the  By-Laws  of  the  Ohio  State 
Medical  Association,  only  physicians  who  are  members  in  good  standing 
in  the  Association  will  be  permitted  to  register  and  attend  the  various 
sessions  of  the  Annual  Meeting,  except  physicians  who  reside  in  other 
states  and  are  members  in  good  standing  of  their  respective  state  medical 
associations.  Medical  students,  interns  and  members  of  other  scientific 
professions  may  register  as  guests  and  will  be  admitted  to  all  sessions. 

Admission  to  all  sessions  will  be  by  badge  only,  which  badge  may  be 
secured  upon  registering. 

Registration  Headquarters  will  be  located  in  the  main  lobby,  Hotel 
Biltmore,  adjacent  to  the  entrance  to  the  Exhibit  Hall  which  will  house 
the  Scientific  and  Technical  Exhibits.  Registration  will  begin  at  8:30 
A.  M.,  Wednesday,  April  28. 


HAVE  YOU  SECURED  HOTEL  ACCOMMODATIONS  FOR  THE 
DAYTON  MEETING?  IF  NOT,  DO  SO  IMMEDIATELY 


DAYTON  hotels  report  that  many  Ohio  phy- 
sicians have  already  reserved  accommoda- 
tions for  the  Ninety-First  Annual  Meet- 
ing of  the  Ohio  State  Medical  Association  to  be 
held  at  the  Hotel  Biltmore,  Dayton,  Wednesday 
and  Thursday,  April  28  and  29. 


If  you  have  not  yet  attended  to  this  important 
detail,  look  over  the  appended  list  of  Dayton 
hotels  with  their  rates  and  accommodations,  fill 
in  the  accompanying  reservation  blank  and  mail 
it  immediately  to  the  manager  of  the  hotel 
selected. 


NAME  AND  LOCATION 

No.  of 
Rooms 

Single 

Double 

Twin  Beds 

3 or  more 
to  a room 

BILTMORE 

(Headquarters  Hotel) 
First  and  Main  Sts. 

600 

$3.00-5.00 

$4.00-6.00 

$5.00-8.00 

$2.00  each 

VAN  CLEVE 

First  and  Ludlow  Sts. 

150 

3.00-3.50 

4.50-5.00 

5.00-6.00 

2.00  each 

MIAMI 

Second  and  Ludlow  Sts. 

350 

2.50-3.00 

4.00-5.00 

5.00-6.00 

2.00  each 

GIBBONS 

Third  and  Ludlow  Sts. 

250 

2.50-3.50 

4.00-5.50 

5.00-6.50 

2.00  each 

HOLDEN 

Fifth  and  Wilkinson  Sts. 

100 

2.50 

3.50 

4.00 

1.75  each 

NEW  ATLAS 

West  Third  St. 

70 

2.50 

3.50 

1.75  each 

MORAINE 

Ludlow  near  Third  St. 

150 

2.50-3.00 

4.00-5.00 

5.00-6.00 

2.00  each 

HOTEL  RESERVATION  BLANK 
Mail  this  coupon  to  hotel  selected 

Manager  — Hotel,  Dayton,  Ohio. 

You  are  requested  to  reserve  the  following  accommodations  during  the  period  of  the  Annual 
Meeting  of  the  Ohio  State  Medical  Association,  April  28-29,  1937,  or  for  such  other  period 
as  may  be  indicated  herein. 

□ Single  Room  with  bath;  □ Double  Room  with  bath;  Price: 

□ Twin  Bed  Room  with  Bath 

Arriving  April  ....  at A.M.  P.M. 

PLEASE  VERIFY  MY  RESERVATION. 

Name  

Address  — 
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ONE  OF  THE  NATION'S  LEADING  SURGEONS;  AUTHOR  OF  TWO 
MEDICAL  ‘‘BEST-SELLERS”  WILL  BE  ANNUAL 
MEETING  GUEST  SPEAKERS 


FRED  W.  RANKIN,  M.D. 


THE  Committee  on  Scientific  Work  is  pleased 
at  its  good  fortune  in  being  able  to  present 
as  one  of  the  guest  speakers  at  the  1937 
Annual  Meeting  in  Dayton,  April  28  and  29,  Fred 
W.  Rankin,  M.D.,  Lexington,  Kentucky,  one  of 
America’s  outstanding  surgeons. 

Dr.  Rankin  will  appear  on  the  program  of  the 
Fourth  General  Session,  scheduled  for  3 o’clock, 
Thursday  afternoon,  April  29.  He  will  speak  on 
“The  Hopeful  Prognosis  in  Cancer  of  the  Lower 
Gastro-intestinal  Tract”. 

Dr.  Rankin  received  his  B.A.  degree  from 
Davidson  College;  M.A.  degree  from  St.  John’s 
College  and  M.D.  degree  from  the  University  of 
Maryland.  Formerly  professor  of  surgery,  Uni- 
versity of  Louisville,  and  University  of  Minne- 
sota, Mayo  Foundation,  Dr.  Rankin  was  surgeon 
at  the  Mayo  Clinic  from  1926  to  1933.  Since  1933 
he  has  been  in  private  practice  at  Lexington. 

Dr.  Rankin  is  president  of  the  Southeastern 
Surgical  Congress  and  the  Southern  Surgical  As- 
sociation. He  is  a fellow  of  the  following:  Amer- 
ican Medical  Association,  American  College  of 
Surgeons,  American  Surgical  Association,  South- 
ern Surgical  Association,  Western  Surgical  As- 
sociation, Society  of  Clinical  Surgery,  Southern 
Medical  Association  and  the  Visiting  Surgeons’ 
Club. 


LLOYD  C.  DOUGLAS,  D.D. 


IF  THE  Annual  Banquet  of  the  1937  Annual 
Meeting  on  the  evening  of  April  29  is  not 
a sell-out,  the  Montgomery  County  Medical 
Society,  banquet  host,  can’t  be  blamed. 

One  of  the  country’s  outstanding  authors  and 
most  sought-after  speakers,  Lloyd  C.  Douglas, 
D.D.,  Litt.D.,  L.L.D.,  Los  Angeles,  has  been  in- 
vited to  furnish  the  climax  to  the  1937  Annual 
Meeting  by  addressing  the  banquet,  and  he  has 
accepted. 

All  that  has  to  be  said  to  introduce  Lloyd 
Douglas  is  to  mention  the  best-sellers,  “Magnifi- 
cent Obsession”  and  “Green  Light”,  both  of 
which  came  from  his  pen  and  both  of  which  had 
medical  settings.  Although  he  never  studied 
medicine,  Dr.  Douglas  lists  physicians  among  his 
intimate  friends  and  has  taken  much  interest  in 
their  work. 

A native  of  Indiana,  Dr.  Douglas  was  educated 
at  Wittenberg  College,  Springfield,  Ohio.  Follow- 
ing pastorates  at  North  Manchester,  Indiana,  Lan- 
caster, Ohio,  and  Washington,  D.  C.,  he  served 
for  four  years  as  Director  of  Religious  Educa- 
tion, University  of  Illinois,  returning  to  the  pul- 
pit in  1915  at  Ann  Arbor,  Michigan.  After  pas- 
torates at  Akron,  Los  Angeles,  and  Montreal,  Dr. 
Douglas  terminated  his  ministry  in  1933,  to  de- 
vote his  time  to  writing  and  lecturing. 
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1937  SUCCESSOR  TO  THE  GAVEL  1938 


Incoming  President  of  the  Ohio  State  Medical  Association  who 
will  be  inaugurated  at  the  Dayton  Annual  Meeting,  April  28  and  29. 
For  information  concerning  Dr.  Alcorn  s many  years  of 
service  in  medical  organization,  see  opposite  page. 
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April,  1937 


The,  Incoming  President 


449 


AT  THE  closing  session  of  the  House  of  Delegates,  Thursday  afternoon,  April  29, 
at  the  Ninety-First  Annual  Meeting  of  the  Ohio  State  Medical  Association  at 
Dayton,  Dr.  John  B.  Alcorn,  Columbus,  will  succeed  to  the  presidency  of  the 
State  Association  and  receive  the  official  gavel  from  Dr.  E.  M.  Huston,  Dayton,  retiring 
president.  Election  to  the  office  of  president-elect  at  the  1936  Annual  Meeting  in 
Cleveland  heralded  for  Dr.  Alcorn  the  climax  of  many  years  of  devoted  service  in 
medical  organization  in  Ohio.  Soon  after  his  graduation  from  the  Medical  Department, 
University  of  Louisville,  Dr.  Alcorn  became  active  in  organized  medicine.  At  Galli- 
polis,  where  he  started  practice,  he  held  the  offices  of  secretary  and  president  of  the 
Gallia  County  Medical  Society,  and  served  in  the  same  capacities  in  the  Ninth  District 
Medical  Society.  Dr.  Alcorn  was  in  active  service  during  the  Spanish-Ameriean  War 
and  the  Mexican  Border  trouble.  Following  postgraduate  studies  at  the  Manhattan 
Eye,  Ear,  Nose  and  Throat  Hospital,  New  York  City,  and  at  hospitals  and  clinics  at 
London,  Vienna  and  Paris,  he  located  in  Columbus  where  he  is  now  in  active  practice 
and  assistant  professor  of  ophthalmology  at  the  College  of  Medicine,  Ohio  State  Uni- 
versity. Dr.  Alcorn  at  one  time  represented  Ohio  in  the  House  of  Delegates  of  the 
American  Medical  Association  and  is  a former  president  of  the  Columbus  Academy  of 
Medicine.  He  served  for  many  years  as  a member  of  the  House  of  Delegates  of  the 
Ohio  State  Medical  Association  and  as  a member  of  the  former  Committee  on  Public 
Policy  and  Legislation. 


Tenth  Annual  Postgraduate  Day  at 
Youngstown  Scheduled  for  April  20 

The  Tenth  Annual  Postgraduate  Day  of  the 
Mahoning  County  Medical  Society  will  be  held  at 
the  Ohio  Hotel,  Youngstown,  April  20. 

The  tentative  program,  which  will  be  presented 
by  members  of  the  faculty  of  the  University  of 
Michigan  Medical  School,  is  as  follows: 

“A  Clinical  and  Anatomical  Study  of  Inflam- 
matory Processes  in  the  Mouth  and  Pharynx”, 
by  Dr.  A.  C.  Furstenberg,  dean  of  the  School  and 
professor  of  otolaryngology. 

“Coronary  Occlusion”,  and  “Cardiac  Failure — 
Its  Recognition  and  Management”,  by  Dr.  Frank 
N.  Wilson,  professor  of  internal  medicine; 

“The  Administration  of  Fluids  to  the  Sick 
Patient”,  and  “The  Surgical  Aspects  of  Gall  Blad- 
der Disease”,  by  Dr.  Frederick  A.  Coller,  pro- 
fessor of  surgery. 

“Treatment  of  Empyema”,  and  “Surgical  Man- 
agement of  Pulmonary  Tuberculosis”,  by  Dr. 
Cameron  Haight,  assistant  professor  of  surgery. 

“Skin  Hypersensitiveness”,  and  “A  Considera- 
tion of  the  Diagnostic  Criteria  and  Specific  Man- 
agement for  Allergic  Disease”,  by  Dr.  John  Shel- 
don, instructor  in  internal  medicine. 

Members  of  the  Postgraduate  Day  Committee 
are  Dr.  Gordon  G.  Nelson,  Dr.  H.  M.  Sisek,  Dr. 
Morris  Rosenblum,  Dr.  J.  R.  Buchanan,  and  Dr. 
A.  J.  Brandt. 


Program  on  Arthritis  Presented  at  Sixth 
District  Meeting  at  Akron 

A Symposium  on  Arthritis  was  presented  at 
the  Sixth  District  Meeting  which  was  held  at 
the  Mayflower  Hotel,  Akron,  March  24.  The  pro- 
gram consisted  of  the  following  papers:  “Some 
Clinical  Aspects  of  Arthritis”,  by  Dr.  W.  A.  Mc- 
Conkey,  Canton,  with  discussion  by  Dr.  W.  D. 
McElroy,  Youngstown;  “X-ray  Diagnosis  of 
Arthritis”,  by  Dr.  Edward  L.  Voke,  Akron,  with 
discussion  by  Dr.  C.  M.  Peters,  Canton;  “A 
Metabolic  Disturbance  in  Relation  to  Arthritis”, 
by  Dr.  Frederick  A.  Smith,  Akron,  with  discus- 
sion by  Dr.  Morris  Deitchman,  Youngstown. 

Guests  at  the  meeting  included : Dr.  J.  H.  J. 
Upham,  Columbus,  President-Elect  of  the  Amer- 
ican Medical  Association;  Dr.  John  B.  Alcorn, 
Columbus,  President-Elect  of  the  Ohio  State 
Medical  Association;  Dr.  H.  M.  Platter,  Colum- 
bus, Secretary  of  the  State  Medical  Board,  and 
Dr.  Jonathan  Forman,  Columbus,  Editor  of  The 
Ohio  State  Medical  Journal. 

The  program  was  arranged  by  the  district 
officers,  Dr.  Ray  S.  Freidley,  Akron,  president; 
Dr.  Kent  H.  Harrington,  secretary,  and  Dr.  Wil- 
liam M.  Skipp,  Youngstown,  Councilor. 


Columbus — Dr.  Sidney  M.  McCurdy,  Super- 
visor of  the  Medical  Division,  State  Industrial 
Commission,  recently  addressed  the  members  of 
the  Pittsburgh  Medical-Dental  Bureau  on  the 
“Administration  of  a Medical-Dental  Bureau”. 
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House  Bill  571 — To  create  the  office  of  county  medical 
examiner  under  county  prosecutor  to  take  over  the  powers 
and  duties  of  the  coroner.  House  Reference  Committee. 

Senate  Bill  75  and  House  Bill  185 — To  permit  coroner  in 
large  counties  to  employ  assistants  and  other  clerical  help. 
Passed  by  Senate.  House  calendar. 

House  Bill  90 — To  provide  for  a tax  levy  outside  the  10 
mill  limitation  for  voluntary  hospital  funds.  House  Tax- 
ation Committee. 

Senate  Bill  328 — To  provide  that  hospitals  receiving  pay- 
ment from  the  state  for  the  care  of  indigents  injured  in 
motor  vehicle  accidents  shall  not  receive  more  than  six  dol- 
lars per  diem  or  than  is  received  for  the  care  of  other 
patients.  Senate  Finance  Committee. 

Senate  Bill  146 — To  provide  for  the  payment  of  hos- 
pitals for  hospitalization  of  recipients  of  aid  for  the  aged. 
Senate  Finance  Committee. 

House  Bill  210 — To  legalize  group  hospitalization  on  a 
state-wide  basis  with  exemption  from  the  state  insurance 
laws.  House  Insurance  Committee. 

Senate  Bill  204 — To  permit  public  hospitals  to  contract 
with  groups  of  employes  for  group  hospitalization  services. 
Senate  Judiciary  Committee. 

House  Bill  639 — To  regulate  and  license  private  homes 
and  institutions  for  the  care  and  treatment  of  the  men- 
tally ill.  House  Finance  Committee. 

House  Bill  307 — To  prevent  the  pollution  of  streams  for 
th e protection  of  the  public  health.  House  Health  Com- 
mittee. 

House  Bill  56 — To  transfer  inspection  of  hotels  and 
restaurants  from  the  State  Fire  Marshal’s  Office  to  the 
State  Department  of  Health.  Passed  by  House.  Senate 
Health  Committee. 

He  use  Bill  426 — To  provide  for  the  regulation,  control 
and  li  ensing  of  the  sale  of  prophylactics  for  the  purpose  of 
prevr  tion  of  venereal  diseases  and  limit  the  sale  to  licensed 
pharn  cists,  excluding  physicians.  House  Health  Com- 
mittee 

He  »e  Bill  39 — To  create  a Division  of  Public  Assistance. 

Passed  by  House.  Defeated  iri  Senate. 

K«f  \e  Bill  65 — Stop-gap  poor  relief  bill.  Enacted.  Effec- 
tive F*  bruary  11. 

ite  Bill  47 — To  permit  any  firm  or  corporation  to  own 
and  iduct  an  optometric  department  provided  a registered 
optom  Srist  is  in  charge.  Indefinitely  postponed  by  the 
Senate  Health  Committee. 

Hoi  se  Bill  265 — To  permit  counties  to  levy  certain  taxes 
for  po>  r relief  purposes.  House  calendar. 

Sen  te  Bill  173 — To  permit  cities  to  levy  certain  taxes 
for  po;r  relief  purposes.  Senate  Taxation  Committee. 

Senate  Bill  17 — To  levy  a gross  receipts  tax.  Senate 
Taxation  Committee. 

House  Bill  130,  House  Bill  193  and  House  Bill  220 — To 
levy  a personal  income  tax.  House  Taxation  Committee. 

House  Bill  685 — To  provide  vacations  with  pay  for  preg- 
nant women.  House  Reference  Committee. 

House  Bill  510 — To  provide  for  a county  welfare  depart- 
ment in  each  county.  House  Reference  Committee. 

House  Bill  464 — To  provide  for  optional  forms  of  county 
government.  House  Reference  Committee. 

Workmen’s  Compensation — In  addition  to  fol- 
lowing closely  the  many  bills  relating  to  the  ad- 
ministration of  the  Workmen’s  Compensation 
Law  pending  in  the  present  Legislature,  the  com- 
mittee has  considered  some  of  the  administrative 
problems  confronting  the  State  Industrial  Com- 
mission, especially  medical  problems. 

Last  fall  a lengthy  conference  was  held  with 
members  of  the  Industrial  Commission  and  its 
departmental  heads  at  which  administrative 
problems  were  discussed  and  ways  to  improve 
administrative  procedure,  as  well  as  medical  ser- 
vice for  claimants,  considered. 

As  a result  of  that  conference,  the  Sub-Com- 
mittee on  Workmen’s  Compensation  was  estab- 
lished, to  act  as  a liaison  between  the  medical  pro- 
fession and  the  Industrial  Commission  and  to 
work  with  the  Commission  on  questions  of  direct 
interest  to  the  medical  profession.  The  personnel 


of  the  sub-committee,  which  plans  meetings  dur- 
ing the  ensuing  months,  is:  Don  B.  Lowe,  Akron, 
chairman;  B.  J.  Hein,  Toledo;  J.  Craig  Bowman, 
Upper  Sandusky;  Malcolm  Cook,  Hamilton; 
Charles  E.  Holzer,  Gallipolis;  and  John  A.  Cald- 
well, Cincinnati. 

Shortly  after  the  first  of  the  year,  at  the  re- 
quest of  Dr.  Sidney  M.  McCurdy,  supervisor  of 
the  Medical  Division,  State  Industrial  Commis- 
sion, the  Committee  on  Public  Relations  and 
Economics  named  a sub-committee  to  confer  with 
him  on  X-ray  problems  arising  in  the  handling  of 
Workmen’s  Compensation  claims  and  work  out 
ways  to  improve  this  service. 

The  Sub-Committee  on  X-ray  consisted  of  J. 
T.  Murphy,  Toledo;  Charles  F.  Bowen,  Columbus; 
Harry  W.  Burnett,  Dayton;  John  Heberding, 
Youngstown;  E.  P.  McNamee,  Cleveland;  Wm. 
M.  Doughty,  Cincinnati;  and  Blaine  R.  Golds- 
berry,  Athens. 

A conference  was  held  and,  based  on  agree- 
ments arrived  at,  the  following  regulations  relat- 
ing to  X-ray  work  in  Industrial  Commission  cases 
were  formulated  by  the  Commission,  effective 
May  1: 

1.  On  and  after  May  1,  1937,  either  the  orig- 
inal film  or  a satisfactory  reproduction  upon  a 
non-inflammable  cellulose  acetate  film,  minimum 
reproduction  5"  x 7",  must  be  submitted  before 
payment  is  made. 

2.  The  film  must  be  mailed  flat  and  protected 
in  a standard  X-ray  envelope  which  has  a con- 
tainer pocket  on  the  outside  for  the  report. 

3.  The  film  and  interpretations  must  come  to 
the  Industrial  Commission  together. 

4.  Each  film  must  be  plainly  identified  in 
white  ink  by  writing  on  the  film  (a)  claimant’s 
number;  (b)  claimant’s  name;  (c)  name  of  physi- 
cian taking  film;  (d)  name  of  physician  referring 
case;  (e)  name  of  employer. 

Additional  medical  questions  will  be  taken  up 
with  the  Commission  at  appropriate  time. 

It  should  be  noted  that  the  Commission  at 
present  is  unable  to  keep  up  with  the  heavy  flow 
of  claims  because  of  inadequate  appropriations 
for  administrative  machinery.  More  man-power 
is  needed.  Additional  personnel  cannot  be 
secured,  however,  unless  the  Legislature  in- 
creases the  Commission’s  appropriation.  Until 
more  help  in  various  departments  of  the  Commis- 
sion is  made  available,  the  Commission  will  be 
unable  to  pay  compensation  to  claimants  and 
medical  bills  promptly. 

Following  are  some  of  the  legislative  proposals 
pertaining  to  workmen’s  compensation  which 
have  been  reviewed  and  followed  during  the 
present  session  of  the  General  Assembly: 

House  Bill  45 — Define  “injury”  as  used  in  the  Work- 
men’s Compensation  Act.  Passed  by  House.  Senate 
Calendar. 
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House  Bill  69 — Relative  to  presumptive  dependency. 
Passed  by  House.  Senate  Labor  Committee. 

House  Bill  71 — To  include  silicosis  in  the  list  of  com- 
pensable diseases  and  establish  a board  of  review  for 
silicosis  claims.  Passed  by  House.  Senate  Labor  Com- 
mittee. 

House  Bill  79 — To  increase  jurisdiction  of  the  courts  in 
appeals  from  the  Industrial  Commission.  Passed  by  House. 
Senate  Labor  Committee. 

House  Bill  80 — Relative  to  ascertaining-  the  average 
weekly  wage.  House  calendar. 

House  Bill  83 — Relative  to  awards  for  loss  of  two  or 
more  fingers.  Passed  by  House.  Senate  Labor  Committee. 

House  Bill  617 — Requiring  actuarial  audit  of  Workmen’s 
Comp  nsation  Fund  at  least  every  five  years.  House  Labor 
Committee. 

House  Bill  618 — Occupational  disease  death  claims  must 
be  filed  within  six  months.  House  Labor  Committee. 

House  Bill  73 — To  abolish  self-insurers.  Indefinitely 
postponed  by  House  Labor  Committee. 

House  Bill  199 — To  create  12  deputy  commissioners. 
House  Finance  Committee. 

House  Bill  235 — To  create  four  claims  boards  of  three 
members  each  to  hold  hearings  in  various  sections  of  the 
state.  Passed  by  House.  Senate  Labor  Committee. 

Senate  Bill  248 — To  take  from  the  fund,  up  to  half  the 
cost  of  administration,  or  $700,000  annually.  Senate  Finance 
Committee. 

Senate  Bill  50 — To  increase  the  size  of  the  Commission 
from  three  to  five  members.  Senate  Labor  Committee. 

Senate  Bill  62 — Physical  examination  shall  be  pre- 
requisite to  employment  if  a previous  injury  exists.  Sen- 
ate Labor  Committee. 

Poor  Relief — Relief  still  is  one  of  the  most 
acute  problems  confronting  the  Legislature  and 
the  state  and  local  units  of  government.  The 
Sub-Committee  on  Legislation  has  watched  this 
situation  closely  to  make  sure  that  any  legisla- 
tion enacted  provides  adequately  for  medical  care 
of  those  on  relief.  Provision  for  the  payment  of 
physicians  for  services  rendered  indigents  was 
made  in  the  stop-gap  relief  law  enacted  in  1936 
and  in  a similar  measure  enacted  in  February  of 
this  year. 

At  present  the  Legislature  is  endeavoring  to 
set  up  a permanent  relief  program  for  the  bal- 
ance of  this  year  and  1938.  A tentative  proposal 
has  been  formulated  but  has  not  been  acted  upon. 
It  provides  for  the  payment  from  state  funds  of 
physicians  for  the  care  of  the  poor  in  their  homes 
or  in  physicians’  offices.  Hospitalization  and  sur- 
gery, except  obstetrics,  would  have  to  be  financed 
by  local  relief  funds.  Local  sub-divisions  would 
be  compelled  to  match  funds  received  from  the 
state.  One  purpose  of  the  new  act  will  be  to  force 
local  communities  to  share  part  of  the  relief 
burden  and  by  that  means  bring  about  a reduc- 
tion in  the  number  of  persons  on  relief.  Adminis- 
tration of  relief  will  be  delegated  to  local 
agencies.  Efforts  will  be  made  to  see  that  the  new 
act  contains  reasonable  provisions  with  respect 
to  medical  service. 

As  long  as  relief  is  handled  on  a state-wide 
basis  and  under  “emergency”  legislation,  the  old 
statutory  relief  acts  which  have  been  on  the 
books  for  many  years  will  remain  dormant.  They 
are  in  need  of  revision,  especially  sections  re- 
lating to  medical  care.  Nevei’theless,  this  is  not 
the  appropriate  time  to  ask  the  Legislature  to 
revise  them.  Before  such  a proposal  is  presented 


to  the  Legislature,  considerable  research  must 
be  undertaken  and  a series  of  conferences  held 
by  groups  interested  in  the  whole  relief  problem. 

In  order  that  the  medical  profession  may  be  pre- 
pared to  take  a constructive  part  in  such  con- 
ferences when  held,  a Sub-Committee  on  Poor  Re- 
lief has  been  established  by  the  Committee  on 
Public  Relations  and  Economics  to  study  this 
question  and  work  out,  if  possible,  proper  amend- 
ments to  the  statutory  and  permanent  poor  relief 
laws.  The  sub-committee  is  composed  of  L.  H. 
Schriver,  Cincinnati,  chairman;  W.  K.  Stewart, 
Youngstown;  Charles  H.  Tate,  Dayton;  R.  M. 
Knoble,  Sandusky;  Paul  H.  Beaver,  Leetonia; 
and  L.  D.  Allard,  Portsmouth.  This  committee  is 
planning  to  hold  meetings  during  the  ensuing 
year. 

It  is  recommended  that  each  county  medical  so- 
ciety maintain  an  active  and  aggressive  relief 
committee.  Relief  is  primarily  a local  responsi- 
bility. Each  medical  society  must  face  the  job  of 
working  out  with  the  relief  officials  of  the  county 
a medical  plan  which  will  meet  local  conditions 
and  be  satisfactory  to  patients,  relief  officials  and 
the  medical  profession. 

Taxation — Primarily  because  of  the  relief  sit- 
uation, taxation  continues  as  a troublesome  legis- 
lative question.  Some  authorities  believe  new 
state  taxes  are  unnecessary  to  raise  sufficient 
revenue  to  meet  the  state’s  part  of  the  relief 
load;  others  are  of  the  opposite  opinion.  The 
most  difficult  phase  of  the  tax  problem  arises 
from  the  insistence  on  the  part  of  a majority  of 
members  of  the  General  Assembly  that  local  com- 
munities bear  part  of  the  relief  costs  and  be  com- 
pelled to  match  state  subsidies  with  local  funds. 
Because  some  counties  and  cities  do  not  have 
funds  available  for  matching,  enabling  legislation 
may  have  to  be  enacted.  Such  legislation  may 
give  counties  and  cities  the  right  to  levy  certain 
taxes  for  relief  purposes. 

The  medical  profession  always  has  been  a sub- 
stantial contributor  to  government  through 
taxes.  It  will  continue  to  do  its  part.  At  the 
same  time  it  will  vigorously  oppose  the  levy  by  the 
state  or  local  sub-divisions  of  discriminatory 
taxes,  such  as  a tax  on  professional  services  or 
an  occupational  tax  restricted  to  a comparatively 
few  professions  or  occupations.  Taxes  should  be 
levied  uniformly.  Discriminatory  taxes  and 
“double  taxation”  should  be  opposed  by  physi- 
cians. This  was  the  policy  adopted  by  the  Council 
at  its  meeting  on  February  7,  1937.  (March,  1937, 
issue  of  The  Journal.) 

Additional  questions  which  have  been  con- 
sidered by  the  Committee  on  Public  Relations 
and  Economics  and  appropriate  action  taken  dur- 
ing recent  months  included  the  following: 

Resettlement  Administration — Officials  of  the 
Federal  Resettlement  Administration  have  re- 
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quested  a conference  with  the  committee  for  the 
purpose  of  securing  the  cooperation  of  the  State 
Association  in  working  out  a plan,  or  plans,  to 
provide  clients  of  the  Resettlement  Administra- 
tion residing  in  the  rural  sections  of  the  state 
with  adequate  medical  service.  One  brief  con- 
ference has  been  held  with  those  officials.  An- 
other is  planned  in  the  near  future.  Data  and 
advice  on  this  question  have  been  obtained  from 
officials  of  the  American  Medical  Association  and 
state  medical  associations  of  a number  of  states 
where  similar  requests  have  been  made. 

State  Health  Department  — Frequent  con- 
ferences have  been  held  with  the  State  Director 
of  Health.  The  State  Association  through  the 
Council  and  this  committee  has  cooperated  in  pro- 
moting the  syphilis  and  pneumonia  programs  of 
the  department.  State  Director  of  Health  Har- 
tung  has  worked  with  this  committee  in  combat- 
ing legislative  proposals  detrimental  to  public 
health  and  scientific  medicine. 

Social  Security — There  has  been  close  contact 
with  Judge  Henry  Robison,  chief  of  the  State 
Division  of  Public  Assistance,  and  his  associates 
under  whom  Ohio’s  social  security  activities  are 
being  carried  on.  Advice  of  the  committee  has 
been  sought  frequently  by  officials  in  charge  of 
medical  activities  financed  by  social  security 
funds. 

Commission  on  Marriage,  Divorce  and  Separa- 
tion— Several  meetings  have  been  held  with 
members  of  this  commission  which  purposes  to 
ask  the  Legislature  to  enact  a law  which  would 
require  that  an  applicant  for  a marriage  license 
must  submit  to  a physical  examination  and  that  a 
license  shall  not  be  issued  unless  the  examination 
shows  the  applicant  to  be  free  from  venereal  dis- 
eases and  certain  other  disabilities.  Reports  have 
been  made  to  the  Council  on  this  matter  but  no 
definite  policy  on  the  Commission’s  proposal  has 
been  adopted  by  the  Council.  However,  the 
Council  did  express  opposition  to  a similar,  but 
poorly  drafted,  proposal  introduced  in  the  present 
General  Assembly  and  which  was  defeated  in 
committee.  (See  Council  minutes,  March,  1937, 
issue  The  Journal.) 

Federal  Legislation — Statements  of  policy  on 
several  proposals  before  the  United  States  Con- 
gress have  been  transmitted  to  Ohio  congress- 
men and  senators.  Especially,  opposition  was  ex- 
pressed to  any  reorganization  of  the  administra- 
tive activities  of  the  Federal  Government  which 
would  provide  for  the  consolidation  of  public  wel- 
fare and  public  health  activities  in  a single  de- 
partment. (See  Council  minutes,  March,  1937, 
issue  The  Journal). 

Contacts  with  Other  Groups — Contacts  have 
been  maintained  with  allied  groups,  such  as  the 
State  Dental  Society,  State  Hospital  Association 


and  State  Nurses’  Association,  as  well  as  business, 
profesisonal,  welfare,  and  public  health  groups, 
on  matters  of  legislation  and  other  questions  of 
mutual  interest. 

Respectfully  submitted, 

L.  Howard  Schriver,  Cincinnati, 
Donald  B.  Lowe,  Akron, 

D.  C.  Houser,  XJrbana, 

H.  M.  Platter,  Columbus, 

Charles  W.  Stone,  Cleveland,  Chrm. 


A.  M.  A.  Golf  Tournament  Scheduled  For 
June  7,  Seaview  Club,  Atlantic  City 

The  American  Medical  Golfing  Association  will 
hold  its  twenty-third  annual  tournament  at  the 
Seaview  Country  Club,  Atlantic  City,  New  Jer- 
sey, on  Monday,  June  7,  1937. 

Thirty-six  holes  of  golf  will  be  played  in  com- 
petition for  the  seventy  trophies  and  prizes  in 
the  nine  events.  Trophies  will  be  awarded  for 
the  Association  Championship,  thirty-six  holes 
gross,  The  Will  Walter  Trophy;  the  Association 
Handicap  Championship,  thirty-six  holes  net, 
The  Detroit  Trophy;  the  Championship  Flight, 
First  Gross,  thirty-six  holes,  The  St.  Louis 
Trophy;  the  Championship  Flight,  First  Net, 
thirty-six  holes,  The  President’s  Trophy;  the 
Eighteen  Hole  Championship,  The  Golden  State 
Trophy;  the  Eighteen  Hole  Handicap  Champion- 
ship, The  Ben  Thomas  Trophy;  the  Maturity 
Event,  limited  to  Fellows  over  60  years  of  age, 
The  Minneapolis  Trophy;  the  Oldguard  Cham- 
pionship, limited  to  competition  of  past  presi- 
dents, The  Wendell  Phillips  Trophy;  and  the 
Kickers  Handicap,  The  Wisconsin  Trophy.  Other 
events  and  prizes  will  be  announced  at  the  first 
tee. 

Dr.  W.  Albert  Cook  of  Tulsa,  Oklahoma,  is 
President  and  Dr.  E.  S.  Edgerton  of  Wichita, 
Kansas,  and  Dr.  Clarence  Capell  of  Kansas  City, 
Missouri,  are  vice-presidents  of  the  American 
Medical  Golfing  Association,  which  was  organized 
in  1915  by  Dr.  Will  Walter,  Dr.  Wendell  Phillips 
and  Dr.  Gene  Lewis,  and  now  totals  1,300  mem- 
bers representing  every  state  in  the  union. 

All  male  Fellows  of  the  American  Medical  As- 
sociation are  eligible  and  cordially  invited  to  be- 
come members  of  the  A.M.G.A.  Write  the  Ex- 
ecutive Secretary,  Bill  Burns,  2020  Olds  Tower, 
Lansing,  Michigan,  for  an  application  blank.  Par- 
ticipants in  the  A.M.G.A.  Tournament  are  re- 
quired to  furnish  their  home  club  handicap, 
signed  by  the  club  secretary.  No  handicap  over 
30  is  allowed,  except  in  the  Kickers’  (Blind 
Bogey).  Only  active  members  of  the  A.M.G.A.  ’ 
may  compete  for  prizes.  No  trophy  is  awarded  a 
fellow  who  is  absent  from  the  annual  dinner. 


ANNUAL  REPORT  OF  THE  COMMITTEE  ON  EDUCATION 


THIS  constitutes  the  first  annual  report  of 
this  committee,  which  was  authorized  by 
the  revised  Constitution  and  By-Laws 
adopted  at  the  1936  Annual  Meeting. 

Because  of  the  change  of  meeting  date  for  the 
Annual  Meeting  from  Fall  to  Spring,  activities 
have  been  limited  to  a six-months  period.  Fur- 
thermore, the  Headquarters  staff  has  been  ex- 
ceedingly busy  with  an  unusually  hectic  session 
of  the  State  Legislature  so  that  it  has  been 
unable  to  push  the  organization  of  this  commit- 
tee’s activities  as  vigorously  as  might  have  been 
possible  under  more  normal  circumstances. 

In  spite  of  these  handicaps  the  committee  is 
able  to  report  definite  progress.  It  has  analyzed 
the  needs  and  planned  in  a general  way  the  lines 
of  activity  which  seem  most  desirable  to  meet 
those  needs.  There  has  been  little  in  the  recent 
experience  of  this  Association  to  guide  the  com- 
mittee, although  it  is  true  that  Ohio  was  one  of 
the  first  states  to  institute  postgraduate  courses. 
However,  this  was  many  years  ago  and  the  lessons 
learned  then  have  been  lost  to  the  Association. 

During  the  intervening  years  educational  work 
has  been  carried  on  very  successfully  by  several 
state  medical  associations.  By  correspondence 
and  by  consulting  published  reports,  your  com- 
mittee has  been  able  to  profit  by  the  experience 
of  others. 

VALUE  OF  ANNUAL  MEETING 
Taking  a broad  view  of  the  problem,  the  edu- 
cational activities  in  a state  medical  association 
fall  under  six  headings.  First  comes  the  general 
sessions,  section  meetings,  and  exhibits  held  in 
connection  with  the  Annual  Meeting.  Average 
attendance  during  the  last  10  years  has  been  ap- 
proximately 1,000  members.  During  this  same 
period,  the  membership  averaged  5,400,  so  that 
approximately  19  per  cent  of  our  membership 
availed  themselves  of  this  medium  of  keeping 
their  medical  knowledge  up  to  date.  This  im- 
portant branch  of  our  educational  work  is  in 
charge  of  a separate  standing  committee,  the 
Committee  on  Scientific  Work,  and  has  been 
under  the  supervision,  for  three  successive  years, 
of  Dr.  Parke  G.  Smith,  Cincinnati.  Under  his 
capable  leadership  the  programs  and  especially 
the  Scientific  Exhibit  have  grown  in  content  and 
scope. 

PLACE  OF  THE  JOURNAL  IN  PROGRAM 
The  second  educational  activity  of  the  Asso- 
ciation is  The  Ohio  State  Medical  Journal,  which 
reaches  all  the  members  each  month.  The  Journal 
is  subject  to  the  immediate  supervision  of  the 
Council,  and  while  intimately  related  to  educa- 
tion, is  not  under  the  direction  of  our  committee. 
It  has  increased  in  size  and  in  the  quality  of  its 
scientific  contributions  under  the  direction  of  the 


editor,  Dr.  Jonathan  Forman.  As  its  activities 
increase,  this  committee  will  have  to  rely  more 
and  more  upon  The  Journal  to  further  its  pur- 
poses. 

The  reason  for  mentioning  the  Annual  Meet- 
ings and  The  Journal,  which  are  separate  func- 
tions, is  to  emphasize  the  breadth  of  approach  to 
the  problem  of  continuing  the  education  of  our 
membership  and  to  focus  attention  upon  the  need 
of  the  utmost  cooperation  (which  has  been  cheer- 
fully given)  by  the  Committee  on  Scientific  Work, 
Committee  on  Education  and  the  editor  of  The 
Journal. 

SCOPE  AND  ACTIVITY  OF  SUB-COMMITTEES 

The  remaining  approaches  to  education  fall 
under  four  headings,  which  have  been  assigned 
respectively  to  the  sub-committees  of  the  Com- 
mittee on  Education,  as  indicated: 

(1)  Education  of  the  public  in  health  matters — 
Sub-Committee  on  Public  Health  Education,  com- 
posed of  Carl  A.  Wilzbach,  Cincinnati,  chairman; 
V.  C.  Rowland,  Cleveland;  C.  I.  Stephen,  Ansonia; 
E.  H.  Porter,  Tiffin;  James  A.  Doull,  Cleveland; 
and  F.  L.  Shively,  Dayton. 

(2)  Assistance  to  county  societies  in  arrange- 
ment of  programs  and  securing  suitable  speakers — 
Sub-Committee  on  Speakers  Bureau,  composed 
of  Russel  G.  Means,  Columbus,  chairman;  H.  C. 
King,  Lakewood;  H.  H.  Minor,  Steubenville;  Wil- 
liam M.  Singleton,  Portsmouth;  and  Karl  D. 
Figley,  Toledo. 

(3)  Assistance  to  district  officers  in  arrang- 
ing district  meetings — Sub-Committee  on  District 
Meetings,  composed  of  William  Kelley  Hale,  Wil- 
mington, chairman;  Paul  J.  Fuzy,  Youngstown; 
G.  A.  Woodhouse,  Pleasant  Hill;  J.  L.  Webb,  Nel- 
sonville;  and  C.  E.  Hufford,  Toledo. 

(4)  Provision  for  short  and  intensive  post- 
graduate courses  to  be  held  in  regional  centers — 
Sub-Committee  on  Regional  Refresher  Courses, 
composed  of  Clyde  L.  Cummer,  Cleveland,  chair- 
man; Harry  S.  Noble,  St.  Marys;  A.  J.  Skeel, 
Cleveland;  Cecil  Striker,  Cincinnati;  S.  H.  Ash- 
mun,  Dayton;  and  Louis  N.  Jentgen,  Columbus. 

The  activities  of  these  sub-committees  will  be 
closely  correlated  since  each  sub-committee  chair- 
man is  a member  of  the  main  committee  and  all 
activities  will  be  cleared  through  our  Headquar- 
ters Office.  In  selecting  members  of  these  sub- 
committees, special  pains  have  been  taken  to 
secure  those  who  are  deeply  interested,  and,  at 
the  same  time,  to  grant  representation  to  various 
sections  of  the  state,  both  urban  and  rural,  and 
to  various  specialties. 

Under  the  former  Constitution,  the  Committee 
on  Medical  Education  and  Hospitals,  which  might 
be  regarded  logically  as  the  predecessor  of  this 
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committee,  considered  chiefly  the  conditions  of  the 
three  medical  schools  in  this  state  and  the  hos- 
pitals. It  seemed  unnecessary  to  continue  these 
functions  since  they  are  handled  so  efficiently  by 
the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association  and  the 
American  College  of  Surgeons. 

Our  committee  has  projected  the  sub-committee 
possibilities  as  follows: 

SUB-COMMITTEE  ON  PUBLIC  HEALTH  EDUCATION 

This  sub-committee  will  consider  measures  for 
conserving  the  health  of  the  public.  It  will  assist 
in  devising  and  executing  programs  to  be  carried 
out  by  the  Ohio  State  Medical  Association  and 
the  component  county  societies  in  cooperation 
with  official  and  non-official  public  health  agencies 
for  the  education  of  the  public  in  the  field  of 
public  health  and  preventive  medicine.  It  will 
recommend  subjects  which  should  be  presented 
to  the  profession  through  the  Sub-Committee  on 
Regional  Refresher  Courses  when  deemed  de- 
sirable to  tie  up  lectures  to  the  profession  with 
efforts  directed  toward  public  education.  Event- 
ually the  committee  may  be  able  to  inaugurate  a 
press  service  to  furnish  newspapers  with  au- 
thentic and  authoritative  information  on  medical 
and  public  health  matters.  It  will  formulate 
suggestions  to  county  medical  societies  for  hold- 
ing public  meetings  where  addresses  on  public 
health  subjects  by  physicians  may  be  made,  as 
has  been  done  already  with  great  success  by 
some  of  the  larger  county  societies.  It  should 
sponsor  well-prepared  and  informative  articles 
on  preventive  medicine  for  The  Ohio  State  Medi- 
cal Journal.  It  will  consider  the  possibility  of 
inaugurating  radio  programs  or  cooperating  with 
such  local  societies  as  are  now  conducting  suc- 
cessful programs. 

SUB-COMMITTEE  ON  SPEAKERS  BUREAU 

This  sub-committee  will  attempt  to  aid  local 
societies  with  their  programs,  especially  in 
securing  speakers.  By  sending  circular  letters  to 
teachers  and  those  experienced  and  notably  suc- 
cessful in  conducting  meetings  throughout  the 
state,  and  by  personal  inquiry,  it  has  already 
started  compiling  a list  of  speakers  well-qualified 
to  present  effectively  modern  points  of  view.  The 
names  are  being  cross-indexed  both  on  a geo- 
graphical basis  and  by  subjects  treated.  Bio- 
graphical data  will  be  secured  also  and  will  be 
sent  to  the  county  society  so  that  proper  advance 
publicity  may  be  given  to  members.  A plan  has 
been  devised  for  financing  traveling  expenses  of 
speakers  going  to  smaller  units  unable  to  defray 
expenses,  in  accordance  with  the  policies  laid 
down  by  the  Council  on  April  5,  1936,  (see  May, 
1936,  issue  The  Journal).  This  sub-committee  has 
made  considerable  headway  and  it  hopes  to  have 
the  Bureau  into  efficient  operation  before  the 


opening  of  Fall  activities.  There  will  be  little  or 
no  demands  for  speakers  until  Fall  because  almost 
all  of  the  county  societies  cease  holding  meetings 
in  the  Summer. 

SUB-COMMITTEE  ON  DISTRICT  MEETINGS 

Following  the  recommendations  contained  in 
the  report  of  a special  committee  appointed  by 
the  Council  on  March  10,  1935,  of  which  Dr.  J. 
H.  J.  Upham  was  chairman,  the  Council  has  made 
appropriations  to  provide  subsidies  for  the  dis- 
trict societies  in  order  to  aid  them  in  securing 
speakers.  The  districts  have  availed  themselves 
of  this  assistance. 

This  committee  feels  that  the  district  organi- 
zations should  have  complete  autonomy  as  to  the 
conduct  of  their  meetings  but  also,  if  subsidies 
are  paid  to  assist  in  securing  speakers,  the  State 
Association  should  have  the  right  to  exercise 
some  general  supervision  as  to  the  conduct  of  the 
scientific  side  of  the  district  meetings.  In  the 
interest  of  the  district  membership,  conditions  for 
securing  subsidies  might  include  the  following: 

(1)  Content  of  notices  and  to  whom  sent; 

(2)  Provision  that  no  charge  be  made  to  mem- 
bers except  for  meals; 

(3)  Stipulation  that  the  physical  setup  be 
adequate,  including  suitable  room,  pro- 
vision of  projection  apparatus,  operators, 
etc.; 

(4)  Occasional  use  of  Speakers  Bureau  list  or 
other  speakers  selected  to  further  some 
particular  campaign  sponsored  by  the  State 
Association; 

(5)  Full  cooperation  with  the  Councilor  of  the 
district; 

(6)  Selection  of  an  effective  presiding  officer; 

(7)  Procuring  proper  publicity  with  aid  of  our 
Headquarters  staff  by  notices,  local  news- 
paper announcements,  and  inserts  in  The 
Journal. 

This  sub-committee  hopes  to  render  a helpful 
service  by  studying  various  district  meetings  over 
a period  of  time,  gathering  data  as  to  the  types 
of  programs  which  have  proved  most  effective. 
Various  innovations  suggest  themselves,  includ- 
ing reception  committees  to  further  friendship, 
hospital  clinics,  special  invitations  to  non-mem- 
bers of  eligible  type  whom  component  county 
units  desire  to  secure  as  members,  etc.  The  sub- 
committee has  inaugurated  a thorough  study  of 
all  these  problems,  hoping  to  profit  by  the  ex- 
perience of  outstandingly  successful  district  so- 
cieties, and  expects  to  incorporate  its  suggestions 
in  pamphlet  form  for  distribution  among  district 
officers.  Finally  it  is  to  be  emphasized  that  the 
State  Association  desires  to  leave  final  control  in 
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the  hands  of  the  districts  themselves,  with  the 
Sub-Committee  on  District  Meetings  merely 
serving  as  a fact-finding  and  advisory  agency. 

SUB-COMMITTEE  ON  REGIONAL  REFRESHER 
COURSES 

In  certain  sections  of  the  state,  county  or- 
ganizations have  provided  postgraduate  courses. 
Some  of  these  are  intensive  and  compact  series  of 
lectures  given  in,  a one  or  two-day  period  once  a 
year,  while  others  embrace  a series  of  about  18 
or  20  one-hour  lectures  given  at  a certain  day  and 
hour  each  week,  a different  subject  or  speciality 
being  covered  each  year. 

The  six  or  eight  larger  centers  of  the  state, 
especially  those  with  medical  schools,  offer  many 
facilities  to  resident  and  near-by  physicians  for 
keeping  up  to  date  medically  through  clinics,  hos- 
pital staff  meetings,  innumerable  special  societies, 
etc.  Therefore  the  committee  is  of  the  opinion 
that  its  problem  is  with  the  counties  which  are 
30  to  40  miles  or  more  from  these  centers.  It 
has  provisionally  divided  the  state  into  six  regions 
with  centers  as  follows:  Defiance,  Bucyrus,  Can- 
ton, Springfield,  Chillicothe,  and  Zanesville.  It 
would  not  be  the  intention  to  make  these  centers 
permanent  if  the  members  in  the  l’egions  pre- 
ferred to  rotate  the  meetings  in  succeeding  years 
among  other  equally  accessible  central  cities. 

From  study  of  reports  from  other  state  asso- 
ciations which  have  managed  such  courses,  much 
assistance  was  obtained.  Certain  points  stand 
out.  First,  the  courses  should  be  planned  with 
long-range  vision  so  as  to  be  courses  in  actuality, 
with  definite  sequence  from  year  to  year.  Second, 
the  series  should  not  be  protracted.  An  annual 
course  of  eight  or  10  lectures  is  most  effective, 
the  attendance  tending  to  drop  off  after  this 
number. 

Courses  may  be  divided  into  two  types.  For 
example,  New  York  offers  a number  of  “unit” 
courses  from  which  the  local  organization  may 
choose,  as  internal  medicine,  malignant  dis- 
eases, neurology,  dermatology  and  syphilology, 
pediatrics,  etc.,  whereas  Michigan,  Iowa,  and  some 
other  states  offer  portions  of  each  of  those  fields 
of  practice  in  any  one  series. 

The  committee  feels  that  probably  Ohio  would 
do  well  to  start  with  the  more  diversified  courses, 
planning  ahead  for  about  five  years,  and  giving 
identical  courses  at  all  regional  centers.  The  suc- 
cess of  these  courses  will  depend  on  the  care  ex- 
ercised in  the  selection  of  forceful  and  authorita- 
tive speakers  and  in  the  local  interest  and  sup- 
port. If  not  desired  in  a given  region,  certainly 
the  course  will  be  a dismal  failure.  While  the 
planning  will  be  done  at  our  Headquarters  Office, 
active  regional  committees  will  be  essential  to 
arouse  interest,  stimulate  attendance,  and  make 
suitable  arrangements  for  meeting  places,  etc. 

It  would  seem  that  Regional  Refresher  Courses 


could  be  made  a very  helpful  and  effective  means 
of  postgraduate  teaching.  The  sub-committee 
hopes  to  be  able  to  initiate  some  type  of  refresher 
courses  within  the  next  year. 

LONG-RANGE  PROGRAM  PLANNED 
The  Committee  on  Education  feels  that  its 
work  is  still  very  much  in  the  formative  stage. 
Therefore  it  would  appreciate  suggestions  from 
members  as  to  the  tentative  plans  set  forth  in  this 
report.  The  committee  wishes  to  arrange  courses 
which  the  membership  desires  and  will  support. 
It  knows  there  must  be  many  members  who  are 
interested  and  informed  on  this  matter  and  able 
to  assist  it  with  helpful  suggestions. 

Respectfully  submitted, 

Carl  A.  Wilzbach,  Cincinnati, 
William  Kelley  HAle,  Wilmington, 
Harry  S.  Noble,  St.  Marys, 
Russel  G.  Means,  Columbus, 

Clyde  L.  Cummer,  Cleveland,  Chrm. 


HOBBY  SHOW  PLANNED 

A Hobby  Show  will  be  held  in  con- 
nection with  the  Ninety-First  Annual 
Meeting  of  the  State  Association  at 
Dayton,  April  28  and  29. 

A dozen  or  15  different  hobby  dis- 
plays have  been  secured  by  Dr.  A.  F. 
Kuhl,  Dayton,  chairman  of  the  Com- 
mittee on  Scientific  Exhibit,  and  more 
are  anticipated. 

If  the  Hobby  Show  proves  success- 
ful, it  may  be  developed  as  a regular 
feature  of  the  Annual  Meeting. 


Hotel  Reservations  For  A.  M.  A.  Session 
Should  Be  Made  Immediately 

Requests  for  hotel  reservations  should  be  made 
immediately  by  Ohio  physicians  who  plan  to  at- 
tend the  annual  meeting  of  the  American  Medi- 
cal Association  at  Atlantic  City,  June  7-11. 

Applications  should  be  sent  to  Dr.  William 
Edgar  Darnell,  chairman,  Committee  on  Hotels, 
16  Central  Pier,  Atlantic  City,  N.  J. 

A list  of  Atlantic  City  hotels,  their  accommo- 
dations and  room  rates,  together  with  an  applica- 
tion form  for  reservations,  appeared  on  page  41 
of  the  January  9 issue  of  The  Journal  of  the 
A.M.A. 

Dr.  J.  H.  J.  Upham,  Columbus,  will  be  installed 
as  President  of  the  American  Medical  Association 
at  the  Atlantic  City  meeting. 


ANNUAL  REPORT  OF  THE  COMMITTEE  ON  MEDICAL  DEFENSE 


THAT  there  is  a need  for  continuing  ac- 
tivities on  the  part  of  organized  medicine 
to  prevent  unjust  suits  against  physicians 
for  alleged  malpractice  and  to  assist  members  in 
defending  themselves  when  sued,  is  shown  by  the 
experiences  of  the  Committee  on  Medical  De- 
fense during  the  past  six  months. 

Since  the  last  Annual  Meeting  in  October,  1936, 
the  committee  has  had  referred  to  it  12  suits 
and  one  threat  of  suit  involving  members  of  the 
Ohio  State  Medical  Association.  Since  1916, 
when  the  Medical  Defense  Plan  was  instituted, 
the  committee  has  records  of  312  suits  and  221 
threats.  These  are  not  all  the  suits  filed 
and  threats  made  against  members  during 
those  years.  Some  cases  against  members 
are  not  referred  to  this  committee,  especially  if 
the  member  carries  indemnity  insurance.  How- 
ever, all  cases  should  be  reported  to  the  commit- 
tee so  that  its  records  can  be  complete  and  the 
committee  can  be  in  a position  to  enter  cases 
where  important  principles  of  law  affecting  mal- 
practice actions  are  involved. 

For  detailed  information  on  the  Defense  Plan 
and  how  it  operates  you  are  referred  to  the 
revised  regulations  published  in  the  May,  1936, 
issue  of  The  Journal,  pages  467  and  468. 

The  following  important  provisions  of  the 
Medical  Defense  Plan  and  the  following  words  of 
advice  are  restated  for  the  sake  of  emphasis 
and  to  clarify  a few  points  which  seem  to  be  con- 
fusing to  some  members: 

1.  The  defense  plan  of  the  State  Association 
is  not  and  should  not  be  considered  insurance  as 
this  term  is  applied  to  indemnity.  It  does  not  per- 
mit the  State  Association  to  pay  court  judgments 
in  any  case.  The  Association  is  not  obligated  to 
contribute  financially  to  the  defense  of  a member 
who  carries  indemnity  insurance. 

2.  The  defense  plan  permits  the  State  Associa- 
tion to  contribute  toward  the  expense  for  legal 
services  to  a member  sued  for  alleged  malpractice 
provided  the  member  is  eligible  to  defense.  Also, 
it  permits  the  Committee  on  Medical  Defense  to 
aid  in  the  preparation  of  defense  in  any  suit,  even 
if  the  physician  involved  is  not  entitled  to  defense 
but  where  principles  of  law  affecting  malpractice 
actions  are  at  stake  and  where  an  adverse  de- 
cision would  establish  a legal  precedent  involving 
the  interest  of  the  entire  profession.  Moreover,  it 
permits  the  committee  to  assist  counsel  for  in- 
demnity companies  and  to  intercede  in  behalf  of 
a physician  in  event  of  difficulties  between  him 
and  his  insurance  company. 

3.  A member  who  has  been  sued  or  threatened 
with  suit  may  employ  counsel  of  his  own  selec- 
tion. However,  the  State  Association  will  not 


contribute  to  the  legal  expense  incurred  by  a 
member  unless  the  counsel  employed  by  him  co- 
operates fully  with  the  Committee  on  Medical 
Defense  and  the  General  Counsel  of  the  Associa- 
tion. Upon  request  of  a member,  the  committee 
through  its  General  Counsel  will  recommend 
legal  counsel. 

4.  When  sued  or  threatened  with  suit,  a mem- 
ber should  at  once  notify  the  Executive  Secre- 
tary, Ohio  State  Medical  Association,  Hartman 
Theatre  Building,  Columbus;  fill  out,  according  to 
directions,  the  blanks  received  from  him;  return 
one  completed  blank  to  him  and  the  second  com- 
pleted blank  to  the  chairman  of  this  committee, 
733  Osborn  Building,  Cleveland. 

5.  A physician  is  not  entitled  to  defense  if: 

(a)  He  is  not  in  good  standing  (dues  fully 
paid)  in  his  county  medical  society  and 
therefore  not  in  good  standing  in  the 
State  Association. 

(b)  The  alleged  cause  of  the  suit  occurred 
or  the  suit  was  filed  during  a period 
for  which  the  member  is  or  was  in 
arrears  with  his  dues,  or  in  case  the 
alleged  cause  occurred  previous  to  the 
defendant’s  membership  in  the  State 
Association.  (Annual  dues  in  the  State 
Association  are  always  due  in  advance 
on  or  before  January  1.) 

(c)  He  has  failed  to  forward  a medical  de- 
fense application,  properly  filled  out,  to 
the  State  Association  offices  within  10 
days  after  the  service  of  summons. 

(d)  He  does  not  take,  or  have  taken,  and 
keep  on  file,  or  have  available,  X-ray 
pictures  of  fracture  cases,  unless  it  can 
be  shown  that  at  the  time  and  place  it 
was  impossible  to  secure  an  X-ray  ex- 
amination. 

(e)  He  has  been  sued  on  “cross  complaint”, 
having  filed  a suit  himself  to  collect  a 
bill  within  one  year  of  the  termination 
of  his  services. 

(f)  He  is  believed  guilty,  after  careful  in- 
vestigation, of  illegitimate  professional 
actions  or  service. 

6.  Physicians  should  deal  only  with  indemnity 
companies  of  sound  financial  rating  and  good 
reputation.  Policies  should  be  checked  carefully 
to  see  that  they  do  not  contain  technical  loop- 
holes. Advice  of  the  Committee  on  Medical  De- 
fense is  available  to  members  on  these  and 
similar  matters. 

7.  Practically  all  suits  for  alleged  malpractice 
are  unjust  and  entirely  unwarranted. 

8.  Settlement  of  suits  alleging  malpractice 
through  compromise  is  bad  practice  and  poor 
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policy.  Such  suits  are  attacks  on  professional  in- 
tegrity and  reputation  and,  therefore,  should  not 
be  compromised.  A physician  is  either  guilty  or 
innocent.  There  is  no  half-way  mark. 

9.  The  committee’s  records  show  the  following 
to  be  the  principal  causes  of  suits  and  threats: 

(a)  Thoughtless,  ill-advised  and  unjustifi- 
able criticism  or  disparaging  remarks 
by  a physician  concerning  some  col- 
league. 

(b)  Hope  by  dissatisfied  patient  and  his 
attorney  to  profit. 

(c)  Desire  to  injure  the  defendant’s  pro- 
fessional standing. 

(d)  Criticism  of  physician  by  relatives  or 
friends  of  patient. 

(e)  Carelessness  or  negligence  on  the  part 
of  the  physician;  superficial  examina- 
tion and  service. 

(f)  Failure  on  the  part  of  the  physician  to 
keep  adequate  and  accurate  records. 

(g)  Negligence  on  the  part  of  assistants 
and  attendants  employed  by  physician. 

(h)  Failure  on  the  part  of  the  patient  or 
his  family  to  carry  out  the  physician’s 
instructions  and  advice. 

10.  Adverse  criticism  of  colleagues  is  expen- 
sive. “Quid  de  quoque  viro,  et  qui  dicas,  saepe 
caveto” — be  careful  what  you  speak  of  any  one, 
and  to  whom. 

Respectfully  submitted, 

J.  E.  Tuckerman,  Cleveland,  Chrm. 

Walter  H.  Snyder,  Toledo, 

F.  P.  Anzinger,  Springfield, 


Sunday  Public  Health  Lectures  Are 
Sponsored  by  Cincinnati  Academy 

A series  of  Sunday  Public  Health  Lectures  is 
being  sponsored  in  Cincinnati  by  the  Academy  of 
Medicine  and  the  University  of  Cincinnati  College 
of  Medicine. 

Speakers  and  the  subjects  they  presented  dur- 
ing February  and  March  were:  Dr.  Dennis  Jack- 
son,  professor  of  pharmacology,  University  of 
Cincinnati  College  of  Medicine,  “Drugs  Good  and 
Bad”;  Dr.  W.  W.  Bauer,  director  of  the  Bureau 
of  Public  Health  and  Instruction,  American 
Medical  Association,  “What  You  Should  Know 
About  Your  Health”;  and  Dr.  Robert  Kehoe,  as- 
sociate professor  of  internal  medicine,  University 
of  Cincinnati  College  of  Medicine,  “Industrial 
Poisons”. 

The  lecture  on  April  4 will  be  delivered  by  Dr. 
M.  A.  Blankenhorn,  professor  of  internal  medi- 
cine, University  of  Cincinnati  College  of  Medi- 
cine, on  the  subject,  “What  is  an  Adequate  Diet?” 


Do  You  Know  - - - 

HOW  to  appear  to  the  best  advantage  while 
on  the  witness  stand? 

The  Bay  City  ( Michigan ) Medical  Bul- 
letin lists  the  following  rules  which  a physician 
summoned  as  a witness  should  keep  in  mind : 

“1.  Make  an  arrangement  with  your  client  for 
a proper  fee  for  an  investigation  of  the  case  and 
for  your  opinion  of  the  facts  he  may  set  before 
you,  and  refuse  if  you  are  not  wholly  satisfied  as 
to  the  merits  of  the  case. 

2.  Make  yourself  thoroughly  familiar  with  all 
the  facts  upon  which  you  are  to  testify. 

3.  After  you  are  satisfied  with  the  facts  bear- 
ing upon  the  case,  refresh  your  memory  by  the 
opinion  held  by  standard  writers  in  relation  to 
the  subject. 

4.  Interchange  views  with  experts  on  the  other 
side. 

5.  Refuse  to  give  expert  testimony  if  you  have 
the  least  doubt  as  to  the  correctness  of  your 
opinion  founded  upon  the  facts  advanced. 

6.  Let  your  bearing  be  dignified  and  grave. 

7.  Use  plain  and  simple  language. 

8.  Be  explicit  and  definite  as  to  your1  facts. 

9.  Your  testimony  is  taken  down  on  paper,  re- 
corded and  printed,  and  you  may  be  called  upon 
again  in  a reinvestigation  at  a subsequent  trial 
so  it  is  essential  that  you  should  understand 
clearly  each  question  put  to  you. 

10.  Answer  clearly  each  question,  volunteer 
nothing.  You  may  appeal  to  the  court  if  “yes”  or 
“no”  gives  only  part  of  the  truth,  and  he  will 
sustain  you. 

11.  Do  not  be  irritated  by  the  cross-examiner. 

12.  Be  careful,  honest,  and  take  no  offense.  It 
is  the  wisest  witness  that  knows  when  to  say  ‘I 
do  not  know.’ 

If  asked  if  the  work  of  a certain  writer  is  an 
authority  and  you  assent  to  it,  quotations  may 
be  cited  in  opposition  to  the  facts  you  may  have 
given.  In  science,  facts  themselves  are  the  only 
authority  and  a book  simply  represents  an  at- 
tempt to  present  these  facts.  The  law  allows  you 
to  refresh  your  memory  by  reference  to  your 
original  notes,  but  you  may  not  read  them  to  the 
court.” 


Flood  Relief  Funds  Allocated 

Following  a survey  of  Ohio  counties  affected  by 
the  recent  flood,  the  State  Relief  Commission  on 
March  19  announced  the  allotment  of  $626,500  of 
the  $1,000,000  appropriated  for  flood  relief  by  the 
Ohio  General  Assembly  on  February  10. 

Funds  allocated  to  the  various  counties  follow: 
Hamilton,  $300,000;  Clermont,  $30,000;  Brown, 
$18,000;  Adams,  $22,000;  Scioto,  $120,000;  Law- 
rence, $70,000;  Gallia,  $10,000;  Meigs,  $10,000; 
Athens,  $5,000;  Belmont,  $6,000;  Pike,  $500;  Mus- 
kingum, $20,000;  Washington,  $10,000;  Jefferson; 
$2,500,  and  Monroe,  $2,500. 

The  Commission  ruled  that  these  funds  must  be 
used  for  “direct  relief”,  as  defined  in  the  act. 
This  includes  “physicians’  services  wherever  ren- 
dered”. 


AUDIT  AND  REPORT  OF  BOOKS  OF  THE  OHIO  STATE  MEDICAL  ASSOCIATION  AND  THE 
OHIO  STATE  MEDICAL  JOURNAL  FOR  YEAR  ENDED  DECEMBER  31,  1936,  BY  KELLER, 
KIRSCHNER  & MARTIN,  CERTIFIED  PUBLIC  ACCOUNTANTS,  COLUMBUS,  OHIO. 


ASSOCIATION 


JOURNAL 


SCHEDULE  A — Statement  of  Cash  Receipts  and  Disburse- 
ments— Treasurer  for  the  year  ended 
December  31,  1936 


Cash  on  hand  and  on  deposit  at  Jan- 
uary 1,  1936  - 

Certificate  of  deposit 

United  States  bonds - .— 

Total  cash  and  bonds  at  Jan.  1,  1936 

RECEIPTS 


Membership  dues  1935  $ 24.00 

Membership  dues  1936  27,850.00 

Annual  meeting  4,402.50 

Interest  2,478.81 

Rebate  checks  cancelled 75.00 


$ 3,937.99 

5,000:00 

69,000.00 


$ 77,937.99 


Total  receipts 


34,830.31 


FINANCIAL  CONDITION 

The  financial  condition  of  The  Ohio  State  Medical  Journal 
at  December  31,  1936,  (as  shown  in  detail  in  Exhibit  A), 


was  as  follows : 

Current  assets  ...  $ 2,550.96 

L:ss:  Current  liabilities 36.50 


Net  current  assets  - $ 2,514.46 

Property  assets  2,261.01 


Total  net  assets  _..$  4,775.47 


The  above  is  represented  by : 

Surplus  $ 4,775.47 


SCHEDULE  A — Balance  Sheet  at  December  31,  1936 
CURRENT  ASSETS 

Cash — The  Ohio  National  Bank 
Cash — petty  


$ 1,818.46 

10.00 


Total  to  be  accounted  for 


$112,768.30 


Total  cash  

Accounts  receivable 


1,828.46 

722.50 


Total  current  assets  

$ 

2,550.96 

PROPERTY  ASSETS 

Furniture  and  fixtures — (depreciated 

value)  

2,261.01 

TOTAL  ASSETS 
CURRENT  LIABILITIES 

$ 

4,811.97 

Subscriptions  prepaid  

$ 

36.50 

SURPLUS 

Surplus  at  December  31,  1935  $ 

4,244.88 

Add:  Furniture  transferred  from 

the  Ohio  State  Medical  Associa- 
tion records  

586.83 

Total  ...  $ 

Less : Expense  in  excess  of  revenue 

4,831.71 

for  the  year  end;d  December 
31,  1936  

56.24 

DISBURSEMENTS 

Ohio  State  Medical  Journal $ 9,000.00 

Executive  secretary — salary  - 5,000.00 

Executive  secretary — expense  . . 738.89 

Assistant  executive  secretary — salary  3,600.00 
Assistant  executive  secretary — 

expense  - — 281.91 

President’s  expense  — 165.83 

Treasurer’s  salary  — 300.00 

Council  expense  527.45 

Councilor  district  subsidy 693.06 

Annual  meeting  — 5,879.40 

Auditing  — ~ 150.00 

Committee  on  public  policy 289.25 

Medical  defense  - 1,811.06 

Miscellaneous  committee  expense 1,171.79 

Stationery  and  supplies  472.24 

Postage  and  telegraph — . 921.28 

Office  equipment  586.83 

Stenographer — salary  1,200.00 

Organization  expense  311.68 

Total  disbursements  33,100.67 

Cash  on  hand,  on  deposit  and  bonds 

at  December  31,  1936 79,667.63 

Total  accounted  for  — . $112,768.30 


SCHEDULE  B — Statement  of  Cash  and  Bond  Reconcilia- 
tion— Treasurer  at  December  31,  1936 

THE  HUNTINGTON  NATIONAL  BANK 


Balance  as  shown  by  bank  statement, 

December  31,  1936  $ 1,231.55 

Less  outstanding  checks  ...  563.92 


Surplus  at  December  31,  1936  4,775.47 


TOTAL  LIABILITIES  AND  SURPLUS  $ 4,811.97 


SCHEDULE  B — Statement  of  Revenue  and  Expense  for  the 
year  ended  December  31,  1936 

REVENUE 

Advertising  ....  $ 12,007.19 

Less:  Commissions  ...$  945.36 

Cash  discount  345.95 

Total  1,291.31 


Advertising — net  $ 10,715.88 

Circulation  9,072.56 


Balance  of  cash  as  shown  by  books, 

December  31,  1936  $ 667.63 

Government  bonds  and  certificates  of  deposit : 

U.  S.  Treasury  bonds  3%. $44,000.00 

U.  S.  Treasury  bonds  20,000.00 

U.  S.  Treasury  bonds  2%  5,000.00 

Certificates  of  deposit  in 

The  Huntington  National  Bank ...  10,000.00 

Total  bonds  and  certificates  of  deposit ...  79,000.00 


Total  balance  as  shown  by  books  at 

December  31,  1936  $ 79,667.63 


SCHEDULE  C — Statement  of  Cash  Reconciliation — Executive 
Secretary  at  December  31,  1936 

THE  OHIO  NATIONAL  BANK 

Executive  secretary  account 

Balance  as  shown  by  bank  state- 
ment December  31,  1936  $ 11,904.27 


Total  revenue ...  $ 19,788.44 

EXPENSES 

Journal  printing  $11,179.13 

Office  salaries  4,943.90 

Rent  1,500.00 

Journal  postage  664.09 

Journal  envelopes  240.35 

Telephone  and  telegraph  ....  ....  271.14 

Depreciation — furniture  and  fixtures  247.27 

Bad  debts  13.00 

Office  supplies  and  expense  289.30 

News  clipping  service 78.00 

Stencils  and  mimeograph  supplies 103.93 

Dues  and  subscriptions  . 89.30 

Repairs — office  furniture  and  fix- 
tures ....  26.48 

Halftones,  etchings  and  artwork 117.56 

Traveling  expense  28.10 

Miscellaneous  expense  53.14 

Total  expense  19,844.68 


OHIO  STATE  MEDICAL  ASSOCIATION  RECORDS 

1937  dues  deposited  in  1936  $11,135.00 

1936  dues  not  transferred  at  Dec. 

31,  1936  30.00 

1937  exhibit  collections  740.50 

Balance  for  check  tax  not  used .20 

Total  $11,905.70 

Less : Service  charges  made  by 

bank  1.43 

Balance  as  shown  by  records  Decem- 
ber 31,  1936... $ 11,904.27 


Expense  in  excess  of  revenue  for  the 


year  ended  December  31,  1936  $ 56.24 


SCHEDULE  C — Statement  of  Cash  Reconciliation  at  De- 
cember 31,  1936 
Balance  as  shown  by  Ohio  National 

Bank,  at  December  31,  1936  $ 1,894.31 

Outstanding  check  ....  ’ 75.85 


Balance  as  shown  by  books  at  De- 
cember 31,  1936  $ 1,818.46 

Add  : petty  cash  10.00 


Total  cash $ 1,828.46 
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THE  PHYSICIAN’S  BOOKSHELF 

All  unsigned  reviews  are  from  the  pen  of  the  Editor. 


On  Your  Guard!  By  Carl  Warren.  $1.00.  Emer- 
son Books,  Inc.,  New  York  City.  Pp.  160. 

This  work  fits  perfectly  into  the  campaign  to 
eradicate  social  diseases.  In  plain  but  inoffensive 
words  it  tells  how  to  avoid  syphilis  and  gonor- 
rhea, how  to  use  prophylaxis,  how  to  detect  an 
infection,  and  what  is  reasonable  and  adequate 
treatment.  It  is  a book  for  men  and  women  alike. 
It  is  just  the  book  that  every  physician,  no  mat- 
ter what  his  practice,  should  have  on  his  desk  to 
loan  to  the  patient  who  asked  for  advice  or  who 
it  is  evident  is  in  need  for  being  put  on  his  guard 
against  these  two  most  important  infections. 

Scarlet  Patrol.  My  Story.  By  Dorine  Manners. 

$2.00.  Goodwin,  Inc.,  New  York  City.  Pp.  252. 

A dramatic  tale,  well-told,  of  the  tragic  life  of 
a prostitute.  She  shows  us  the  normal  emotional 
reaction  of  herself  as  a woman  upon  which  basis 
she  has  built  her  own  code.  On  one  occasion  when 
she  was  a housegirl  she  runs  afoul  “the  Organiza- 
tion” because  of  her  objection  to  what  she  calls 
“Vice.”  On  the  whole,  the  story  is  another  very 
telling  argument  against  legislative  prohibition 
intended  to  regulate  morals.  It  shows  graphically 
how  vice  has  become  a big  business  built  upon  the 
hypocrisy  of  respectable  people.  This  picture  is 
autobiographical  and  seems  to  make  the  income  a 
little  too  attractive  if  the  reports  of  the  various 
vice  commissions  can  be  believed.  Of  course  a girl 
who  can  tell  her  story  as  this  one  is  told  might 
well  be  a “25  dollar  girl”  in  New  York.  Then,  too, 
nothing  is  said  about  disease.  I would  therefore 
like  to  recommend  that  this  volume  always  be 
accompanied  by  the  above  On  Your  Guard  as  a 
matter  of  prevention  for  certain  youthful  minds. 

Childless.  By  Sam  Gordon  Berkow,  M.D.,  $3.00. 

Lee  Furman,  Inc.,  New  York  City.  Pp.  310. 

Every  physician  is  asked  now  and  then  by 
friends  and  patients  from  among  the  2,000,000 
childless  couples  in  the  United  States  about  this 
subject.  The  situation  is  always  so  tragic  that 
victims  are  entitled  to  the  benefit  of  all  that  is 
known  and  can  be  done  for  them.  The  author  of 
this  book,  a practicing  gynecologist,  writes  in  a 
clear  but  pleasing  style.  Sterility  is  treated  from 
the  viewpoint  of  fertility,  i.e.,  it  presents  a hope- 
ful picture  of  the  facts  and  gives  the  couple  a 
definite  idea  of  all  the  remediable  factors  in- 
volved in  the  situation.  The  whole  subject  is 
brought  up  to  date  accurately,  covering  all  of 
the  mechanical,  the  constitutional,  the  chemical, 
the  endocrine  causes  of  childlessness. 


Nursery  School  and  Parent  Education  in  Soviet 
Russia.  By  Vera  Fediaevsky  and  Professor 
Patty  Smith  Hill,  (Columbia),  $2.50.  E.  P. 
Dutton  and  Company,  Inc.,  New  York  City. 
Pp.  265. 

This  book  is  of  interest  to  us  because  it  tells 
the  story  of  the  medical  care  of  mother  and  child 
in  Red  Russia  by  one  who  was  a kindergarten 
authority  under  the  Czar. 

Live  Long  and  Be  Happy.  By  Lewellys  F.  Barker, 
M.D.  $2.00.  D.  Appleton-Century  Company, 
New  York  City.  Pp.  224. 

This  book  explains  in  plain  language  for  the 
layman  the  latest  developments  in  medicine  which 
are  designed  to  prevent  disease  and  prolong  life. 
The  authority  of  the  author  recommends  the  book 
to  any  library  dealing  with  the  periodic  health 
examinations,  longevity,  and  the  prevention  of 
disease. 

The  Drama  of  Chemistry.  By  Sidney  J.  French. 

$1.00.  University  Society,  Inc.,  New  York 
City,  Pp.  170. 

This  is  one  of  the  books  in  a series  “High- 
lights of  Modern  Knowledge”.  It  affords  a thrill- 
ing way  for  you  to  review  and  bring  down  to  date 
the  story  of  chemistry.  It  begins  with  the  dis- 
covery of  fire  and  brings  you  down  to  1936 
theories,  discoveries,  inventions,  and  mysteries 
unfolded  by  one  who  is  a master  at  marshalling 
facts.  If  you  wish  to  make  educated  men  and 
women  of  the  youngsters  in  your  family  and 
those  of  your  friends,  my  advice  would  be  to 
leave  books  like  this  around  for  the  children  to 
discover  for  themselves. 

The  Physiological  Basis  of  Medical  Practice. 
Charles  Herbert  Best — Norman  Burke  Taylor, 
$10.00.  William  Wood  & Company,  Baltimore. 
Pp.  1684. 

A book  which  discusses  the  mechanism  whereby 
disturbed  physiology  produces  the  symptoms  and 
physical  signs  seen  in  the  patient.  It  avoids  as 
much  as  possible  controversial  matter  of  interest 
only  to  the  physiologist. 

Chemical  reaction  concerned  in  metabolic  pro- 
cesses are  handled  with  unusual  clarity  and  a 
minimum  of  technical  detail. 

Of  particular  value  are  the  discussions  of  the 
physiological  actions  of  many  drugs  and  thera- 
peutic measures  used  in  clinical  medicine.  Its 
lucid  style  and  comprehensive  scope  should  make 
it  a valuable  book  for  medical  student  and  prac- 
titioner alike. — G.  I.  Nelson,  M.D. 
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BUCKEYE  NEWS  NOTES 


Alliance — Dr.  Howard  W.  Haggard,  associate 
professor  of  applied  physiology,  Yale  University, 
recently  addressed  a public  meeting  at  the  Union 
Avenue  Methodist  Church,  on  “Recent  Advances 
in  Medicine  and  Their  Significance”. 

Akron — Dr.  D.  J.  Roberts  has  been  elected 
president  of  the  Akron  Health  Association. 

Cambridge — Officers  of  the  staff  of  Swan  Hos- 
pital are:  Dr.  B.  A.  Souders,  president;  Dr.  C.  C. 
Headley,  secretary;  Dr.  Reo  Swan,  treasurer;  and 
Dr.  C.  A.  Craig,  Dr.  Gordon  Lawyer  and  Dr. 
William  Camp,  members  of  the  record  committee. 

Canton — Members  of  the  Stark  County  Medical 
Society  recently  held  a testimonial  dinner  in  honor 
of  Dr.  Edward  O.  Morrow  who  has  just  com- 
pleted 50  years  in  the  practice  of  medicine. 

Chardon — Dr.  W.  C.  Corey,  Geauga  County 
Health  Commissioner,  recently  addressed  the 
Kiwanis  Club  on  his  experiences  while  on  duty  in 
the  flood  zone. 

Cincinnati — Upon  invitation  of  the  Board  of 
Directors  of  the  Medical  Staff  of  the  Hospital  for 
Joint  Diseases,  New  York  City,  Dr.  Albert  H. 
Freiberg  recently  delivered  the  seventh  “Sir 
Robert  Jones  Lecture”.  Dr.  Freiberg’s  subject 
was  “Orthopedic  Surgery  in  the  Light  of  Its 
Evolution”. 

Columbus — An  oil  portrait  of  the  late  Dr. 
Charles  Sumner  Hamilton  was  recently  presented 
to  Mt.  Carmel  Hospital  by  the  Sisters  of  the  Holy 
Cross. 

Cleveland — Friends  and  associates  of  Dr.  Al- 
bert F.  Spurney  gave  a dinner  at  the  Shaker 
Heights  Country  Club  recently  in  honor  of  his  50 
years  of  professional  and  civic  service  to  the 
community. 

Cuyahoga  Falls — An  illustrated  talk  on  “Syph- 
ilis, The  Great  Destroyer”,  was  given  by  Dr.  R. 
H.  Markwith,  Summit  County  Health  Commis- 
sioner, at  a meeting  of  the  local  Welfare  Asso- 
ciation. 

Dayton — Clinical-pathological  conferences  are 
held  in  the  Conference  Room  in  the  basement  of 
the  Nurses’  Home,  Miami  Valley  Hospital,  from 
8:30  to  10  o’clock,  on  the  second  and  fourth  Fri- 
day evenings  of  each  month  from  October  to 
June. 

East  Palestine — Dr.  P.  Calvin  Hartford  re- 
cently celebrated  the  50th  anniversary  of  his 
graduation  from  the  Western  Reserve  University 
School  of  Medicine. 

Findlay — Dr.  Walter  F.  Galbreath  spoke  on 
‘The  Patient’s  Approach  to  the  Doctor”,  at  a re- 
cent chapel  meeting  of  Findlay  College  students. 


Fremont — Papers  were  read  by  Dr.  E.  M.  Ickes, 
Dr.  A.  F.  Schultz  and  Dr.  F.  L.  Moore  at  the 
February  meeting  of  the  Memorial  Hospital  staff. 

Lancaster — Dr.  Carl  W.  Brown  addressed  a re- 
cent meeting  of  the  Lancaster-Fairfield  Minis- 
terial Association  on  “The  Control  of  Preventable 
Diseases”. 

Lisbon — Dr.  E.  G.  Kuhlman,  Wellsville,  ad- 
dressed a recent  meeting  of  Columbiana  county 
scoutmasters  and  executives  on  “Evanescent 
Youth”. 

Marion — “Acute  Surgical  Abdomen”,  was  the 
subject  discussed  by  Dr.  C.  G.  Smith  at  a recent 
meeting  of  the  Pan  American  Medical  Society. 

McComb — The  new  hospital,  which  has  been 
under  construction  for  the  past  year,  is  now 
completed  and  has  been  opened,  with  Dr.  H.  J. 
Miller  in  charge. 

Mt.  Vernon — Dr.  William  C.  Russell,  who  was 
seriously  injured  in  an  automobile  accident  a year 
ago,  has  resumed  active  practice. 

Niles — Dr.  Chester  S.  Lowendorf  spoke  on 
“Orthopedic  Surgery”  at  a recent  meeting  of  the 
Kiwanis  Club. 

Olmstead  Falls — Dr.  D.  B.  Kechele  has  been  ap- 
pointed president  of  the  local  School  Board  for 
the  fifth  consecutive  year. 

Portsmouth — Dr.  J.  T.  Murchie  was  seriously 
injured  recently  in  a fall  at  his  home. 

Sandusky — Members  of  the  Progressive  Busi- 
ness Club  were  recently  addressed  by  Dr.  F.  M. 
Houghtaling,  Erie  County  Health  Commissioner, 
on  the  subject  of  “Syphilis”. 

Toledo — Officers  of  the  medical  staff  of 
Women’s  and  Children’s  Hospital  for  1937  are: 
Dr.  H.  B.  Meader,  president;  Dr.  W.  G.  Gardiner, 
vice-president;  Dr.  F.  P.  Osgood,  secretary,  and 
Dr.  J.  H.  Cohn,  treasurer.  Dr.  N.  T.  Barnes  and 
Dr.  I.  R.  Cohn  were  elected  members  of  the  ex- 
ecutive committee. 

Wadsworth — “Medicine,  Mystery  and  Magic”, 
was  the  subject  of  a talk  made  by  Dr.  H.  T.  Pease 
at  a recent  meeting  of  the  Hi-Y  Club. 

Wellsville — Dr.  E.  G.  Kuhlman  spoke  on  “The 
Serious  Aspects  of  a Few  Diseases  of  Children 
Which  Have  Far-Reaching  Effects  Into  Adult 
Life”,  at  a recent  meeting  of  the  Rotary  Club. 

Willoughby — Dr.  Thomas  M.  Moore  recently 
celebrated  the  59th  anniversary  of  his  entrance 
into  the  practice  of  medicine. 

Youngstown — Dr.  Martin  Paul  Mahrer  recently 
addressed  the  Hubbard  Kiwanis  Club  on  “The 
Development  of  Modern  Surgery”. 
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IN  MEMORI AM 


Frederick  Raymond  Bueche,  M.D.,  Steubenville; 
Georgetown  University  School  of  Medicine,  1920; 
aged  42;  member  of  the  Ohio  State  Medical  As- 
sociation and  Fellow  of  the  American  Medical 
Association;  died  February  6,  from  injuries  re- 
ceived in  an  automobile  accident.  Dr.  Bueche,  a 
native  of  Steubenville,  had  practiced  there  for  15 
years.  He  was  a member  of  the  Catholic  Church, 
Knights  of  Columbus,  Knights  of  St.  George  and 
the  Elks  Lodge.  Surviving  are  his  widow,  a 
daughter,  three  brothers  and  two  sisters. 

Allen  Clifton  Canfield,  M.D.,  Rossford;  Physio- 
Medical  College  of  Indiana,  Indianapolis,  1882; 
aged  82;  former  member  of  the  Ohio  State  Medi- 
cal Association  and  the  American  Medical  Asso- 
ciation; died  January  29.  Dr.  Canfield  practiced 
for  10  years  in  the  village  of  Portage,  Wood 
County.  In  1896  he  moved  to  Toledo,  where  he 
practiced  for  15  years  prior  to  his  retirement  to 
a farm  outside  of  Rossford.  He  was  a member  of 
the  church  of  the  United  Brethren  in  Christ.  Two 
sons,  one  daughter  and  a brother,  Dr.  Dwight  R. 
Canfield,  Perrysburg,  survive. 

John  Stone  Carlton,  M.D.,  Columbus;  Starling 
Medical  College,  Columbus,  1893;  aged  69;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association; 
died  February  28,  while  on  vacation  at  Miami, 
Florida.  Dr.  Carlton  had  practiced  in  Columbus 
for  35  years.  His  widow,  a daughter  and  five 
sisters  survive. 

John  Walter  Donaldson,  M.D.,  Marietta;  Cleve- 
land-Pulte  Medical  College,  1901;  aged  64;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association;  died 
February  20.  Dr.  Donaldson  had  practiced  in 
Marietta  for  36  years.  He  was  a former  presi- 
dent of  the  Washington  County  Medical  Society, 
a former  city  health  commissioner  and  member 
of  the  city  council.  Dr.  Donaldson  was  a mem- 
ber of  the  First  Congregational  Church;  the 
Isaac  Walton  League,  and  the  K.  of  P.,  Elks, 
Eagles  and  Modern  Woodmen  of  America  fra- 
ternal orders.  A son  and  a daughter  survive. 

James  Ambrose  Malone,  M.D.,  Athens;  Univer- 
sity of  Cincinnati  College  of  Medicine,  1924;  aged 
50;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
February  6.  Dr.  Malone  practiced  in  Athens  for 
12  years.  He  was  a member  of  the  Catholic 
Church.  Surviving  are  his  widow,  two  daughters, 
three  sisters,  and  four  brothers,  one  of  whom  is 
Dr.  Raymond  M.  Malone,  Galion. 


Cassius  G.  Randall,  M.D.,  Harveysburg;  Medical 
College  of  Ohio,  Cincinnati,  1902;  aged  61;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association;  died 
March  8.  Dr.  Randall  had  practiced  at  Harveys- 
burg for  30  years.  He  was  a member  of  the 
Masonic  Order.  Surviving  are  his  widow,  a 
daughter  and  a son. 

Willard  Curtis  Rank,  M.D.,  Newark;  Miami 
Medical  College,  Cincinnati,  1892;  aged  77;  for- 
mer member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
February  21.  Dr.  Rank  retired  15  years  ago  after 
having  practiced  in  Newark  for  28  years.  He 
was  a former  health  commissioner,  member  of  the 
school  board  and  captain  in  the  Ohio  National 
Guard  Hospital  Unit.  He  was  a charter  member 
in  the  local  Elks  Lodge  and  a member  of  the 
Catholic  Church.  Surviving  are  his  widow  and 
two  brothers,  one  of  whom  is  Dr.  Harrison  D. 
Rank,  Newark. 

Amos  Ellsworth  Wyley  Stueve,  M.D.,  Cincin- 
nati; Miami  Medical  College,  Cincinnati,  1909; 
aged  52;  member  of  the  Ohio  State  Medical  As- 
sociation and  the  American  Medical  Association; 
died  February  16,  following  a heart  attack.  Dr. 
Stueve  practiced  in  Price  Hill,  Cincinnati,  for  27 
years.  He  was  an  active  Republican  and  former 
State  Senator.  Dr.  Stueve  was  a member  of  the 
Masonic  Order,  the  J.O.U.A.M.,  and  the  Episcopal 
Church.  Two  daughters  and  a son  survive. 

George  F.  Thomas,  M.D.,  Peebles;  Medical  Col- 
lege of  Ohio,  Cincinnati,  1888;  aged  80;  member 
of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  February 
20.  Dr.  Thomas  first  practiced  at  Otway  for  two 
years,  afterwards  moving  to  Peebles  where  he 
practiced  for  47  years.  He  was  president  of  the 
Bank  of  Peebles  for  many  years.  Dr.  Thomas 
was  a member  of  the  Masonic  Order.  Three 
brothers  survive. 

Allen  L.  Walton,  M.D.,  Upper  Sandusky;  Star- 
ling Medical  College,  Columbus,  1896;  aged  74; 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  Feb- 
ruary 28.  Dr.  Walton  practiced  in  Sycamore  for 
28  years,  moving  to  Upper  Sandusky  in  1924, 
where  he  continued  in  practice  until  his  death. 
He  represented  Wyandot  County  in  the  Ohio 
House  of  Representatives  1922-1926,  and  at  the 
time  of  his  death  was  legislative  committeeman 
for  the  Wyandot  County  Medical  Society.  Dr. 
Walton  was  a member  of  the  Methodist  Church. 
His  widow,  a son  and  two  brothers  survive. 
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VITAMIN  REQUIREMENTS  OF  MAN 

II.  VITAMIN  D 


• The  quantity  of  vitamin  D required  by  an 
individual  is  influenced  by  such  factors  as 
environment,  race,  age,  mineral  content  of 
the  diet,  and  possibly  by  the  source  of  the 
vitamin.  Deficiency  is  manifest  in  children 
as  rickets  and  decreased  calcium  retention, 
and  in  adults  by  the  less  well  defined  condi- 
tion known  as  osteomalacia. 

The  minimum  daily  intake  which  will  pre- 
vent rickets  in  infants  is  probably  between 
135  and  400  International  units  of  vitamin 
D as  supplied  by  cod  liver  oil  (1).  The 
optimuqi  prophylactic  dose  is  probably  in 
the  neighborhood  of  1000  International 
units  (2).  It  is  also  interesting  to  note  that 
the  League  of  Nations  Technical  Commis- 
sion has  recommended  a daily  intake  of  340 
International  units  of  vitamin  D for  preg- 
nant and  lactaling  women  (3). 

Irradiated  pasteurized  milk  containing  135 
International  units  per  quart  and  irradiated 
evaporated  milk  of  the  same  potency  have 
been  found  equally  effective  in  preventing 
rickets  in  infants.  The  pediatrician  will  be 
interested  in  the  following  summary  taken 
from  a recent  review: 

“Such  evidence  as  is  available  may  be 
interpreted  to  show  that  cod  liver  oil, 
cod  liver  oil  concentrate  milk,  and  ir- 
radiated milk  are  of  equal  potency  for 
the  human  being,  unit  for  unit.”  (1-b). 


Other  than  the  above  recommendation  for 
vitamin  D intake  during  pregnancy  and 
lactation  (3),  little  definite  information  is 
available  upon  which  to  establish  minimum 
vitamin  D requirements  of  the  human  after 
infancy  (1),  yet  while  sunlight  produces 
the  anti-rachitic  factor,  most  common  foods 
are  known  to  be  deficient  with  respect  to 
vitamin  D (4) . However,  certain  foods  such 
as  eggs,  butter,  liver  and  sea  foods  do  supply 
this  vitamin.  The  importance  of  sea  foods, 
especially  canned  salmon,  as  carriers  of  vi- 
tamin D has  been  definitely  established.  A 
recent  report  on  the  vitamin  D content  of 
different  varieties  of  canned  salmon  gave  a 
value  of  1.9  International  units  per  gram  for 
the  least  potent  brand  and  6 or  more  units 
per  gram  for  several  other  brands  (5). 

From  a consideration  of  the  vitamin  D 
values  of  salmon  oil,  the  oil  content  of  can- 
ned salmon  and  the  quantity  of  canned 
salmon  consumed  annually  in  this  country, 
it  has  been  concluded  that  there  is  more 
vitamin  D in  the  canned  salmon  sold  in  this 
country  than  in  the  cod  liver  oil  used  for 
both  human  and  animal  feeding  (6). 

Although  neither  the  minimal  nor  optimal 
requirements  of  individuals  of  different  ages 
are  definitely  known,  the  values  of  evapo- 
rated milk  fortified  with  vitamin  D and  of 
canned  sea  foods  as  sources  of  this  impor- 
tant vitamin,  are  well  established. 


AMERICAN  CAN  COMPANY 


230  Park  Avenue,  New  York  City 


(1) a.  1937 .J.Am.Med.  Assn.  108, 206 
b.  1936.  Ibid.  106,  2150 

(2)  1936.  J.  Am.  Diet.  Assn.  11,  503 


0)  1936.  League  of  Nations  Report 
on  Physiological  Bases  of 
Nutrition,  League  of  Na- 
tions Publication  Depart- 
ment, Geneva. 


00  1935.  J.  Am.  Diet]  Assn.  11,  119 

(5)  1935-  J.  Home  Econ.  27,  658 

(6)  1931  ■ Ind.  Eng.  Chem.  23, 1066 


This  is  the  twenty-third  in  a series  of  monthly  articles,  which  will  summa- 
rize, for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
1 our  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 


ECONOMICS  -PROFESSIONAL  RELATIONS 
ORGANIZATION  PROBLEMS 


“Most  legislators  who  go  off  on  a tangent  in 
medicine  are  misled  by  personal  friends  or 
specious  argument.  A word  from  a doctor  friend 

to  the  legislator 

To  Repeat:  Outcome  of  who  is  apt  t0 

„ T • i in  doubt,  may  save 

Present  Legislative  him  and  us  much 

Session  Up  to  Y OU  embarr  assment. 

Again  let  us  say 
that  personal  influence  is  a powerful  factor  in 
legislation.” 

The  above  is  quoted  from  an  editorial  written 
for  The  Texas  State  Medical  Journal  by  Dr. 
Holman  Taylor,  whose  ability  and  experience  in 
legislative  matters  are  envied  by  those  ac- 
quainted with  his  career  as  executive  secretary  of 
the  Texas  State  Medical  Association. 

“What  most  legislators  want  to  know  with  Re- 
gard to  most  medical  and  public  health  legisla- 
tion, is  what  the  reputable  medical  profession 
thinks  about  it”,  Dr.  Taylor  continued.  “Those 
legislators  who  are  wise  in  political  practices 
do  not  depend  wholly  upon  personal  influences  in 
such  cases.  They  prefer  to  have  the  official 
statements  of  the  county  medical  societies  in 
their  respective  counties.  ...  It  is  all  wrong  for 
us  to  sit  back  and  wait  until  a friend  in  the 
Legislature  has  made  a mistake,  and  then  censure 
him  for  it.  Prevention  is  worth  a pound  of  cure 
in  legislative  matters  if  it  is  anywhere.” 

This  sound  advice  should  be  applied  right  now 
to  the  situation  in  Ohio. 

Proposals  seriously  affecting  public  health  and 
medical  standards  are  pending  in  the  Ohio  Gen- 
eral Assembly. 

Isn’t  it  the  duty  and  obligation  of  the  medical 
profession  of  Ohio  to  advise  members  of  the 
Legislature  about  these  proposals? 

If  so,  isn’t  it  the  duty  and  obligation  of  in- 
dividual physicians  to  assume  this  responsi- 
bility? The  answer  is  obvious. 

Have  you  as  a member  of  the  medical  pro- 
fession shown  any  interest  in  legislative  affairs? 
Have  you  contacted  your  county  Representative 
and  your  district  Senator?  Have  you  written 
them  about  pending  proposals?  Have  you  ob- 
tained authentic  information  from  your  Legis- 
lative Committeemen  on  such  proposals,  so  that 
you  can  discuss  them  intelligently?  If  not,  why 
not? 

Those  who  have  been  in  close  touch  with  the 
legislative  situation  at  Columbus  are  impressed 


with  the  seriousness  of  this  session  of  the  Gen- 
eral Assembly.  This  realization  must  become 
prevalent  throughout  the  entire  profession.  A 
few  individuals  cannot  carry  the  burden  nor  can 
they  insure  sucess.  Every  physcian  must  do 
his  part.  The  outcome  of  the  remaining  weeks 
of  the  legislative  session  so  far  as  the  medical 
profession  is  concerned,  will  depend  primarily  on 
whether  you  as  a member  of  the  profession  will 
assume  some  responsibility. 


The  time  has  come  when  every  physician  must 
ascend  the  rostrum  or  appear  before  the  micro- 
phone and  without  prejudice  or  bias,  publicize  the 
subjects  which  affect  not  only  his  profession,  but 
which  are  so  vital  to  public  health.  Have  you 
assumed  your  obligation? — Journal  of  the  Michi- 
gan State  Medical  Society. 


Publication  of  the  1937  Annual  Meeting  pro- 
gram in  this  issue  of  The  Journal  should  serve  as 
a reminder  that  only  physicians  who  are  members 

in  good  standing 

Dues  Paid?  There  Still  of  the  State  As_ 

sociation  (dues 

for  1937  paid  in 
full)  are  eligible 
to  attend  the 
Dayton  meeting,  April  28  and  29. 


Is  Time  Before  Dayton 
Annual  Meeting 


Doubtless  some  physicians  who  seldom  miss 
an  Annual  Meeting  are  delinquent.  They  still 
have  a few  weeks  to  pay  their  dues  to  the  secre- 
tary-treasurer of  their  respective  county  medical 
society  and  be  re-instated  on  the  membership 
rolls  of  the  State  Association. 


Analysis  of  this  year’s  program  should  in- 
dicate why  every  physician  eligible  to  member- 
ship should  belong  to  organized  membership.  In 
addition  to  the  many  other  benefits  and  services 
he  receives  from  medical  organization,  he  ob- 
tains the  privilege  of  attending  each  year  a post- 
graduate assembly  of  unusual  merit.  The  prog- 
ressive physician  cannot  alford  to  miss  this  state 
“refresher  course”,  conducted  by  some  of  Ohio’s 
outstanding  medical  talent  and  distinguished 
physicians  from  other  states. 

Registration  of  members  at  the  Annual  Meet- 
ing always  is  disappointing  when  the  total  mem- 
bership of  the  State  Association  is  used  for  com- 
parison. Of  course,  those  who  do  not  attend  are 
the  losers.  Nevertheless  the  prestige  of  the  pro- 
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(Yes,  it's  just  that  simple) 
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CHEMICAL  COMPANY 
Yonkers,  N.  Y. 


POLLEN  EXTRACTS  (ARLCO),  prepared  for  immediate  use, 
can  be  promptly  supplied;  price  lists  of  these,  of  concen- 
trated pollen  solutions,  and  of  proteins,  on  request.  PROTEIN 
DIAGNOSTIC  SETS  for  use  in  asthma,  infantile  eczema, 
migraine,  etc.  80  proteins,  $25.  112  proteins,  $35.  Slightly 
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fession  as  a whole  would  be  enhanced  if  a greater 
proportion  of  members  attended. 

Let’s  make  the  1937  Annual  Meeting  a regis- 
tration record-breaker.  A superb  program  has 
been  arranged.  The  time  is  appropriate.  Mem- 
bers of  the  Dayton  profession  are  hosts  de  luxe. 
Physical  arrangements  will  be  excellent.  There 
is  no  conflict  with  other  meetings  of  importance. 
Get  your  hotel  reservation  at  once  and  plan  to 
be  in  Dayton  when  April  28  arrives. 


Subtract  organized  medicine  socially  and  pro- 
fessionally, from  the  profession  as  a whole,  and 
where  would  it  be? — Maine  Medical  Journal. 


Amusing,  but  at  the  same  time  significant,  is 
the  “call  to  arms”  sounded  by  Harry  E.  Pine, 
Chicago,  president  of  the  American  Optometric 

Association,  in 

Round  and  Round  the  a S1£ned  ar- 

„ . tide  published 

Optometrists  Go,  Where  in  the  Febru_ 

Th  eyll  Stop,  Nobody  Knows  ary  15,  1937, 

issue  of  The 

Optical  Journal-Review,  entitled  (believe  it  or 
not),  "Let’s  Shut  the  Door!  A Broadside  Against 
the  Exemption  of  Medical  Men  from  the  Opto- 
metry Laws”. 

President  Pine  frankly  advocates  prohibiting 
physicians  from  doing  refractions  unless  they 
qualify  under  the  optometry  laws.  Apparently 
feeling  his  oats,  Mr.  Pine  generously  concedes 
“that  there  are  some  physicians  who  have  pre- 
pared themselves  thoroughly  through  post- 
graduate work  before  attempting  to  practice 
ophthalmology  and  optometry”,  but  he  intimates 
rather  strongly  that  a man  holding  only  a degree 
of  doctor  of  medicine  is  taking  fairly  long 
chances  when  he  undertakes  to  practice  on  the 
human  eye. 

Mr.  Pine  doesn’t  admit  that  there  is  an 
Ethiopian  in  the  woodpile.  That  is  revealed  in  an 
editorial  published  in  the  March  1,  1937,  issue  of 
the  same  periodical,  entitled,  “Whither  Goest 
Thou,  Optometry?”  in  which  it  is  pointed  out 
that  certain  groups  of  optometrists,  also  feeling 
their  oats,  are  longing  to  expand  the  optometric 
field  so  that  to  refraction  and  orthoptics  must 
be  added  the  diagnosis  and  treatment  of  ocular 
pathology,  and  eye  surgery  as  well”. 

Here  is  Mr.  Pine’s  broadside,  in  part: 


“Within  the  past  14  years  optometry  has  made 
tremendous  strides.  We  have  closed  the  doors 
against  those  optometrists  who  just  ‘picked  it 
up’,  and  each  year  optometry  finds  itself  on  a 
more  firm  scientific  basis,  with  the  average  of  its 
practitioners  greatly  improved. 

What  was  true  14  years  ago  in  medicine  is 
still  true,  however,  in  so  far  as  medical  re- 
fractionists  are  concerned.  Those  medical  doctors 
who  choose  to  practice  optometry,  while  claim- 
ing it  is  medical  practice,  are  still  permitted  to 
enter  the  practice  of  optometry,  after  having 


just  ‘picked  it  up’.  This  is  manifestly  unfair  to 
optometry  and,  in  fact-  unfair  to  the  general 
public.  Optometry  should  insist  that  all  of  those 
who  practice  optometry,  whether  they  do  so 
under  the  guise  of  medical  practice  or  not,  should 
be  obliged  to  show  their  qualifications  before 
they  are  permitted  to  practice. 

“While  it  is  probably  true  that  optometrists 
have  benefited  from  medicine’s  laxness  in  this 
direction,  it  is,  nevertheless,  an  indefensible 
situation.  The  general  public  has  a perfect  right 
to  suppose  that  one  who  holds  himself  out  as  a 
specialist  in  eye,  ear,  nose  and  throat,  has  knowl- 
edge of  eye,  ear,  nose  and  throat  work  above  and 
beyond  that  possessed  by  the  average  general 
practitioner,  whereas  it  is  a fact  that  such 
superior  knowledge  is  not  required  of  the  gen- 
eral practitioner  before  he  is  permitted  to  call 
himself  a specialist.  This  is  an  injustice  to  his 
patient  who  consults  him  in  the  belief  that  he  has 
demonstrated  his  proficiency  by  passing  some 
official  examination. 

“It  is  conceded  that  there  are  some  physicians 
who  have  prepared  themselves  thoroughly 
through  postgraduate  work  before  attempting  to 
practice  ophthalmology  and  optometry.  There  is 
not  the  slightest  doubt,  however,  that  a far 
larger  number  of  physicians  who  hold  themselves 
out  as  oculists  have  not  prepared  themselves  with 
anything  even  remotely  approaching  a thorough 
grounding  in  optometry. 

“This  postgraduate  work  should  be  required  by 
law  and  not  be  a matter  left  to  the  ‘inherent 
honesty’  of  the  physician.  Medicine  has  within 
its  ranks  those  of  all  gradations  of  ability  and 
honesty  in  the  same  proportions  as  all  other  pro- 
fessions and  trades. 

“Public  misapprehension  gives  the  so-called 
oculist  an  unfair  advantage  over  his  better 
trained  optometric  competitor;  because  of  the  un- 
reasonable exemption  granted  the  medical  prac- 
titioner, he  is  able  to  do  any  and  all  things  per- 
mitted the  optometrists,  except  calling  himself 
an  optometrist. 

“Years  ago,  when  optometry  bills  were  first 
offered  the  legislatures,  the  charge  was  made  by 
some  medical  refractionists  that,  ‘the  opticians 
were  attempting  to  enter  medicine  by  the  back 
door’.  As  we  all  know,  the  history  of  optics  does 
not  sustain  the  medical  position,  nor  were  the 
legislators  influenced  by  these  charges.  The  cla  m 
could  very  properly  be  made  today  (and  should 
be  made)  that  the  self-styled  ‘oculists  are  enter- 
ing optometry  by  the  back  door’,  and  optimetry 
for  its  own  protection,  as  well  as  for  the  pro- 
tection of  the  public,  must  give  serious  con- 
sideration to  putting  a legal  padlock  on  this 
said  back  door. 

“It  is  inconceivable  that  the  public  would  ac- 
quiesce in  the  present  situation  if  they  knew  the 
facts.  At  present  they  are  led  to  believe  that  the 
terms  ‘ophthalmologist’  and  ‘oculist’  denote 
something  of  special  importance.  We  owe  it  to 
the  public  and  to  ourselves  to  bring  the  facts  to 
the  light  of  day.  When  they  can  be  made  to  see 
that  these  high-sounding  titles  are  self -assumed, 
they  will  demand  protection  that  they  now  mis- 
takenly think  they  are  getting. 

“Let’s  tell  optometry’s  story  to  the  public. 
Let’s  stop  being  slaves  to  our  fears.” 

Following,  in  part,  is  the  editorial  referred  to, 
which  lets  the  cat  out  of  the  bag: 

“Time  was,  and  not  long  since,  when  the  goal 
set  for  optometry  was  complete  occupation  and 
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control  of  the  field  of  refraction.  The  idea  was 
that  the  optometrists  should  perfect  themselves 
in  their  work  so  that  the  public  would  eventually 
recognize  their  superiority  as  ref ractionists ; their 
drugless  methods  would  be  preferred  to  medical 
refraction  so  generally  and  completely  that  the 
oculist  would  be  compelled  to  confine  himself  to 
eye  surgery  and  the  treatment  of  ocular  path- 
ology. . . . Two  or  three  hundred  study  groups 
have  been  organized  throughout  the  country  and 
hundreds  of  optometrists  have  been  applying 
themselves  diligently,  learning  the  new  methods 
in  refraction  and  eye  training  and  adopting 
modern  instrumentation. 

“But  within  recent  months  a new  goal  has  been 
fixed  by  some  of  the  leaders  in  the  profession.  It 
is  their  idea  that  the  future  holds  strong  pos- 
sibility of  ‘socialized  medicine’  and  that  under 
such  a setup  optometry  would  be  subjected  to 
medical  control  and  lose  its  individual  identity. 
And  so  they  reason  that  optometrists  must  no 
longer  think  in  terms  of  optometry  in  its  narrow 
sense,  but  must  think  in  terms  of  all  eye  work. 
This  implies  that  the  optometric  field  must  be 
expanded  so  that  to  refraction  and  orthoptics 
must  be  added  the  diagnosis  and  treatment  of 
ocular  pathology,  and  eye  surgery  as  well.  ' This 
implies  further  that  either  optometrists  will  have 
to  become  full-fledged  ophthalmologists  or  that 
the  ophthalmologists  will  abandon  the  field  of  eye 
work  to  optometrists  adequately  trained  as  re- 
fractionist-pathologist-surgeon.” 

To  summarize:  We  take  it  that  there  are 

optometrists  who  desire  to  expand.  One  group 
apparently  has  a feeling  that  the  oculist  should 
give  up  doing  refractions.  Another  advocates 
that  the  optometrist  should  blossom  into  an 
ophthalmologist.  To  quote  the  editor  of  The 
Optical  Journal-Review.  “Optometry  is  now 
asked  to  decide  whether  it  is  content  to  stay  in 
its  specialized  field  or  expand  into  medical  ter- 
ritory”. 

We  felt  that  physicians — especially  oculists — 
might  be  interested  in  these  bits  of  information, 
apparently  from  authentic  sources. 


Every  physician  belongs  to  a great  fraternity 
in  whose  benefits  he  is  both  a sharer  and  a con- 
tributor.— Journal  of  The  Medical  Society  of  New 
Jersey. 


It  is  recommended  that  each  reader  of  The 
Journal  take  time  to  read  carefully  the  annual 
committee  reports  published  in  this  issue.  These, 

plus  the  Council 

Annual  Reports  of  minutes  published 

. OJ  , , „ periodically  during 

Committees  Should  Be  the  year  present 

Read  by  Every  Member  a comprehensive 

history  of  the 
major  activities  of  the  Ohio  State  Medical  Asso- 
ciation. Obviously,  details  have  to  be  omitted. 
However,  the  reports  indicate  the  complexity 
and  multiplicity  of  the  important  problems  which 
confront  the  medical  profession  and  clearly  show 


CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 


/ =\ 

COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course  first  of  every  week ; In- 
tensive Personal  Courses. 

SURGERY — General  Course  One,  Two,  Three  and  Six 

Months  ; Two  Weeks  Intensive  Practical  Course 
Surgical  Technique  (Operative  Surgery  with 
Practice)  ; Clinical  Course. 

GYNECOLOGY  AND  OBSTETRICS— Four  Weeks  In- 
tensive Course  starting  May  3rd. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Ten  Day  Intensive 
Course  starting  April  12,  1937. 

PEDIATRICS — Two  Weeks  Intensive  Course  start- 
ing May  3rd. 

OPHTHALMOLOGY — Intensive  Two  Weeks  Course 

starting  April  19,  1937 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks;  Special  Courses. 

CYSTOSCOPY — Intensive  Course  every  two  weeks  (at- 
tendance limited). 

GENERAL,  INTENSIVE  and  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 

SURGERY  starting  every  week. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Honore  Street, 


CHICAGO.  ILLINOIS 

V 


:S 


April,  1937 


Economics,  Professional  Relations 


471 


W.  H.  MILLER,  M.  D. 

328  E.  STATE  STREET  COLUMBUS,  OHIO 

Office  Telephone,  Main  3743  Residence  Evergreen  5644 

CANCER  THERAPY  


Superficial 

Malignancy 


Deep 

Malignancy 


High 

Voltage 

X-ray 

Therapy 


This  latest 
200,000 
Shock-prooj 
deep 
Therapy 
X-ray 
machine 
recently 
installed 


Electro- 

Coagulation 


X-ray 

Diagnosis 


009 


Portable 

X-ray 


RADIUM 


A Selective  - - «R  N_”  SERVICE 

(Operated  not  for  profit) 

Call  any  one  of  our  ten  District  Registries  which  have  been  approved  by  the 
local  Academies  of  Medicine. 

PROFESSIONAL  NURSING  SERVICE 

available  for  your  patient 
AT  A COST  HE  CAN  AFFORD  TO  PAY 


OFFICIAL  REGISTRIES 


Akron Fr.  7013 

Cincinnati  Woodburn  7127 

Cleveland Prospect  1951 

Columbus Adams  1569 

Dayton Fulton  7211 


Marion  2118 

Portsmouth  559 

Springfield  ..Main  3125 

Toledo  - Main  7962 
Youngstown 44581 


OHIO 

ADams  5677 


STATE  NURSE  S’ 


Qualified  “R.  N.s”  available  for 
every  branch  of  hospital  service, 
also  for  public  health  and  in- 
dustrial nursing,  doctors’  offices, 
etc. 

ASSOCIATION 


50  E.  Broad  Street, 


Columbus,  Ohio 


472 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  4 


the  need  for  strong  and  aggressive  medical  or- 
ganization. 

As  one  reads  the  reports  he  should  stop  and 
ponder  at  the  unselfish  services  which  have  been 
rendered  for  the  good  of  the  profession  in  Ohio 
generally  by  those  holding  official  and  committee 
positions.  Those  who  have  been  drafted  to  head 
up  the  activities  of  the  State  Association  have 
spent  much  more  time  and  effort  than  the  reports 
reveal  and  they  have  worked  effectively.  To  them 
belongs  a vote  of  appreciation. 

What  might  happen  if  the  medical  profession 
of  Ohio  were  not  soundly  organized  can  be  sur- 
mised during  a reading  of  the  report  of  the  Com- 
mittee on  Public  Relations  and  Economics.  That 
report  also  emphasizes  the  importance  of  even 
greater  unanimity  and  more  concerted  activity. 
It  proves  what  can  be  done  by  united  action  and 
what  might  happen  if  too  many  members  follow 
the  slogan  of  “Let  George  do  it’’. 

In  the  report  of  the  Committee  on  Education 
will  be  found  comments  relative  to  future  ac- 
tivities and  hoped-for  progress  in  a field  which  is 
fundamental  in  medical  organization.  Unless 
the  medical  profession  progresses  scientifically, 
it  will  decay  and  the  need  for  medical  organiza- 
tion will  cease  to  exist.  Unless  the  medical  pro- 
fession through  organized  activity  carries  its 
message  to  the  public,  it  will  lose  its  influence 
and  prestige.  Unless  the  State  Association  lends 
a helping  hand  in  educational  fields  to  its  com- 
ponent units,  it  will  be  shirking  an  obligation. 
These  are  the  objectives  of  the  Committee  on 
Education  and  its  sub-committees.  Read  the  re- 
port. It  will  stimulate  you  and  drive  home  to  you 
the  realization  that  organized  medicine  is  some- 
thing more  than  a paper  setup  and  actually  is 
doing  much  for  you  as  an  individual  physician 
and  will  continue  to  do  so — with  interest. 

Whenever  and  wherever  medical  care  is  sub- 
jected to  lay  control,  however  well-intentioned, 
the  quality  falls  off  and  costs  mount. — New  York 
State  Journal  of  Medicine. 

As  this  issue  of  The  Journal  went  to  press,  the 
State  Legislature  had  before  it  a proposed  poor 
relief  program,  designed  to  take  care  of  the  re- 
lief needs  of  the 
New  Relief  Program  state  for  the  bal- 

/ aking  Shape ; T apering  possibly  1938. 

Off  Policy  Adopted  There  is  no 

way  of  knowing 
what  the  form  of  the  proposal  will  be  at  the  time 
of  its  enactment  due  to  the  differences  of  opinion 
existing  among  members  of  the  General  Assem- 
bly. Exact  information  cannot  be  submitted  at 
this  time.  Nevertheless,  predictions  are  in  order. 

Judging  from  sentiments  expressed  within  and 
outside  the  legislative  halls: 

1.  Vigorous  efforts  will  be  made  to  write  in 
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provisions  which  will  keep  relief  rolls  at  a mini- 
mum; weed  out  chiselers;  curtail,  as  far  as  pos- 
sible, state  funds  for  relief  purposes. 

2.  Local  sub-divisions  will  be  required  to 
match  state  relief  funds,  dollar  for  dollar. 

3.  Although  the  State  Relief  Commission  will 
be  given  supervisory  and  regulatory  authority, 
especially  with  respect  to  the  allocation  of  state 
funds,  relief  agencies  in  the  respective  counties 
will  be  delegated  administrative  responsibilities. 

4.  The  principle  of  “emergencies  only”  will  be 
adhered  to;  i.e.,  use  state  relief  funds  for  un- 
necessary items  and  services  will  be  prohibited. 

5.  If  local  sub-divisions  wish  to  expand  relief 
coverage  beyond  necessities,  they  will  have  to  use 
local  funds  to  do  so. 

6.  The  proposal  will  be  based  on  the  theory  of 
tapering  off  relief  contributions  by  the  state  and 
that  the  responsibility  of  caring  for  the  poor 
must  be  returned  as  soon  as  feasible  to  the  local 
communities. 

7.  It  is  quite  likely  that  funds  to  be  adminis- 
tered under  the  provisions  of  this  proposal  can 
not  be  used  for  hospitalization,  surgical  services 
and  dental  services,  but  can  be  used  to  pay  phy- 
sicians for  home  and  office  visits.  Local  funds 
must  be  used  for  hospitalization,  surgical  services 
and  dental  services  if  such  services  are  to  be  fur- 
nished relief  clients. 

Some  physicians  may  find  fault  with  Item  7 — 
perhaps  justly  so.  Nevertheless,  the  present  sen- 
timent in  the  Legislature  indicates  that  attempts 
to  place  the  entire  burden  of  all-inclusive  medical 
services  on  the  state  will  be  futile.  The  feeling 
of  many  legislators  is  that  the  local  sub-divisions 
must  dig  up  funds  for  some  of  the  needs  of  relief 
clients. 

At  the  same  time,  physicians,  as  taxpayers  and 
as  believers  in  good  government  administration, 
should  concur  in  the  belief  that  relief  rolls  must 
be  purged  of  chiselers;  relief  expenditures  must 
be  minimized;  relief  administration  eventually 
must  be  returned  to  the  local  communities;  and 
more  efficient  and  economical  relief  administra- 
tion will  result  by  causing  local  sub-divisions  to 
put  up  part  of  the  money  for  relief,  and  continue 
to  do  so  in  increasing  amounts. 

Chiseling  will  not  be  controlled  and  careless 
relief  administration  abolished  until  the  relief 
problem  becomes  more  of  a local  problem  and  Mr. 
Average  Citizen  begins  to  realize  that  the  taxes 
he  pays  are  being  used  in  some  instances  for  the 
benefit  of  undeserving  and  dishonest  persons. 

Incidentally,  audits  which  have  been  made  in 
some  counties  by  inspectors  for  the  State  Relief 
Commission  reveal  unethical,  unprofessional  and 
even  dishonest  conduct  on  the  part  of  a few  phy- 
sicians who  have  rendered  services  to  relief 
clients,  in  collusion  with  clients  and  relief  officials. 
Obviously,  this  data  has  caused  some  members 
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BECAUSE  THE  CALF 
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preparation  of  Similac,  the  salts  of  cow's  milk  are  altered  in  char- 
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of  large  calcium  caseinate  curds  is  prevented.  Thus,  Similac 
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of  the  Legislature  to  react  unfavorably  to  any 
suggestion  that  all-inclusive  medical  services  be 
provided  for  in  the  proposal  under  discussion. 
Here  is  another  example  of  how  the  shady  prac- 
tices of  a few  physicians  react  to  the  detriment 
of  the  medical  profession  as  a whole. 

It  is  recommended  once  more  that  each  county 
medical  society  maintain  an  aggressive  relief 
committee;  one  prepared  to  go  to  the  mat  with 
local  relief  agencies  on  medical  aspects  of  the  re- 
lief program.  The  relief  problem  is  being  re- 
turned gradually  to  the  doorstep  of  the  local 
sub-divisions.  The  medical  profession  must  be  on 
the  job  now  more  than  ever  before. 


COMING  MEETINGS 

Ohio  State  Medical  Association,  Dayton,  April 
28-29. 

American  Medical  Association,  Atlantic  City, 
June  7-11. 

American  Association  for  the  Study  of  Neo- 
plastic Diseases,  Philadelphia,  April  9-10. 

American  Association  on  Mental  Deficiency, 
Atlantic  City,  May  5-8. 

American  Clinical  and  Climatological  Associa- 
tion, Baltimore,  October  11-13. 

American  College  of  Physicians,  St.  Louis, 
April  19-23. 

American  Ophthalmological  Society,  Hot 
Springs,  Va.,  June  3-5. 

American  Physiological  Society,  Memphis, 
Tenn.,  April  21-24. 

American  Proctologic  Society,  Atlantic  City, 
June  6-8. 

American  Public  Health  Association,  New  York 
City,  October  5-8. 

American  Society  for  Clinical  Investigation, 
Atlantic  City,  May  3. 

American  Society  for  Experimental  Pathology, 
Memphis,  April  21-24. 

American  Society  for  Pharmacology  and  Ex- 
perimental Therapeutics,  Memphis,  April  21-24. 

American  Society  of  Biological  Chemistry, 
Memphis,  April  21-24. 

American  Urological  Association,  Minneapolis, 
June  29-July  1. 

Associated  Anesthetists  of  the  United  States 
and  Canada,  Atlantic  City,  June  7-11. 

Association  of  American  Physicians,  Atlantic 
City,  May  4-5. 

International  College  of  Surgeons,  New  York 
City,  June  1-2. 

National  Tuberculosis  Association,  Milwaukee, 
May  31-June  3. 


Toledo — Members  of  the  staff  of  Toledo  Hos- 
pital recently  re-elected  the  following  officers: 
Dr.  L.  C.  Grosh,  president;  Dr.  L.  F.  Smead,  vice- 
president  and  Dr.  G.  H.  Reams,  secretary-treas- 


Cleveland — Dr.  C.  W.  Stone  and  Dr.  H.  D. 
Piercy  have  been  reappointed  to  serve  as  repre- 
sentatives of  the  Academy  of  Medicine  of  Cleve- 
land on  the  Board  of  Directors  of  the  Cleveland 
Association  for  Criminal  Justice. 
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Rates  for  advertisements  under  this  heading  are  60  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


FOR  SALE  OR  LEASE — Combined  office  and  residence 
by  retired  physician.  Address  H.  A.  Slusser,  1504  East  5th 
Street,  Dayton,  Ohio,  after  April  15,  1937. 
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In  Infant  Feeding 

the:  doctor  is  concerned  about  the 

COMPOSITION  OF  A MILK-MODIEIER! 


When  you  prescribe  Karo  as  the  milk-modifier  you  are 
providing  well-tolerated,  readily  digested  maltose-dex- 
trins-dextrose.  The  dextrins  are  practically  11011-fer- 
mentable  ; the  maltose  rapidly  transformed  to  dextrose 
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digested  to  monosaccharides.  Karo  is  prepared  chemi- 
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ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

CLERMONT 

Dr.  Eslie  Asbury,  Cincinnati,  discussed  “Treat- 
ment of  Sciatica”,  at  a meeting  of  the  Clermont 
County  Medical  Society,  March  17,  at  the  office  of 
Dr.  James  K.  Ashburn,  Batavia. — J.  M.  Coleman, 
M.D.,  secretary. 

FAYETTE 

At  a meeting  of  the  Fayette  County  Medical 
Society,  March  11,  at  Washington  C.  H.,  Dr. 
Judson  D.  Wilson,  Columbus,  gave  a very  in- 
teresting talk  on  “Fractures”. — James  F.  Wilson, 
M.D.,  secretary. 

HAMILTON 

The  Academy  of  Medicine  of  Cincinnati  pre- 
sented the  following  programs  during  March: 

March  2 — “Problems  Encountered  by  the  Gen- 
eral Practitioner  in  the  Diagnosis  and  Treatment 
of  Diseases  of  the  Prostate  Gland”,  by  Dr.  Gil- 
bert J.  Thomas,  Minneapolis,  Minn.,  associate 
professor  of  urology,  University  of  Minnesota 
Medical  School,  and  president  of  the  American 


Urological  Association.  Discussants — Dr.  Gordon 

F.  McKim  and  Dr.  E.  0.  Swartz. 

March  9 — “Pathogenesis  and  Clinical  Manage- 
ment of  Gastric  and  Duodenal  Ulcer”,  by  Dr. 
Walter  Lincoln  Palmem,  Chicago,  111.,  associate 
professor  of  medicine,  University  of  Chicago. 
Discussants — Dr.  Marion  A.  Blankenhorn  and  Dr. 
Leon  Schiff. 

March  16 — “Physiology  and  Clinical  Effects  on 
Short  Wave  Medical  Diathermy”,  by  Dr.  John  S. 
Coulter,  Chicago,  111.,  associate  professor  of 
physical  therapy,  Northwestern  University  Medi- 
cal School,  and  Stafford  L.  Osborne,  B.P.E.,  re- 
search assistant  in  physical  therapy,  Northwes- 
tern University  Medical  School.  Discussant — Dr. 
Edwin  L.  Libbert. 

March  23 — “The  Microscope — How  to  Choose 
and  Use  It — The  Limit  of  Magnifying  Power — 
‘Faking’  with  Photomicographs”,  by  Dr.  Charles 
Goosman;  “Experiences  with  Gastroscopy”,  by 
Dr.  Leon  Schiff  and  Dr.  David  L.  Lemer,  with 
discussion  by  Dr.  Walter  H.  Stix  and  Dr.  Harold 

G.  Reineke. 

March  30 — “The  Medical  Corps  Reserve,  U.  S. 
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WHAT  NAME 


CODLD  YOD  TRDST  MORE  IN  BABY  FOOB? 


Doctors  in  ever-increasing  numbers 
are  coming  to  rely  exclusively  upon 
Heinz  Strained  Foods  for  babies  and 
other  soft-diet  cases. 

That  is  only  natural.  All  over  the 
world  today,  the  famed  Heinz  ”57”  Seal 
is  accepted  as  a guarantee  of  uniform 
purity,  quality  and  flavor. 

And  as  further  assurance  for  the  exact- 
ing medical  profession,  each  tin  of 
Heinz  Strained  Foods  is  stamped  with 
the  important  Seal  of  Acceptance  of 


the  American  Medical  Association’s 
Council  on  Foods. 

No  baby  food  offers  more  convincing 
proof  of  wholesome  goodness  and 
high  nutrient  content  than  Heinz. 

No  name  in  the  food  industry  inspires 
greater  trust. 

Recommend  Heinz  Strained  Foods  for 
infant  feeding.  Your  patients  should 
have  the  double  protection  of  the  two 
famous  Seals  these  products  bear. 


HEINZ  STRAINED  FOODS 

11  KINDS — 1.  Strained  Vegetable  Soup.  2.  Mixed  Greens.  3.  Spinach.  4.  Carrots.  5.  Beets. 

6.  Peas.  7.  Prunes.  8.  Cereal.  9.  Apricots  and  Apple  Sauce.  10.  Tomatoes.  11.  Green  Beans. 
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Army”,  by  Col.  Robert  D.  Maddox,  acting  sur- 
geon, Cincinnati  Military  District. 

Case  Reports — “The  Use  of  Massive  Doses  of 
Viosterol  to  Reduce  the  Bleeding  Time  in  Ob- 
structive Jaundice”,  by  Dr.  Lloyd  B.  Johnston, 
with  discussion  by  Dr.  M.  M.  Zinninger  and  Dr. 
Joseph  N.  Ganim;  “Pyoderma-Gangrenosum”,  by 
Hiram  B.  Weiss,  Dr.  Sander  Cohen  and  Dr.  Aaron 
I.  Grollman,  with  discussion  by  Dr.  Leon  Gold- 
man; “Liver  Deaths  (?)  Unassociated  with 
Biliary  Tract  Operations”,  by  Dr.  Joseph  L.  De- 
Courcy,  with  discussion  by  Dr.  Symmes  F.  Oliver. 
— Bulletin. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE.  M.D.,  SPRINGFIELD) 

MONTGOMERY 

Dr.  Irvin  Abell,  professor  of  clinical  surgery  of 
the  University  of  Louisville  Medical  School,  spoke 
on  “The  Acute  Abdomen”,  at  a meeting  of  the 
Montgomery  County  Medical  Society,  March  5, 
at  Dayton. 

“Puerperal  Infection”,  was  the  subject  dis- 
cussed by  Dr.  T.  K.  Brown,  assistant  clinical  pro- 
fessor of  obstetrics  and  gynecology,  Washington 
University  School  of  Medicine,  St.  Louis,  Mo.,  at 
a meeting  of  the  society  March  19. — Bulletin. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

MARION 

At  the  regular  meeting  of  the  Marion  Academy 
of  Medicine,  March  2,  at  the  Marion  City  Hos- 
pital, Dr.  Harry  E.  LeFever,  Columbus,  spoke  on 
“The  Management  of  Head  Injuries”. — Robert  G. 
McMurray,  M.D.,  secretary. 

SENECA 

At  a meeting  of  the  Seneca  County  Medical 
Society,  March  11,  at  Mercy  Hospital,  Tiffin,  case 
reports  were  presented  by  Dr.  Ralph  E.  Hersh- 
berger, Dr.  Charles  F.  Daniel  and  Dr.  Paul  J. 
Leahy,  and  discussed  by  Dr.  Victor  L.  Magers, 
Dr.  Franklin  H.  Pennell  and  Dr.  G.  H.  W.  Brugge- 
mann. — -Edmund  F.  Ley,  M.D.,  secretary. 

WYANDOT 

Officers  of  the  Wyandot  County  Medical  Society 
for  1937  are:  Dr.  B.  A.  Maloney,  Upper  San- 

dusky, president;  Dr.  C.  W.  Montgomery,  Syca- 
more, vice-president;  Dr.  L.  W.  Naus,  Upper  San- 
dusky, secretary-treasurer;  Dr.  F.  M.  Smith,  Syca- 
more, correspondent  for  The  Journal;  Dr.  J.  Craig 
Bowman,  Upper  Sandusky,  delegate,  and  Dr. 
Naus,  alternate. — L.  W.  Naus,  M.D.,  secretary. 

WOOD 

“Cancer  from  a Laboratory  Standpoint  and 
Early  Diagnosis,”  was  the  subject  discussed  by 
Dr.  Thomas  L.  Ramsey,  Toledo,  at  a meeting  of 
the  Wood  County  Medical  Society,  March  18,  at 


The  Wendt -Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons— and  the  many  people  they  serve 

Two  Prescription  Departments 

maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 
Other  Complete  Departments 
OFFICE  EQUIPMENT 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 


W-B  Pharmaceutical  Supplies 
JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 


Prompt  Service  on  Phone  Orders 


HYCLORITE 


Accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association  (N.N.R.) 

ANTISEPTIC 

An  aid  for  the  prevention  of  ringworm 
infection 

For  irrigating,  swabbing  and  dressing 
infected  cases  wherever  an  anti- 
septic is  needed. 

For  Hand  and  Skin  Sterilization. 

To  Make  a Dakin’s  Solution  of  Correct 
Hypochlorite  Strength  and  Alkalinity. 

NON-POISONOUS 

NON-IRRITATING 

Comprehensive  Literature  on  Request 

BETHELHEM  LABORATORIES 

INCORPORATED 

300  Century  Building 
PITTSBURGH,  PENNA. 
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One  of  a series  of  advertisements  prepared  and  published  by  PARKE,  DAVIS  & CO.  in  behalf  of  the  medical  profession. 
This  “See  Your  Doctor”  campaign  is  running  in  the  Saturday  Evening  Post  and  other  leading  magazines. 


"I never  want  to  go  to  another  parti//" 


13  UT,  dear,  tell  Mother  — what  ;'s  the 
matter?" 

“They  wouldn’t  let  me  play  with  them. 
They  let  me  be  by  myself  all  the  time. 
They — they  laughed  at  me.” 

What  should  Mother  do?  Denounce  the 
other  children  as  ill-raised  little  barbarians? 
Prevent  further  contact  with  the  young- 
sters who  should  be  the  child’s  playmates, 
and  the  neighborhood  that  should  be  her 
happy  little  world? 

Those  would  be  natural  and  understand- 
able reactions  for  any  mother.  But  unfor- 
tunately, they  would  tend  only  to  make 
matters  worse. 

When  a child  is  ’’different’’  or  “difficult," 
the  most  sensible  thing  to  do  is  to  get  the 
help  of  your  doctor.  And  the  reason  is  that 
the  underlying  cause,  while  occasionally 
psychological,  is  usually  physical. 

For  instance,  a child  can  be  slow  and 
awkward  at  childhood  games,  because 
anemia  is  robbing  her  of  energy.  A child 
can  appear  backward  because  a glandular 
disorder  is  causing  sluggishness,  because 
faulty  hearing  prevents  her  from  catching 
questions,  or  because  faulty  eyesight  pre- 
vents her  from  reading  correctly.  A child 
can  be  sulky  or  ill-tempered,  not  because 
it  is  her  nature  to  be  so,  but  because 
some  physical  derangement  is  making  her 
act  that  way. 

The  tragedies  these  disorders  heap  upon 
little  heads  are  very  real  tragedies.  But 
even  more  serious  is  their  possible  influence 
on  the  child's  future.  The  "laughed-at” 
child  so  often  becomes  the  crushed  and 
morose  adolescent.  And  the  morose  ado- 
lescent frequently  becomes  an  embittered 
man  or  woman  in  an  unfriendly  world. 

If  your  child’s  present  and  future  happi- 
ness is  being  threatened,  see  your  doctor. 
You  will  find  him  a helpful  and  under- 
standing friend. 


PARKE,  DAVIS 
& COMPANY 

DETKOIT,  MICHIGAN 

The  World's  Largest  Makers  of 
Pharmaceutical  and  Biological  Products 
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Bowling1  Green. — R.  N.  Whitehead,  M.D.,  sec- 
retary. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

LUCAS 

The  following  programs  were  presented  by  the 
Toledo  Academy  of  Medicine  during  March: 

March  5 — “Recent  Experiences  with  Ammon- 
ium Therapy  in  the  Treatment  of  Urinary  Infec- 
tions”, by  Dr.  Wm.  F.  Braasch,  chief  of  Section 
of  Urology,  Mayo  Clinic,  Rochester,  Minnesota. 

March  13 — Section  of  Pathology,  Experimental 
Medicine  and  Bacteriology.  “Recent  Research  in 
the  Pathological  Physiology  of  the  Lymphoid  Tis- 
sues and  Correlative  Studies  of  the  Peripheral 
Blood”,  by  Dr.  Bruce  K.  Wiseman,  associate  pro- 
fessor of  medicine,  Ohio  State  University  College 
of  Medicine. 

March  19 — Medical  Section.  “Serum  Sickness” — 
“Safeguards  in  Serum  Therapy”,  by  Dr.  Karl 
D.  Figley,  with  discussion  by  Dr.  Edward  Binzner, 
Dr.  A.  P.  R.  James  and  Dr.  H.  J.  Parkhurst. 

March  26 — Surgical  Section.  “The  Clinical  As- 
pects of  Carcinoma  of  the  Stomach”,  by  Dr.  C. 
Fremont  Vale,  associate  professor  of  surgery, 
Wayne  University  School  of  Medicine.  Detroit. 
Michigan. — Bulletin. 

SANDUSKY 

Dr.  Harry  E.  LeFever,  Columbus,  presented  a 


very  interesting  paper  on  “Head  Injuries”,  at  a 
meeting  of  the  Sandusky  County  Medical  Society, 
February  25,  at  Fremont.  A general  discussion 
of  legislative  problems  followed. — M.  M.  Riddell, 
M.D.,  secretary. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

CUYAHOGA 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cleveland  during  March: 
March  5 — Clinical  and  Pathological  Section. 
“Solitary  Xanthoma  of  the  External  Auditory 
Canal”,  by  Dr.  H.  C.  Rosenberger;  “Chordoma — 
Case  Report  and  Specimen”,  by  Dr.  J.  H.  Nichols; 
“Case  of  Carcinoma  of  the  Umbilicus”,  by  Dr.  F. 
A.  Rice;  “Herpes  Zoster”,  by  Dr.  R.  E.  Barney; 
“Ovarian  Tumors  as  a Cause  of  Ascites”,  by  Dr. 
G.  B.  Hurd. 

March  10 — Practice  of  Medicine  Section.  “The 
Problem  of  Desensitization”,  by  E.  E.  Ecker; 
“Treatment  of  Asthma”,  by  Dr.  E.  0.  Egeberg; 
“Some  Allergic  Problems  Puzzling  to  the  General 
Physician”,  by  Dr.  J.  A.  Rudolph. 

March  12- — Experimental  Medicine  Section  and 
Cleveland  Section  of  the  Society  for  Experi- 
mental Biology  and  Medicine.  “Dosage  in  Super- 
voltage Roentgen  Ray  Therapy”,  by  Otto  Glasser; 
“A  Comparison  of  the  Potencies  of  Some  Syn- 


CQMPLETE  NEW  DRESS— INSIDE  AND  OUT 


TUBE  MOUNTING  CARELESSNESS  - PROOF 


BEAUTIFUL  MODERN  SCALE 


AND  MANY  OTHER  NEW  FEATURES 


f All  the  exclusive  features  that 
U5  have  made  the  Baumanometer 
Standard  for  Bloodpressure 
the  World  Over’' 


SEE  YOUR 
SURGICAL 
INSTRUMENT 
DEALER 


SMALLEST 

LIGHTEST 

HANDIEST 


STANDARD 


W.  A,  BAUM  CO.  INC.  NEW  YORK 


SINCE  1916  ORIGINATORS  AND 
BLOODPRESSURE.  APPARATUS  ] 


F 


=/Ei~Er 


Wm 


SCOMPAK  MODEL 

A/ew  *Teatuted 


JQeplace  that  Leaky  valve 

WITH  THE 


CONTROL 

An  Air-Flo  Control  on  your  bloodpressure  instrument 
means  perfect  functioning  instead  of  mediocre  or  no 
functioning  at  all.  100%  precision  air  control  is  assured 
with  the  Air-Flo  Control.  Unique  in  construction— needs 
practically  no  attention  or  adjustment.  Complete  with 
new  Baumanometer  Bulb  $2.00 

For  use  on  all  bloodpressure  instruments 


The  Baumanometer  bag  has  been  greatly  improved  by 
Anode  processed  Latex,  molded  in  one  piece  of  pure 
virgin  rubber — no  seams  or  joints  to  open  up  and  leak. 
Its  greater  elasticity  assures  longer  life.  The  correct 
dimensions  — length,  thickness  of  side  walls  and  tub- 
ing and  total  absence  of  preservative  powder  are 
consistantly  maintained  in  the  Baumanometer  bag. 

Both  items  are  Standard  Equipment  - 
on  all  Lifetime  Baumanometers 

YOUR  SURGICAL  DEALER  CAN  SUPPLY 
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CAN  YOU  BLAME  A PATIENT 

for  preferring  Ry-Krisp 
as  a corrective  for 

Common  Constipation ? 


Since  this  delicious  food — which  children  and  grownups  are 
glad  to  eat — as  crackers,  toast  and  bread  — will  also  act  as  a 
natural  corrective — the  effectiveness  of  the  diet  you  prescribe  is 
doubly  insured  when  you  suggest  Ry-Krisp  Whole-Rye  Wafers. 


As  the  chart  indicates,  Ry-Krisp  is  capable  of  absorbing  five 
times  its  weight  in  water.  Thus  these  wafers,  plus  the  meal’s 
ordinary  quantity  of  liquid,  produce  bulk  to  stimulate  peristaltic 
action.  Made  of  whole  rye,  salt  and  water,  they  also  provide  a 


high  percentage  of  bran,  high  pentosan  and  crude  fi- 
ber content,  all  encouraging  to  normal  bowel  action 


For  Free  Samples  and  the  Re- 
search Laboratory  Report  on 
Ry-Krisp,  use  the  coupon  below. 


RALSTON  PURINA  COMPANY 

Department  OM,  1931  Checkerboard  Square,  Saint  Louis,  Missouri 


Please  send  me,  without  obligation,  samples  of  Ry-Krisp 
and  a copy  of  the  Research  Laboratory  Report  on  Ry-Krisp. 


Name_ 


_State_ 


( This  offer  limited  to  residents  of  the  United  States  and  Canaaa) 
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thetic  Androgenic  Sterols”,  by  D.  Roy  McCullagh 
and  B.  F.  Stimmel;  “Some  Observations  on 
Lopochrome  Pigment  in  Adrenals  and  Testes  of 
Rats”,  by  Eugene  Cutuly  and  Elizabeth  Cutuly; 
“Manipulation  of  Glucose  Tolerance  by  Diet”,  by 
Dr.  E.  Perry  McCullagh  and  Dr.  C.  R.  K.  John- 
son; “Studies  in  the  Comparative  Anatomy  of  the 
Endocrine  System”,  by  Daniel  P.  Quiring. 

March  19 — Regular  Academy  Meeting.  “The 
Management  of  Intestinal  Obstruction”,  by  Dr. 
Owen  H.  Wangensteen,  professor  of  surgery, 
University  of  Minnesota  Medical  School,  Minne- 
apolis, Minn. 

March  23 — Military  Section.  “The  Administra- 
tion of  Camp  Hospitals  in  the  Zone  of  the  In- 
terior”, by  Colonel  W.  L.  Pyles,  Fifth  Corps  Area 
Surgeon,  Fort  Hayes,  Columbus. 

March  26 — Ophthalmological  and  Oto-Laryn- 
gological  Section,  “Modified  Technique  Associated 
with  Intracapsular  Lens  Extraction”,  by  Dr. 
Joseph  Dirion;  “Adenoma  of  the  Bronchus”,  by 
Dr.  C.  E.  Pitkin;  “Streptococcus  Gangrene  of  the 
Eyelid”,  by  Dr.  M.  W.  Jacoby;  “The  Develop- 
ment of  the  Mastoid  and  its  Effect  on  Subsequent 
Infections”,  by  Dr.  Paul  Moore,  Jr.,  with  dis- 
cussion opened  by  Dr.  C.  R.  Jackson. — Bulletin. 

LAKE 

Officers  of  the  Lake  County  Medical  Society  for 
1937  are:  Dr.  H.  S.  Wells,  Willoughby,  presi- 
dent; Dr.  L.  W.  Judd,  Madison,  vice-president; 
Dr.  Warren  Payne,  Willoughby,  secretary-treas- 


urer; Dr.  J.  V.  Winans,  Madison,  legislative  com- 
mitteeman, and  Dr.  V.  N.  Marsh,  Painesville, 
delegate. — B.  S.  Park,  M.D.,  retiring  secretary. 

LORAIN 

Dr.  J.  J.  Thomas,  Cleveland,  discussed  “The 
Five  Most  Common  Mistakes  in  Obstetrics”,  at 
a meeting  of  the  Lorain  County  Medical  Society, 
March  9,  at  Elyria. — L.  H.  Trufant,  M.D.,  secre- 
tary. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

At  a meeting  of  the  Ashland  County  Medical 
Society,  March  9,  at  Ashland,  some  of  the  eco- 
nomic problems  of  the  local  profession  were  con- 
sidered, following  which  there  was  a general  dis- 
cussion of  “Pneumonia”. — M.  M.  Shilling,  M.D., 
secretary. 

PORTAGE 

Dr.  Ray  Odell,  Mantua,  read  a paper  on  “The 
Eye”,  and  demonstrated  work  being  done  in  Ohio 
for  the  prevention  of  blindness,  at  a meeting  of 
the  Portage  County  Medical  Society,  March  4,  at 
the  office  of  Dr.  Joseph  H.  Krape,  Kent.  Dr. 
George  J.  Waggoner,  Ravenna,  legislative  com- 
mitteeman for  the  society,  discussed  legislative 
proposals  affecting  the  medical  profession  and 
Senator  J.  D.  Byrne,  Kent,  explained  various 
bills  now  pending  in  the  Ohio  General  Assembly. 
— E.  J.  Widdecombe,  M.D.,  secretary. 
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nouncin? . . . 

PROTAMINE  ZINC  INSULIN,  Squibb 


Hagedorn,  Jensen,  Krarup  and  Wodstrup-Nielsen 
of  Copenhagen  reported,  in  1935,  that  by  addition 
of  protamine  to  aqueous  solutions  of  the  active 
anti-diabetic  principle  they  had  succeeded  in  ob- 
taining a modified,  precipitated  preparation  hav- 
ing an  effect  much  more  prolonged  than  that  of 
unmodified  Insulin.  Later  it  was  demonstrated,  at 
the  University  of  Toronto,  that  by  adding  a small 
amount  of  zinc  to  a preparation  of  Insulin  and 
protamine,  both  the  stability  of  the  preparation 
and  the  duration  of  its  blood-sugar-lowering  effect 
could  be  increased.  These  findings  have  led  to  the 
evolution  of  a product  now  designated  Protamine 
Zinc  Insulin.  This  product  has  been  given  exten- 
sive clinical  trial  and  signifies  a distinct  advance  in 
treatment  of  diabetes  mellitus. 

ADVANTAGES  OF 
PROTAMINE  ZINC  INSULIN 

1 — The  duration  of  action  of  a single  dose  is 
from  about  three  to  six  times  that  of  unmodified 
Insulin. 


2 —  Hypoglycemic  reactions  both  in  children 
and  in  adults  are  not  so  frequent  as  those  follow- 
ing use  of  unmodified  Insulin.  The  incidence  of 
ketosis  is  markedly  reduced. 

3 —  Results  suggest  that  a somewhat  less  rigid 
dietary  regimen,  and  an  ample  carbohydrate  al- 
lowance may  be  permissible. 

4 —  For  most  patients  receiving  the  product,  one 
injection  a day  is  adequate. 

5 —  Lessening  of  fluctuations  in  blood-sugar 
levels  has  a favorable  effect  upon  patients’  sense  of 
well-being. 

PROTAMINE  ZINC  INSULIN,  Squibb  complies 
with  the  rigid  specifications  of  the  Insulin  Commit- 
tee, University  of  Toronto,  under  whose  control  it 
is  manufactured  and  supplied.  It  is  available  in 
10-cc.  vials.  When  this  preparation  is  brought  into 
uniform  suspension,  each  cc.  contains  40  units  of 
Insulin  together  with  protamine  and  approximately 
0.08  mg.  of  zinc. 


E R: Squibb  & Sons,  Newark 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 


486 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  4 


STARK 

Four  Columbus  physicians  were  guest  speakers 
at  a meeting  of  the  Stark  County  Medical  So- 
ciety, March  24,  at  the  Elks  Club,  Canton.  Dr. 
John  B.  Alcorn,  President-Elect  of  the  Ohio  State 
Medical  Association,  presented  the  greetings  of 
the  State  Association.  Dr.  H.  M.  Platter,  Secre- 
tary of  the  State  Medical  Board,  discussed  the 
problems  of  the  Medical  Board.  Dr.  Jonathan 
Forman,  Editor  of  The  Ohio  State  Medical  Jour- 
nal, spoke  about  The  Journal,  and  Dr.  J.  H.  J. 
Upham,  Dean  of  the  Ohio  State  University  Col- 
lege of  Medicine  and  President-Elect  of  the  Amer- 
ican Medical  Association,  gave  an  address  on 
“Changing  Times  in  Medicine.” — Clair  B.  King, 
M.D.,  secretary. 

SUMMIT 

Dr.  G.  F.  Cahill,  associate  professor  of  urology, 
Columbia  University  College  of  Physicians  and 
Surgeons,  New  York,  discussed  “Hirsutism  and 
Virilism,  with  Adrenal  Studies”,  at  a meeting  of 
the  Summit  County  Medical  Society,  March  2,  at 
the  Mayflower  Hotel,  Akron. — Bulletin. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

COLUMBIANA 

The  Columbiana  County  Medical  Society  held 
its  regular  monthly  meeting  at  Lisbon,  March  9. 
Dr.  Sydney  H.  Chalfan,  Pittsburgh,  discussed 
“Bleeding  After  the  Menopause  with  Special  Ref- 
erence to  Carcinoma  of  the  Fundus.” — J.  S. 
Schoolnic,  M.D.,  secretary. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

“Complications  in  Surgical  Operations”,  was 
the  subject  presented  by  Dr.  George  J.  Heer,  Co- 
lumbus, at  a meeting  of  the  Athens  County 
Medical  Society,  at  the  Christian  Church,  Nelson- 
ville,  March  4.  The  meeting  was  attended  by  22 
members. — T.  A.  Copeland,  M.D.,  secretary. 

GUERNSEY 

At  the  bi-monthly  luncheon  of  the  Guernsey 
County  Medical  Society,  February  18,  at  the  Ber- 
wick Hotel,  Cambridge,  Dr.  Paul  0.  Huth  read  a 
paper  on  “Delayed  Parturition”. 

A.  J.  Bennett,  president  of  the  Cambridge 
Glass  Company,  spoke  on  “Business  Recovery 
Outlook”  at  a meeting  of  the  society,  March  4. — 
O.  Reed  Jones,  M.D.,  correspondent  for  The 
Journal. 

LICKING 

Dr.  Carl  V.  Moore  of  the  research  department 
of  the  Ohio  State  University  College  of  Medicine, 
gave  an  unusually  good  lecture  on  “The  Anemias 
of  Pregnancy”,  at  a meeting  of  the  Licking- 
County  Medical  Society,  February  23,  at  the 
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Warden  Hotel,  Newark.  Special  tribute  was  paid 
by  the  society  to  the  late  Dr.  Willard  C.  Rank. 
Action  was  taken  to  notify  members  of  the  legis- 
lature and  the  public  of  the  attitude  of  the  medi- 
cal profession  on  the  attempts  of  the  osteopaths 
and  chiropractors  to  create  separate  examining 
boards. — Arthur  J.  Tronstein,  M.D.,  correspon- 
dent for  The  Journal. 

MUSKINGUM 

Dr.  W.  I.  Jones,  Columbus  dentist,  presented  a 
paper  on  “Fractures  of  the  Jaw  and  Their  Treat- 
ment”, at  a meeting  of  the  Muskingum  County 
Academy  of  Medicine,  at  the  University  Club, 
Zanesville,  March  3. — Beatrice  T.  Hagen,  M.D., 
secretary. 

WASHINGTON 

Dr.  H.  T.  Phillips  and  Dr.  John  C.  Kerr,  Wheel- 
ing, W.  Va.,  conducted  a clinic  and  presented  a 
paper  on  “Diseases  of  the  Skin”,  at  a meeting  of 
the  Washington  County  Medical  Society,  March 
10,  at  Memorial  Hospital,  Marietta. — F.  E.  Eddy, 
M.D.,  secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

FRANKLIN 

The  following  programs  were  presented  by  the 
Columbus  Academy  of  Medicine  during  March: 

March  1 — “Cardiac  Irregularities”,  a two-reel 
movie  film  produced  by  the  Eastman  Kodak  Com- 
pany, under  the  direction  of  Dr.  Carl  G.  Wiggers, 
professor  of  physiology,  Western  Reserve  Uni- 
versity School  of  Medicine;  “Treatment  of  Car- 
diac Irregularities”,  by  Dr.  George  I.  Nelson, 
with  discussion  by  Dr.  Robin  C.  Obetz. 

March  8 — “Common  Valvular  Lesions”,  by  Dr. 
R.  W.  Kissane;  “Hypertensive  Heart  Disease”, 
by  Dr.  Edward  E.  Campbell,  with  discussion  by 
Dr.  H.  M.  Clodfelter. 

March  15 — “Surgical  Treatment  of  Malignant 
Hypertension”,  by  Dr.  W.  McK.  Craig,  Mayo 
Clinic,  Rochester,  Minnesota. 

March  22 — Section  of  General  Medicine. 
“Symposium  on  Asthma”,  by  Dr.  Burton  Hael- 
tine  and  associates,  Chicago,  111. — Bulletin. 

KNOX 

Members  of  the  Knox  County  Medical  Society 
were  guests  of  Dr.  Frank  C.  Anderson,  superin- 
tendent of  the  State  Sanitarium  at  Mt.  Vernon, 
February  25.  Following  luncheon,  Dr.  Anderson 
presented  a very  interesting  paper  on  “Tuber- 
culosis”. Dr.  C.  C.  Sherburne,  Columbus,  Coun- 
cilor for  the  Tenth  District,  discussed  the  legis- 
lative situation. — C.  L.  Harmer,  M.D.,  president. 

MORROW 

Dr.  A.  M.  Steinfeld,  Columbus,  gave  an  in- 
teresting talk  on  “Fractures”,  at  a meeting  of  the 
Morrow  County  Medical  Society,  March  9,  at  The 
Globe,  Mt.  Gilead. — T.  Caris,  M.D.,  secretary. 
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OPHTHALMOLOGIC  PROBLEMS  OF  INTEREST  TO  THE  GENERAL 

MEDICAL  MAN 

By  ALBERT  D.  FROST,  M.D.,  Columbus,  Ohio 


AS  AN  ophthalmologist,  I welcome  the  oppor- 
tunity to  speak  before  a group  of  physi- 
cians representing  all  fields  of  medicine. 
Ophthalmology  may  seem  at  times  to  be  isolated 
from  the  other  branches  of  medical  practice,  but 
in  reality,  it  is  linked  closely  to  all  of  them.  So 
many  ocular  maladies  are  but  the  localized  mani- 
festation of  some  constitutional  disease,  such  as 
tuberculosis,  syphilis,  gonorrhea,  diabetes,  ar- 
teriosclerosis and  nephritis,  and  on  the  other 
hand,  so  many  general  symptoms  and  psychologic 
and  social  difficulties  may  arise  from  visual  dis- 
abilities, that  cooperation  between  the  oculist  and 
practitioners  in  other  medical  fields  is  always 
essential  if  the  best  interests  of  the  patient  are 
to  be  served. 

Preventive  medicine  is  the  aim  of  all  conscien- 
tious physicians  and  the  eye  specialist  strives 
always  toward  conservation  of  vision  and  the 
prevention  of  blindness.  He  looks  to  the  general 
medical  practitioner  as  his  greatest  ally  in  carry- 
ing out  this  program  because  the  patient  with  an 
eye  injury  or  ailment  almost  invariably  makes 
his  first  appeal  to  the  family  physician.  To  justify 
his  patient’s  confidence,  the  physician  should  have 
sufficient  knowledge  of  eye  disorders  to  be  able 
to  administer  proper  emergency  treatment  and  to 
render  sound  advice  in  answer  to  questions  con- 
cerning the  eyes  and  eyesight  of  his  patients 
from  infancy  to  old  age. 

Read  before  the  Sixth  General  Session,  Ohio  State  Medi- 
cal Association,  at  the  90th  Annual  Meeting,  Cleveland, 
October  7-9,  1936. 


The  Author 

• Dr.  Frost  is  a graduate  of  University  of 
Pittsburgh  School  of  Medicine,  1919;  member, 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  American  Ophthalmological 
Society;  chief  of  department  of  opthalmology. 
Starling  Loving  and  White  Cross  Hospitals,  at- 
tending staff,  Mt.  Carmel,  Grant,  and  Children’s 
Hospitals,  consultant,  Columbus  State  Hospital; 
professor  of  ophthalmology,  Ohio  State  Uni- 
versity College  of  Medicine. 


OPHTHALMIA  NEONATORUM 

The  proper  prophylaxis  against  ophthalmia 
neonatorum  is  the  physician’s  first  service  in 
guarding  the  eyesight  of  the  child.  The  con- 
certed efforts  of  obstetricians,  oculists  and  family 
physicians,  as  well  as  the  education  of  the  lay 
public  as  to  the  seriousness  of  the  condition  for- 
tunately have  yielded  gratifying  results  in 
eliminating  blindness  from  this  cause.  And  still, 
delay  in  recognition  and  treatment  of  this  grave 
condition  even  yet  accounts  for  too  many  cases 
of  loss  of  eyesight.  As  you  all  know,  during  the 
week  after  birth,  careful  observation  of  the  eyes 
is  necessary,  and  it  is  of  vital  importance  that 
the  earliest  sign  of  infection  be  thoroughly  in- 
vestigated bacteriologically.  Among  the  infants 
who  receive  expert  institutional  care,  few  eyes 
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are  lost.  Nowadays,  with  the  facilities  of  the 
state  or  city  boards  of  health  or  the  Ohio  State 
Commission  for  the  Blind  available  to  all,  prompt 
and  adequate  care  is  possible  in  every  case  of  this 
type. 

CONGENITAL  ANOMALIES 

Congenital  and  hereditary  anomalies  cause 
many  instances  of  blindness.  This  group  of  cases, 
which  includes  congenital  cataract,  dislocated 
lens,  coloboma  of  the  iris  and  choroid,  albinism 
and  retinitis  pigmentosa,  presents  the  greatest 
difficulties  to  the  physician  and  oculist.  Often 
many  or  all  members  of  a family  are  affected 
with  one  of  these  anomalies.  Since  laws  do  not 
exist  to  prevent  these  individuals  from  marriage 
and  procreation  of  similarly  afflicted  offspring, 
the  family  physician  is  the  only  one  who-  is  in  a 
position  to  offer  tactful  advice  and  instructions 
which  might  serve  to  lessen  the  number  of  per- 
sons so  handicapped.  Congenital  syphilis  causes 
many  persons  to  be  blind  as  the  result  of  in- 
terstitial keratitis,  choroiditis  and  optic  atrophy. 
These  conditions  are  almost  never  amenable  to 
treatment  after  they  have  manifested  themselves. 
Proper  antisyphilitic  treatment  of  the  mother 
during  pregnancy  is  the  most  effective  way  of 
preventing  these  tragedies. 

THE  CROSS-EYED  CHILD 

The  family  physician  is  usually  the  first  to  be 
consulted  for  advice  in  the  management  of  the 
cross-eyed  child.  It  is  sad,  but  true,  that  he 
usually  advocates  a laissez  faire  attitude  until 
the  child  has  reached  school  age.  This  procrasti- 
nation is  nothing  short  of  pernicious,  for  in  many 
cases,  these  children  do  not  receive  the  proper 
treatment  early  enough  to  insure  complete  cor- 
rection of  the  difficulty.  How  much  simpler  it 
would  be  for  the  physician  to  advise  the  parents 
of  such  a child  to  consult  the  best  oculist  in  the 
community  and  thus  be  relieved  of  the  responsi- 
bility. 

The  physician,  as  well  as  lay  advisers,  may  tell 
the  parents  that  the  child  is  too  young  to  wear 
glasses.  Such  erroneous  advice  is  a great  hind- 
rance to  the  oculist  in  the  later  management  of 
the  case.  No  child  is  too  young  to  receive  some 
form  of  treatment,  and  with  the  perfection  of 
non-shatterable  lenses,  the  youngest  child  can 
wear  glasses  without  danger.  If  care  is  not  in- 
stituted early,  the  sight  in  the  squinting  eye  may 
be  partially  or  even  completely  lost.  Each  case 
of  strabismus  constitutes  an  individual  problem 
and  requires  the  most  careful  management  from 
its  onset.  Most  children  with  crossed  eyes  can  be 
cured  by  glasses,  muscle  training,  operation,  or  a 
combination  of  these  methods  if  they  are  placed 
in  the  care  of  a skilled  ophthalmologist  and  are 
encouraged  by  the  family  physician  and  by  co- 
operative parents.  Cure  is  not  measured  merely 


by  a good  cosmetic  result,  but  must  include  good 
vision  in  both  eyes,  with  stereopsis. 

It  is  not  fair  to  the  child  with  strabismus  to 
allow  him  to  grow  up  among  his  playmates  with 
such  a noticeable  cosmetic  defect.  The  child  may 
become  backward  and  develop  an  inferiority  com- 
plex that  can  never  be  corrected.  Many  who  come 
to  the  age  of  responsibility  feel  bitter  toward 
their  parents  who  have  neglected  them  in  infancy. 
The  cosmetic  and  visual  handicap  resulting  from 
such  neglect  hinders  social  contacts  and  often 
prevents  their  obtaining  employment  and  they 
are  likely  to  develop  strong  antisocial  per- 
sonalities. 

When  the  child  enters  school,  the  family  phy- 
sician has  to  be  alert  to  the  possibility  of  ocular 
difficulties.  Even  without  outward  evidence,  re- 
fractive errors  or  muscular  strain  may  exist  and 
constitute  a great  handicap  by  causing  reading 
difficulties,  irritability,  nervousness  and  other 
hindrances  to  advancement.  Frequently  the  child 
does  not  complain  of  his  eyes,  but  does  complain 
of  some  other  symptom,  or  has  difficulty  in  keep- 
ing up  with  his  fellows,  and  hence  refuses  to 
study  and  may  be  regarded  as  obstinate  or  men- 
tally deficient  by  both  parents  and  teachers. 

The  change  that  can  be  wrought  by  the  cor- 
rection of  refractive  errors  or  the  relief  of  mus- 
cles errors  in  such  cases  is  truly  remarkable. 
Every  child’s  eyes  should  be  examined  before  he 
enters  school.  Glasses  will  not  be  prescribed  by 
the  oculist  unless  they  are  needed,  but  the  in- 
formation obtained  at  this  time  will  be  very 
helpful  in  later  years  if  symptoms  of  eye  strain 
arise.  It  is  a great  advantage  to  know  what  the 
refractive  error  was  at  an  early  age,  especially 
in  the  event  that  myopia  appears  later. 

The  oculist  often  needs  the  collaboration  of  the 
family  physician  in  urging  the  parents  of  chil- 
dren with  myopia  to  return  for  examination  at 
frequent  intervals.  The  parents  sometimes  do 
not  realize  that  if  the  child’s  eyes  are  neglected 
when  he  is  young,  it  may  result  in  serious  visual 
difficulties  later  in  life. 

The  commonest  ocular  malady  in  the  adult  is 
the  manifestation,  in  the  form  of  eye  strain  and 
headaches,  of  various  types  of  refractive  errors 
resulting  from  the  constantly  increasing  demand 
for  continuous  use  of  the  eyes.  It  is  a sad  com- 
mentary that  statistics  show  that  the  greater 
proportion  of  the  adult  population  afflicted  with 
visual  defects  patronizes  the  optometrist  and  is 
satisfied  with  the  mediocre  type  of  service  that 
such  a practitioner  renders. 

THE  OPTOMETRISTS 

Let  us  digress  for  a moment  to  review  the 
status  of  these  interlopers  to  whose  hands  the 
eyesight  of  the  community  is  so  largely  entrusted. 
In  reality,  they  owe  their  livelihood  to  the  suf- 
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ferance  of  the  medical  profession,  for  about  20 
years  ago,  the  Eye  Section  of  the  Ohio  State 
Medical  Association  cooperated  with  the  optome- 
trists in  gaining  them  some  standing  and  recog- 
nition. Optometry  has  been  legalized  in  this  state 
as  a profession,  and  practitioners  are  given  cer- 
tificates of  licensure  by  their  board  of  examiners 
and  assume  the  title  of  “doctor”,  although  little 
is  known  of  how  and  where  this  title  is  obtained. 
Members  of  this  group  may  establish  themselves 
in  private  practice  or  as  employees  in  corporations 
and  chain  stores. 

Their  establishments  may  now  contain,  be- 
sides refracting  instruments,  paraphernalia  for 
the  taking  of  visual  fields,  muscle  testing,  and 
machines  for  the  increasingly  popular  muscle  ex- 
ercises. Some  of  this  equipment,  while  useful 
when  employed  by  skilled  oculists,  serves  merely 
as  an  impressive  assortment  of  office  furniture 
in  the  hands  of  incompetent  optometrists. 

Of  course,  there  are  honest  men  among  the 
optometrists  who  are  reasonably  competent 
within  the  limits  of  their  training  and  who  have 
attained  a certain  amount  of  diagnostic  skill. 
Practitioners  of  this  better  type  recognize  their 
limitations  and  refer  patients  who  present  prob- 
lems with  which  they  are  unable  to  cope  to  an 
oculist.  Unfortunately,  this  type  of  optometrist 
is  not  in  the  majority  and  is  also  powerless  to 
prevent  entrance  into  the  business  of  unscrupu- 
lous scoundrels  whose  sole  purpose  is  to  sell  as 
many  lenses  as  possible  at  the  highest  possible 
prices.  Ethical  opticians,  who  make  glasses  only 
on  the  prescriptions  of  medical  oculists  recently 
have  organized  to  help  fight  the  unethical  prac- 
tices of  the  optometrists. 

The  glass  used  for  ocular  lenses  may  vary 
tremendously,  and  many  of  the  optometrists  dis- 
pense inferior  lenses,  sometimes  at  cut-rate 
prices,  but  often  for  fees  quite  out  of  proportion 
to  the  quality  of  the  merchandise  they  deliver. 

The  title  of  “doctor”  which  the  optometrist 
vaunts  so  freely,  his  glib,  though  garbled  usage 
of  high-sounding  medical  phrases,  and  the  mani- 
fest opulence  of  the  gadgets  and  instruments 
always  on  display  in  his  establishment,  together 
with  his  pernicous,  but  highly  efficient  program 
of  sales  propaganda  have  served  to  bemuse  and 
befuddle  the  average  person  into  accepting  him  as 
the  proper  authority  in  all  sorts  of  ocular  diffi- 
culties. Because  he  is  not  permitted  by  law  to 
administer  medication  to  the  eye,  the  optometrist 
has  used  this  as  a weapon  in  his  favor  by  dis- 
seminating subtle  and  clever  propaganda  against 
the  use  of  eye  drops.  He  thus  panders  to  a popu- 
lar fear  and  turns  it  to  his  own  advantage. 

The  acceptance  by  a majority  of  Americans  of 
the  optometrist  as  adviser  in  the  care  of  their 
eyesight  is  a sad  commentary  on  the  gullibility 
of  the  people  and  a tribute  to  the  effectiveness  of 


the  sales  propaganda  and  advertising  carried  on 
by  this  group.  But  the  defections  of  the  lay  pub- 
lic are  not  so  surprising  nor  so  discouraging  as 
that  many  physicians  who  should  recognize  the 
hazards  of  such  practice,  also  regard  the  optome- 
trist as  a person  well  qualified  to  diagnose  and 
treat  patients  with  ocular  disease. 

The  consequences  of  an  eye  test  by  one  not 
medically  trained  are  dire  indeed.  Defective 
vision  incident  to  intra-ocular  disease  related  to 
nephritis,  diabetes,  tuberculosis,  syphilis,  and 
focal  infection  can  not  be  cured  by  the  wearing 
of  glasses,  yet  many  patients  are  so  advised  by 
the  optometrist.  In  many  instances,  the  diagnosis 
is  wrong  and  much  valuable  time  and  possibly  the 
patient’s  eyesight  are  lost  because  of  mismanage- 
ment. I have  seen  many  patients  with  optic  nerve 
atrophy,  retinal  and  choroidal  disease,  cataract 
and  one  with  retinitis  pigmentosa  who  had  been 
receiving  treatment  from  optometrists  by  various 
devices  and,  of  course,  frequent  changes  in 
glasses. 

At  times,  a patient  who  has  been  under  the 
care  of  an  optometrist  becomes  dissatisfied  with 
his  glasses  and  suspects  that  there  is  some  other 
basis  for  his  difficulties.  Then,  finally  he  seeks 
advice  from  his  family  physician  who  has  a great 
responsibility  to  see  that  the  damage  is  undone, 
if  possible,  and  that  the  patient’s  treatment  is 
properly  adjusted  to  his  needs. 

The  general  physician  is  called  upon  many 
times  for  the  care  of  ocular  emergencies  of  var- 
ious types.  The  commonest  of  these  is  the  for- 
eign body  in  the  cornea,  the  proper  removal  of 
which  is  a procedure  of  importance.  It  should 
never  be  attempted  without  complete  local  anes- 
thesia and  under  the  strictest  aseptic  conditions. 
In  many  instances,  a great  deal  of  damage  may  be 
done  by  infection  following  removal  of  a foreign 
body.  A retained  foreign  body  of  the  cornea 
always  produces  some  abrasion  of  the  corneal 
epithelium  and  offers  an  easy  entrance  to  bac- 
terial infection.  Corneal  ulcers  may  occur  if 
proper  precautions  are  not  taken  to  close  the  eye 
firmly  by  a dressing  until  the  abrasion  is  healed. 
A word  of  warning  also  should  be  issued  here 
against  prescribing  cocain  drops  for  the  relief  of 
this  or  other  types  of  ocular  pain,  as  it  causes  a 
desiccation  of  the  corneal  epithelium. 

Patients  with  ocular  trauma  of  other  types, 
such  as  lacerations  of  the  lids  and  globe,  and 
intra-ocular  foreign  bodies,  should  be  hospitalized 
immediately  and  should  receive  prompt  surgical 
attention.  The  repair  of  these  injuries  to  effect 
healing  by  primary  union  and  thus  preserve  the 
proper  function  of  the  delicate  structures  is,  of 
necessity,  tedious  and  painstaking.  Often  careless 
and  clumsy  suturing  produces  scars  necessitating 
plastic  surgery  later.  This  never  yields  the  satis- 
factory results  of  the  proper  primary  repair.  Co- 
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operation  of  the  emergency  department  of  the 
hospital  with  the  ophthalmic  surgeon  is  of  the 
greatest  importance  to  the  patient,  for  it  has 
been  my  experience  that  the  general  surgical 
staff  is  not  so  painstaking  in  the  repair  of  wounds 
about  the  eyelids  and  face  as  is  the  ophthalmic 
surgeon,  who  has  been  specially  trained  for  this 
work. 

The  family  physician  has  a grave  responsibility, 
too,  in  caring  for  patients  with  certain  infections 
of  the  eye.  A simple  conjunctivitis,  if  neglected, 
may  spread  to  the  cornea  and  even  to  the  inner 
structures  of  the  eye  with  dire  consequences,  at 
times.  The  dangers  of  auto-infection  of  the  other 
eye  and  of  the  possibility  of  communicating  the 
infection  to  others  should  be  thoroughly  im- 
pressed on  the  patient  and  his  family.  If  a con- 
junctival inflammation  does  not  subside  promptly, 
the  physician  owes  it  to  his  patient  to  enlist  the 
services  of  a competent  oculist.  Unfortunately, 
the  ophthalmologist  usually  does  not  see  the 
patient  in  cases  of  this  type  until  the  infection 
is  far  advanced. 

Defective  vision  which  is  not  improved  by  the 
use  of  glasses  too  often  is  erroneously  attributed 
to  cataract.  Since  this  is  a common  cause  of  loss 
of  vision  in  elderly  persons,  the  patient  may  sus- 
pect cataract  and  this  diagnosis  may  be  confirmed 
by  the  family  physician  only  from  the  gray  ap- 
pearance of  the  pupil.  Many  a tragedy  has  oc- 
curred on  account  of  this  mistake  which,  of 
course,  leads  to  improper  advice  and  delay  in 
treatment  of  conditions  that  may  be  far  more 
serious  than  cataract.  ' Every  oculist  has  seen 
many  patients  with  glaucoma  drift  into  blindness 
because  of  this  careless  error. 

CHRONIC  GLAUCOMA 

Chronic  glaucoma  is  one  of  the  most  treacher- 
ous destroyers  of  eye  sight.  Unfortunately  most 
patients  suffering  with  glaucoma  come  to  the 
oculist  only  after  many  delays  and  much  vision 
has  been  forever  lost.  The  usual  story  is  that 
the  patient  has  had  many  changes  of  lenses  by 
optometrists  who  have  failed  to  recognize  the 
disease  or  have  viciously  neglected  referring  the 
patient  to  an  opthalmologist.  Chronic  glaucoma 
frequently  does  not  affect  central  visual  acuity 
until  it  is  far  advanced.  If  it  is  recognized  early 
by  the  careful  determination  of  the  visual  field 
and  an  intelligent  examination  of  the  fundus,  be- 
fore vision  is  impaired,  the  disease  is  curable,  in 
spite  of  the  prevalent  opinion  that  it  is  hopeless. 
It  is  the  duty  of  every  oculist  to  consider  every 
patient  past  50  as  a potential  victim  of  glaucoma 
until  proved  otherwise,  and  the  examination 
should  be  thorough  enough  to  determine  this 
point. 

The  treatment  of  glaucoma  in  the  early  stages 
is  quite  as  important  as  the  diagnosis.  It  can 
not  be  denied  that  much  incompetence  is  dis- 


played by  many  so-called  ophthalmologists  in  the 
management  of  chronic  glaucoma.  Many  who  do 
not  have  the  competence  or  the  confidence  to 
undertake  an  operation  have  allowed  their  pa- 
tients to  drift  into  blindness.  Any  case  of  glau- 
coma in  which  the  integrity  of  the  visual  acuity 
and  visual  field  is  not  maintained  by  miotics  at 
once  becomes  a surgical  case,  and  nothing  can 
excuse  the  eye  physician  who  does  not  wish  to 
perform  an  operation  and  yet  withholds  the  ad- 
vice to  seek  the  services  of  a more  skilled  sur- 
geon. 

A great  difficulty  which  arises  in  the  treatment 
of  chronic  glaucoma  is  the  attitude  of  the  patient 
himself.  The  disease  is  usually  confined  at  first 
only  to  one  eye  and  its  progress  is  so  slow  and 
painless  that  the  patient  often  is  willing  to 
neglect  the  treatment.  Many,  too,  consider  the 
disease  hopeless  and  fail  to  return  for  observation. 
For  this  reason,  in  this  type  of  case,  early  opera- 
tion is  always  the  best  and  safest  treatment. 

Every  medical  student  has  had  to  learn  the 
differential  diagnosis  of  acute  glaucoma,  iritis, 
and  conjunctivitis,  but  in  many  instances,  this 
knowledge  is  promptly  forgotten  after  the  State 
Board  examinations  have  been  hurdled  success- 
fully. Atropine,  argyrol  and  yellow  oxide  oint- 
ment are  often  the  only  drugs  for  the  treatment 
of  an  inflamed  eye  that  a physician  can  recall. 
The  use  of  atropine  in  acute  glaucoma  spells  dis- 
aster and  it  is  better  to  refrain  from  the  use  of 
any  drug  than  to  use  it  in  this  condition.  If  a 
positive  diagnosis  of  glaucoma  is  made,  eserin 
or  pilocarpin  should  be  employed,  and  the  patient 
should  be  hospitalized  at  once  for  operation.  De- 
lay is  certain  to  mean  blindness.  In  the  mean- 
time, the  pain  should  be  controlled  by  hypoder- 
mics of  morphine. 

CATARACTS 

No  general  discussion  of  ocular  diseases  is  com- 
plete without  some  mention  of  cataract,  which 
simply  is  an  opacity  of  the  lens,  and  may  exist  in 
many  forms  and  varieties.  Not  all  cataracts  are 
progressive  and  not  all  can  be  cured  by  operation. 

Congenital  cataracts  should  be  removed  as 
early  as  the  infant  can  safely  take  an  anesthetic. 
The  earlier  the  operation,  the  more  likely  it  is 
that  the  child  will  have  a clear  pupil  and  thus 
that  amblyopia  and  nystagmus  will  be  prevented. 
Many  cataracts  of  this  type  are  successfully  re- 
moved later  in  life  with  very  poor  visual  results. 

In  the  adult,  many  types  of  cataracts  exist,  the 
commonest  of  which  is  the  so-called  senile  var- 
iety. Some  cases  progress  with  great  rapidity, 
others  very  slowly.  It  is  difficult  to  prognosticate 
the  rate  of  maturity  in  any  particular  case.  When 
such  an  opacity  of  the  lens  is  discovered  in  its 
incipiency,  a great  deal  of  tact  should  be  used  in 
advising  the  patient.  It  may  be  described  as  a 
slight  opacity  of  the  lens  which  may  never  be- 
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come  worse,  but  the  patient  or  his  relatives 
should  be  informed  of  the  potentialities,  in  case 
the  condition  does  progress. 

The  oculist  and  also  the  family  physician  have 
to  answer  many  questions  regarding  the  various 
types  of  treatment  for  cataract  that  are  advo- 
cated by  optometrists  and  others.  Irradiation, 
exercises,  and  the  like  are  recommended,  while 
the  practitioner  derives  his  remuneration  by 
many  changes  of  very  expensive  glasses.  I am 
almost  ashamed  to  admit  that  some  eye  physi- 
cians treat  patients  with  cataract  with  drops, 
sub-conjunctival  injections  and  other  forms  of 
local  treatment  at  rather  impressive  fees.  It  is 
perfectly  permissible,  with  little  expense,  to  pre- 
scribe drops  containing  dionin  or  iodides  with  the 
statement  that  they  may  be  of  some  benefit,  but 
without  promise  of  cure.  Such  measures  make  a 
certain  type  of  patient  feel  that  something  is 
being  done  for  him  and  perhaps  are  justifiable 
from  this  standpoint  alone. 

The  question  is  asked  frequently  as  to  when 
operation  should  be  performed  in  a case  of 
cataract.  Since  the  improvements  in  technic  of 
the  intracapsular  method  of  extracting  the  lens, 
many  cataracts  may  be  successfully  removed  in 
the  immature  stage,  so  that  the  time  for  opera- 
tion is  when  the  patient  is  not  satisfied  with  the 
vision  he  has.  I know  of  two  railroad  men  whose 
cataracts  were  removed  when  the  vision  was 
20-50  in  each  eye  so  that  they  could  retain  their 
positions.  Ordinarily  the  removal  of  a cataract  in 
one  eye  in  the  presence  of  normal  vision  in  the 
other,  is  of  little  benefit  to  the  patient.  It  serves 
only  to  remove  the  cosmetic  blemish  of  a white 
pupil  and  comfort  the  patient  in  knowing  he  still 
has  a seeing  eye.  A good  visual  result  may  be 
obtained  but  binocular  vision  is  rarely,  if  ever, 
possible. 

In  these  few  minutes  it  has  been  possible 
merely  to  call  attention  to  some  of  the  more  im- 
portant questions  which  a general  practitioner 
may  be  called  upon  to  answer  regarding  the  treat- 
ment of  eye  diseases.  The  oculist,  as  well  as  the 
clinician,  is  not  above  criticism  in  many  of  these 
matters,  and  it  is  only  by  ever  increasing  co- 
operation and  understanding  that  the  two  groups 
can  collaborate  to  better  the  welfare  of  patients 
with  eye  diseases  and  to  diminish  the  number  of 
persons  handicapped  by  partial  or  total  loss  of 
vision. 

150  East  Broad  Street. 

discussion 

Wm.  Evans  Bruner,  M.D.,  Cleveland,  Ohio:  Dr. 
Frost  has  given  us  an  excellent  paper,  full  of 
good  advice  for  the  general  physician  and  also, 
in  fact,  for  the  oculist,  and  I desire  most  heartily 
to  endorse  all  that  he  has  so  well  said. 


His  comments  upon  glaucoma  are  especially 
timely  for  all  too  frequently  does  the  oculist  see 
the  grave  error  of  its  being  mistaken  in  its  acute 
form  for  iritis  or  neuralgia,  and  in  the  chronic, 
painless,  non-inflammatory  form  for  cataract  or 
some  other  disease.  Medicinally  the  treatment  of 
iritis  and  that  of  acute  or  sub-acute  glaucoma  are 
diametrically  the  opposite  of  each  other — the 
drug  which  is  indicated  for  the  one  is  the  most 
harmful  and  even  dangerous  for  the  other  con- 
dition, and  in  each  disease  early  diagnosis  and 
prompt  treatment  is  essential  if  the  vision  is  to 
be  saved. 

Unfortunately  also  not  infrequently  we  see 
iritis  mistaken  for  conjunctivitis  and  for  a “cold 
in  the  head”  as  it  is  erroneously  called,  with  the 
result  that  adhesions  between  the  iris  and  an- 
terior capsule  of  the  lens  are  formed  which  sub- 
sequent treatment  cannot  break  loose  and  which 
cause  serious  damage  to  or  even  loss  of  vision. 

Ordinarily  you  would  not  think  there  should  be 
any  difficulty  in  making  a differential  diagnosis 
between  cataract  and  chronic  glaucoma  and  there 
is  none  in  the  hands  of  competent  oculists;  but 
that  such  errors  are  made  is  well  illustrated  by 
an  elderly  woman  who  was  referred  to  me  some- 
time ago  by  her  general  physician  who  had  told 
her  that  she  had  beginning  cataracts  and  advised 
her  to  see  an  oculist  when  her  vision  had  dropped 
to  the  point  where  she  could  see  only  light.  She 
had  delayed  accordingly  and  came  prepared  to 
enter  the  hospital  for  removal  of  the  cataract — 
the  lenses  were  sclerosed  and  presented  a gray 
appearance  or  reflex.  Ophthalmoscopic  examina- 
tion, however,  revealed  them  perfectly  clear,  but 
the  optic  nerves  in  a condition  of  complete 
glaucomatous  atrophy.  The  condition  was  hope- 
less, and  you  can  imagine  how  I felt  in  telling  her 
the  true  state  of  affairs,  and  also  my  embarrass- 
ment when  she  asked  me,  as  her  first  question, 
whether  something  might  have  been  done  to  save 
her  vision  if  she  had  consulted  me  earlier  when 
it  began  to  fail. 

I cannot  too  strongly  endorse  what  the  Doctor 
said  in  reference  to  the  importance  of  the  early 
treatment  of  strabismus  or  squint.  It  can  not 
begin  too  early  and  this  does  not  mean  operation, 
but  treatment,  and  an  oculist  should  be  seen  in 
consultation  as  soon  as  a squint  appears. 

We  have  recently  had  two  patients  whose  con- 
dition impressed  us  with  the  fact  that  many  gen- 
eral practitioners  do  not  yet  know  the  harmful 
effect  on  the  eyes  of  a drug  which  has  recently 
come  into  use  to  reduce  weight  (di-nitro-phenol) 
and  some  patent  remedies  which  contain  it  as 
their  active  ingredient.  Both  of  these  patients 
developed  cataracts  from  the  result  of  the  treat- 
ment, and  I am  sorry  to  state  that  in  each  case 
the  medicine  had  keen  prescribed  by  a general 
physician.  It  is  an  absolutely  unsafe  remedy. 
Sometimes  the  cataracts  may  appear  early  in  the 
administration  of  the  drug,  and  in  other  instances 
not  even  until  after  the  drug  has  been  discon- 
tinued. In  the  patients  referred  to,  fortunately  an 
operation  for  the  extraction  of  the  cataract  re- 
stored useful  vision.  This  experience  is  by  no 
means  unique  with  us  as  other  cases,  I am  told, 
have  been  seen  in  Cleveland,  and  very  numerous 
cases  are  being  reported  in  the  medical  journals 
all  over  the  country  so  let  me  say  to  all  of  you — 
beware  of  di-nitro-phenol  or  any  combination 
containing  it  for  the  reduction  of  weight. 


PRECIPITATION  OF  ATTACKS  OF  RECURRENT  ACETONEMIC 
VOMITING  BY  MEANS  OF  A KETOGENIC  DIET 

By  WALTER  HEYMANN,  M.D.,  Cleveland,  Ohio 


BEFORE  discussing  the  special  topic  of  this 
paper,  we  must  define  clearly  what  we 
understand  by  recurrent  acetonemic  vomit- 
ing, or  cyclic  vomiting,  as  the  disease  is  also 
called. 

It  is  known  that  children  easily  develop  ketosis, 
especially  between  the  ages  of  from  about  3 to 
10  years.  Carbohydrate  starvation  for  even  as 
short  a period  as  12  to  24  hours  might  be  suffi- 
cient to  lead  to  a definite  acetonuria  in  healthy 
children  of  this.  age. 

It  is  also  known  that  there  are  healthy  but 
nervous  and  neuropathic  children  who  vomit  ex- 
ceedingly easily.  A psychic  trauma  or  a common 
infection  might  in  these  subjects  be  the  cause  of 
vomiting.  This  vomiting,  when  combined  with  an 
inadequate  food  intake,  might  produce  the  two 
main  symptoms  usually  considered  characteristic 
of  cyclic  vomiting,  namely,  vomiting  and  ketosis. 
Such  spells  of  vomiting  and  acetonuria,  further- 
more, may  obviously  occur  repeatedly  in  the  same 
child,  so  that  the  third  symptom  would  then  be 
present,  that  is,  relapse  of  vomiting  spells  and 
acetonuria.  If  all  these  conditions  are  found  in  a 
neuropathic,  nervous  child,  the  evidences  required 
for  diagnosing  recurrent  acetonemic  vomiting  are, 
de  facto,  all  present. 

The  question  arises,  however,  whether  or  not 
these  four  diagnostic  points — vomiting,  ketosis, 
x-elapse  and  neuropathic  subject — are  sufficient  to 
justify  the  diagnosis  of  cyclic  vomiting.  Let  us 
anticipate  a negative  answer  to  this  question,  for 
the  following  reasons.  In  spite  of  the  close  re- 
semblance betwen  the  condition  of  a child  who  is 
suffering  from  neuropathic  vomiting — as  one 
might  call  the  one  type — and  the  condition  of  a 
child  who  is  suffering  from  recurrent  acetonemic 
vomiting,  there  is  considerable  difference  in  the 
severity  of  both  states. 

For  example,  the  neuropathic  vomiter  presents 
a picture  that  is  by  no  means  alarming.  This 
child  vomits  perhaps  three  to  five  times  in  24 
hours  for  one  to  two  days,  develops  only  a mild 
or  possibly  moderate  degree  of  ketosis,  is  not 
severely  dehydrated,  and  recovers  surprisingly 
fast  with  or  without  therapy.  The  patient  whom 
we  are  discussing,  however,  is  usually  severely  ill 
during  an  attack,  vomits  twenty  to  thirty  times 
a day,  even  without  taking  any  nourishment,  and 
rapidly  develops  an  endangering  degree  of  ketosis 
which  might  lead  to  a fully  developed  picture  of 
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acidotic  coma  with  Kussmaul  breathing.  We  may 
find  this  child  unconscious  and  extremely  dehy- 
drated, and,  in  fact,  this  child  may  expire  unless 
the  right  kind  of  treatment  is  started  at  once. 
This  patient  may  be  so  severely  diseased  that  the 
differentiation  between  cyclic  vomiting  and 
diabetic  coma,  perforated  appendix,  meningitis  or 
encephalitis  might  be  very  difficult. 

At  first  sight  this  difference  between  the  two 
similar  conditions  of  neuropathic  and  cyclic 
vomiting  seems  to  be  only  one  of  severity.  If  this 
were  so,  it  certainly  would  not  justify  the  separa- 
tion of  both  conditions  as  different  entities. 

The  deciding  point,  however,  has  another  basis. 
Hilliger,1  in  1914,  was  the  first  to  discover  that 
an  attack  of  cyclic  vomiting  can  be  artificially 
precipitated  in  children  suffering  from  this  dis- 
ease, by  means  of  ketogenic  diets.  In  the  last 
fifteen  years  this  observation  has  been  repeated 
and  confirmed  by  many  different  investigators. 
The  results  of  five  studies2  on  twelve  different 
subjects  are  discussed  here.  Two  other  workers,3 
on  the  other  hand,  were  unable  to  produce  an  at- 
tack by  placing  children  on  a ketogenic  regime. 

Just  at  the  time  that  these  studies  were  going 
on,  I,  myself,  was  engaged  in  this  work  and  be- 
came involved  in  a rather  disagreeable  contro- 
versy.4 On  the  basis  of  my  own  studies  of  two 
patients  ill  with  recurrent  acetonemic  vomiting 
and  of  many  control  subjects,  I came  to  the  con- 
clusion that  attacks  of  cyclic  vomiting  produced 
by  carbohydrate  starvation  are  obtainable  only 
in  true  cyclic  vomiting,  whereas  neuropathic 
vomiters  placed  on  a ketogenic  diet  of  the  same 
ratio  do  not  respond  with  an  attack  of  severe 
vomiting.  Recently  this  conclusion  has  been 
fully  confirmed  by  a Swedish  author,  Stroem,2e 
in  an  extensive  study  made  of  seven  subjects 
suffering  from  cyclic  vomiting  and  of  a larger 
number  of  control  subjects  including  neuropathic 
vomiters. 
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These  results  point,  I think,  toward  a sub- 
stantial difference  between  the  two  conditions  we 
are  discussing.  If  children  suffering  from  recur- 
rent acetonemic  vomiting  slip  into  a state  of 
acetonemia  and  vomiting  that  endangers  life, 
when  they  arew  given  a ketogenic  diet,  and  if 
neuropathic  vomiters  do  not,  it  is  obvious  that  we 
must  assume  an  essential  difference  in  their 
metabolism,  at  least  so  far  as  the  stability  of  the 
carbohydrate  or  fat  metabolism  is  concerned. 

Chart  1,  recording  data  from  my  own  studies 
of  1929, 2e  shows  how  rapidly  and  intensively  one 
child  suffering  from  cyclic  vomiting  lost  weight 
when  a carbohydrate  free  diet  had  been  given  for 
32  hours,  while  another  child,  not  ill  with  cyclic 
vomiting,  held  his  weight  very  well  under  the 
same  conditions.  A second  and  constantly  re- 
producible observation  was  furthermore  obtained, 
which  also  is  in  agreement  with  the  findings  of 
Seckel2b  and  Stroem;2e  namely,  that  children  ill 
with  cyclic  vomiting  develop  ketosis  sooner  and 
more  intensively,  before  vomiting  starts,  than 
other  children. 


Chart  1. — Showing  rapid  and  intensive  loss  in  weight 
(curve  b)  and  development  of  acetonuria  in  a child  suffer- 
ing from  recurrent  acetonemic  vomiting  compared  with  the 
weight  (curve  a)  and  development  of  acetonuria  in  a con- 
trol subject  suffering  from  neuropathic  vomiting. 

I wish  to  emphasize  that  these  two  findings 

(loss  in  weight  and  early  and  severe  ketosis),  to- 

gether with  the  precipitation  of  uncontrollable 
vomiting,  are  specific;  that  is  to  say,  they  are 
found  only  in  true  acetonemic  vomiting.  The 
other  findings  noted  up  to  the  present  time  in 
this  disease  do  not  prove  characteristic  of  true 
cyclic  vomiting. 

It  has,  for  instance,  been  claimed  that  hypogly- 
cemia is  an  essential  condition  in  cyclic  vomit- 

ing.2* I found5  (see  Chart  2),  however,  that  nor- 
mal, healthy  children,  3 to  10  years  of  age,  who 
were  placed  on  a practically  carbohydrate  free 


diet,  developed  the  same  degree  of  hypoglycemia 
that  is  developed  by  children  during  an  attack  of 
cyclic  vomiting.  Therefore  the  low  blood  sugar 
values  occasionally  found  in  cases  of  cyclic  vomit- 
ing must  be  due  to  the  carbohydrate  starvation 
obviously  present  in  children  who  are  vomiting 
and  starving.  Furthermore,  this  hypoglycemia 
might  be  compensated  to  normal  even  to 
hyperglycemic  values,  depending  on  the  degree 
of  dehydration  that  often  accompanies  an  attack 
of  cyclic  vomiting. 

In  Table  1 are  recorded  blood  sugar  values 
obtained  by  different  authors  in  cases  of  cyclic 
vomiting. 


TABLE  I. 

BLOOD  SUGAR  VALUES  IN  CASES  OF  CYCLIC  VOMITING 


No.  of 
Cases 

Fasting  Blood  Sugar,  gm.  % 

Name  of  Author 

During  Period 
of  Health 

During  Attack 
of  Vomitinsr 

Knopfelmacher 

i 

0.109 

0.079 

0.083 

Hilliger 

i 

0.140 

0.070 

Seckel 

2 

0.150 

0.103 

0.109-0.137 

Heymann 

1 

0.070 

0.080 

0.085 

0.102 

Stroem 

7 

0.089 

0.079 

0.090 

0.108 

0.078 

0.082 

0.087 

Because  of  the  rather  sudden  development  of 
hypoglycemia  and  acetonuria  in  children  suffering 
from  recurrent  acetonemic  vomiting,  it  has  been 
thoughtI 2 * **  that  a sudden  inability  of  the  liver  to 
hydrolyze  glycogen  could  be  the  cause  of  the  at- 
tack. Chart  32c  shows,  however,  that  the  intra- 
muscular injection  of  0.5  cc.  of  adrenaline  caused 
a normal  rise  in  the  blood  sugar  value  in  such  a 
child  on  a day  when  the  child  was  healthy  as 
well  as  on  another  day  just  one  hour  before  an  at- 
tack of  cyclic  vomiting  started.  This  observation 
has  also  been  confirmed  by  Stroem.2e  That  the 
once  increased  blood  sugar  does  not  return  to 
normal  values  in  the  proper  time  is  most  probably 
a consequence  of  dehydration. 

It  is  thus  certainly  shown  that  the  problem  is 
not  simple.  On  the  basis  of  observations  that 
children  suffering  from  recurrent  acetonemic 
vomiting  develop  ketosis  and  severe  dehydration 
extremely  easily,  under  the  influence  of  a keto- 
genic diet,  it  is  justified,  I think,  to  assume  some 
abnormal  regulation  and  extreme  lability  of  the 
intermediary  carbohydrate  metabolism,  and  per- 
haps also  of  the  fat  metabolism,  of  the  liver. 
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Furthermore,  a correlation  of  this  disturbance 
primarily  with  the  attack  of  uncontrollable  vomit- 
ing is  justified,  because  such  an  attack  can  be 
precipitated  by  carbohydrate  starvation.  That  the 
accumulation  of  ketone  bodies  does  not  represent 
the  substance  responsible  for  the  development  of 
uncontrollable  vomiting  is  rather  certain.2a  We 
know,  however,  that  a decreased  glycogen  storage 
in  the  liver  involves  not  only  a faulty  utilization 


Chart  2. — Showing-  development  of  hypoglycemia  in 
eighteen  healthy  children,  from  3 to  10  years  of  age,  who 
were  given  a carbohydrate  free  diet  consisting  of  bouillon, 
tea,  vegetables,  butter  and  eggs.  The  curve  shows  average 
values. 


of  fat  but  also  of  protein.  Stroem,2®  as  well  as 
Hurthle, 6 has  established  the  fact  that  homo- 
gentisic  acid  becomes  less  easily  oxidized  when 
low  carbohydrate  diets  are  given.  It  may  be  that 
further  investigation  along  this  line  will  prove  to 
be  more  fruitful  in  clarifying  the  nature  of  this 
disorder. 

It  is  hardly  necessary  to  emphasize  the  im- 
portance of  diets  rich  in  carbohydrates  and  poor 
in  fats  in  the  prophylactic  and  curative  treatment 
of  patients  ill  with  recurrent  acetonemic  vomiting. 
In  an  attack  of  vomiting,  glucose  must  be  given 
abundantly— in  mild  attacks  by  mouth  and  by 
rectum;  in  more  severe  attacks,  intravenously, 
under  all  circumstances.  Any  one  who  has  seen 
the  dramatic  improvement  following  an  intraven- 
ous infusion  of  5 to  10  per  cent  glucose  solution 
in  such  an  attack  will  believe  that  sugar  is  a more 
or  less  specific  pharmacological  agent  for  this 
condition.  It  must,  however,  be  stated  that  the 
administration  of  chlorides  also  deserves  the 
greatest  attention.  Continuous  vomiting  may 
lead  naturally  to  severe  hypochloremia.  The  pos- 
sibility that  a hypochloremic  coma  with  con- 
vulsions, azotemia  and  severe  kidney  damage  may 


occur  in  addition  to  an  acidotic,  ketonemic  coma 
makes  it  evident  that  a solution  of  5 to  10  per  cent 
glucose  in  Ringer’s,  Hartmann’s,  or  normal  saline 
solution  is  the  infusion  fluid  of  choice.  It  can 
furthermore  be  highly  recommended  that  these 
children  be  quieted  with  large  doses  of  sodium 
luminal  given  by  intramuscular  injection.7 

SUMMARY 

There  is  no  doubt  that  a hyperexcitable,  nerv- 
ous constitution  is  of  great  significance  for  the 
development  of  cyclic  vomiting.  Practically  100 
per  cent  of  the  children  suffering  from  this  dis- 
ease have  to  be  called  neuropathic,  and  fre- 
quently there  is  a history  of  migraine  or  nervous 
erethism  in  one  or  both  parents. 

Such  a constitution,  however,  is  not  sufficient 
to  explain  the  precipitation  of  attacks  of  cyclic 
vomiting  or  the  rapid  development  of  an  intensive 
ketosis  and  dehydration  in  these  children,  under 
the  influence  of  ketogenic  diets.  Here  one  has  to 
assume  some  abnormal  lability  in  the  regulation 
of  the  intermediary  carbohydrate  and  fat 
metabolism.  From  a pathogenetic  point  of  view, 
the  nervous  lability  might  possibly  be  considered 
linked  with  the  metabolic  disturbance.  It  could 
be  assumed  that  the  connecting  link  between 
both  conditions  might  be  represented  by  an  un- 
balanced hormone  production  in  the  anterior  lobe 


Chart  3. — Showing  rise  in  blood  sugar  after  intramuscular 
injection  of  0.5  cc.  of  adrenaline  in  a child  suffering  from 
recurrent  acetonemic  vomiting  on  a day  when  the  child  was 
healthy  (curve  a)  and  one  hour  before  an  attack  started 
(curve  b). 


of  the  pituitary  gland,  which  regulates  the  pro- 
duction of  ketone  bodies.8 

Neuropathy  and  metabolic  disorder  have  to  be 
regarded  clinically  as  a most  significant  vicious 
circle.  Neuropathy  easily  leads  to  vomiting, 
which  together  with  an  inadequate  food  intake 
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may  furnish  further  reasons  for  the  rapid  and 
intensive  development  of  ketosis  and  dehydration; 
these,  in  turn,  may  again  precipitate  vomiting 
spells. 

The  conclusions  to  be  drawn  from  this  con- 
ception for  the  treatment  of  an  attack  are 
logically  the  following:  Sodium  luminal  should 
be  given  in  large  doses  by  intramuscular  injection 
to  quiet  the  child.  Parenteral  and  possibly  in- 
travenous administration  of  large  amounts  of  5 
to  10  per  cent  glucose  in  normal  saline,  Ringer’s 
or  Hartmann’s  solution  will  bring  back  to  normal 
the  disordered  metabolism. 

Prevention  of  attacks  seems  to  be  best 
guaranteed  by  diets  rich  in  carbohydrate  and 
poor  in  fat,  to  be  given  on  healthy  days  between 
attacks. 
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DISCUSSION 

Arthur  J.  Horesh,  M.D.,  Cleveland,  Ohio:  One 
point  which  I wish  to  emphasize  is  that  this  entity 
of  acetonemic  vomiting,  on  which  Dr.  Heymann 
has  done  much  careful  research,  is  an  exceedingly 
rare  disease.  When  one  reads  the  large  series  of 
cases  reported  by  some  observers,  one  realizes 
that  much  confusion  exists  in  regard  to  its  diag- 
nosis. Vomiting  in  children  which  occurs  period- 
ically and  is  accompanied  by  acetonemia  and 
acetonuria  is  a symptom  complex  that  may  be 
due  to  a variety  of  causes,  among  which  are 
organic  disease  of  the  brain,  or  of  the  gastro- 
intestinal tract,  food  allergy,  migraine,  and 
neuropathy.  The  usual  acetonuria,  due  to  car- 
bohydrate starvation,  accompanies  these  vomiting 
attacks.  The  occurrence  of  the  attacks,  relapse, 
and  acetonuria  are  not  sufficient  evidence  for  the 
diagnosis  of  true  cyclic  vomiting.  Dr.  Heymann 
has  clearly  given  the  criteria  for  accurate  diag- 
nosis. Were  these  criteria  more  frequently  used, 
it  would  be  seen  that  cyclic  vomiting  is  a rare 
disease,  and  there  would  be  much  less  contro- 
versial confusion  in  the  literature. 

Dr.  Heymann  has  made  clear  another  differ- 
ential point,  namely,  that  in  true  acetonemic 
vomiting  the  ketogenic  diet  usually  precipitates 
an  attack.  This  does  not  happen  in  other  forms 
of  recurrent  vomiting.  Ability  to  provoke  an 


attack  of  vomiting  with  a ketogenic  diet  is 
definite  evidence,  therefore,  that  one  is  dealing 
with  true  acetonemic  vomiting.  Failure  to  in- 
duce an  attack,  on  the  other  hand,  does  not  rule 
out  the  diagnosis,  as  some  investigators  have 
been  unable  to  provoke  attacks  either  in  known 
cases  or  on  every  occasion  in  patients  in  whom 
one  attack  has  been  precipitated.  Seckel  believes 
that,  soon  after  an  attack  of  vomiting,  a tem- 
porary refractive  state  exists  during  which  the 
ketogenic  diet  will  be  ineffective  in  provoking 
symptoms.  This  observation  must  be  taken  into 
consideration  whenever  the  ketogenic  diet  is  used 
as  a diagnostic  test.  This  test,  by  the  way,  should, 
of  course,  be  performed  only  in  a hospital,  where 
the  institution  of  proper  therapy  can  be  quickly 
and  easily  carried  out  before  the  patient  becomes 
too  ill  from  repeated  vomiting. 

In  the  differential  diagnosis  one  should  be 
careful  to  rule  out  organic  disease  of  the  brain. 
A clinical  picture  similar  to  true  cyclic  vomiting 
can  be  produced  by  brain  tumor,  abscess,  sub- 
dural hematoma,  and  tuberculous  meningitis.  An 
examination  of  the  eye  grounds  may  point  to  the 
proper  diagnosis,  and  should  never  be  omitted  in 
dealing  with  this  symptom  complex. 

Very  interesting  is  the  fact  that  these  patients, 
despite  the  severe  vomiting,  always  go  into 
acidosis.  One  would  think  that,  owing  to  exces- 
sive loss  of  chlorides  in  the  vomitus,  the  clinical 
picture  would  be  dominated  by  alkalosis.  One 
could  suppose  that  a hypochlorhydria  might  exist, 
with  the  vomiting  of  alkaline  juice,  but  studies 
of  the  gastric  contents  have  disclosed  no  such 
abnormality.  What  happens  is  that  the  accumu- 
lation of  ketone  bodies  is  so  large  that  it  alone 
accounts  for  the  reduction  of  bicarbonate,  and  a 
true  organic  acidosis  results. 


Prostatic  Hypertrophy 

Considering  the  increasing  complexity  and 
varying  ramifications  of  modern  life  there  is  a 
tendency  for  an  increase  of  prostatic  hypertrophy 
with  the  dread  of  impotence  and  sterility.  It  is 
imperative  that  treatment  in  these  cases  be  insti- 
tuted as  early  as  possible  to  promote  earlier  well- 
being and  to  add  confidence  to  the  mature  male 
from  fear  of  later  prostatic  involvements. 

The  treatment  must  focus  primarily  on  the 
prostate,  with  its  interrelationship  of  stimulating 
and  inhibitory  action  of  the  endocrine  group,  and 
consideration  of  the  intraprostatic  action  to  its 
component  parts.  It  has  been  my  method  to  give 
a water  soluble  hormone  intramuscularly  twice 
to  three  times  weekly  to  stimulate  hypophyseal 
growth  action  until  a proper  balance  is  reached. 
Then  the  sex  hormone  androstine,  the  liposoluble 
active  principle,  a physiologically  standardized 
total  testicular  extract,  is  given  for  the  stimu- 
lating action  of  the  seminal  vesicles,  Cowper’s 
gland  and  the  testes.  The  inhibitory  action  of  the 
prostate  then  becomes  apparent  and  relief  of  the 
patient  is  noted  in  a feeling  of  well-being,  a de- 
crease of  nocturia  and  greater  care  in  voiding, 
and  the  complete  cessation  of  perineal  pain. — 
Victor  Henry  Bergmann,  M.D.,  Kansas  City, 
Jour.  Missouri  State  Med.  Ass’n,  34:4,  April,  1937. 
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THE  management  of  acute  infections  about 
the  mouth,  throat,  and  neck  concerns  the 
medical  consultant,  the  ear,  nose  and  throat 
surgeon,  and  the  dental  and  oral  surgeon.  The 
proximity  of  the  nose  and  throat  cavities  to  the 
mouth  and  teeth  form  a common  meeting  ground 
and  permits  mutual  help  in  certain  serious  con- 
ditions because  the  pathology  in  one  field,  by  rea- 
son of  extension,  involves  the  other. 

Practically  no  critical  surgical  problem  arises 
in  the  field  of  dentistry  that  does  not  require  the 
observation  and  assistance  of  the  otolaryngolo- 
gist or  the  general  surgeon.  It  therefore  be- 
hooves us  to  broaden  our  knowledge  of  the  prob- 
lems of  dental  infections  and  to  gain  an  adequate 
understanding  of  the  dentist’s  conception  of  such 
conditions  and  his  ideas  of  the  proper  procedures 
to  he  instituted. 

If  a patient  consults  a dentist  because  of  tooth- 
ache or  pain  about  the  oral  cavity,  he  wants  imme- 
diate relief.  Both  the  patient  and  the  dentist  may 
have  difficulty  in  deciding  which  tooth  (if  any) 
is  the  offender  and  the  patient  will  accept  almost 
any  treatment  that  promises  relief.  In  his  haste 
to  relieve  the  patient,  the  dentist  not  infrequently 
undertakes  extraction  without  an  adequate  under- 
standing of  the  problem  involved;  consequently, 
any  complication  that  ensues  is  often  reported  as 
due  to  faulty  dentistry.  The  patient  may  then 
consult  another  dentist  who  may  accept  the 
patient’s  statement  that  he  has  been  a victim  of 
ignorance  or  mismanagement  and  this  second  den- 
tist may  institute  further  surgical  measures  which 
may  add  additional  insult  to  tissues  already  in- 
flamed through  reaction  to  the  first  procedure.  At 
this  point  symptoms  of  trismus  may  develop  and 
these  require  the  opinion  and  help  of  the  oto- 
laijyngologist.  Trismus  of  some  degree  usually 
ensues  following  an  extraction  or  surgical  trauma 
in  or  about  the  molar  region  and  with  it  also  goes 
inflammatory  reaction  in  the  throat  on  the  af- 
fected side.  In  such  cases,  the  question  of  nutri- 
tion and  treatment  of  the  throat  become  the  im- 
portant problems. 

How  often  do  we  see  a moderate  degree  of  tris- 
mus and  severe  throat  reaction  follow  a clean  and 
well  performed  operation  for  the  removal  of  a 
third  molar  which  was  not  itself  infected  but  was 
removed  for  mechanical  interference  with  a con- 
tiguous tooth!  On  the  other  hand,  if  a dental  ex- 
traction has  been  done  in  the  presence  of  acute  in- 
fection or  too  shortly  following  such  infection,  we 
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find  all  contiguous  structures  seriously  endangered 
by  infection  which  spreads  either  through  the 
bone,  the  soft  tissues,  the  lymph  channels,  or  the 
blood  vessels.  At  once  the  problem  assumes 
major  proportions  and  will  challenge  the  combined 
resources  of  both  dentist  and  surgeon.  Some  of 
these  complications  and  their  surgical  and  medi- 
cal management  will  be  discussed  in  detail  later 
in  this  paper. 

It  may  be  that  the  patient  has  been  sent  to  the 
dentist  by  his  family  doctor  or  by  his  nose  and 
throat  specialist  with  specific  directions  to  elimi- 
nate a tooth  suspected  of  being  a focus  of  infec- 
tion. The  dentist  may  not  have  been  informed 
of  the  existence  of  certain  conditions  which  would 
greatly  increase  the  hazard  of  the  extraction  of  a 
tooth.  The  doctor  may  even  have  observed  the 
presence  of  active  local  infection  in  or  about  the 
soft  tissues  over  that  area,  and  if  he  recommends 
extraction  in  such  a case,  he  encourages  the  den- 
tist to  go  directly  contrary  to  the  dictates  of  good 
surgery.  Particularly  is  this  true  if  extraction  is 
attempted  under  local  anesthesia  or  if  a margin 
of  healthy  bone  is  removed  in  the  presence  of  in- 
fection. 

It  is  not  beyond  the  office  of  the  referring  doc- 
tor to  suggest  that  the  tooth  and  gums  be  treated 
until  all  infection  is  under  control  before  any  ex- 
traction is  undertaken.  The  dentist  cannot 
resent  this  suggestion  for  if  he  learns  from  the  re- 
ferring doctor  of  blood  dyscrasia  or  constitutional 
disease,  and  if,  in  addition,  he  finds  evidence  of 
local  infection,  he  should  certainly  hesitate  to 
attempt  extraction.  Should  he,  however,  ignore 
the  doctor’s  advice  and  meet  with  disaster,  he 
must  assume  full  responsibility  for  his  error.  If 
the  patient  goes  directly  to  the  dentist,  there  may 
be  reasons  why  the  dentist  should  contact  the 
family  physician  and  proceed  only  if  the  physician 
concurs  in  the  matter. 

Today,  many  suits  are  brought  against  mem- 
bers of  the  dental  profession  because  of  compli- 
cations following  extractions  of  teeth.  Often  these 
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complications  might  have  been  avoided  had  the 
operator  conferred  with  the  patient’s  physician. 
The  leaders  of  the  dental  profession  are  trying 
in  every  way  to  inform  the  average  dentist  of  the 
responsibility  he  assumes  when  he  performs  any 
single  or  multiple  extraction  in  the  presence  of 
certain  constitutional  disease  or  serious  blood 
dyscrasia.  That  this  teaching  is  often  disre- 
garded is  evidenced  by  the  number  of  complica- 
tions that  come  to  the  attention  of  the  medical 
and  surgical  consultants. 

The  writer  does  not  speak  critically  of  accidents 
and  complications  that  occasionally  occur  where 
the  dental  surgeon  has  performed  extractions  with 
full  understanding  of  the  patient’s  condition  and 
where  he  has  been  thoroughly  conscientious  about 
every  detail  of  his  surgical  technique.  Under  such 
conditions  the  dentist  should  have  the  full  sym- 
pathy and  assistance  of  both  doctor  and  surgeon. 
Any  complications  that  arise  from  extraction  may 
lead  the  patient  to  pass  severe  criticism  on  his 
dentist  and  occasionally  such  statements  are  taken 
as  truth  when  the  actual  facts  do  not  justify  such 
criticism.  Consequently,  from  start  to  finish,  the 
air  is  thick  with  mutual  recrimination  between  the 
patient,  the  dentist,  and  the  consultant. 

As  consultants  in  these  cases  we  should  be  very 
reluctant  to  criticise  when  we  have  only  the  pa- 
tient’s statement  about  the  conduct  of  the  case. 

Now  what  are  some  of  the  major  accidents  and 
complications  that  may  follow  the  extraction  of  a 
tooth  ? 

(1)  Localized  or  general  infections  resulting  in 
abscess,  localized  osteomyelitis,  or  local  necrosis. 

(2)  Rapidly  spreading  osteomyelitis  with  ex- 
tensive destruction  of  bone,  resulting  in  seques- 
tration, and  distortion  with  loss  of  function. 

(3)  Fractures  of  the  jaws  which  may  occur  in 
bones  weakened  by  acute  or  chronic  osteomyelitis 
which  was  unrecognized  before  the  attempted  ex- 
traction. 

(4)  Rapidly  spreading  infection  through  the 
soft  tissues.  The  pus  that  forms  in  these  cases 
travels  certain  routes  determined  by  facial  planes. 
This  pus  tends  to  collect  in  certain  areas  and 
produces  great  swelling  of  the  cervical  and  sub- 
mental  structures  with  pressure  and  edema  that 
may  endanger  the  patient’s  life. 

(5)  Blood  stream  infections  with  thrombo- 
phlebitis and  rapidly  spreading  general  sepsis. 

When  any  of  these  complications  exist,  the 
otolaryngologist  is  sooner  or  later  called  upon 
for  assistance.  Therefore,  we  should  have  a sound 
conception  of  the  pathology  that  is  present  and 
its  usual  line  of  extension.  Among  the  most  sig- 
nificant complications  following  extraction  is 
osteomyelitis  which  is  too  large  a subject  to  cover 
adequately  in  this  brief  communication.  How- 
ever, we  should  recognize  that  osteomyelitis  may 
be  primary  in  the  mandible  whereas  in  other 
bones  of  the  body  it  is  always  due  to  a secondary 
infection  through  blood  stream  dissemination.  In 
the  primary  cases,  direct  infection  occurs  only  as 


a result  of  some  trauma,  such  as  occurs  from  a 
blow,  a fall,  a gunshot  wound,  or  following  opera- 
tive manipulation.  These  traumas  practically  al- 
ways result  in  compound  fractures  with  rupture 
of  the  mucous  membrane  into  the  mouth.  Thus 
channels  are  immediately  opened  up  whereby  in- 
fection may  be  spread  into  the  bone  and  this  re- 
sults in  local  or  general  osteomyelitis,  depending 
on  the  degree  of  interference  with  the  normal 
blood  supply  of  the  bone  and  the  resistance  offered 
to  the  invading  organism. 

A more  common  type  of  osteomyelitis  is  that 
due  to  the  extension  which  may  occur  spon- 
taneously along  vascular  channels  into  the  jaw- 
bones from  an  area  of  infection  in  close  prox- 
imity with  the  bone.  Thus  extension  may  come 
from  a lesion  in  the  attached  soft  parts,  from 
the  gums,  from  the  teeth,  and  following  dental 
extraction  or  other  manipulation. 

Wilensky1  who  has  made  many  valuable  con- 
tributions to  the  subject  of  osteomyelitis  of  the 
jaws  describes  the  process  of  odontogeneous  infec- 
tion as  follows: 

“When  a tooth  is  the  seat  of  an  acute  dento- 
alveolar  abscess,  there  is  always  a considerable 
involvement  of  the  bony  structure  at  the  apex  of 
the  root.  The  pus  is  at  first  confined  to  this 
apical  space  where  it  is  surrounded  by  bony  walls. 
As  the  pus  accumulates,  a disintegration  of  the 
surrounding  bone  takes  place  and  a gradually  in- 
creasing cavity  is  formed  around  the  apex  of  the 
root.  Such  disintegration  should,  however,  not 
be  classified  as  a form  of  osteomyelitis  unless 
secondary  involvement  with  destruction  of  bone 
cells  can  be  demonstrated  in  the  jawbone  proper 
as  a result  of  thrombophlebitic  involvement  of  the 
vascular  channels  in  the  bone.  . . . The  pre-ex- 
isting lesion  in  and  from  which  the  exacerbation 
and  spreading  of  the  infection  originates  is  a 
variety  of  dental  infection.  Such  cases  are  un- 
doubtedly due  to  the  mechanical  spreading  of  in- 
fection along  newly  opened  planes,  and  the  trans- 
mission of  the  infectious  organisms  into  healthy 
vascular  channels  of  the  cortex  and  the  interior 
of  the  bones.  Secondary  vascular  thrombosis 
is  always  present,  and  the  extent  of  this  deter- 
mines the  amount  of  devitalization  and  the  extent 
of  consequent  necrosis  of  bone”. 

During  the  process  of  dental  extraction  new 
bone  areas  are  often  opened  up  either  accidentally 
or  by  any  form  of  alveolectomy  done  to  facilitate 
extraction  or  following  curettement  of  a tooth 
cavity.  The  same  spreading  of  the  infection  may 
be  encouraged  by  tight  packing  of  a cavity  to 
control  hemorrhage. 

If  the  soft  tissues  capping  a tooth  or  surround- 
ing the  tooth  are  inflamed  and  a local  anesthetic 
is  injected,  there  often  ensues  rapid  spreading  of 
this  infection  through  vascular  channels.  The  use 
of  H2C>!  at  the  time  of  extraction  has  been  seri- 
ously condemned  by  certain  authorities  who  hold 
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that  the  solution  tends  to  work  its  way  down  under 
the  periosteum  and  encourage  spread  of  infection. 

The  symptoms  that  follow  the  onset  of  any 
form  of  osteomyelitis  are  agonizing  pain  re- 
ferred to  the  jaw,  chills,  high  temperature, 
and  rapid  swelling  in  or  about  the  jaw  to- 
gether with  marked  trismus.  It  is  this  pain  that 
sends  the  patient  to  a dentist  and  often  leads  to 
hasty  and  ill-advised  surgery.  There  may  be  no 
roentgen  evidence  of  pathology  and  several  days 
may  pass  before  the  destruction  of  bone  is  suffi- 
ciently great  to  be  recorded  on  a film.  In  the 
meantime,  the  presence  of  pain  which  is  localized 
near  a tooth  showing  some  irritation  or  ulcera- 
tion about  the  gums  leads  to  the  conclusion  that 
the  extraction  of  the  tooth  will  bring  about  relief. 
When  one  extraction  does  not  result  in  ameliora- 
tion of  the  symptoms,  a second  tooth  is  often  ex- 
tracted and  each  additional  surgical  insult  to  the 
tissues  increases  the  likelihood  of  further  com- 
plications. The  swelling  of  the  jaws  and  sur- 
rounding tissues  increases,  the  lymph  channels  be- 
come involved  and  may  extend  to  all  facial  spaces. 
If  the  process  is  near  the  symphysis,  submental 
areas  are  quickly  involved  and  the  extensive  swell- 
ing may  be  mistaken  for  Ludwig’s  angina.  The 
tongue  becomes  elevated,  dyspnea  develops,  and 
laryngeal  edema  may  occur  frequently  with  fatal 
consequences. 

If  the  infection  is  in  the  molar  area,  it 
rapidly  spreads  to  the  submaxillary  area.  It 
may  extend  farther  and  finally  enter  the  sheath 
surrounding  the  great  vessels  of  the  neck  with 
rapid  extension  upward  to  the  parapharyngeal 
space  or  downward  into  the  mediastinum.  Coin- 
cident with  this  spread  along  lymphatic  routes, 
thrombophlebitis  may  involve  the  larger  venous 
channels  and  give  rise  to  general  sepsis  with  a 
rapidly  fatal  termination. 

During  recent  years  much  valuable  work  has 
been  done  by  such  men  as  Batson,  Iglauer,  Beck, 
and  Mosher  in  simplifying  the  picture  of  the  an- 
atomical routes  of  spreading  infection  and  giving 
men  a better  practical  knowledge  of  the  surgical 
approaches  to  the  areas  which  need  immediate 
drainage  if  the  patient  is  to  survive  the  infection. 
The  campaign  of  education  along  these  lines  has 
been  of  immense  value  to  those  otolaryngologists 
who  have  taken  advantage  of  such  studies.  With- 
out this  knowledge,  otolaryngologists  stand.'help- 
lessly  by  when  the  spreading  infection  has  passed 
beyond  the  confines  of  dental  surgery. 

On  the  other  hand,  the  infection  may  rapidly 
extend  through  the  process  of  thrombophlebitis 
into  the  larger  veins  with  resulting  gen- 
eralized septicemia.  In  such  cases  there  may  be 
very  little  local  swelling  and  tenderness  but  the 
onset  of  symptoms  of  sepsis  should  justify  imme- 
diate ligations  of  facial  and  jugular  veins  to- 
gether with  repeated  small  transfusions  of  blood 


as  these  are  the  only  dependable  means  of  treat- 
ing such  cases. 

In  any  event  severe  osteomyelitis  of  the  jaws  of 
either  primary  or  secondary  origin  is  followed  by 
prolonged  and  difficult  convalescence  which  often 
extends  over  many  months.  At  any  time  dur- 
ing this  period,  the  convalescence  may  be  inter- 
rupted by  sudden  extension  or  unlooked  for  com- 
plications. One  cannot  afford  to  be  found  off 
guard  at  any  stage  of  the  disease. 

Immediately  after  the  onset  of  any  symptoms 
suggestive  of  complications  following  extraction 
of  teeth,  the  blood  should  always  be  grouped  and 
suitably  cross  matched  donors  should  be  kept 
within  call.  All  blood  transfusions  should  be  con- 
ducted with  absolute  integrity  of  technique  lest 
the  donor  be  infected.  Blood  transfusions  should 
be  a regular  procedure  in  case  of  sepsis  or  a rap- 
idly falling  hemoglobin  index,  and  not  be  used 
as  a final  resort  when  a fatal  outcome  is  apparent. 

The  upward  extension  of  septic  thrombophlebitis 
that  sometimes  follows  extraction  of  teeth  from 
either  the  upper  or  lower  jaw  will  likely  reach  the 
cavernous  sinus  with  a fatal  outcome. 

Certain  constitutional  diseases  and  blood  dys- 
crasias  are  listed  here  that  constitute  marked 
contraindications  to  any  dental  surgery  and  a 
patient  afflicted  with  such  disease  should  be 
specifically  warned  of  the  danger  of  dental  sur- 
gery of  any  sort.  In  this  group  are: 

Diabetes  not  fully  under  control.  The  patient’s 
physician  should  prepare  him  for  any  dental  pro- 
cedure. 

Acute  hyperthyroidism. 

Addison’s  disease. 

Scarlet  fever. 

Typhoid  fever. 

Any  form  of  severe  anemia. 

Agranulocytosis  in  any  stage. 

Any  form  of  leukemia,  especially  an  acute 
leukemia. 

Prolonged  blood  clotting  time  which,  on  ac- 
count of  severe  bleeding,  may  lead  to  additional 
trauma  in  attempts  to  control  it. 

It  will  be  seen  that  the  family  doctor  or  spec- 
ialist is  woefully  negligent  if  he  fails  to  impress  a 
patient  with  any  of  the  diseases  or  blood  dys- 
crasias  listed  above  of  the  danger  of  dental  sur- 
gery even  though  a certain  amount  of  suffering 
may  have  to  be  endured  until  conservative  dental 
care  may  relieve  the  symptoms. 

The  difficulties  that  confront  the  dentist  are 
manifold  in  acute  cases,  especially  when  there  is 
sudden  onset  of  an  osteomyelitic  process.  The 
pain  and  distress  are  so  excruciating  that  the 
urgent  need  for  relief  often  precludes  deliberate 
procedures  such  as: 

(a)  A case  history  that  may  be  significant. 

(b)  Adequate  roentgen  examination  of  the 
teeth  and  jaws. 

(c)  Proceeding  to  extract  teeth  under  local 
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anesthesia  in  the  presence  of  some  inflammatory 
or  ulcerative  process  because  a competent  anes- 
thetist is  not  available. 

Occasionally  the  dentist  is  persuaded  by  the  in- 
sistence of  the  patient  to  do  an  extraction  in  the 
patient’s  home.  Under  such  circumstances,  com- 
plete aseptic  operative  technic  cannot  be  carried 
out.  If  the  patient  is  so  ill  that  he  cannot  visit 
the  dentist  at  his  office,  he  should  be  sent  to  a 
hospital  for  observation  from  24  to  48  hours  be- 
fore any  extraction  is  done.  By  doing  this,  the 
dentist  protects  himself  from  criticism  for  not 
having  safeguarded  his  patient  from  every  stand- 
point. Extraction  in  these  acute  cases  does  not 
always  allay  pain  and  if  a severe  local  reaction 
follows,  the  patient  will  need  hospitalization  be- 
yond doubt  and  he  will  feel  that,  had  he  been 
hospitalized  immediately,  serious  complications 
might  have  been  avoided.  The  fact  is  that  many 
extractions  are  done  in  a dentist’s  office  when 
there  are  symptoms  which  indicate  the  possi- 
bility of  post-operative  complications.  These  pa- 
tients are  often  sent  home  from  the  office  with 
inadequate  instructions  as  to  the  procedures  to 
be  instituted  if  relief  of  pain  and  other  symp- 
toms has  not  followed  within  a few  hours. 

The  spread  of  infection  following  extraction  is 
most  often  due  to  inadequate  prophylaxis  and 
failure  to  follow  consistently  the  rules  of  aseptic 
technique.  It  is  furthermore  encouraged  by  pack- 
ing a tooth  cavity  after  extraction,  thereby  cork- 
ing up  the  infection  and  forcing  it  into  the  cellu- 
lar structures  and  blood  vessels  of  the  jaw. 

Again  currettement  of  the  socket  of  the  ex- 
tracted tooth  is  a totally  inadvisable  procedure. 
The  socket  can  never  be  thoroughly  cleaned  out 
and  much  of  the  infection  is  left  in  a pool  of  blood 
which  is  a wonderful  culture  medium  for  the 
growth  of  infecting  organisms. 

Undoubtedly,  many  cases  of  osteomyelitis  fol- 
low as  a result  of  this  procedure.  Wilensky  has 
pointed  out  that  once  an  acute  osteomyelitis  has 
established  itself,  it  is  important  to  recognize 
that  in  the  early  stages  a period  of  extraordinary 
virulence  of  infection  is  present.  This  usually 
lasts  only  a few  days  during  which  any  active  or 
radical  measures  are  likely  to  be  productive  of 
great  harm  in  the  spread  of  the  infection  locally 
and  possibly  it  may  be  responsible  for  setting  up 
a general  infection.  The  importance  of  absolute 
conservatism  in  this  stage  is  paramount.  This 
applies  to  any  dressing  of  the  postoperative 
wound. 

If  subsequent  stages  of  the  infection  require 
drainage  of  abscess  cavities,  the  bone  should  never 
be  traumatized.  As  far  as  possible,  any  drainage 
that  can  be  effected  through  the  mouth  is  prefer- 
able but  adequate  external  drainage  when  indi- 
cated should  be  promptly  performed  with  little 
regard  of  cosmetic  result  if  the  patient’s  life  is 
jeopardized.  Subsequent  plastic  repair  can  al- 
ways be  done. 


Never  be  in  too  great  a hurry  to  remove  se- 
questra. Until  they  are  fully  detached,  it  is 
dangerous  and  their  presence  sometimes  is  use- 
ful as  a splint  until  repair  of  the  diseased  bone 
has  become  well  established. 

Cases  of  serious  complications  following  ex- 
tractions of  teeth  are  now  finding  their  way  into 
the  courts  and  the  dentist  must  not  only  be  able 
to  prove  that  his  surgical  technique  was  in  con- 
formity with  standards  of  modem  requirements, 
but  he  must  also  show  proof  that  he  had  fully  in- 
formed himself  of  all  conditions  that  might  lead  to 
complications  if  extraction  were  undertaken. 

We  expect  a great  deal  more  in  the  way  of 
judgment  and  knowledge  on  the  part  of  many 
dentists  than  is  justified.  There  are  all  grades 
of  dentists  just  as  there  are  all  grades  of  doctors 
of  medicine  and  surgery.  We  should  have  a sym- 
pathetic understanding  of  the  dental  problems 
and  should  be  very  reluctant  to  make  any  state- 
ment to  the  patient  or  his  family  that  might 
unjustifiably  incriminate  the  dentist.  It  is  too 
easy  to  accept  the  patient’s  statement  of  why  the 
complication  arose  and  the  patient’s  attitude  is 
too  often  that  of  fixing  the  blame  on  someone  who 
has  tried  to  relieve  him  of  suffering. 

The  following  quotation  is  taken  from  the 
article,  “Liability  of  Dentists  for  Negligence  in 
Making  Diagnosis”,  by  Dr.  Leslie  Childs,  India- 
napolis, Indiana.2 

CASE  HISTORY 

“Here  the  plaintiff,  an  eleven  year-old  boy,  ac- 
companied by  his  older  sister,  applied  to  the  de- 
fendant, a practicing  dentist,  for  relief  from 
pain  in  his  lower  jaw.  As  taken  from  the  report, 
plaintiff  alleged,  in  part,  as  follows: 

“That  upon  September  18,  * * * the  plaintiff 
was  suffering  pain  in  his  lower  right  mandible, 
near  his  first  lower  right  molar,  * * *.  That  he 
was  suffering  from  pain,  abscess,  or  inflamma- 
tion, and  had  a rapid  pulse  and  fever.  That  said 
defendant  did  not  correctly  diagnose  the  ailment, 
nor  treat  it  in  a proper  manner. 

“That  the  tooth  was  extracted  in  such  a manner 
as  to  tear  the  gum  and  distort  the  adjoining 
teeth.  That  he  failed  to  disinfect  the  wound.  That 
the  next  day  the  right  jaw  began  to  swell  up, 
and  plaintiff  made  frequent  visits  to  the  defendant 
for  treatment  of  the  jaw,  at  which  times  for  sev- 
eral weeks  he  would  probe  and  stir  up  the  in- 
fected area  by  lancing  the  socket.  Plaintiff  be- 
came exceedingly  sick,  and  the  jaw  swelled  to 
enormous  size,  causing  extreme  pain,  and  he  could 
not  open  his  mouth. 

“That  the  defendant  should  have,  but  failed  to 
diagnose  the  ailment  as  ostomyelitis  of  the  jaw, 
and  that  the  treatment  given  was  hazardous,  im- 
proper, and  grossly  dangerous.  That  until  Oc- 
tober 21,  * * * the  defendant  continued  to  treat 
plaintiff  improperly,  misinformed  the  plaintiff, 
and  thus  * * * prevented  him  from  obtaining 
proper  treatment. 

“So  much  for  the  allegations  in  plaintiff’s  peti- 
tion. In  support  thereof  there  was  evidence  that 
on  October  21,  a skilled  surgeon  was  called  to 
examine  him,  and  his  condition  was  diagnosed 


518 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  5 


as  acute  osteomyelitis  and  cellulitis  of  the  neck, 
with  an  additional  diagnosis  of  Ludwig’s  angina. 
The  plaintiff  was  then  taken  to  a hospital. 

“At  the  time  his  jaws  were  locked.  An  incision 
was  made  across  the  jaw  cutting  all  tissues  down 
to  the  bone.  The  periosteum  was  found  to  be 
ruptured,  and  when  turned  back  from  the  bone 
cheesy  material  rolled  out.  After  being  curetted 
and  cleaned  out,  tubes  were  inserted  to  get  drain- 
age. In  all,  the  plaintiff  submitted  to  four  opera- 
tions. He  was  disfigured  for  life,  a large  keloid 
developing  on  his  jaw,  and  his  hospital,  nurse, 
and  other  bills  incident  to  his  treatment  totalled 
almost  $2000. 

“As  is  usual  in  cases  of  this  kind,  the  evidence 
was  in  conflict.  The  defendant  admitted  extract- 
ing the  tooth,  but  he  denied  he  was  guilty  of 
negligence.  He  testified  that  there  was  no  swell- 
ing in  the  plaintiff’s  glands  when  the  tooth  was 
extracted;  he  described  his  methods  in  extracting 
the  tooth  and  in  the  after-treatment,  all  of  which 
he  claimed  was  in  accordance  with  the  usual  prac- 
tice. Further,  the  defendant  testified  that  he  had 
called  in  a doctor  of  medicine,  one  who  divided 
the  office  with  him,  to  observe  the  plaintiff’s  con- 
dition several  times. 

“On  the  foregoing  record,  a jury  found  for  the 
plaintiff.  On  appeal,  the  higher  court  in  overrul- 
ing  defendant’s  assignments  of  error,  and  in  fix- 
ing the  amount  of  the  judgment,  in  part,  said: 

WHAT  THE  COURT  DECIDED 

“The  plaintiff  contends  that  he  never  had  the 
proper  or  orthodox  diagnosis  or  treatment  while 
in  defendant’s  hands,  and  charges  that  the  de- 
fendant extracted  the  tooth  without  proper  diag- 
nosis of  the  condition,  * * *;  had  him  to  continue 
to  come  to  his  office  when  he  was  very  sick,  and 
should  have  been  hospitalized  and  given  complete 
rest;  that  defendant  never  recognized  any  of  the 
symptoms  of  the  severe  afflictions  from  which  the 
plaintiff  was  suffering. 

“The  welfare  of  the  citizens  of  a state  demands 
that  a person  practicing  medicine  and  surgery 
must  not  only  possess  the  ordinary  learning  and 
skill  which  is  ordinarily  possessed  by  others  of 
his  profession  in  that  vicinity,  but  he  must  exer- 
cise such  reasonable  and  ordinary  skill  and  judg- 
ment, as  well  as  diligence,  in  treating  the  particu- 
lar case  entrusted  to  him. 

“While  the  law  does  not  require  absolute 
accuracy  nor  the  utmost  degree  of  care  and  skill, 
and  a physician  is  not  ordinarily  liable  for  errors 
in  judgment,  yet  an  error  of  judgment  may  be  so 
gross  as  to  be  inconsistent  with  that  degree  of 
care  and  skill  which  it  is  the  duty  of  every  phy- 
sician to  use.  * * * Malpractice  may  consist  in  a 
lack  of  skill  or  care  in  making  the  diagnosis,  as 
well  as  in  the  treatment  of  the  ailment.  * * * 

“We  have  examined  all  of  the  * * * assignments 
of  error  of  the  defendant,  and  find  no  prejudicial 
errors.  * * * It  is  ordered  that  * * * a judgment 
(be)  entered  for  the  plaintiff  for  $10,000. 

ANESTHETIC  INJECTED  IN  SWOLLEN  GUM 

“In  this  case,  the  plaintiff  had  been  suffering  for 
a day  or  two  from  an  aching  tooth  and  called  at 
defendant’s  dental  office  for  treatment.  At  this 


time  the  gum  surrounding  the  tooth  was  swollen 
and  inflamed  and,  without  taking  an  x-ray  pic- 
ture to  determine  the  cause  of  the  condition,  the 
defendant  injected  novocaine  into  the  swollen 
area  and  extracted  the  tooth.  Plaintiff  was  then 
given  a mouthwash,  told  to  rest  a while  in  the 
office,  and  upon  leaving  was  given  some  pills 
with  instructions  to  take  them  at  certain  intervals. 

“Following  this,  plaintiff’s  condition  grew  much 
worse.  He  called  a number  of  times  at  defend- 
ant’s office  and  was  given  treatment.  On  the 
fifth  day  after  the  tooth  was  extracted  his  face 
started  to  swell  and  grow  purple.  The  next  day 
he  consulted  other  dentists  and  oral  surgeons,  who 
sent  him  to  a hospital.  Here  his  condition  was 
diagnosed  as  osteomyelitis,  and  he  subsequently 
submitted  to  a number  of  operations  therefor. 

“Thereafter  plaintiff  brought  the  instant  action 
against  the  defendant  for  damages.  This  was 
based  upon  the  alleged  negligence  of  the  defendant 
in  injecting  the  anesthetic  in  the  inflamed  gum 
without  taking  steps  to  first  ascertain  the  cause 
of  the  condition,  the  contention  being  that  such 
procedure  was  improper  and  the  cause  of  plaintiff 
being  afflicted  with  osteomyelitis. 

“The  expert  testimony  as  to  whether  or  not  the 
injection  of  novocaine,  under  the  conditions  de- 
scribed, caused  the  osteomyelitis  was  in  conflict. 
The  jury  found  for  the  plaintiff.  The  defendant 
appealed  on  the  ground  that  the  evidence  did  not 
support  the  verdict.  In  reviewing  the  record, 
and  in  reasoning  on  this  point,  the  court  among 
other  things  said: 

THE  LANGUAGE  OF  THE  COURT 

“In  the  present  case  there  was  ample  expert  tes- 
timony introduced  to  prove  that  inflammation, 
swelling  and  pain  in  the  gums  are  definite  symp- 
toms of  infection,  and  that,  where  such  conditions 
are  found  to  exist,  it  is  considered  dangerous  by 
the  dental  profession  to  inject  an  anesthetic  into 
the  gum  with  a needle  and  extract  the  tooth  with- 
out first  taking  an  x-ray  picture  to  determine  the 
cause  and  extent  of  the  infection,  or  without  first 
adopting  some  means  to  reduce  the  infection;  and 
that,  if  the  local  anesthetic  is  injected  blindly  at 
the  base  of  a tooth  which  afterward  proves  to  be 
infected,  it  is  likely  to  scatter  the  infection,  which, 
if  carried  into  the  blood  stream,  will  produce 
osteomyelitis  of  the  jaw  bone. 

“Therefore,  in  view  of  the  swollen,  highly  in- 
flamed and  extremely  sore  condition  of  plaintiff’s 
gum  * * * at  the  time  he  first  visited  defendant’s 
office  and  of  the  serious  effects  following  the  re- 
moval of  the  tooth,  it  is  evident  that  the  jury  was 
justified  in  concluding  as  it  did  that  the  attend- 
ing dentist  did  not  exercise  ordinary  or  reason- 
able skill  and  diligence  in  injecting  the  local  anes- 
thetic in  four  different  places  in  the  gum  and 
extracting  the  tooth  without  first  taking  an  x-ray 
picture  to  determine  the  cause  of  its  inflamed 
and  swollen  condition,  or  without  first  taking 
some  preliminary  measures  to  reduce  the  infec- 
tion. * * * 

“But  defendant  contended  that  the  evidence  did 
not  support  a finding  that  the  injection  of  the 
anesthetic  caused  the  osteomyelitis  of  the  jaw 
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bone;  that  the  plaintiff  was  doubtless  afflicted 
either  in  an  active  or  dormant  form  therewith 
when  the  tooth  was  extracted.  In  answer  to  this 
argument  the  court  said: 

“And  even  though  it  be  assumed  that  the  disease 
was  present  in  dormant  form  at  the  time  the 
tooth  was  extracted,  such  fact  would  not  absolve 
defendant  from  the  finding  of  negligence,  because 
admittedly  the  existence  of  the  disease  could  have 
been  readily  and  easily  ascertained  by  the  use  of 
the  x-ray;  and,  if  it  had  been  so  ascertained,  the 
treatment  of  the  disease,  medically  and  surgically, 
both  before  and  immediately  after  the  tooth  was 
extracted,  * * * would  necessarily,  according  to 
the  expert  testimony,  have  been  entirely  different 
from  that  administered  by  defendant.  * * * The 
judgment  is  affirmed. 

SUMMARY 

“The  foregoing  cases  constitute  a fair  cross-sec- 
tion of  the  case  law  on  the  liability  of  a dentist 
for  negligence  in  making  a diagnosis.  In  the 
light  of  this,  it  is  obvious  that  a failure  to  exer- 
cise the  degree  of  care  and  skill  required,  meas- 
ured by  the  standards  of  the  practitioner’s  lo- 
cality, may  be  freighted  with  danger. 

“True,  a mere  error  in  judgment  will  not  ordi- 
narily subject  the  dentist  to  liability,  for  the  law 
does  not  hold  him  a guarantor  of  the  correctness 
of  his  conclusions.  On  the  other  hand,  when  the 
error  is  so  gross  as  to  fly  in  the  face  of  the  con- 
trolling standards  of  practice,  liability  for  result- 
ing injury  may  attach. 

“General  rules  are,  of  course,  of  little  service  in 
evaluating  doubtful  situations  of  this  character, 
because  each  case  must  necessarily  turn  upon  its 
particular  facts.  But  this  in  no  way  detracts 
’from  the  value  of  the  cases  reviewed;  and,  as 
examples  of  judicial  reasoning  in  applying  the 
law  to  facts  and  circumstances,  that  were  held 
sufficient  to  sustain  findings  of  negligence,  they 
are  squarely  in  point.” 

Despite  all  modern  surgical  precautions  and 
skill  utilized  in  extractions  of  teeth,  a certain 
number  of  cases  are  followed  by  very  serious 
complications. 

Every  case  where  difficult  extractions  are  con- 
templated should  be  examined  with  reference  to 
blood  dyscrasia  and  constitutional  disease,  which 
may  lower  the  general  resistance  of  the  patient. 

The  virulence  of  the  infection  and  the  resistance 
of  the  host  are  the  two  most  important  factors 
to  be  considered  when  complications  occur. 

Pain  due  to  atypical  neuralgias  or  to  primary  or 
secondary  oseomyelitis,  and  in  older  patients  the 
pain  associated  with  early  malignancy  of  the 
maxillary  sinuses,  or  of  the  mandible  often  lead 
to  unnecessary  and  ill-timed  dental  extractions. 

The  most  serious  complications  are  blood  stream 
infections  with  embolism,  deep  infections  along 
facial  planes  with  peritonsillar  abscess,  para- 
pharyngal  and  submental  abscess,  edema  of  the 
larynx  and  mediastinatis.  Ear  and  sinus  com- 
plications are  not  infrequent. 


Rapidly  spreading  osteomyelitis  often  leads  to 
ill-advised  extraction  of  teeth.  The  fact  that 
the  teeth  become  loosened  and  do  not  respond  to 
vitality  tests  is  not  sufficient  warrant  for  mul- 
tiple extractions. 

Dental  surgeons  are  often  unfairly  criticised 
for  the  sequence  of  events  that  follow  extractions 
due  to  lack  of  understanding  on  the  part  of  the 
family  doctor,  and  consultants,  of  the  many  fac- 
tors that  lead  to  complications. 

Cleveland  Clinic. 
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DISCUSSION 

Samuel  Iglauer,  M.D.,  Cincinnati.  Ohio:  Dr. 

Waugh  has  brought  up  a subject  of  great  interest 
to  the  laryngologist  who  sooner  or  later  encoun- 
ters infections  secondary  to  dental  conditions  or 
dentistry.  The  essayist  has  given  an  interesting 
description  of  the  pathologic  processes  involved. 

As  pointed  out,  painful  teeth  are  not  necessarily 
due  to  dental  disease.  For  example,  the  neuro- 
surgeon informs  us  that  patients  with  tic  dou- 
loureux seldom  come  under  his  care  without  pre- 
viously having  had  a great  many  teeth  extracted 
by  mistake.  In  a similar  manner  loose  teeth  may 
not  mean  dental  disease  but  may  be  the  result  of 
drugs  such  as  mercury,  phosphorus,  or  radium 
emanations  affecting  the  lower  jaw. 

In  my  opinion  many  cases  of  neck  infection  re- 
sult from  block  anesthesia,  the  infective  agent 
having  been  introduced  with  the  needle.  Such  in- 
fection may  occur  when  the  strictest  antiseptic 
precautions  have  been  taken.  Multiple  extrac- 
tions are  to  be  condemned  because  of  the  danger 
of  shock  and  the  increase  in  the  number  of  pos- 
sible portals  of  infection.  Similarly,  the  practice 
of  some  dentists  in  repeatedly  curetting  the 
sockets  is  reprehensible.  It  removes  the  granu- 
lations which  act  as  a natural  barrier  to  bac- 
terial invasion. 

Dr.  Waugh  spoke  of  retrograde  infection  of  the 
veins.  Such  infections  may  lead  to  intracranial 
complications,  whereas  the  direct  extension  into 
the  veins,  which  is  more  common,  leads  to  cer- 
vical septic  thrombophlebitis  with  the  danger  of 
septicemia,  usually  manifested  by  the  occurrence 
of  chills  and  fever. 

Ludwig’s  angina  is  usually  secondary  to  de- 
cayed teeth  in  older  men.  The  lower  molar  teeth 
are  buttressed  externally  by  considerable  bone, 
and  the  infection  arising  from  such  teeth  is  more 
apt  to  point  inward  and  involve  the  floor  of  the 
mouth.  In  using  the  term  Ludwig’s  angina  we 
should  always  bear  in  mind  that  the  infection  is 
either  above  or  below  the  mylohyoid  muscle,  and 
that  it  is  limited  laterally  by  the  lower  jaw  and 
interiorly  by  the  hyoid  bone.  Free  incisions 
through  the  mylohyoid  diaphragm  are  indicated 
for  the  relief  of  this  condition. 

Henry  M.  Goodyear,  M.D.,  Cincinnati,  Ohio: 

Doctor  Waugh  has  especially  called  our  atten- 
tion to  lesions  of  the  neck  and  lower  jaw.  The 
pharyngo-maxillary  fossae  is  not  infrequently  in- 
fected secondary  to  the  extraction  of  the  lower 
third  molar,  and  usually  can  be  drained  satisfac- 
torily by  an  incision  through  the  interior  pillar 
and  passing  a haemostat  lateral  to  the  tonsil. 


NECK  INFECTIONS  IN  RELATION  TO  THE  OTOLARYNGOLOGIST 

By  GEORGE  E.  BLACK,  M.D.,  Akron,  Ohio 


THE  therapeutic  progress  in  oto-rhino- 
laryngology  has  deepened  in  proportion  to 
our  gain  in  knowledge  of  the  anatomy,  to- 
gether with  knowledge  of  the  adjoining  surgical 
sphere,  and  only  through  this  have  we  been  en- 
abled to  intelligently  diagnose  and  treat  sur- 
gically or  otherwise,  neck  infections.  They  are 
most  invariably  a complication  with  or  an  exten- 
sion of  an  infection  of  the  upper  air  passage,  or 
the  floor  of  the  mouth. 

Modern  anatomists  tell  us  “The  fascial  layers 
or  tissues  of  the  neck  are  more  seeming  than 
real,  which  is  admitted  undisputable,  anatomically, 
however  not  so  surgically,  for  they  do  constitute 
incline  planes  and  pockets  along  which  infections 
may  and  do  travel  or  extend.”  Briefly  there  are 
three  main  fascial  layers — the  pre-vertebral,  the 
pre-tracheal,  and  one  completely  surrounding  the 
neck.  These  three  fascias  intermingle  on  either 
side  of  the  neck  forming  a carotid  sheath  for  the 
neurovascular  bundle.  This  sheath  has  been  re- 
ferred to  by  Mosher  as  the  Lincoln  Highway, 
infection  frequently  descending  within  this  sheath. 

The  pre-vertebral  fascia  inhibits  forward  ex- 
tension of  the  infections  originating  in  the  retro- 
pharyngeal lymph  glands  or  in  the  spinal  column. 
However,  such  infections  may  extend  downward 
into  the  posterior  mediastinum.  The  space  between 
the  pre-vertebral  and  the  pre-tracheal  fascia  con- 
tains the  trachea,  esophagus,  thyroid  gland,  etc., 
which  are  moveable  up  and  down,  piston-like,  thus 
aiding  in  the  spread  of  infection  in  this  visceral 
compartment,  but  which  these  fascia  tend  to  pre- 
vent forward  and  backward  extension. 

ETIOLOGY 

No  startling  conclusions  may  be  drawn  from 
the  factors  of  age  and  sex,  although  Glogau  says 
such  infections  are  more  frequent  in  children  be- 
cause there  are  more  lymph  gland  structure  in 
the  connective  tissue  of  the  throat  and  neck  in 
children  than  adults.  We  must  always  consider 
the  part  originally  infected  or  through  which  the 
infection  enters,  if  such  history  is  obtainable, 
any  known  pre-existing  disease  or  injury, 
either  contributory  or  provocative.  The  de- 
termination by  such  history  or  examination 
of  the  portal  entrance  must  be  given  very 
careful  consideration,  for  with  this  knowledge  it 
may  be  possible  to  anticipate  the  course  of  the 
infection,  when  and  if  the  cervical  region  becomes 
invaded,  also  very  valuable  information  as  to 
treatment,  both  medical  and  surgical.  For  in- 
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stance,  if  the  infection  is  an  extension  or  the  re- 
sult of  an  infection  in  the  teeth  of  the  mandible, 
the  submaxillary  and  the  submental  region  of 
the  neck  will  be  the  first  part  invaded. 

Mosher  states:  “The  greatest  single  cause  of 
neck  infections  is  in  or  about  the  tonsil,  with 
second  in  frequency  the  pharynx”.  This  was 
also  stressed  by  August  L.  Beck  in  a most  capable 
article  in  Annals  of  Oto-Laryngology,  September, 
1933.  Dr.  Shapiro,  Chicago,  states,  “The  deep 
cervical  infections  are  most  frequently  a com- 
plication of  tonsillectomy  performed  under  a 
local  anesthetic”.  Severe  trauma  to  the  superior 
constrictor  muscle,  devitalizing  the  tissue,  and  to 
infection  by  continuity  was  stressed  by  Freed  in 
an  article  in  The  Laryngoscope  in  1910.  Herman, 
a German  writer,  in  1928  claimed  deep  phlegmons 
of  the  neck  frequently  resulted  from  activation 
of  a latent  process  in  the  peritonsillar  tissue  by 
means  of  operation. 

While  most  any  part  of  the  deep  structures  of 
the  neck  may  under  some  circumstances  become 
infected,  I like  to  remember  the  conclusions  of 
John  F.  Barnhill,  University  of  Indiana.  He  con- 
siders four  potential  areas  which  are  most  sus- 
ceptible to  infection  and  abscess,  and  such  ab- 
scess when  occurring  is  nearly  always  within  one 
or  more  of  these  areas.  The  first  lies  behind  the 
naso-pharynx,  in  front  of  the  vertebral  column 
and  extends  from  the  base  of  the  skull  to  the 
mediastinum.  Abscess  within  this  is  called  retro- 
pharyngeal. The  second  area  lies  in  the  floor  of 
the  mouth,  and  abscess  here  is  usually  referred 
to  as  Ludwig’s  angina.  The  third  area  is  lateral 
to  the  pharynx,  between  the  pharynx  and  the 
inner  surface  of  the  lower  jaw,  extending  from 
the  base  of  the  skull  to  the  angle  of  the  jaw  and 
is  a rather  well  defined  area  within  which  ab- 
scesses are  referred  to  as  pharyngo-maxillary. 
The  fourth  area  is  that  along  the  carotid  sheath 
from  the  angle  of  the  jaw  to  the  mediastinum. 

Each  of  these  spaces  being  anatomically  sep- 
arated from  the  other  by  the  deep  cervical  fascia, 
as  referred  to  elsewhere  in  this  paper,  rather 
limits  the  infection,  however  it  may  break  through 
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this  natural  barrier  or  be  carried  through  by  the 
lymphatics  or  blood  stream. 

PATHOLOGY 

There  are  those  superficial  infections  that  do 
not  attack  the  lymph  nodes,  such  as  boils,  etc., 
with  which  we  are  all  familiar.  Of  the  diffuse 
type  there  are  those  that  are  superficial  to  the 
cervical  fascia,  which  may  spread  throughout  the 
neck  and  are  relatively  benign.  However,  when 
the  condition  is  deep  to  the  fascia,  for  the  pus 
being  unable  to  escape  this  almost  fluid  tight  sec- 
tor, may  become  under  great  tension  and  press 
on  the  structures  within  the  viscero-vascular 
compartment,  such  as  the  great  vessels,  the 
trachea  and  oesophagus,  before  gravitating  to  the 
mediastinum.  Respiration  is  interferred  with  in 
proportion  to  the  amount  of  the  pressure.  Edema 
of  the  glottis  supervenes  with  its  dire  results. 
Adenitis  of  the  submaxillary  and  anterior  cer- 
vical lymph  nodes  is  of  course  always  present, 
but  is  generally  not  noticed,  because  of  the  diffuse 
swelling  of  the  whole  region.  The  particular 
glands  or  nodes  involved  give  some  clue  as  to  the 
origin  of  the  infecting  process.  For  example, 
lymphadenitis  in  the  sub-mental  or  sub-maxil- 
lary group  usually  denoted  diseased  teeth,  while 
a most  superficial  adenitis  in  the  posterior  tri- 
angle may  mean  drainage  of  a scalp  infection. 

(For  the  mild  or  less  severe  forms,  simple  in- 
cision, either  single  or  multiple,  usually  suffice.) 

SYMPTOMS 

Following  tonsillectomy  the  early  symptoms 
manifesting  infection  are  partially  masked  by 
usual  postoperative  history,  and  are  usually  mis- 
leading which  probably  accounts  for  variable  on- 
sets recorded  in  many  case  histories.  Both  ex- 
tremes are  recorded,  24  hours  to  as  long  as  6 
weeks  having  intervened.  Usually  the  first  symp- 
tom is  trismus,  or  a spastic  closure  of  the  lower 
jaw  from  involvement  of  the  motor  branch  of  the 
fifth  nerve. 

Fever  is  usually  slow  in  its  approach  until  by 
the  fourth  to  seventh  day,  the  usual  picture  of 
sepsis,  with  its  chills  and  sweats  following  the 
temperature  changes,  seldom  higher  than  101  or 
102  degrees,  Fahrenheit.  If  much  higher,  we  best 
look  for  other  complications. 

Swelling  with  tenderness  in  the  submaxillary 
region  of  the  affected  side.  Pain  is  a constant 
complaint.  Edema  of  the  fauces,  involving  the 
uvula,  pillars  and  palate  very  similar  to  a peri- 
tonsillar abscess,  especially  so  if  following  ton- 
sillectomy. 

Difficulty  in  opening  the  mouth  subsequent  to 
an  infection  in  some  part  of  the  upper  respiratory 
tract  and  especially  following  a tonsillitis,  quinsy 
or  a tonsillectomy,  should  make  one  think  of  an 
abscess  of  the  pharyngo-maxillary  area.  In 
severe  instances  the  patient  may  not  be  able  to 


open  the  mouth  sufficient  to  separate  the  teeth, 
when  of  course  satisfactory  inspection  of  the 
mouth  and  pharynx  would  be  impossible. 

PERI-TONSILLAR  ABSCESS 

Because  of  its  frequency,  we  mention  peri- 
tonsillar abscess  first. 

The  tonsil  as  you  know,  is  bordered  anteriorly 
by  the  palato-glossus,  posteriorly  by  the  palato- 
phyringus  and  externally  by  the  superior  con- 
strictor muscle.  It  contains  numerous  crypts 
lined  with  mucous  membrane,  within  which  is  a 
layer  of  closed  capsules,  at  least  having  no  direct 
connection  with  the  crypts,  otherwise  they  closely 
resemble  Pyer’s  patches. 

Infection  extends  from  one  or  more  crypts  into 
the  super-tonsillar  fossae,  thence  into  the  mus- 
cular tissue  of  the  soft  palate,  which  may  be  con- 
sidered as  two  superimposed  layers  of  muscle; 
between  them  is  a layer  of  mucus  glands  extend- 
ing completely  across  the  soft  palate.  It  is  pos- 
sible and  probable  the  infection  separates  these 
layers  and  involves  these  glands.  There  are  al- 
most as  many  variations  in  location  and  tech- 
nique for  opening  peritonsillar  abscess  as  there 
are  authors,  but  I believe  there  is  sufficient 
variation  in  different  cases  to  make  the  opening 
in  particular  one  of  choice,  and  I do  not  believe 
we  can  be  too  cautious  considering  the  nearness 
of  vicious  tissue.  There  is  recorded  more  than  85 
cases  of  erosion  of  one  or  more  of  the  large  blood 
vessels  of  the  neck,  usually  the  external  carotid. 
Very  severe  hemorrhages  are  not  unheard  of,  but 
still  not  common.  Ligation  has  slightly  decreased 
the  percentage  of  fatalities;  however  it  is  still 
greater  than  50  per  cent. 

RETRO-PHARYNGEAL  ABSCESS 

The  pharynx  may  be  compared  to  a muscular 
membranous  funnel,  with  its  base  upward  at- 
tached to  the  cranium  and  its  lower  end  the 
esophagus,  and  with  the  anterior  part  of  the  base 
defective  where  it  opens  into  the  mouth  and  nose. 
Within  the  retro-pharyngeal  space  at  or  near  the 
junction  of  the  posterior  and  lateral  walls  on  each 
side,  one  or  more  lymph  glands,  which  more  or 
less  atropy  during  early  childhood,  are  always 
present.  These  are  the  glands  that  usually  be- 
come infected  and  break  down.  They  may  become 
infected  through  the  afferent  lymph  channels 
from  the  nose  or  throat,  but  very  rarely  by  ex- 
tension from  an  otitis  media  or  a mastoiditis. 
The  retro-pharyngeal  lymph  glands  are  fre- 
quently infected  in  influenza  with  no  apparent 
breaking  down  of  the  gland. 

An  infant  with  a history  of  increasing  dys- 
phasia accompanied  by  more  or  less  inspiratory 
dyspnea,  retro-pharyngeal  abscess  should  be  con- 
firmed or  ruled  out  by  either  visible  or  palpable 
fluctuating  swelling  within  the  retro-pharyngeal 
area.  Palpalation  is  more  reliable.  As  soon  as 
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found  it  should  be  opened  and  drained,  using  a 
pointed  hemostat,  without  an  anesthetic,  but  with 
suction  handy.  There  is  always  danger  in  using 
a sharp  instrument  for  opening.  If  abscess  is 
secondary  to  spinal  care,  it  should  be  drained  ex- 
ternally or  by  aspiration  to  avoid  contamination 
with  buccal  flora.  All  retro-pharyngeal  abscesses 
tending  to  point  externally  should  necessarily  be 
opened  and  drained  externally. 

PHARYNGO-MAXILLARY 

Para-pharyngeal  space,  at  the  tonsil  level,  in  a 
horizontal  section  is  triangular  in  shape,  and 
mesially  is  limited  by  the  pharyngeal  fascia  which 
encloses  the  pharynx,  posteriorly  by  the  pre- 
veretebral  fascia  and  laterally  by  the  parotid 
fascia  and  the  horizontal  ramus  of  the  jaw.  It 
extends  from  the  base  of  the  skull  downward  to 
the  carotid  sheath. 

Infection  within  this  area  is  usually  secondary 
to  peritonsillar  or  retro-pharyngeal  abscess.  It 
may  follow  tonsillectomy  or  a tooth  extraction,  as 
mentioned  previously,  or  it  may  be  the  direct  result 
of  the  local  anesthetic  used.  Treatment  in  the 
presence  of  pus  is  always,  open  and  drain  from 
the  outside  or  externally,  following  the  angle  of 
the  jaw,  again  using  blunt  dissection  after  the 
skin  and  superficial  fascia  incision.  The  diag- 
nosis having  been  made  principally  by  swelling 
with  fluctuation  at  the  angle  of  the  jaw.  Dr.  A. 
L.  Beck,  New  Rochelle,  reports  in  130  cases  of 
the  neck  infections  more  than  50  per  cent  in- 
volved the  pharyngo-maxillary  space.  When  not 
a complication  of  peritonsillar  abscess,  it  can  be 
differentiated  from  it  by  the  prolapsed  or  dis- 
placed tonsil  without  the  slightest  discoloration  in 
the  swelling  or  enlargement  of  the  tonsil  itself, 
which  is  usually  present  in  a peritonsillar  abscess. 
Uvula  is  usually  displaced  and  pointing  to  the 
opposite  side;  however  it  is  at  times  impossible 
to  differentiate. 

RETRO-ESOPHAGEAL  MEDIASTINITIS 

Infection  of  the  posterior  mediastinum,  caused 
by  or  the  result  of  a foreign  body  in  the  oesopha- 
gus, perforation  by  a stab,  or  gunshot  wound,  or 
may  be  secondary  to  spinal  caries.  Symptoms  are 
the  usual  pain  and  fever,  followed  by  swelling 
and  tenderness  at  the  base  of  the  neck  increasing 
in  proportion  to  the  progress  of  the  infection,  and 
most  frequently  extreme  dysphasia.  If  from  per- 
foration of  the  oesophagus,  may  have  an  inter- 
stitial emphysema,  at  the  base  of  the  neck.  This 
has  been  demonstrated  by  Dr.  Iglauer,  of  Cincin- 
nati, Ohio,  through  the  use  of  the  X-ray.  With 
the  gradual  increase  of  symptoms  it  is  usually 
necessary  to  expose  the  oesophagus  through  an 
external  incision.  It  may  even  be  necessary  to 
perform  a posterior  mediastinotomy. 

Dr.  Furstenburg,  Ann  Arbor,  Michigan,  de- 


vised a rather  unique  operation  and  technique,  in 
which  the  trachea  and  esophagus  were  exposed 
from  the  right  side,  a blunt  dissection  made  back 
of  the  esophagus  and  a rubber  catheter  passed 
behind  the  esophagus,  attaching  a suction  pump 
to  the  catheter,  repeated  or  continuous  suction 
used.  He  has  been  credited  with  saving  many 
lives  by  this  method. 

Septic  thrombophlebitis,  originating  in  the 
para-pharyngeal  area  has  attracted  considerable 
attention  within  recent  years.  The  veins  most 
frequently  attacked,  internal  jugular,  tonsillar 
and  posterior  facial.  Most  pathologists  believe  a 
cellulitis  followed  by  pari  or  endophlebitis  ac- 
counts for  the  thrombosis.  Symptoms  are  very 
similar  to  a thrombi  of  the  lateral  sinus. 

Treatment  is  necessarily  surgical,  exposing  the 
veins  through  an  external  incision,  the  throm- 
bosed part  ligated  and  removed.  The  area  should 
be  exposed  to  as  near  the  original  source  of  in- 
fection as  practical.  Metastic  abscess  in  distant 
veins  following  a jugular  thrombosis  is  not  un- 
common. Chills,  sweats  and  high  excursions  of 
temperature  are  common  symptoms  and  do  re- 
quire immediate  external  drainage,  but  not 
necessarily  venous  resection,  unless  they  continue 
several  days  following  free  drainage. 

DEEP  CELLULITIS  OF  THE  NECK 

It  is  usually  along  the  carotid  sheath,  through 
infection  of  the  lymph  glands  attached  to  the 
sheath.  Here  again  surgical  exposure  of  the 
sheath  with  removal  of  the  nodes  infected,  and 
drainage.  So-called  Ludwig’s  angina  or  cellulitis 
of  the  submental  region  is  usually  found  in  the 
elderly  and  mostly  men.  Very  often  its  origin  is 
infection  about  the  teeth  of  the  lower  jaw,  and 
frequently  completely  clears  up  upon  their  re- 
moval, and  properly  cleaning  the  cavity,  good 
prognosis  can  be  given,  while  in  other  the  prog- 
nosis is  always  guarded.  If  infection  remains 
above  the  mylo-hyoid  muscle,  it  may  be  relieved 
by  incision  within  the  mouth.  If  below  the  mylo- 
hyoid and  with  swelling  between  the  chin  and  the 
hyoid  bone,  external  incision  must  be  reverted  to. 
The  deep  mid-neck  incision,  parallel  to  lower  jaw. 
Always  be  prepared  to  do  a tracheotomy,  if 
edema  of  the  larynx  threatens.  Tuberculosis  of 
the  esophagus  is  an  extremely  rare  condition; 
however  a few  cases  have  been  reported,  both 
primary  and  secondary. 

SUMMARY 

1.  The  most  common  swellings  of  the  neck  are 
those  due  to  infected  lymph  nodes. 

2.  Infections  in  the  neck  may  be  either  deep 
or  superficial  in  origin. 

3.  The  course  of  the  deep  infections  of  the  neck 
depend  very  much  upon  the  facial  planes. 

4.  The  treatment  depends  very  much  upon  the 
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etiology  and  the  surgical  anatomy  of  the  part 
involved. 

POINTS  DEMANDING  EMPHASIS 

The  blood  picture  may  remain  negative  when 
a phlebitis  is  present,  even  though  the  blood  has 
been  drawn  from  the  vein  involved  very  shortly 
after  the  onset  of  the  chills. 

Torticolis  from  infection  under  the  sterno 
mastoid  muscle  is  to  the  opposite  side,  and  from 
infection  along  the  para-vertebral  and  trapezius 
muscles  is  towards  the  same  side. 

The  degree  of  the  external  swelling  is  no  in- 
dication for  the  decision  in  necessity  for  external 
drainage. 

Cervical  gland  abscesses  usually  remain  super- 
■ ficial  and  localized,  but  we  keep  in  mind  that  in- 
fection can  and  frequently  does  spread  to  the 
deeper  structures. 

The  sepsis  may  go  on  to  fatal  termination 
without  an  apparent  increase  in  severity  to  the 
local  symptoms. 

The  ears  should  be  inspected  frequently,  there 
may  be  a tympano-mastoid  complication. 

We  must  remember  adequate  drainage  can 
usually  be  obtained  through  the  external  route, 
and  if  internal  drainage  has  been  established  and 
does  not  bring  about  almost  immediate  cessation 
of  the  infection,  external  drainage  should  be 
established  without  delay. 

In  most  all  surgical  procedures  of  the  neck,  the 
use  of  the  knife  is  limited.  Blunt  dissection  should 
be  resorted  to  at  the  very  earliest  part  of  the 
operation  possible. 

Protein  Requirements 

Since  one  of  the  functions  of  an  adequate  diet 
is  to  maintain  an  economically  efficient  individual, 
it  is  significant  to  point  out  that  mechanical 
efficiency  is  greatest  with  a high  carbohydrate 
diet.  The  basis  for  this  statement  rests  on  the 
observation  that  the  caloric  expenditure  from  the 
specific  dynamic  action  of  protein  cannot  be 
utilized  as  energy  for  work.  In  contradistinction 
to  this,  the  specific  dynamic  action  of  carbohydrate 
and  fat  can  be  utilized  for  work  metabolism.  The 
fact  that  the  nonutilizable  specific  dynamic  action 
of  protein  is  about  thirty  per  cent  while  that  of 
carbohydrate  and  fat  about  five  per  cent,  makes 
the  caloric  waste  of  protein  more  apparent. 

Certainly,  Lusk,  the  outstanding  American  in- 
vestigator, recognized  these  facts  when  he  stated 
that,  “it  may  be  said  that  carbohydrates  are  the 
most  economical  of  foodstuffs,  both  physiologi- 
cally and  financially.  They  are  the  greatest 
sparers  of  protein.”  He  felt  that  mechanical  work 
should  be  accomplished  at  the  expense  of  car- 
bohydrates and  fats  and  not  of  the  protein,  which 
should  be  required  simply  for  wear  and  tear 
metabolism. — Herbert  Pollack,  M.D.,  and  Henry 
Dolger,  M.D.,  New  York  City,  New  York  State 
Jour.  Med.,  37:7,  April,  1937. 


We  Sometimes  Forget  - - - 

The  management  of  acute  head  injuries  is  one 
of  the  present  day  problems  which  the  medical 
profession  is  being  called  upon  to  meet  more  and 
more  frequently.  In  dealing  with  acute  head  in- 
juries one  must  constantly  bear  in  mind  and  be 
on  the  lookout  for  the  presence  of  an  extradural 
hemorrhage;  for  unless  this  condition  is  recog- 
nized and  unless  operation  is  performed  promptly 
the  patient  will  almost  surely  die.  Literally  the 
life  of  a patient  suffering  from  an  extradural 
hemorrhage  is  in  the  hands  of  his  physician. 

The  diagnosis  of  extradural  hemorrhage  is 
based  primarily  on  the  history  of  a primary  loss  of 
consciousness  (due  to  the  concussion),  followed  by 
a clear  interval  during  which  consciousness  is  re- 
gained, which  in  turn  is  followed  by  a secondary 
loss  of  consciousness  (due  to  the  accumulating 
hemorrhage).  The  duration  of  the  clear  interval 
depends  on  the  rapidity  with  which  the  bleeding 
takes  place — if  bleeding  is  profuse  and  rapid,  the 
interval  is  short  but  if  the  bleeding  is  slow,  the  in- 
terval may  be  several  hours  or  even  two  or  three 
days.  When  the  above  history  is  obtained  the  bur- 
den of  proof  is  on  the  physician  that  there  is  not 
an  extradural  hemorrhage  present.  Two  impor- 
tant signs  of  extradural  hemorrhage  are  a dilated 
pupil  on  the  side  of  the  hemorrhage  and  a hemi- 
plegia, partial  or  complete,  on  the  opposite  side. 
When  such  a history  has  been  obtained  and  when 
the  above  findings  are  present,  operation  should 
be  undertaken  at  once.  It  is  important  to  remem- 
ber, however,  that  if  an  extradural  hemorrhage 
is  suspected  but  not  found  at  operation  on  sus- 
pected side,  it  may  be  on  the  opposite  side  and  an 
exploratory  trephine  should  be  made  on  that  side 
also. 

Subdural  hemorrhages  and  subdural  collections 
of  spinal  fluid  give  much  the  same  signs  and 
symptoms  as  extradural  hemorrhages  do.  As  a 
rule,  however,  the  signs  and  symptoms  caused 
by  them  appear  more  slowly  than  do  those  of  ex- 
tradural hemorrhage.  They  likewise  are  “emer- 
gency” conditions  and  should  be  treated  by 
prompt  operation. 

Depressed  fractures  and  compound  fractures 
are  usually  caused  by  some  blunt  instrument 
such  as  the  corner  of  a brick,  the  edge  of  a 
bumper,  a hammer,  etc.  They  should  be  suspected 
when  injuries  have  been  received  by  such  objects 
and  their  presence  ruled  out  by  X-ray  examina- 
tion and  by  exploration  of  scalp  lacerations. 

Many  lives  can  be  saved  if  the  possibility  of 
extra  and  intradural  hemorrhages  are  thought 
of  when  head  injuries  are  being  cared  for  and 
many  of  the  post-traumatic  epilepsies  avoided  if 
depressed  fractures  and  compound  fractures  are 
promptly  diagnosed  and  treated. — B.  N.  Carter, 
M.  D.,  Cincinnati,  Ohio. 


PROGNOSIS  IN  CORONARY  HEART  DISEASE  AND  AFTER 
CORONARY  OCCLUSION 

By  HUBERT  C.  KING,  M.D.,  Lakewood,  Ohio 


PROGNOSIS  is  often  the  most  difficult  prob- 
lem confronting  the  physician  in  the  prac- 
tice of  medicine.  To  the  patient,  his  family 
and  his  friends  it  is  usually  the  most  important. 
We  strive  constantly  for  some  scientific  formula, 
some  handy  rule  to  guide  us  to  a correct  prog- 
nosis, but  most  often  we  must  rely  upon  an  assay 
of  the  facts  available,  judged  in  the  light  of  ex- 
perience. 

In  dealing  with  cases  of  heart  disease  this 
problem  is  especially  important.  Our  prognosis 
may  deal  with  the  immediate  and  with  the  ulti- 
mate outlook.  In  problems  relating  to  the  heart, 
the  first  deals  with  the  probability  of  recovery 
from  a given  attack,  the  second  with  the  eventual 
condition  of  the  patient  and  his  probable  length 
of  life. 

Pathological  studies  have  demonstrated  that 
infarction  of  the  myocardium  follows  acute  oc- 
clusions of  the  coronary  arteries  and  that  cases 
recovering  from  such  occlusions  or  cases  with 
gradual  narrowing  of  these  vessels  include  all 
those  patients  formerly  classified  under  the  terms 
chronic  myocarditis,  chronic  myocardial  disease, 
hypertensive  cardiovascular  disease  and  arterio- 
sclerotic heart  disease.1,  2 

The  series  of  cases  upon  which  this  study  is 
based  consists  of  112  patients  with  coronary 
heart  disease  and  coronary  occlusion  seen  during 
the  years  1935  and  1936. 

These  patients  were  seen  either  at  the  time  of 
their  coronary  occlusion  or  at  some  time  follow- 
ing recovery  from  such  an  occlusion.  The  diag- 
nosis of  acute  occlusion  was  based,  in  every  case, 
upon  typical  electrocardiographic  records  or 
autopsy  findings  or  both.  In  cases  seen  at  a later 
date  the  diagnosis  was  based  upon  a history  char- 
acteristic of  myocardial  infarction,  with  electro- 
cardiographic findings  and  postmortem  records. 
In  four  of  the  cases  there  might  be  some  ques- 
tion as  to  whether  the  myocardial  damage  was 
due  to  an  acute  occlusion  or  to  a gradual  nar- 
rowing of  coronary  vessels.  All  of  these  cases 
showed  evidence  of  extensive  myocardial  damage 
and  many  of  the  cases  coming  to  autopsy  showed 
areas  of  healed  infarctions. 

Of  the  112  cases,  62  were  seen  at  the  time  of 
the  acute  occlusion  and  50  were  seen  later. 

An  attempt  was  made  to  determine  what  signs 
and  symptoms  at  the  time  of  the  occlusion  might 
aid  in  formulating  an  immediate  prognosis.  In 
those  cases  surviving  the  thrombosis  we  were  in- 
terested in  estimating  the  probable  duration  of 
life,  the  necessary  restriction  of  activities  and 
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the  influence  on  prognosis  of  certain  easily 
demonstrated  signs  and  symptoms.  Of  all  the 
factors  involved  in  the  immediate  prognosis  fol- 
lowing an  acute  occlusion  we  were  most  interested 
in  the  age  of  the  patient  at  the  time  of  his  attack. 

COLLATERAL  CIRCULATION 

The  literature  of  the  last  few  years  contains 
many  references  to  collateral  coronary  circulation. 
Gross3  has  attempted  to  demonstrate  anastomoses 
within  the  coronary  circulation  increasing  with 
advancing  years.  Others4  have  noted  extra- 
coi’onary  sources  of  myocardial  blood  supply  in 
time  of  necessity.  By  such  gradually  increasing 
collateral  circulation  it  was  thought  nature  pre- 
pares the  old  man’s  heart  for  a probable  inter- 
ference with  the  usual  coronary  flow. 

As  a source  of  accessory  blood  supply  we  hold 
no  opinion  on  the  efficiency  of  the  Thebesian  ves- 
sels of  Wearn.5,  6 

There  is  no  question  in  our  minds  but  that  the 
young  individual  has  a much  better  chance  of 
surviving  his  acute  coronary  occlusion.  The  man 
in  his  forties  is  a much  better  risk  than  in  his 
late  sixties.  The  only  explanation  suggested  is 
that  the  normally  present  collateral  circulation 
in  the  coronary  circuit  is  more  efficient  because  of 
the  better  condition  of  the  vessels  in  the  younger 
patient. 

There  are  several  recent  statements  in  the 
literature  substantiating  this  impression.  In  his 
recent  monograph  “Synopsis  of  Diseases  of  the 
Heart  and  Arteries”,7  Hermann  notes  “the 
younger  the  individual  at  the  time  of  his  first  at- 
tack, the  better  his  outlook  for  the  future.”  “I 
do  not  believe  that  aging  prepares  for  the  pos- 
sible occlusion  by  the  development  of  a collateral 
circulation  in  senility.  Most  of  my  experience  is 
to  the  contrary.”8 

Master  et  al.9  reported  a series  of  243  patients 
and  noted  the  better  outlook  in  the  younger  age 
group.  To  quote:  “Twenty-one  attacks  were 

treated  in  patients  under  the  age  of  40;  only  two 
of  them  died.  Sixty-two  attacks  were  treated  in 
patients  between  40  and  49  years  of  age,  with  a 
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13  per  cent  mortality.  The  mortality  rate  rose 
in  the  older  age  groups,  reaching  22  per  cent  in 
the  eighth  decade.”  Previously  Connor  and  Holt10 
had  noted  the  same  facts  relative  to  age  and 
mortality  and  since  our  data  was  compiled  there 
appeared  an  article  dealing  with  “The  Occur- 
rence of  Coronary  Thrombosis  in  Young  Individ- 
uals”11 from  the  Ann  Arbor  Clinic.  Seven  cases 
of  coronary  occlusion  are  reported  in  individuals 
ranging  in  age  from  22  to  35.  The  mortality  from 
the  acute  attack  was  low,  five  of  the  seven  cases 
surviving. 

In  our  series  of  62  cases  of  acute  occlusion 
there  was  a mortality  rate  of  18  per  cent.  The 
average  age  of  the  fatal  cases  was  62  and  of  the 
cases  surviving  the  attack  it  was  48.  Considering 
the  individual  we  have  referred  to  as  the  “younger 
patient”  as  being  under  50,  we  find  one  of  our 
fatal  cases  was  49,  while  in  the  group  which  re- 
covered there  were  six  cases  between  the  ages  of 
45  and  50. 

It  has  been  stated  that  most  patients  survive 
their  first  occlusion  and  that  most  suffered  more 
than  one  attack.  The  mortality  rate  is  much 
higher  in  second  and  third  occlusions  than  in  the 
first.  A recently  published  study  by  Master, 
Jaffe  and  Dack,12  emphasizes  the  statement  by 
showing  a mortality  of  16.5  per  cent  in  a series  of 
267  attacks  with  a mortality  of  only  8 per  cent 
in  the  first  attacks.  Connor  and  Holt13  pointed 
out  that  the  majority  of  patients  survive  their 
first  coronary  occlusion.  Moritz  and  Beck14  dis- 
covered at  postmortem  that  86  per  cent  had  re- 
covered from  their  first  occlusion.  Barnes  and 
Wade,  Sappir,  Priest,  Hamburger  and  Katz,15 
Smith,  Rathe  and  Paul16  all  found  evidence  of 
more  than  one  coronary  occlusion  in  a large 
majority  of  cases  coming  to  autopsy. 

These  experiences  have  been  substantiated 
from  the  study  of  our  small  group  of  cases. 
Several  cases  showed  at  autopsy  a fresh  infarct 
and  the  healed  areas  of  previous  infarctions. 

In  about  half  of  the  cases  of  coronary  occlusion 
a preceding  history  of  angina  could  be  elicited. 
In  some  of  these,  attacks  did  not  recur  after  re- 
covery from  the  occlusion.  It  is  our  impression 
that  the  outlook  is  somewhat  more  unfavorable 
in  those  cases  where  the  anginal  attacks  con- 
tinued when  the  patient  resumed  activity.  Re- 
ferring to  the  outlook  following  coronary  oc- 
clusion, Dr.  Levine,  in  his  book,  “Clinical  Heart 
Disease”,17  remarks:  “There  is  no  other  con- 

dition in  the  practice  of  medicine  in  which  it  is 
so  difficult  to  prognosticate.” 

AIDS  TO  PROGNOSIS 

From  the  experience  represented  by  this  group 
of  cases  we  have  attempted,  for  our  benefit,  as 
we  went  along  to  note  any  clinical  signs  or 
symptoms  which  might  aid  in  establishing  an 


immediate  prognosis.  Our  impressions  merely 
confirm  the  observations  of  others. 

The  degree  of  shock  and  collapse,  as  measured 
by  the  extent  of  the  fall  in  blood-pressure  and 
those  signs,  such  as  pallor  and  cold  sweat,  is,  to 
quite  a degree,  a measure  of  the  extent  of  the 
myocardial  infarction.  However,  one  should  be 
cautious  in  giving  a good  prognosis  in  cases  in 
which  there  is  no  marked  initial  drop  in  systolic 
pressure.  In  one  of  our  fatal  cases  there  was 
little,  if  any,  fall  in  pressure  for  several  hours 
after  the  accident.  About  eight  hours  later  the 
pressure  began  to  fall  gradually  and  continuously 
without  other  signs  of  another  occlusion. 

Because  of  tissue  necrosis  and  absorption  from 
the  infarcted  area,  it  is  common  to  find  an  eleva- 
tion of  temperature  for  a few  days,  together  with 
a leucocytosis.  If  the  fever  is  especially  high  and 
if  it  persists,  and  if  the  leucocytosis  is  great 
(20,000),  the  outlook  is  more  unfavorable,  be- 
cause these  signs  indicate  a large  area  of  in- 
farction. 

Abnormal  rhythm  frequently  appears  follow- 
ing coronary  occlusion.  We  shall  not  deal  with 
ventricular  tachycardia,  which  is  probably  more 
frequent  than  we  have  been  taught  to  believe  or 
ventricular  fibrillation,  which  is  so  often  the 
cause  of  sudden  death. 

Extrasystoles,  especially  of  ventricular  origin, 
appear  after  myocardial  infarction  and  they 
have  occurred  in  the  less,  as  well  as  the  moi’e 
severe,  cases.  If  they  all  have  the  same  appear- 
ance in  the  electrocardiogram,  showing  their 
origin  to  be  a single  irritable  focus  in  the  ven- 
tricle, they  are  probably  of  less  importance  than 
when  they  originate  from  several  different  foci.18 

It  is  quite  common  to  witness  the  onset  of 
auricular  fibrillation  after  occlusion.  This  ab- 
normal rhythm  most  often  begins  about  the 
second  or  third  day.  In  one  case  we  noted  its 
beginning  within  an  hour  of  the  initial  symptoms 
of  the  coronary  accident.  Fibrillation  is  said  to 
be  transient  in  70  per  cent  and  permanent  in  30 
per  cent  of  the  cases  in  which  it  occurs.  Its  sig- 
nificance as  regards  an  immediate  prognosis  may 
be  open  to  question.  Dr.  Christian  has  written: 
“In  my  experience  those  patients  developing 
auricular  fibrillation  have  shown  a better  prog- 
nosis than  the  others.”19  This  has  not  been  our 
experience  and  we  have  come  to  regard  fibrilla- 
tion as  an  added  burden  to  a damaged  heart.  Or, 
perhaps,  the  onset  of  fibrillation  indicates  that 
the  heart  has  been  more  seriously  stricken  by  the 
occlusion. 

Paroxysmal  auricular  tachycardia  was  found 
after  occlusion  in  several  cases.  In  one  case  which 
recovered  there  were  short  runs  of  tachycardia  of 
six  cycles  interrupted  by  four  heart  beats  of  nor- 
mal rhythm,  lasting  for  24  hours.  One  elderly 
patient  (74  years)  about  two  months  after  re- 
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covery  from  coronary  occlusion  had  repeated  at- 
tacks of  auricular  tachycardia  lasting  one  to  three 
hours  without  any  embarrassment  of  his  heart. 
Such  tachycardia  is  usually  harmless,  but,  oc- 
curring soon  after  a severe  occlusion  or  persist- 
ing for  many  hours,  such  rhythm  may  result  in 
cardiac  failure  with  the  appearance  of  dependent 
edema. 

Pulsus  alternans  was  noted  in  two  of  the 
acutely  fatal  cases  and  must  always  be  regarded 
as  significant  of  serious  myocardial  damage. 
Thompson  and  Levine20  express  the  belief  that 
more  careful  study  of  cases  will  frequently  reveal 
the  presence  of  pulsus  alternans  during  the  early 
days  following  a coronary  accident. 

Gallop  rhythm21,  22'  23  usually  is  an  important 
and  serious  sign,  indicating  a strickened  heart 
muscle.  One  case  in  a young  (age  49)  individual 
exhibited  this  abnormality  during  the  first  week 
following  his  occlusion,  but  later  observation 
showed  it  had  disappeared  and  the  patient  has 
been  back  at  his  office  desk  for  six  months.  Per- 
sisting, it  is  surely  an  indication  of  the  serious- 
ness of  the  damage  to  the  heart. 

Four  times  acute  pulmonary  edema  has  oc- 
curred during  the  first  few  hours  after  coronary 
occlusion.  Two  cases  survived  and  are  still  living, 
although  greatly  restricted  as  to  their  activities, 
while  two  cases  died  within  48  hours  after  the 
occlusion. 

In  those  patients  who  have  survived  their  acute 
myocardial  insult  we  must  deal  with  the  outlook 
for  duration  of  life  and  the  amount  of  activity 
which  can  be  allowed  without  running  the  risk  of 
undue  heart  strain. 

Perhaps,  on  the  whole,  we  have  been  a little 
too  pessimistic,  but  there  are  many  cases  which 
exhibit  progressive  failure  and  we  must  recog- 
nize signs  of  impending  trouble. 

Paroxysmal  nocturnal  dyspnea  (cardiac  asthma) 
has  been  noted  as  holding  an  outlook  for  life  of 
not  over  two  years  and  often  of  not  over  six 
months. 

In  a series  of  40  cases  of  cardiac  asthma,  pre- 
sented in  a paper  read  before  the  Medical  Sec- 
tion of  the  Ohio  Medical  Association  in  Cincin- 
nati in  1935,  Drs.  A.  Carlton  Ernstene  and  R.  S. 
Knowlton,24  the  average  duration  of  life  after 
the  onset  was  12  months. 

We  have  been  impressed  that  these  attacks  may 
be  the  first  indication  of  serious  heart  disease 
and  in  one  case  death  occurred  in  a few  days  and 
in  three  cases  within  a few  weeks  after  the  onset. 
The  average  dui’ation  of  life  in  14  cases  was  10 
months. 

Attacks  of  pulmonary  edema  carry  an  equally 
unfavorable  outlook,  especially  if  these  attacks 
do  not  follow  unusual  exertion  or  emotion. 

Auricular  fibrillation  has  been  discussed  as  it 
occurs  shortly  after  an  acute  coronary  occlusion. 


Even  more  frequently  we  find  this  abnormal 
rhythm  appearing  months  or  years  after  recovery 
from  the  thrombosis  or  developing  in  connection 
with  myocardial  change  incident  to  gradual  nar- 
rowing of  the  coronary  arteries. 

From  our  observations,  we  have  not  been  im- 
pressed that  fibrillation  adds  greatly  to  the 
seriousness  of  the  situation  in  these  cases,  pro- 
vided, of  course,  that  the  ventricular  rate  was 
kept  reasonable  with  digitalis  or  remained  at  a 
relatively  slow  rate  of  itself. 

In  long  standing  cases  of  auricular  fibrillation 
the  ventricular  rate  may  be  quite  slow,  the  ven- 
tricles seemingly  becoming  accustomed  to  the 
bombardment  of  stimuli  from  the  auricles  and, 
to  a certain  degree,  ignoring  it. 

Extrasystoles,  by  themselves,  in  patients  of 
this  age  group  are  not  usually  to  be  taken 
seriously.  However,  the  appearance  of  extra- 
systoles on  exertion  indicates  a serious  coronary 
involvement  and  is  very  much  of  a danger  signal. 

In  a general  way,  a large  heart  is  a more  ser- 
iously damaged  heart.  As  a rule  the  larger  the 
heart  the  more  extensive  the  trouble.  Such  a 
heart  has  to  consume  more  oxygen  in  proportion 
than  a normal  heart.25  It  is  not  an  efficient  heart. 

It  need  not  be  said  that  congestive  failure, 
with  dependent  edema,  is  an  indication  of  a 
breakdown  of  the  circulatory  machine.  However, 
life  may  be  spared  for  some  time  and  the  edema 
may  even  disappear  after  treatment  for  some 
period  of  time.  Generally  speaking,  congestive 
failure  with  dependent  edema  is  more  serious 
when  it  occurs  with  slow  heart  rates  and  with  a 
normal  rhythm  than  with  a rapid  heart  and 
especially  with  auricular  fibrillation.  The  reason 
is  evident  in  that  rapid  heart  action  may  improve 
with  rest  and  auricular  fibrillation  is  particularly 
susceptible  to  treatment  with  digitalis.  The  im- 
provement thus  attained  is  not  possible  in  hearts 
failing  at  slow  rates  and  with  normal  rhythm. 
Edema  which  appears  only  at  the  end  of  the  day 
and  which  disappears  after  a night’s  rest  is  less 
serious  than  when  it  persists. 

We  have  referred  to  anginal  attacks  when  dis- 
cussing the  prognosis  following  occlusion.  At 
this  time  we  may  suggest  that  the  attacks  are 
likely  to  be  more  serious  when  they  follow  slight 
exertion  or  when  they  occur  with  the  patient  at 
rest.  Status  anginosus  is  often  the  forerunner  of 
coronary  occlusion.  (Mr.  M.,  age  72). 

We  shall  not  discuss  the  appearance  of  the 
electrocardiographic  records  as  they  may  in- 
fluence prognosis.  Deflections  of  small  amplitude 
are  supposed  to  indicate  a weakened  myocardium, 
but  need  to  be  interpreted  with  caution.  Bundle 
branch  block  was  observed  frequently,  but,  as  it 
can  usually  be  determined  only  by  graphic 
records,  we  shall  refer  to  it  only  in  passing.  We 
shall  also  omit  all  reference  to  the  relative  mor- 
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tality  of  infarcts  of  the  anterior  or  posterior  sur- 
faces of  the  heart,  as  determined  by  the  electro- 
cardiogram. It  is,  however,  interesting  to  note 
that  long  before  the  establishment  of  the  prin- 
ciples of  electrocardiography,  Porter,26  in  1894, 
found  by  the  experimental  method  that  ligation  of 
various  coronary  arteries  produced  varying  de- 
grees of  myocardial  damage.  He  noted  that  liga- 
tion of  the  circumflex  branch  of  the  left  coronary 
artery  caused  arrest  of  the  heart  beat  in  about 
80  per  cent  of  the  cases,  the  arrest  usually  being 
accompanied  by  visible  fibrillation  of  the  muscle 
of  the  ventricules.  Ligation  of  the  right  coronary 
artery  arrested  ventricular  contractions  in  about 
20  per  cent  of  the  cases. 

After  all  is  done  and  said,  the  outlook  for 
length  of  life  after  recovery  from  a coronary 
occlusion  depends  on  the  size  of  the  infarct  and 
on  the  patient’s  ability  and  willingness  to  live 
quietly  thereafter.  To  direct  the  patient’s  ac- 
tivities in  a middle  course  between  invalidism 
and  undue  activity  is  the  duty  of  his  medical 
adviser. 

CONCLUSIONS 

A series  of  112  cases  of  coronary  heart  disease, 
observed  either  at  the  time  of  occlusion  or  there- 
after has  been  studied. 

An  attempt  has  been  made  to  discover  or  verify 
certain  clinical  guides  to  prognosis. 

The  occurrence  of  great  initial  shock,  auricular 
fibrillation,  persistent  high  fever  and  marked 
leucocytosis  influence  the  prognosis  unfavorably 
at  the  time  of  the  occlusion. 

In  cases  observed  some  time  after  recovery 
from  the  acute  occlusion  the  appearance  of  par- 
oxysmal nocturnal  dyspnea,  acute  pulmonary 
edema,  congestive  failure,  especially  with  a slow 
heart  rate  and  normal  rhythm,  the  presence  of 
considerable  cardiac  enlargement  or  anginal  at- 
tacks on  slight  exertion  indicate  impending  com- 
plete failure.  Auricular  fibrillation  appearing  late 
in  the  course  of  coronary  heart  disease  does  not 
materially  alter  the  outlook  for  length  of  life. 

“Furthermore,  when  a patient  has  an  attack  of 
coronary  thrombosis  there  is  no  satisfactory 
method  of  foretelling  which  individual  case  will 
survive  and  which  will  succumb. — I have  seen  the 
most  serious  cases  recover  and  others  that  ap- 
parently were  doing  extremely  well,  suddenly 
die.”27 
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Calcium  Therapy 

The  diet  may  be  sufficient  in  calcium,  but  may 
fall  short  of  meeting  the  actual  need  because  of 
poor  absorption  through  the  intestines. 

Calcium  is  appreciably  absorbed  only  when  the 
intraintestinal  reaction  is  acid.  This  acidity  de- 
velops and  increases  as  digestion  progresses, 
reaching  its  height  in  the  fasting  state.  In  the 
early  stage  of  digestion  the  intestinal  contents 
are  generally  alkaline. 

For  calcium  to  reach  the  intestines  when  the 
reaction  is  acid  the  following  measures  must  be 
employed: 

(a.)  Milk  should  be  taken  at  meals. 

(b.)  Calcium  salts  should  be  taken  no  nearer 
meals  than  four  hours  after  and  one  hour  before. 

(c.)  There  should  be  a schedule  of  three  meals 
a day. 

(d.)  Nothing  should  be  eaten  between  meals. 

(e.)  Intervals  between  meals  should  be  no 
shorter  than  five  hours. 

If  there  is  no  exposure  to  direct  sunshine, 
vitamin  D should  be  given. 

In  cases  of  marked  calcium  deficiency  the  ad- 
ministration of  calcium  may  at  first  be  followed 
by  exacerbation  of  symptoms,  but  improvement 
usually  takes  place  if  persistent  and  intensive 
calcium  treatment  is  pursued. — Alice  R.  Bern- 
heim,  M.D.,  New  York  City,  The  Medical 
Woman’s  Journal,  XLIV;  3,  March,  1937. 


THE  ENDOCRINES  IN  GYNECOLOGY 

By  A.  G.  SAR -LOUIS,  M.D.,  M. Sc.  (Med.),  Cleveland,  Ohio 


THE  gynecologist  is  concerned  chiefly  with 
the  gonadal-pituitary  relationship,  hut  it 
must  constantly  be  borne  in  mind  that  no 
part  of  the  endocrine  chain  can  be  completely 
segregated  from  the  whole,  and  the  possibility  of 
various  inter-relationships  between  the  endocrine 
glands  must  not  be  ignored.  Present  evidence  in- 
dicates that  the  pituitary  is  the  master  gland, 
and  that  it  controls,  to  a great  extent,  the  func- 
tions of  all  the  other  glands.  It  is  not  quite  clear 
whether  or  not  there  are  definite  interrelation- 
ships between  the  other  glands,  such  as  the  supra- 
renals  and  gonads,  the  thyroid  and  the  gonads,  or 
whether  these  apparent  relationships  take  place 
through  the  mediation  of  the  pituitary  gland.  Cer- 
tain it  is,  however,  that  in  various  glandular 
disorders,  involving  the  suprarenals,  the  thyroid, 
the  parathyroids,  or  the  pancreas,  there  is  clini- 
cal evidence  of  disturbance  in  the  gonadal  func- 
tion. Hence  any  glandular  inbalance  is  likely  to 
invade  to  some  extent  the  province  of  the 
gynecologist. 

HORMONE  FUNCTION  IN  THE  SEXUAL  CYCLE 

The  sex  hormone  of  the  anterior  pituitary 
stimulates  both  phases  of  the  ovarian  cycle,  fol- 
licular and  corpus  luteum.  Some  observers  be- 
lieve that  this  is  accomplished  by  quantitative 
variations  of  a single  hormone.  Others  believe 
in  a dual  control,  Prolan  A controlling  the  folli- 
cular phase  and  Prolan  B the  luteal  phase.  The 
observers  who  advocate  the  duality  of  pituitary 
hormones  for  gonadal  control  point  out  that  the 
urine  of  many  castrates  and  women  at  the  meno- 
pause contains  pure  follicle  stimulating  principle, 
and  that  urine  of  pregnant  women  contains  purely 
luteinizing  hormone. 

The  ovary  also  produces  two  hormones,  estrin 
and  progesterone.  Esterin  is  present  throughout 
the  entire  ovarian  cycle  and  is  thought  to  be  the 
product  of  the  follicular  epithelium.  Its  concen- 
tration in  the  blood  and  urine  varies;  it  is  greatest 
during  the  premenstrual  period  and  least  during 
the  period  of  minimal  follicular  activity,  post- 
menstruum. Progesterone  is  produced  only  dur- 
ing the  latter  half  of  the  ovarian  cycle,  or  when 
the  corpus  luteum  is  active.  It  is  thought  to  be 
the  product  of  the  lutein  cells,  epithelial  as  well 
as  stromal.  Just  before  menstruation  both  estrin 
and  progesterone  reach  their  highest  concentra- 
tion in  the  blood  and  urine. 

The  ovarian  hormones  exert  their  influence  on 
the  secondary  sex  organs.  Estrin  produces  growth 
and  increase  in  the  vascularity  of  the  uterus  and 


Read  before  the  monthly  meeting  of  the  Polyclinic  Medi- 
cal Society,  Cleveland,  Ohio,  December  14,  1936. 


The  Author 

® Dr.  SarLouis  is  a graduate  of  Western  Re- 
serve University  School  of  Medicine,  1917; 
graduate  of  University  of  Pennsylvania,  M.  Sc. 
(Med.)  1935. 


breasts,  stimulates  the  uterus  to  contract,  pro- 
duces vaginal  changes  and  possibly  general 
metabolic  changes.  Progesterone  completes  the 
development  of  the  uterine  mucosa,  inaugurated 
by  estrin,  and  brings  about  quiescence  of  the 
uterine  muscles.  In  this  latter  function,  it  is  seen 
as  an  antagonist  to  estrin.  This  may  explain  cer- 
tain cases  of  functional  dysmenorrhea  on  the 
basis  of  estrin-progesterone  inbalance.  It  may 
also  explain  the  mechanism  of  the  onset  of  labor. 
In  this  connection  it  is  interesting  to  note  that  as 
pregnancy  progresses,  estrin  increases  in  con- 
centration whereas  progesterone  diminishes. 
Just  prior  to  the  onset  of  labor,  estrin  reaches  its 
greatest  concentration  while  progesterone  at  this 
time  cannot  be  detected. 

A great  deal  of  evidence  has  accumulated  to 
indicate  that  the  ovarian  hormones  exert  an  in- 
hibitory effect  on  the  secretion  of  the  anterior 
pituitary  sex  hormones.  This  concept  explains 
the  cyclic  uterine  and  ovarian  activities  in  the 
normal  woman  and  also  some  of  the  irregularities 
and  pathologic  manifestations  in  cases  of  func- 
tional imbalance.  Obviously,  during  the  period  of 
maximum  production  of  the  ovarian  hormone 
there  is  the  least  secretion  of  the  sex  hormone  of 
the  anterior  pituitary,  and  conversely,  during  the 
period  of  greatest  activity  of  the  anterior  pitui- 
tary sex  hormones,  the  concentration  of  the 
ovarian  hormones  is  diminished. 

At  the  height  of  luteal  activity,  when  there  is 
the  greatest  concentration  of  estrin  in  the  body, 
the  greatest  inhibition  of  the  activity  of  the 
anterior  pituitary  occurs.  This  gradual  and  in- 
creasing inhibition  of  the  secretion  of  the  an- 
terior pituitary  so  reduces  ovarian  stimulation 
that  it  no  longer  can  support  the  corpus  luteum. 
As  a result  the  latter  regresses  and  undergoes 
degeneration.  The  lowering  of  estrin  by  the  col- 
lapse of  the  corpus  luteum  releases  the  inhibition 
on  the  anterior  pituitary  with  consequent  stimu- 
lation of  another  follicle  in  the  ovary.  At  this 
phase  of  the  cycle  menstruation  occurs.  The  cause 
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of  the  bleeding  phenomenon  is  not  positively 
known.  It  may  be  due  to  the  withdrawal  of 
estrin,  of  progesterone,  or  both;  it  may  be  due  to 
the  positive  action  of  anterior  pituitary  stimula- 
tion as  a result  of  estrin  or  progesterone  with- 
drawal; or,  as  Wilson  and  Kurzrok1  recently  pro- 
posed— a special  bleeding  hormone  of  the  anterior 
pituitary,  separate  from  the  follicle  stimulating 
and  luteinizing  hormones. 

All  periodic  uterine  bleeding  is  not  menstrua- 
tion in  the  sense  that  the  cycle  has  been  com- 
pleted with  ovulation  and  the  formation  of  a cor- 
pus luteum.  Many  regularly  bleeding  women, 
when  curetted,  show  at  no  time  a fully  developed 
premenstrual  endometrium.2 

VARIATIONS  FROM  THE  NORMAL  CYCLE 

I wish  to  stress  the  point  that  the  clinical 
symptom  cannot  be  correlated  with  any  specific 
type  of  endometrium.  The  endometrial  findings, 
on  the  other  hand,  do  reflect  the  nature  of  the 
ovarian  disturbance.  For  instance,  in  a case  of 
amenorrhea  in  which  the  endometrium  is  of  the 
premenstrual  type,  the  conclusion  may  be  drawn 
that  the  condition  is  due  to  a persistent  corpus 
luteum  or  a corpus  luteum  cyst.  Progesterone 
liberated  by  this  tissue  keeps  the  endometrium  in 
a constantly  pregravid  state.  In  addition,  its  high 
estrin  production  inhibits  the  development  of  a 
new  follicle  by  inhibiting  the  anterior  pituitary. 
If,  on  the  other  hand,  the  endometrium  in  this 
case  of  amenorrhea  shows  an  early  interval  phase, 
the  conclusion  may  be  drawn  that  the  endome- 
trium is  receiving  only  slight  stimulation  from 
the  follicle  and  no  stimulation  from  a corpus 
luteum.  The  underlying  pathology  in  this  case  is 
either  in  the  ovary  or  the  anterior  pituitary.  If 
in  the  ovary  it  constitutes  a case  of  so-called 
primary  ovarian  failure.  If  in  the  pituitary,  it 
may  be  a part  of  the  symptom  complexes  asso- 
ciated with  other  evidences  of  the  glandular 
dyscrasias  (thyroid,  adrenal,  pancreas,  etc.) 
The  clinical  importance  of  understanding  this 
concept  is  obvious.  The  hormonal  ovarian  balance 
must  be  readjusted  according  to  the  ovarian  dis- 
turbance, rather  than  according  to  the  clinical 
symptom. 

Apart  from  sterility  problems  we  have  to  deal 
with  only  four  clinical  symptoms.  These  symp- 
toms have  to  do  with  variation  in  uterine  bleed- 
ing. Amenorrhea,  or  absent  bleeding,  oligomenor- 
rhea, or  scanty  and  irregular  bleeding,  menor- 
rhagia, or  excess  bleeding  at  the  period,  and 
metrorrhagia,  or  irregular  bleeding  irrespective 
of  period.  Inasmuch  as  the  cause  of  the  bleeding 
phenomenon  in  the  normal  cycle  is  not  known,  it 
is  obvious  that  the  causes  of  abnormal  variations 
in  bleeding  are  also  not  known.  A case  of  amenor- 
rhea may  show  an  atrophic,  a normal  phase,  or 
even  a hyperplastic  endometrium.  A bleeding 


uterus  may  also  show  variations  of  endometrium; 
atrophic,  normal  phase,  or  hyperplasia. 

The  diagnosis  in  endocrine  dysfunction  is  made 
by  the  histologic  study  of  the  endometrium  in  one 
or  several  phases  of  the  ovarian  cycle,  most  im- 
portant of  which  is  the  premenstrual  phase.  If  a 
patient  is  curetted  one  day  before  so-called  men- 
struation and  this  curetting  shows,  for  instance, 
an  atrophic  or  an  early  interval  phase,  the  con- 
clusion may  be  drawn  that  her  ovarian  cycle  was 
anovulatory.  If  this  patient’s  cycles  are  con- 
stantly anovulatory,  there  is  left  to  determine 
whether  it  is  due  to  intrinsic  pathology  within 
the  ovary  or  in  its  remote  control,  the  pituitary. 
Clinical  and  laboratory  findings  determine  the 
location  and  extent  of  this  pathology. 

The  value  of  endometrial  biopsies  in  sterility 
studies  is  obvious.  By  this  means  alone  can  one 
determine  whether  or  not  ovulation  takes  place, 
and  following  it,  the  formation  of  a corpus 
luteum.  The  “safe  period”  in  a normal  woman 
would  be  more  definitely  safe  if  such  patients 
had  their  cycles  plotted  by  means  of  periodic 
endometrial  examinations. 

The  actual  technique  of  obtaining  endometrial 
biopsies  is  relatively  simple.  It  is  an  almost 
painless  and  harmless  office  procedure  carried  out 
by  small  suction  curettes  as  devised  by  Novak,3 
Klinger,  Burch,  and  Kurzrok.4 

organotherapy 

Estrin,  the  follicle  hormone  marketed  under 
the  names — theelin,  theelol,  progynon  B,  folli- 
culin,  dimenformon,  amniotin,  emmenin,  etc.,  are 
not  all  identical  chemically  and  are  obtained  from 
various  sources.  They  belong  to  the  class  of 
estrogenic  substances  and  are,  or  should  be, 
standardized  by  their  ability  to  bring  about  estrus 
in  the  laboratory  animal.  These  products  are 
highly  advertised  at  the  present  time  by  com- 
mercial houses  whose  brochures  give  testimonials 
of  their  efficiency  in  a wide  variety  of  female  dis- 
orders. Clinically  they  may  be  effectual  in  allay- 
ing distressing  symptoms  in  some  menopausal 
women.5  In  these  cases  where  they  seem  to  be 
effectual,  the  effects  last  only  while  the  sub- 
stances are  given.  The  administration  of  estro- 
genic substances  are  at  times  symptomatically 
effectual  in  young  women  who  suffer  from 
ovarian  failure  and  present  a syndrome  very 
similar  to  the  physiologic  menopause,  but  such 
administration  may  also  be  harmful  in  its  effects. 
Such  products  may  inhibit  gonadotrophic  activity 
of  the  anterior  pituitary  as  above  shown  when  I 
explained  the  reciprocal  activity  of  these  two 
hormones,  thus  augmenting  the  condition  they 
seek  to  improve.  Leaving  aside  the  dangers  of 
hyperplasia  of  breasts  and  endometrium,6  recent 
investigation  also  shows  a marked  chemical 
similarity  between  estrogenic  and  carcinogenic 
compounds. 
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Should  we  not  for  the  present  await  more 
scientific  evidence  before  exploiting  substances 
which  are  still  highly  experimental? 

No  discussion  of  the  therapeutic  indications  for 
estrin  is  complete  without  speaking  of  what  is 
probably  its  most  outstanding  performance,  its 
effect  in  vulvovaginitis  in  children.  Allen7  demon- 
strated that  when  estrin  was  injected  into  im- 
mature monkeys  vast  proliferation  of  the  layers 
of  the  vaginal  mucous  membrane  took  place,  pro- 
ducing a type  of  membrane  almost  identical  with 
that  of  an  adult  animal.  Lewiss  utilized  this 
biologic  experiment  and  brought  out  the  newer 
treatment  of  gonorrheal  vulvovaginitis  in  the 
immature  female.  He  reasoned  that  the  strati- 
fied mucous  membrane  of  the  adult  vagina  is  par- 
ticularly resistant  to  the  gonococcus  whereas  the 
vagina  of  the  immature  child  possesses  only  a 
few  layers  of  cuboidal  epithelium  to  act  as  a bar- 
rier to  the  action  of  the  organism.  The  conversion 
of  this  non-resistant  type  of  epithelium  to  the 
mature,  resistant  stratified  squamous  epithelium 
by  the  administration  of  estrin  should  prove  an 
effective  method  of  treatment. 

The  following  is  a preliminary  report  issued  by 
Mazer9  at  his  clinic  on  vulvovaginitis  at  the 
Philadelphia  General  Hospital.  The  series  of 
patients  included  18  children  showing  clinical  and 
bacteriologic  evidence  of  chronic  gonorrheal 
vulvovaginitis.  One  thousand  rat  units  of  dihydro- 
estrin  benzoate  were  administered  every  other 
day  for  eight  weeks,  regardless  of  whether  four 
or  more  consecutive  negative  smears  were  ob- 
tained before  that  time.  Two  of  the  group  of  18 
patients  were  resistant  to  treatment  and  required 
injections  for  10  and  12  weeks,  respectively. 

As  a result  of  this  treatment,  the  vaginal 
mucosa  and,  to  some  extent,  the  vestibule  and 
the  urethral  meatus,  became  snow-white.  In  one- 
third  of  the  patients  there  was  moderate  enlarge- 
ment of  the  breasts  while  they  were  undergoing 
treatment.  In  one  patient,  aged  nine  years,  there 
were  two  episodes  of  uterine  bleeding  while 
estrin  was  being  administered.  For  a month 
after  withdrawal  of  treatment  these  patients  dis- 
played a white,  serous,  vaginal  discharge,  which 
consisted  of  epithelial  cells  and  mucous.  Of  this 
group  16  patients  were  cured,  as  shown  by  follow- 
up records  ranging  from  four  to  twelve  months. 
One  patient  had  a definite,  and  another  a doubtful 
recurrence  of  the  disease  in  one  month  and  five 
months,  respectively.  From  these  results  Mazer 
concludes  that  the  administration  of  estrin  is 
the  most  effective  treatment  of  juvenile  gonor- 
rheal vulvovaginitis  available  today.  In  a study 
of  five  adult  patients  with  gonorrheal  cervicitis, 
he  concluded  that  estrin  had  no  beneficial  effect. 

The  corpus  luteum — The  secretion  of  the  corpus 
luteum  contains  estrin  in  large  amounts,  and  also 
a distinct  principle,  progesterone.  Fraenkel10  and 


Loeb11  demonstrated  that  the  corpus  luteum  secre- 
tion was  necessary  to  produce  a decidual  reaction. 
Corner,12  in  1929  showed  that  the  corpus  luteum 
was  required  to  produce  pregravid  effects. 

Progesterone  has  also  been  demonstrated  in 
the  human  corpus  luteum13  as  well  as  in  the 
placenta.14  One  corpus  luteum  contains  about 
1/40  rabbit  unit  (R.U.),  whereas  the  placenta 
contains  about  7 rabbit  units.  The  relative  quan- 
titative assays  are  mentioned  on  account  of  their 
possible  clinical  significance.  It  may  explain,  for 
instance,  why  the  corpus  luteum  of  pregnancy 
may  be  removed  in  the  human  without  producing 
abortion.  Progesterone  causes  further  endo- 
metrial proliferation  with  secretory  activity  in 
the  glands,  decidual  reaction  with  glycogen  stor- 
age for  the  early  maintenance  of  pregnancy,  and 
it  inhibits  follicular  growth,  ovulation  and  estrus 
in  animals.  In  addition,  Novak  and  Reynolds18 
have  shown  that  it  produces  a quiescent  effect  on 
the  uterine  musculature,  in  contrast  to  that  of 
estrin. 

At  the  present  time  there  are  several  luteum 
preparations  available  commercially.  (Proluton, 
lipolutein,  luteo  hormone,  etc.)  The  principal 
source  is  the  corpus  luteum  of  hogs.  From  the 
experimental  evidence,  it  is  likely  that  these 
should  have  a very  definite  therapeutic  indica- 
tion as  a substitutive  measure  in  various  cyclic 
disturbances,  such  as  certain  cases  of  dysmenor- 
rhea and  cases  of  habitual  abortion.  In  many 
menstrual  difficulties  it  would  appear  that  the 
imbalance  or  disturbance  of  ovarian  function 
takes  place  at  the  luteal  phase.  Hence  these  pro- 
ducts should  have  therapeutic  application  in  any 
case  in  which  the  ovarian  cycle  is  not  completed 
normally. 

ANTERIOR  PITUITARY  SUBSTANCE 

Anterior  pituitary  extracts  have  been  on  the 
market  for  a short  time.  They  contain,  for  the 
most  part,  some  of  the  principles  elaborated  by 
the  anterior  lobe  of  the  pituitary  gland  in  vary- 
ing amounts.  These  preparations  have  at  the 
present  time  very  little  value  in  the  armamen- 
tarium of  the  gynecologist.  The  isolation  of  the 
various  glandular  factors  from  the  anterior 
pituitary  offers  interesting  possibilities  for  the 
future. 

Simmond’s  disease,  as  you  know,  is  a pluri- 
glandular failure  syndrome  due  to  disease  in  the 
pituitary  gland  (TBC,  syphilis,  embolus,  or  de- 
structive tumor).  The  use  of  anterior  pituitary 
extracts  in  this  condition  is  unsatisfactory  and 
illustrates  the  disappointments  met  with  in  sub- 
stitution therapy  of  other  glandular  products. 
The  failure  in  pituitary  cachexia  is  easily  ex- 
plained: 

(1)  The  quantitative  amounts  of  various  fac- 
tors in  the  animal  does  not  duplicate  those  in  the 
human; 
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(2)  The  extraction  process  may  alter  or  leave 
out  entirely  certain  of  the  glandular  factors; 

(3)  As  the  pituitary  varies  its  gonadotropic 
activities  during  the  menstrual  cycle,  it  is  alto- 
gether likely  that  its  thyreotropic,  its  suprareno- 
tropic,  and  all  other  functions  are  likewise  varied 
to  supply  the  demands  of  the  complex  processes 
necessary  to  life.  In  other  words,  the  activity  of 
the  pituitary  gland  is  a vital,  constantly  changing 
function.  To  substitute  this  physiology  by  in- 
jecting unknown  dead  extracts  is  just  as  impos- 
sible as  it  would  be  to  inject  kidney  extracts  in  a 
case  of  total  kidney  failure. 

Pregnancy  prolan,  anterior  pituitary  like  hor- 
mone, or  placental  hormone — (commercially  mar- 
keted under  the  names  Antuitrin  S,  A.P.L.,  Fol- 
lutein,  Antophysin).  When  the  ovum  is  fertilized 
in  its  passage  down  the  tube,  it  finally  becomes 
implanted  in  the  prepared  decidua  of  the  uterus. 
Immediately  fetal  trophoblast  begins  to  invade 
the  maternal  tissues.  Evidence  indicates  that  the 
early  trophoblast  and  later  the  chorionic  villi 
produces  a new  secretion  which  Zondek  called 
prolan.  Others  have  designated  it  as  anterior- 
pituitary-like  substance,  or  simply  placental  hor- 
mone. 

The  source  and  function  of  prolan  has  afforded 
interesting  speculation.  At  first  it  was  thought 
to  be  identical  with  anterior  pituitary  substance, 
and  was  called  prolan,  however  recent  investiga- 
tions have  shown  the  fallacy  of  this  conception. 
Most  of  the  evidence  now  leads  to  the  view  that 
it  is  derived  from  the  placenta  and  that  its  func- 
tion is  concerned  with  the  maintenance  of  preg- 
nancy, inhibition  of  lactation,  and  inhibition  of 
follicular  development. 

There  is  definite  evidence  to  indicate  that  preg- 
nancy prolan  does  not  stimulate  ovarian  follicle 
maturation  or  ovulation.  Its  effects  are  entirely 
confined  to  the  second  half,  of  luteinization  phase 
of  the  cycle.  Moreover,  these  luteinization  effects 
differ  from  the  sequence  seen  in  the  normal  ani- 
mal that  has  received  no  injections. 

In  the  uninjected  animal  the  normal  sequence 
as  a result  of  stimulation  by  the  anterior  pitui- 
tary B factor  is:  hemorrhage  into  the  follicle, 
luteinization  of  theca,  then  luteinization  of  the 
follicular  epithelium  and  a return  of  theca  to  its 
former  condition. 

Pregnancy  prolan,  on  the  other  hand,  produces 
certain  effects  in  the  smaller  laboratory  animals 
that  are  never  seen  in  the  normal  cycle.  For  ex- 
ample, pregnancy  prolan  produces  luteinization  of 
the  theca  of  small,  immature  follicles  as  well  as 
of  interstitial  tissue,  and  also  luteinization  of 
mature  follicles  with  imprisonment  of  ova  or  cor- 
pora lutea  atretica10.  These  facts  constitute  con- 
vincing evidence  that  pregnancy  prolan  is  not 
identical  with  the  luteinizing  fraction  of  the 
anterior  pituitary. 

The  fact  that  pregnancy  prolan  has  no  stimu- 
lating effect  on  the  first  half  of  the  ovarian  cycle 


precludes  its  use  in  primary  amenorrhea,  steril- 
ity of  ovarian  origin,  hypogonadism,  or  primary 
or  secondary  ovarian  failure.  Moreover,  there  is 
considerable  doubt  that  prolan  has  an  effect  on 
the  human  ovary,  even  in  the  second  half  or 
luteinization  phase  of  the  ovarian  cycle.  Clinical 
observations  show  that  pregnancy  prolan  is  ef- 
fectual in  functional  uterine  bleeding,  but  how 
this  is  brought  about  is  not  yet  understood. 
Furthermore,  there  is  experimental  evidence  that 
prolan  injections  may  retard,  at  least  temporarily, 
follicular  development  and  ovulation.  That  pla- 
cental extracts  may  be  of  some  value  in  func- 
tional uterine  bleeding  is  the  opinion  of  many 
excellent  clinicians. 

Another  condition  in  which  pregnancy  prolan 
has  been  used  is  habitual  abortion.  It  has  been 
assumed,  but  without  proof,  that  the  underlying 
cause  in  these  cases  is  the  deficiency  of  the  cor- 
pus luteum  secretion,  progesterone,  which  is 
necessary  for  nidation  and  maintenance  of  preg- 
nancy. Some  successes  have  been  reported  with 
the  use  of  prolan,  but  the  evidence  at  hand  is  not 
convincing. 

In  a discussion  of  pregnancy  urine,  mention 
should  also  be  made  of  its  use  in  cases  of  unde- 
scended testes.  A comparatively  small  group  of 
these  cases  has  been  reported  with  success.  The 
method  seems  promising  and  is  worthy  of  further 
trial. 

theories  regarding  anterior  pituitary 

STIMULATION 

This  brief  review  of  the  physiology  of  the 
ovarian  cycle  and  its  various  pathologic  dis- 
turbances has  shown  that  all  these  functions  are 
dependent  to  a great  degree  on  the  proper  func- 
tioning of  the  anterior  lobe  of  the  hypophysis. 
But,  as  yet,  science  has  shed  little  or  no  light  on 
methods  of  direct  stimulation  of  the  pituitary 
gland.  Certain  hormones  are  known  to  inhibit  its 
function,  but  accurate  knowledge  as  to  how  its 
function  may  be  stimulated  is  lacking.  When 
this  secret  is  uncovered,  a whole  new  field  of 
endocrine  therapy  and  control  of  glandular  dis- 
eases will  probably  result. 

Since  all  the  glandular  functions  are  so  in- 
extricably related,  it  is  possible  that  some  of  the 
other  glandular  extracts  may  be  found  to  stimu- 
late pituitary  function.  There  is  some  evidence 
that  the  thyroid  principle  may  do  this,  for  its 
beneficial  action  in  various  hypogonadal  states  is 
well  known.  As  knowledge  concerning  the  exact 
workings  of  the  whole  endocrine  chain  is  un- 
raveled, it  may  be  that  potent  pituitary  stimu- 
lants may  be  placed  in  our  hands. 

Irradiation  in  small  doses  has  been  suggested 
and  is  being  used  as  a means  of  pituitary  stimu- 
lation. There  are  some  enthusiasts  for  this 
therapy,  but  as  yet  the  evidence  for  it  is  meager 
and  not  entirely  convincing.  A warning  on  this 
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method  of  treatment  is  issued  in  a recent  editorial 
in  the  Journal  of  the  American  Medical  Associa- 
tion17. This  editorial  calls  attention  to  the  fact 
that  irradiation  may  have  effects  more  serious 
than  the  original  disorder. 

I should  like  to  present  some  evidence  for  the 
theory  that  cervical  dilatation  may  be  one  of  the 
stimuli  to  which  the  pituitary  responds.  In  the 
rabbit  it  is  well  established  that  cervical  dilata- 
tion stimulates  the  gonadotropic  function  of  the 
hypophysis.  This  animal  does  not  ovulate  until 
coitus  takes  place.  Coitus  may  be  sterile  or 
mechanical  by  means  of  a glass  rod.  After  this 
procedure,  ovulation  and  corpus  luteurn  forma- 
tion occur,  progesterone  is  produced,  and  nida- 
tory  changes  are  apparent  in  the  endometrium. 
The  sequence  of  physiologic  events,  in  all  prob- 
ability, is  as  follows:  The  dilatation  of  the  cervix 
produces  stimulation  of  the  anterior  pituitary 
gland  with  a greater  secretion  of  its  B hormone 
and  resultant  ovarian  activity  inducing  ovulation 
and  corpus  luteurn  formation.  The  latter,  in  turn, 
produces  progestational  uterine  effects. 

A comparable  sequence  of  events  may  possibly 
take  place  in  the  human.  It  has  long  been  known 
that  a great  many  patients  with  dysmenorrhea 
are  benefited  by  dilatation  of  the  cervix.  Dys- 
menorrhea also  is  often  relieved  by  marriage. 
It  is  quite  conceivable  that  cervical  stimulation, 
the  result  of  coitus  or  dilatation,  calls  forth  in- 
creased quantities  of  anterior  pituitary  hormone 
which  has  the  effect  of  completing  the  ovarian 
cycle,  of  producing  progesterone  and  thus  coun- 
terbalancing the  estrin  effect.  This  is  a more 
logical  explanation  than  the  obstruction  theory 
of  dysmenorrhea  which  has  been  largely  dis- 
carded, for  it  has  been  demonstrated  repeatedly 
that  in  the  most  severe  cases  of  dysmenorrhea  no 
obstruction  is  offered  to  the  passage  of  a sound. 

It  is  a matter  of  common  knowledge  that 
amenorrhea  is  at  least  temporarily  relieved  by 
cervical  dilatation.  Infantilism  and  other  hypo- 
gonadal  states  have  long  been  treated  with 
marked  success  by  pelvic  massage.  This  therapy 
is  still  in  use  at  several  endocrine  clinics.  Every 
gynecologist  has  observed  the  occurrence  of 
pregnancy  following  the  passage  of  a sound  or 
the  completion  of  a tubal  insufflation.  The  former 
has  been  explained  by  the  removal  of  a mucous 
plug,  the  latter  by  the  elimination  of  tubal  kinks 
as  a result  of  the  passage  of  the  gas,  but  a more 
satisfactory  explanation  of  all  these  conditions 
probably  lies  in  the  conception  of  stimulation  of 
hormonal  function.  Cervical  stimulation  by  the 
passage  of  a sound  or  canula,  dilatation  of  the 
cervix  or  pelvic  massage  has  called  forth  ad- 
ditional anterior  pituitary  hormone,  which,  in 
these  cases,  has  produced  ovulation  and  corpus 
luteurn  formation  and  the  completion  of  the  cycle. 

Uterine  bleeding  in  the  absence  of  pelvic  dis- 


ease is  often  of  endocrine  origin.  The  explana- 
tion offered  is  the  unopposed  action  of  estrin,  due 
to  the  absence  of  a corpus  luteurn  and  proges- 
terone. The  basic  factor,  however,  is  the  in- 
adequacy of  pituitary  function.  Patients  with 
this  disorder  invariably  are  benefited  by  curettage. 
In  some  instances  the  benefit  is  but  temporary, 
in  othersi  the  normal  rhythm  may  be  entirely  re- 
established. Is  it  not  entirely  conceivable  that 
the  beneficial  factor  in  these  instances  is  the 
cervical  dilatation  and  not  curettage? 

SUMMARY  AND  CONCLUSIONS 

Some  of  the  newer  concepts  of  the  physiology 
of  the  female  reproductive  cycle  are  discussed 
and  a working  hypothesis  is  built  up.  In  the  con- 
struction of  this  hypothesis  allusion  has  been 
made  to  only  a small  portion  of  the  available  evi- 
dence. Some  of  this  evidence  has  been  used  to 
make  statements  which  may  have  to  be  altered 
later  as  the  result  of  further  investigation. 

In  the  study  of  functional  disorders  and  in 
sterility  the  state  of  the  endometrium  is  the 
only  valid  criterion  of  the  underlying  ovarian 
dysfunction.  To  determine  the  phases  of  the 
normal  cycle,  especially  with  the  view  of  plot- 
ting the  comparatively  safe  period  of  each  patient, 
this  means  is  suggested.  The  use  of  the  suction 
currette  as  devised  by  Novak  and  others  is  recom- 
mended as  an  office  procedure. 

Some  of  the  present  indications  for  the  avail- 
able products  are  discussed. 

Evidence  is  presented  to  indicate  that  cervical 
manipulation  may  be  a means  of  stimulating  the 
gonadotropic  function  of  the  anterior  lobe  of  the 
pituitary  gland. 

To  the  present  time,  the  greatest  value  derived 
from  endocrinologic  research  has  been  to  yield  a 
better  concept  of  the  physiology  of  the  ovarian 
and  uterine  cycles.  It  has  provided  a satisfactory 
test  for  pregnancy  and  is  of  inestimable  value  in 
the  diagnosis  and  treatment  of  hydatidiform 
mole  and  chorionepithelioma.  It  has  also  fur- 
nished valuable  hints  regarding  certain  pathologic 
conditions  and  logical  explanations  of  some  of 
the  hitherto  baffling  gynecologic  problems. 

Endocrinologic  studies  are  beginning  to  show 
results  from  the  therapeutic  standpoint,  and  the 
probabilities  for  the  future  are  bright  in  this  re- 
gard. Lastly,  endocrinology  has  lifted  the  science 
of  gynecology  to  a higher  plane  and  has  placed 
it  more  definitely  among  the  specialties  in  medi- 
cine. 
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Thyroditis 

Thyroiditis,  while  relatively  common,  is  fre- 
quently not  recognized.  So  often  the  basal 
metabolic  rate  serves  as  a criteria  for  the  evalu- 
ation of  all  disturbances  of  the  thyroid  and  the 
determining  factors  for  operation  on  the  gland, 
that  the  clinical  features  of  this  interesting  group 
of  cases  are  entirely  lost  sight  of.  The  patient 
with  Riedel’s  struma  described  in  this  paper  was 
examined  by  physicians  at  various  times  and  at 
one  time  the  patient  was  referred  for  a special 
examination  of  her  thyroid  gland.  Because,  at 
the  time  of  her  examination,  the  basal  metabolic 
rate  was  on  the  minus  side,  she  was  told  that  her 
thyroid  disturbance  was  not  significant.  Thus  a 
very  rare  and  interesting  case  was  overlooked. 
Had  the  diagnosis  been  made  more  on  the  physi- 
cal findings,  the  patient  would  have  been  relieved 
earlier.  Hyperthyroidism  is  only  occasionally  as- 
sociated with  the  inflammatory  processes  of  the 
thyroid  gland,  while  hypothyroidism  occurs  fre- 
quently in  association  with  and  as  a late  sequence 
to  these  inflammations.  The  development  of 
myxedema  in  later  years  would  depend  on  the 
frequency  and  the  degree  of  thyroiditis.  Cases 
of  idiopathic  myxedema  may  have  had  an  early 
thyroiditis.  The  significance  of  thyroiditis,  there- 
fore, cannot  be  overlooked. — Martin  Nordland, 
M.D.,  Minneapolis,  Minnesota  Med.  20:4,  April, 
1937. 


Importance  of  Coordinating  the  Military 
and  Naval  Medical  Services  with  the 
Civilian  Medical  Profession* 

“Coordination  of  the  military  and  naval  medi- 
cal services  with  the  civilian  medical  profession  is 
important  primarily  because  upon  it  depends  our 
whole  scheme  of  national  defense.  Nothing  is 
more  essential  to  the  welfare  of  our  country  than 
that  every  physician  in  it  have  a clear,  well-de- 
fined understanding  of  his  obligations  to  self,  to 
others,  and  to  country. 

“In  our  attitude  toward  the  probability  of  war, 
it  is  important  to  distinguish  between  being 
militarists  and  being  retalistic.  It  makes  no  dif- 
ference whether,  as  individuals,  we  love  war  or 
abhor  it;  seek  war  or  avoid  it;  prepare  for  war  or 
ignore  it — war  will  eventually  come.” 

“Medicine,  or  the  lack  of  it,  has  always  played 
an  extremely  important  part  in  war.  In  past  cen- 
turies the  lack  of  adequate  medical  service  has 
destroyed  more  armies  than  have  been  destroyed 
by  enemy  forces.  An  army  can  only  be  as  effec- 
tive as  its  medical  service.” 

“During  our  Revolutionary  War  and  the  War 
of  1812  there  were  no  effective  medical  organiza- 
tions, and  medical  men  distinguished  themselves 
as  commanders  of  combat  troops.  In  our  Civil 
War  the  ratio  of  deaths  from  disease  to  those 
from  wounds  was  3.4  to  1;  in  the  Spanish-Ameri- 
can  War  7 to  1,  and  in  the  World  War  2 to  1,  in 
our  Army.” 

“Modern  warfare  is  characterized  by  sudden 
and  unexpected  attacks;  large  numbers  of  troops; 
mechanized  and  highly  mobile  ground  forces; 
armament  and  weapons  of  increased  fire  power; 
deadly  aerial  combat  arms;  all  with  industrial 
and  population  centers  as  the  primary  object  of 
attack.” 

“Military  medicine  must  be  kept  abreast  of 
armaments  and  tactics.  Two  field  armies  will  re- 
quire 47,000  medical  officers.  One-third  of  the 
whole  civilian  medical  profession  in  the  United 
States  will  be  needed.  The  other  two-thirds  of 
the  physicians  in  this  country  will  have  care  of 
the  civilian  population.  Once  war  starts,  the 
civilian  physician  is  as  important  as  a member 
of  the  regular  medical  services.  One  may  be  a 
specialist  in  plastic  surgery  and  the  other  in 
military  medicine;  both  are  equally  obligated, 
both  vitally  necessary.” 

“It  is  not  too  much  to  believe  that  cooperation 
of  the  reserve,  National  Guard,  and  regular  ser- 
vices with  the  general  medical  profession  could 
induce  sufficient  numbers  of  civil  physicians  to 
become  actively  interested  in  military  medicine, 
and  that  our  present  medical  unpreparedness  be 
materially  lessened  thereby.” 

*Excerpts  quoted  from  the  Sir  Henry  Wellcome  prize 
essay  for  1936,  by  Harry  G.  Armstrong,  Captain  M.  C. 
U.  S.  Army,  Dayton,  Ohio,  and  published  in  The  Military 
Surgeon,  March,  1937. 
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THE  finding  of  any  organism  in  association 
with  a pathologic  condition  is  not  in  itself 
proof  that  it  is  the  etiologic  agent  re- 
sponsible. There  are  many  conditions  which  can- 
not be  subjected  to  the  strict  laboratory  demon- 
stration of  cause  and  effect  as  defined  by  Koch. 
Medical  literature  is,  and  probably  will  continue 
to  be  for  a long  time,  replete  with  instances  in 
which  only  presumptive  evidence  can  be  pre- 
sented of  such  relationship.  This  is  especially 
true  in  pneumonia  where  the  occurrence  of  sec- 
ondary invaders  gives  rise  to  serious  doubts  as 
to  which  organism  is  the  true  pathogen;  we  have 
only  to  recall  the  amount  of  debate  that  has  cen- 
tered about  the  pathogenesis  of  influenzal  pneu- 
monia to  realize  how  true  this  is.  The  case  here 
presented  falls  into  this  category,  and  it  is  per- 
haps this  very  quality  which  gives  it  its  chief 
interest. 

The  patient,  a boy  of  13  years,  well  developed 
and  well  nourished,  weighed  before  this  illness 
about  130  lbs.  At  three  years  of  age  he  had  a 
severe  bloody  diarrhea,  with  fever,  which  lasted 
about  six  months;  this  occurred  while  residing  in 
Florida,  and  no  positive  diagnosis  was  ever  made. 
At  five  years  he  had  pertussis;  at  six  years  he 
was  thought  to  have  had  mild  variola;  at  seven 
years  he  had  pneumonia  (type  and  distribution  not 
known);  measles  at  nine  years;  he  has  had  an 
occasional  mild  tonsillitis.  He  never  has  had 
scarlet  fever  or  rheumatism.  A year  prior  to  his 
present  illness  a physician  examining  him  for 
camp  told  his  parents  that  he  had  “leakage  of  the 
heart”.  “When  he  was  six,  his  mother  had 
diphtheria,  and  he  was  given  antitoxin  prophy- 
lactic. The  records  of  the  health  department 
show  the  following  relative  to  immunization  for 


diphther 

ia: 

1933 

Jan.  17 

Schick  Positive 

Jan.  24 

1 cc.  toxin-antitoxin 

1934 

Mar.  19 

Schick  Positive 

Mar.  26 

1 cc.  Toxoid 

1935 

Mar.  14 

Schick  Negative 

On  the  afternoon  of  August  30,  1936,  while  at 
play,  he  suddenly  collapsed  and  the  parents  then 
noticed  that  he  had  a fever.  He  was  put  to  bed, 
and  the  writer  was  called  to  see  him  at  about 
midnight.  His  chief  complaint  was  severe  pain 
in  the  region  of  the  right  nipple,  especially  when 
he  took  a deep  breath  or  coughed.  He  had  a 
hacking,  non-productive  cough  and  a mild  irri- 
tation of  the  throat;  for  several  days  he  had  had 
a “head  cold”  with  obstruction  of  the  nares. 

The  boy  was  very  weak,  his  face  was  flushed, 
and  obviously  he  was  very  ill.  Temperature  102; 
pulse  120;  respiration  rapid  and  shallow;  blood 
pressure  100/70;  nares  partially  obstructed; 
tongue  coated;  pharynx  slightly  injected;  tonsils 
moderate  size,  no  exudate,  some  post-nasal  drip; 
lymph  glands  negative.  Heart  not  increased  in 
size  to  percussion,  tones  soft,  rapid  and  regular, 
no  murmurs.  Lungs  resonant,  breath  sounds 


harsh  over  the  right  lower  lobe,  no  rales.  Abdo- 
men negative.  Extremities  negative. 

On  the  second  day  a loud  pleural  rub  was  heard 
over  the  right  chest;  the  resonance  was  not  not- 
ably impaired;  breath  sounds  were  harsh;  no  rales 
present. 

The  patient  now  began  to  raise  a sanguino- 
purulent sputum,  which  was  examined.  Prelim- 
inary study  of  a smear  stained  by  Gram  showed 
numerous  Gram  positive  bacilli,  suggesting  in 
morphology  B.  diphtheriae.  A smear  of  the  sputum 
stained  by  the  Bjubinsky  diphtheria  stain  showed 
typical  granules  in  the  organisms. 

On  the  basis  of  this  finding  the  administration 
of  specific  anti-serum  was  begun  on  the  evening 
of  the  second  day. 

Later  that  night  there  was  definite  impairment 
of  resonance  over  the  entire  lower  lobe  of  the 
right  lung;  the  friction  rub  had  disappeared,  the 
breath  sounds  were  harsh,  increased,  and  a few 
small  moist  rales  were  audible. 

On  the  morning  of  the  third  day  consolidation 
of  the  right  lower  lobe  was  definite;  the  percus- 
sion note  was  dull  to  flat,  breath  sounds  harsh, 
somewhat  distant,  showers  of  small  moist  rales 
on  inspiration.  By  the  fourth  day  there  was 
typical  bronchial  breathing  and  increase  in  vocal 
fremitus,  and  rales  were  more  numerous.  There 
was  profuse  production  of  a sanguino-purulent 
sputum,  and  his  condition  was  regarded  as  criti- 
cal. On  the  morning  of  the  fifth  day  his  lips  and 
nails  were  cyanotic,  and  preparations  were  made 
for  administration  of  oxygen.  However,  his  color 
improved  and  it  was  not  employed.  By  this  time 
the  sputum  was  definitely  less  bloody  than  be- 
fore. On  the  sixth  day  there  was  again  a friction 
rub  audible  in  the  right  lower  axilla.  On  the 
eighth  day  there  was  a sharp  fall  in  tempera- 
ture, and  thereafter  elevation  of  temperature  was 
neither  so  great  nor  sustained.  His  general  ap- 
pearance improved  rapidly,  corresponding  to  the 
drop  in  temperature. 

During  the  second  week  there  was  a moderately 
severe,  generalized  urticaria,  which  lasted  several 
days.  On  the  eleventh  day  he  coughed  up  fibrin- 
ous plugs  from  the  bronchi,  and  expelled  large 
membranous  casts  of  the  nares.  The  percussion 
note  improved,  and  rales  diminished.  From  the 
twelfth  day  his  temperature  remained  within 
normal  limits.  He  continued  to  expectorate  a 
muco-purulent  sputum  for  another  three  weeks. 
At  no  time  during  the  course  of  this  illness  did 
the  sputum  show  any  green  pigment. 

Laboratory  findings: 

Sept.  1 — Leukocytes  21,200.  Unsegmented  neu- 
trophils 35  per  cent;  segmented  neutrophils  62 
percent.  Mature  lymphocytes  3 percent. 

Sept.  3 — Leukocytes  27,700.  Unsegmented  neu- 
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Chart  1 : Temperature  record  showing  the  amount,  time  of  administration,  and  response  to  diphtheria  antitoxin. 


trophils  18  percent;  segmented  neutrophils  69 
per  cent.  Young  lymphocytes  1 percent;  mature 
lymphocytes  6 percent;  old  lymph  1 percent. 
Monocytes  4 percent;  myelocyte  1 percent. 

Sept.  4 — Urinalysis:  Sp.  gr.  1018;  acid;  albu- 
min 1 plus;  sugar  neg.;  granular  casts  2 plus; 
hyaline  casts  2 plus;  epithelial  cell  cast  1 plus. 

Roentgenologic  examination: 

On  September  17,  the  nineteenth  day  of  the 
illness,  the  roentgenogram  shown  in  Fig.  1 was 
obtained.  By  September  30  the  infiltration  and 
exudate  seen  in  this  plate  had  cleared  consider- 
ably, leaving  only  a small  amount  of  infiltration 
in  the  parenchyma,  and  heavy  broncho-vascular 
shadows  extending  from  the  lower  hilus  to  the 
base,  together  with  enlarged  and  very  dense  hilus 
shadow  on  the  right  side.  The  last  radiographic 
examination  was  on  November  18,  and  on  that 
date  the  parenchyma  was  clear,  but  there  was 
still  some  increase  in  the  density  of  the  broncho- 
vascular  markings  toward  the  right  base. 

Bacteriologic  Studies: 

Examination  of  the  direct  smear  made  from 
the  first  sputum  obtained,  which  was  about  24 
hours  after  the  onset  of  the  pneumonia,  showed 
a large  proportion  of  organisms  having  the 
morophology  and  staining  characteristics  of  B. 
diphtheriae.  There  did  not  appear  to  be  any  other 
species  so  numerous;  an  encapsulated  Gram  posi- 
tive diplococcus  was  present,  but  in  relatively 
small  number;  other  organisms,  Gram  positive 
cocci,  Gram  positive  bacilli,  and  an  occasional 
Gram  negative  bacillus  were  seen.  Subsequent 
examination  of  the  direct  smears  always  showed 
the  diphtheria  organisms  numerous;  pneumococci 
did  not  increase;  there  was,  however,  an  increase 
in  the  number  of  Gram  negative  bacilli,  but  at 
no  time  did  they  outnumber  the  diphtheria  or- 
ganism. 

Specimens  of  the  patient’s  sputum,  and  nasal 
swabs,  were  submitted  to  the  Ohio  Department  of 
Health  Laboratories  at  Columbus,  where,  through 
the  generous  cooperation  of  Mr.  Ey,*  exhaustive 


*The  author  wishes  to  express  his  appreciation  of  the 
generous  assistance  of  Mr.  Leo  F.  Ey,  Chief  of  Division  of 
Laboratories,  and  his  co-workers,  who  made  these  studies. 


studies  were  made  of  the  organisms  present. 
Three  organisms  of  likely  pathogenicity  were 
isolated  and  studied.  The  findings  are  briefly 
summarized  here: 

1.  B.  diphtheriae;  typical  morphology,  long,  dis- 
tinctly granular  rod,  was  isolated  in  pure  culture 
from  a nasal  swab  submitted  November  10.  Two 
guinea  pigs  inoculated  with  this  culture  survived 
without  apparent  ill  effects.  Earlier  inoculations 
of  secretions  obtained  from  September  28  to 
October  21,  and  mixed  cultures  made  from  these 
secretions,  failed  to  produce  any  evidence  that 
the  organism  possessed  any  virulence  for  guinea 
pigs.  A mouse  inoculated  intra-peritoneally  with 
the  pure  culture  survived.  The  reactions  pro- 
duced in  sugar  serum  water  were  as  follows: 

Dextrose — 48  hours  acid  and  coag. 

Saccharose — Negative. 

Dextrin — Acid,  no  coag. 

(Park  No.  8 used  as  a control  gave  similar  re- 
actions). 

2.  Pneumococcus;  this  organism  was  found  in 
the  peritoneal  exudate  of  a mouse  inoculated  with 
sputum  on  September  1,  which  died  on  the  2nd. 
B.  pyocyaneus  was  associated  with  this  organism. 
The  pneumococcus  belonged  to  the  Type  IV  ag- 
gregate, and  was  not  further  classified. 

3.  B.  pyocyaneus:  was  readily  grown,  produc- 
ing a green  pigment  on  plain  agar  in  48  hours, 
and  gave  rise  to  some  difficulty  in  isolating  the 
diphtheria  bacillus  in  pure  culture. 

Animal  inoculations  with  material  containing 
this  organism  gave  the  following  results: 

Secretions  (sputum  or  nasal  swab) 

3 mice  3 died 

4 guinea  pigs  2 died  2 recovered 

Secretions  plus  diphtheria  antitoxin 

3 guinea  pigs  3 recovered 

Mixed  culture  on  blood  serum 

4 guinea  pigs  2 died  2 recovered 

Mixed  culture  on  blood  serum  plus  antitoxin 

1 guinea  pig  1 recovered 
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Pure  culture  pyocyaneus 

2 mice  2 died 

3 guinea  pigs  2 died 

Totals 

5 mice  5 died 

15  guinea  pigs  6 died 


1 recovered 


9 recovered 


TREATMENT 


Therapy,  aside  from  the  serum  administered, 
was  essentially  the  same  as  is  commonly  em- 
ployed in  lobar  pneumonia.  Sedatives  and  analge- 
sics were  only  partially  successful  in  alleviating 
the  restlessness,  pain  and  incessant  cough, 
which  so  seriously  interfered  with  the  necessary 
rest. 

On  the  second  day  20,000  units  of  diphtheria 
antitoxin  was  first  given  intramuscularly,  fol- 
lowed by  a drop  of  two  degrees  in  temperature 
within  three  hours.  Thereafter,  all  serum  was 
given  intravenously,  diluted  to  50  cc.  with  50  per 
cent  dextrose  solution.  The  amounts  of  serum, 
and  the  time  of  administration  are  shown  on  the 
graphic  chart  of  the  temperature  (Chart  1).  In 
the  recorded  temperature  it  will  be  noted  that 
there  are  eleven  sharp  drops  in  temperature;  of 
these,  seven  follow  closely  the  administration  of 
antitoxin.  Furthermore,  it  will  be  noted  that 
serum  was  administered  eight  times  when  the 
temperature  was  102°  or  higher;  of  these,  five 
injections  were  followed  by  a sharp  decline  of  not 
less  than  two  degrees.  But,  the  most  striking  and 
specific  reaction  is  not  included  in  that  group; 
this  was  the  reaction  that  followed  the  giving  of 
40,000  units  antitoxin  at  7 p.  m.  on  September 
3.  At  the  time  this  serum  was  given  the  tem- 
perature was  101.1°;  it  was  followed  an  hour 
later  by  a chill  which  lasted  25  minutes,  and  a 
sharp  rise  in  temperature  to  104.8  by  9:15;  75 
minutes  later  it  was  down  to  100.7°,  and  seven 
and  a half  hours  after  the  serum  was  given,  the 
temperature  had  dropped  to  97.6°.  Each  time  the 
temperature  dropped  the  patient  seemed  better, 
decidedly  less  toxic,  and  stronger  in  every  way. 
After  the  effect  of  the  serum  had  worn  off,  and 
the  temperature  had  again  risen,  he  would  always 
appear  to  be  in  a critical  condition,  much  weaker, 
with  considerable  clouding  of  his  mental  faculties. 
The  despair  of  these  episodes,  contrasted  with 
the  brighter  aspect  of  the  remissions  effected  by 
the  serum  were  very  impressive  clinically.  Alto- 
gether, a total  of  166,000  units  of  antitoxin  was 
given. 

OBSERVATIONS  ON  EPIDEMIOLOGY 

Two  interesting  observations  which  have  a 
direct  bearing  on  this  case,  and  in  a broader  sense 
raise  the  question  of  what  potentialities  there 
may  be  in  the  carrier  of  so-called  “avirulent” 
diphtheria  organisms,  follow: 

The  first  is,  that  the  patient  had  returned  from 
a visit  with  his  grandmother  two  weeks  before 
the  onset  of  this  illness.  On  examination,  this 
woman  was  found  to  have  markedly  enlarged 
tonsils  of  a spongy,  deeply  pitted  appearance, 
with  some  chronic  congestion  of  the  fauces  and 
pharynx.  She  stated  that  for  many  years  she  had 
had  a chronic  pharyngitis  with  recurring  acute 
exacerbations.  Cultures  made  from  her  throat 
produced  an  abundance  of  B.  diphtheriae,  typical 
as  to  morphology  and  staining.  A virulence  test 


was  performed  by  the  Ohio  Department  of  Health 
Laboratory,  and  the  organism  determined  to  be 
avirulent. 

The  second  observation  has  to  do  with  the 
fact  that  a cousin  of  the  patient,  a child  of  seven 
years,  living  in  the  same  house,  developed  a fever 
and  sore  throat  about  48  hours  after  the  writer 
was  first  called  to  see  the  patient.  On  examina- 
tion there  was  a grayish  exudate  on  one  tonsil, 
having  the  clinical  appearance  of  an  early 
diphtheritic  membrane;  the  pharynx  was  red- 
dened and  congested;  there  was  one  or  two  de- 
grees elevation  of  temperature,  and  she  appeared 
mildly  ill.  She  was  put  to  bed  and  given  7000 
units  of  diphtheria  antitoxin  intramuscularly. 
Culture  from  the  exudate  on  Loeffler’s  blood 
serum  showed  a moderate  number  of  organisms 
showing  the  morphology  and  staining  character- 


Fig.  1 : Roentgenogram,  Sept.  17th,  the  nineteenth  day 

of  the  illness,  showing  the  residua  of  pneumonic  infiltra- 
tion and  exudate. 


istics  of  B.  diphtheriae.  This  child  made  a rapid 
and  uneventful  recovery.  Subsequent  cultures 
were  negative,  and  unfortunately  no  virulence 
test  was  made. 

COMMENT 

It  would  appear  that  the  patient  had  for  sev- 
eral days  a membranous  rhinitis,  and  secondarily 
developed  the  clinical  signs  and  symptoms  of 
lobar  pneumonia.  It  is  not  improbable  that  in- 
fected material  from  the  upper  air  passages  was 
aspirated  into  the  bronchus  of  the  right  lower 
lobe.  A membranous  bronchitis  developing  at 
this  site,  with  obstruction  and  atelectasis,  and 
extension  of  the  infection  in  the  atelectatic  lobe, 
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would  satisfactorily  explain  the  development  of 
such  a picture. 

It  is  not  so  easy  to  understand,  however,  the 
manner  in  which  diphtheria  antitoxin  could  so 
strikingly  benefit  an  infection  produced  by  or- 
ganisms devoid  of  the  capacity  to  produce  the 
specific  exotoxin  of  diphtheria.  It  might  be 
argued  that  in  the  three-week  interval  between 
the  acute  stage  and  the  first  virulence  test,  the 
organism  may  have  lost  this  property.  How- 
ever, this  is,  I believe,  a conjuncture  not  war- 
ranted by  the  usual  finding  that  the  diphtheria 
bacillus  is  capable  of  retaining  such  capacity  over 
long  periods  of  time.1  The  commercial  antisera 
are  said  to  contain  other  antibodies  besides  anti- 
toxin, which  act  either  directly  or  indirectly  on 
the  bacteria  themselves.  Thus,  Kolmer  states 
that  while  virulent  diphtheria  bacilli  resist 
phagocytosis,  the  anti-serum  neutralizes  the 
antiphagocytic  action,  and  enables  the  polynu- 
clear leukocytes  to  ingest  them  readily.  Whether 
this  occurs  through  neutralization  of  the  toxin,  or 
is  due  to  the  presence  of  an  immune  opsonin,  or 
to  the  presence  of  an  anti-aggressin  that  neutra- 
lizes the  intrinsic  defense  mechanism  of  the 
bacilli,  is  not  known,  but  probably  all  three  fac- 
tors are  operative.  Moreover,  while  the  anti- 
serum possesses  little  or  no  bacteriolytic  activity, 
it  will  fix  complement  with  an  antigen  or  diph- 
theria bacilli,  indicating  the  presence  of  bacter- 
iolytic amboceptors.2 

Naturally,  there  is  the  possibility  that  there 
was  not  actually  a specific  response  to  the  serum, 
but  that  this  was  a non-specific  reaction  to  the 
foreign  protein.  This  cannot  be  answered,  but 
sera  of  low  antibody  content  have  been  ad- 
ministered in  pneumococcus  pneumonia  without 
effect3,  which  is  at  least  suggestive  that  the 
sharp  response  to  serum  was  due  to  specific  anti- 
bodies present. 

Finally,  it  is  necessary  to  consider  the  role  of 
the  other  organisms  which  were  found  in  associa- 
tion with  the  diphtheria  bacillus.  This  case  has 
been  presented  primarily  from  the  clinical  aspect; 
the  presentation  is  based  upon  the  premise  that 
the  diphtheria  bacillus  was  the  etiologic  agent 
responsible.  However,  this  premise  might  be 
false;  other  organisms  were  present,  but  none  so 
abundant  in  the  earlier  stages  as  the  diphtheria 
bacillus. 

In  the  latter  course  of  the  disease  the  pyocy- 
aneous  organism  became  very  numerous,  but  even 
then  did  not  outnumber  the  diphtheria  bacillus. 
The  animal  inoculations  mean  very  little  in  this 
regard;  the  pyocyaneus  was  virulent  for  mice, 
and  caused  a fatal  infection  in  some  of  the  guinea 
pigs,  but  this  is  the  usual  finding  with  most 
strains  of  this  organism,  and  cannot  be  inter- 
preted as  signifying  that  this  strain  would  have 
any  peculiar  virulence  or  pathogenic  properties 
for  man.  None  of  the  other  organisms  was  found 


in  sufficient  number  to  raise  serious  question  as 
to  whether  it  might  have  been  responsible  for  the 
pneumonia. 

SUMMARY 

A case  is  presented  showing  the  clinical  signs 
and  course  of  lobar  pneumonia. 

The  sputum  from  this  patient  contained  diph- 
theria bacilli  in  large  numbers. 

The  case  was  treated  with  heroic  doses  of  diph- 
theria antitoxin,  with  apparent  favorable  re- 
sponse; the  patient  recovered. 

The  diphtheria  bacillus  isolated  was  not  viru- 
lent for  guinea  pigs. 

B.  pyocyaneus  was  also  numerous  in  the  later 
course  of  the  disease;  it  is  believed  this  organism 
was  a secondary  invader,  and  not  the  etiologic 
agent  responsible  for  the  pneumonia. 

There  is  reason  to  believe  that  the  patient  was 
infected  through  contact  with  a carrier  of 
“avirulent”  diphtheria  organisms. 

A case  of  mild  faucial  diphtheria  developed 
from  contact  with  the  patient. 
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Toxemia  of  Pregnancy 

What  do  we  mean  by  adequate  prenatal  care 
for  the  control  of  toxemias?  Following  is  a 
working  outline,  simple  in  nature  and  workable 
in  general  practice. 

1.  Medical  consultation  early  in  pregnancy 
with  complete  physical  examination  and  blood 
count;  elimination  of  foci  of  infection  and  cor- 
rection of  constitutional  disorders. 

2.  Visits  every  three  weeks  the  first  six 
months,  every  two  weeks  until  the  eighth  month 
and  every  week  thereafter. 

3.  At  each  visit: 

a.  Urinalysis. 

b.  Weight  record. 

c.  Blood  pressure  determination. 

4.  Check  fluid  balance  at  signs  of  edema. 

5.  With  appearance  of  toxic  signs: 

a.  Rest  in  bed. 

b.  Sedatives  if  needed. 

c.  Elimination. 

d.  More  frequent  uninalysis. 

e.  Low  protein  diet. 

f.  Restriction  of  salt. 

6.  At  signs  of  severe  toxemia  or  preclampsia: 

a.  Hospitalization. 

b.  Sedation  with  barbiturates  or  bromides. 
Morphine  if  indicated. 

c.  Absolute  quiet  in  single  darkened  room. 

d.  Guard  against  aspiration  if  convulsions 
impending. 

e.  Hypertonic  dextrose  solution  intraven- 
ously 25  per  cent,  300  cc. 

f.  Magnesium  sulphate  orally  or  intraven- 
ously. 

g.  Oxygen  available  at  bedside  for  convul- 
sion. 

h.  Delivery  by  most  practicable  means  if 
there  is  no  improvement. — J.  D.  Kind- 

schi,  M.D.,  Portland,  Oregon;  Northwest  Medi- 
cine, 36:4,  April,  1937. 


RELATIONSHIP  OF  TRAUMA  TO  CONSTITUTIONAL  DISEASE 


By  M.  B.  RUSOFF,  M.D.,  Columbus,  Ohio 


TO-DAY,  I shall  discuss  the  relationship  of 
trauma  to  constitutional  disease.  To  a 
greater  extent  I shall  dwell  upon  the  sig- 
nificance of  this  relationship  to  compensability. 
The  establishment  of  this  relationship  will  often 
depend  directly  upon  you,  either  as  the  examining 
or  the  treating  physician.  Industry  will  require 
your  examination  long  before  the  occurrence  of 
trauma.  In  fact,  this  examination  must  need  occur 
either  as  a pre-employment  or  a periodic  examina- 
tion. You  note  that  I stress  the  word  examination. 
It  is  my  sincere  hope  that  the  emphasis  will  pre- 
vent the  substitution  of  “inspection”  for  exami- 
nation, in  your  industrial  practice. 

Before  proceeding,  permit  me  to  ask  a few 
questions.  How  long  does  it  require  to  take  a 
history  and  do  a physical  examination  in  ward 
clinics?  Could  you  afford  to  do  that  for  50  cents 
when  you  are  in  active  practice?  Yet  that  is 
exactly  what  is  occurring  today  in  Ohio! 

PREEMPLOYMENT  EXAMINATION 
A certain  plant  in  a certain  city  in  Ohio  em- 
ploys 3,000  men  and  women.  These  employees  are 
examined  yearly.  This  plant  submitted  the  job 
for  bids.  The  lowest  bid  was  50  cents  per  head. 
This  was  accepted.  How  can  any  physician  ex- 
amine an  individual  for  50  cents.  You  can  plainly 
see  what  type  of  an  examination  this  is.  No  his- 
tory, a cursory  inspection,  the  employment  or  con- 
tinuance in  employment  of  people  who  are  a 
menace  to  themselves  as  well  as  to  their  asso- 
ciates either  as  a result  of  existing  or  incipient 
disease.  Industry  is  competitive — it  must  lower 
the  cost  of  production — so  it  seeks  cheap  medical 
service  and  inadvertently  runs  up  its  cost  of  pro- 
duction by  time  off  due  to  illness  or  injury,  and 
increases  its  cost  of  compensation  for  injuries — 
all  of  which  might  have  been  prevented  by 
thorough  examination. 

We,  as  physicians,  should  pride  ourselves  suffi- 
ciently in  our  profession  not  to  prostitute  it  and 
make  it  lose  its  dignity  by  doing  cheap  com- 
petitive work.  It  is  our  job  to  prevent  the  oc- 
currence of  50  cent  examinations  by  refusing  to 
submit  bids  of  that  type.  Industry  in  time  may 
realize  its  error,  but  it  is  our  duty  to  make  it 
realize  the  fallacy  of  cheap  medical  service. 

The  pre-employment  examination,  by  its  very 
nature,  cannot  be  nearly  as  circumspect  as  those 
you  perform  here  in  school.  Industry  submits  an 
ostensibly  well  man  for  your  examination.  He 
seeks  employment.  You  adjudge  him  physically 
fit  for  work  and  should  label  him  for  the  type  of 
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work  he  is  potentially  able  to  perform.  Your  his- 
tory is  brief  but  essential:  what  previous  in- 

juries has  he  sustained?  What  previous  illness 
has  he  suffered?  When  did  he  sustain  and  suffer 
these?  How  long  did  he  require  to  recuperate? 
This  will  suffice  if  it  is  complete.  Your  examina- 
tion, needless  to  say,  cannot  be  as  thorough  as 
might  be  theoretically  desirable.  While  the  fore- 
man is  clamoring  for  40  or  50  workmen  you  can- 
not hold  up  the  production  in  his  department  so 
that  your  medical  conscience  may  be  completely 
satisfied. 

SIMPLE  BUT  CAREFUL  EXAMINATION 

However,  you  can  have  every  applicant  disrobe 
completely — you  can  observe  the  general  ap- 
pearance— the  evidence  of  pronounced  infirmities 
and  demonstrable  previous  injuries — you  can 
check  a heart  and  chest  by  means  of  stethescope 
and  percussion — you  can  examine  the  abdomen 
for  presence  of  hernia  and  the  back  for  limitation 
in  motion — and  the  extremities  for  disturbance  in 
the  weight-carrying  angle,  limitation  in  motion, 
irregularities  in  long  bone,  and  disturbance  of 
peripheral  vascular  system.  A few  occupations 
will  require  special  types  of  examination. 

This  is  a comparatively  cursory  examination — 
and  yet  if  this  alone  were  done  the  incident  of  in- 
juries and  prolonged  disabilities  would  be 
diminished  to  a great  extent. 

The  laboratory  has  a definite  place  in  industrial 
medicine.  A routine  urine  for  sugar  and  albumin 
and  a Wassermann  are  sufficient  and  essential. 

You  know  that  10  to  12%  per  cent  of  the  popu- 
lation in  the  United  States  suffers  from  syphilis. 
In  our  work,  we  find  a slightly  higher  percentage. 
This  is  not  an  inconsequential  complicating 
factor  in  trauma. 

To  some  industrial  surgeons,  this  type  of  an 
examination  would  probably  be  laughable — not 
because  of  its  cursory  nature  but  because  of  its 
complexity.  Industry  clamors  for  workmen  when 
it  requires  labor.  It  does  not  count  the  cost  of 
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incompetent  physical  equipment.  It  counts  the 
speed  and  cost  of  production.  It  does  not  desire 
you  to  do  anything  that  in  any  way  will  hold  up 
its  production.  And  labor,  on  the  other  hand, 
wants  every  workman  placed  in  work  irrespective 
of  his  physical  fitness.  It  subscribes  to  the  tow- 
ing system  in  physical  fitness  as  well  as  in  pro- 
ductivity. You  will  be  pitted  against  both  labor 
and  industry  in  your  work.  Every  industrial  sur- 
geon is. 

To  perform  your  work  properly,  at  times  you 
must  refuse  to  capitulate  to  their  demands.  Every 
workman  that  you  certify  for  work  will  not  be  a 
perfect  physical  specimen.  There  are  too  few  of 
them.  But  you  should  know  their  physical  im- 
perfections and  you  should  fit  the  job  to  the  man. 
You  cannot  fit  the  man  to  the  job.  Your  refusal 
to  certify  a man  for  a job  he  cannot  perform  is 
the  major  purpose  of  the  pre-employment  exami- 
nation. 

SYPHILIS 

I previously  mentioned  your  knowledge  of  the 
workman’s  physical  imperfections.  This  is  the 
basis  for  the  establishment  of  the  relation  of 
trauma  to  constitutional  disease.  The  important 
constitutional  diseases  in  general  practice  are 
likewise  the  important  constitutional  diseases  in 
industrial  practice.  Syphilis  rates  number  one 
place.  The  etiology  is  known.  Trauma  can  play 
no  part  in  its  causation  except  in  the  rare  in- 
stance. This  sounds  paradoxical,  yet  we  have  a 
claimant  drawing  permanent  total  disability  for 
tabes  dorsalis  resulting  from  a bite  he  received 
while  restraining  a case  of  general  paralysis  at 
the  Columbus  State  Hospital.  Times  without 
number,  syphilis  has  allegedly  been  aggravated 
by  injury. 

AGGRAVATION  OF  A CONDITION 

By  the  way,  that  word  “aggravation”  has  cost 
the  Industrial  Commission  an  untold  amount  of 
money.  A few  moments  ago  I said  that  labor 
wants  every  workman  placed  in  industry  regard- 
less of  his  physical  fitness.  To  protect  the  work- 
man, labor  inserted  the  word  “aggravation”  in 
the  Workmen’s  Compensation  Act.  Consequently, 
lack  of  physical  fitness  is  compensated  to  a 
greater  degree  than  the  presence  of  physical  fit- 
ness. Industry  has  tried  unsuccessfully,  time  after 
time,  to  delete  that  word  “aggravation.” 

I do  not  want  to  give  you  the  impression  that 
I am  biased,  that  I am  “pro-labor”  or  “pro-in- 
dustry”. It  is  my  duty  to  examine  the  injured 
workman,  to  obtain  all  the  medical  facts,  and  to 
interpret  them  to  the  best  of  my  ability  so  that 
the  injured  workman  will  receive  the  full  benefit 
afforded  him  by  the  “Act”.  I am  simply  trying  to 
give  you  the  facts  so  that  you  will  appreciate  the 
problems  you  will  encounter  in  the  practice  of 
industrial  medicine  and  surgery. 

We  have  been  paying  compensation  for  “Char- 


cot joints” — “aortic  aneurysms” — “tabes  dor- 
salis”— and  a multitude  of  end  results  of  syphilis 
appearing  following  some  apparently  trivial  in- 
jury, such  as  a sprained  ankle,  a blow  to  the 
chest,  or  an  injury  to  the  back.  Many  of  these 
were  misdiagnosed  and  attributed  to  the  direct 
effects  of  the  injury.  All  because  the  simple  pro- 
cedure of  drawing  a “Wassermann”  was  neglected. 

Practically  speaking,  if  an  injury  can  be  proven 
which  may  have  “aggravated”  the  manifestations 
of  syphilis,  we  must  compensate  the  ensuing  dis- 
ability, which  is  directly  due  to  the  injury,  and 
pay  for  anti-luetic  therapy  until  that  disability  is 
relieved.  I did  not  say  that  we  pay  for  the 
therapy  until  the  syphilis  is  cured.  That  is  not 
our  responsibility.  That  is  not  due  to  the  injury. 
It  was  “aggravated”  by  the  injury.  In  addition 
to  being  aggravated  by  injury,  syphilis  may 
aggravate  injury,  that  is,  prolong  the  disability. 
Here  again,  specific  therapy  is  authorized  by  the 
Commission  and  should  be  instituted.  To  sum  this 
up,  we  may  well  say  that  “to  be  fore-warned  is 
to  be  fore-armed,”  in  your  management  of  the 
injured  syphilitic. 

TUBERCULOSIS 

Tuberculosis  is  not  uncommon  in  industrial 
practice.  Unfortunately,  every  chest,  like  every 
back,  cannot  be  X-rayed.  The  cost  alone  would 
be  prohibitive,  and  in  its  early  and  quiescent 
stages,  it  does  not  lend  itself  well  to  diagnosis 
by  clinical  examination.  It  can  be  “aggravated” 
by  injury  and  does  decrease  the  recuperative 
powers.  The  situation  here  is  not  nearly  so 
simple  as  that  which  we  encounter  in  regard  to 
syphilis.  The  treatment  is  not  so  simple.  The 
interruption  in  earning  capacity  is  longer  and 
the  chance  for  rehabilitation  is  less.  Before  you 
relate  it  to  trauma,  you  must  be  certain  that  the 
relationship  will  bear  up  under  the  closest 
scrutiny  afforded  by  the  best  consultants  whom 
the  Commission  can  and  does  employ. 

Only  the  other  day  a very  interesting  case  was 
brought  to  my  attention.  This  claimant,  now 
about  35  years  of  age,  suffered  a subluxation  of 
his  right  sacroiliac  articulation  as  the  result  of 
a compensable  injury  some  five  or  six  years  ago. 
Due  to  the  lack  of  progress  with  palliative 
measures,  a fusion  operation  whs  authorized  and 
performed  several  years  later.  The  incision 
failed  to  heal — a discharging  sinus  then  developed. 
A curettement  of  the  underlying  bone  was  done. 
The  sinus  persisted.  Finally,  a diagnosis  of  a 
tubercular  involvement  of  the  sacroiliac  joint  was 
made.  A psoas  abscess  developed.  It  required 
drainage.  Then  this  claimant’s  active  pulmonary 
tuberculosis  was  recognized. 

Here  we  have  a pitiably  disabled  individual. 
He  has  drawn  total  compensation  for  six  years. 
Most  of  that  time  he  has  been  hospitalized — re- 
covering from  or  submitting  to  operative  pro- 
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cedure  and  being  immobilized  in  cast  after  cast. 
The  medical  expense,  irrespective  of  the  com- 
pensation, has  been  several  thousands  of  dollars. 
Industry  has  indirectly  charged  the  burden  of 
this  expense  to  you  and  to  the  rest  of  us  who 
purchase  their  products. 

I am  not  using  this  case  as  a moral  in  a 
crusade  against  incompetent  practices  of  indus- 
trial medicine.  But,  it  does  make  me  wonder 
what  the  progress  of  this  case  would  have  been 
had  the  presence  of  tuberculosis  been  discovered 
at  the  pre-employment  examination.  I wonder  if 
this  man  would  have  been  subjected  to  operation. 
For  that  matter,  I wonder  if  industry  would  have 
employed  this  man.  Now  we  at  the  Commission 
are  confronted  with  the  responsibility  of  this 
man’s  pulmonary  tuberculosis.  Whether  or  not 
we  shall  assume  the  responsibility  for  that,  I do 
not  know. 

If  we  do  not,  this  man  will  soon  have  his  com- 
pensation terminated  and  the  full  responsibility 
of  his  pitiable  condition  thrust  upon  him  and  the 
charities  of  his  community.  If  we  do  accept  the 
responsibility,  we  shall  very  likely  have  a 
permanently  and  totally  disabled  individual  on 
our  hands. 

This  and  similar  cases  have  occurred.  We  can- 
not prevent  them,  but  the  question  that  arises  is : 
“Can  we  prevent  these  future  occurrences?”  I 
do  not  know! 

In  the  meantime,  we  should  at  least  realize  the 
physical  imperfections  of  those  men  we  certify 
for  work  so  that  when  injury  interrupts  their 
employment,  we  can  treat  them  intelligently  and 
expeditiously. 

DIABETES 

Diabetes  has  its  manifestations  in  industry  as 
well  as  in  private  practice.  And  it  has  its  com- 
plications too.  To  blame  the  causation  of  diabetes 
on  injury  is  not  uncommon.  Every  day  we  are 
confronted  with  claims  for  disability  resulting 
from  diabetes — the  diabetes  allegedly  resulting 
from  some  trauma.  This  allegation  is  not  as 
ridiculous  as  it  sounds. 

Stevens,  in  his  “Practice  of  Medicine”,  says: 
“Injuries  to  the  head  and,  less  frequently,  to  other 
parts  of  the  body,  not  rarely  produce  glycosuria 
and,  in  persons  with  weak  insulinogenic  power, 
occasionally  leads  to  diabetes.”  The  word  “oc- 
casionally” is  sufficient  to  let  reputable  physi- 
cians ascribe  a previously  unrecognized  diabetes 
to  trauma  of  variable  proportions.  In  the  past, 
where  the  etiology  of  a disease  was  unknown, 
trauma  received  the  full  share  of  the  responsi- 
bility. Too  many  text-books  are  revisions  of  those 
earlier  editions;  the  revisions  occurring  in  the 
particular  subjects  in  which  the  author  was  in- 
terested. Consequently,  trauma  has  come  down 
through  the  ages  bearing  the  brunt  of  many  un- 
merited etiological  responsibilities. 


I am  able  to  quote  on  good  authority  that 
Joslin  does  not  recognize  trauma  as  playing  any 
part  in  the  causation  of  diabetes — temporary 
glycosuria,  due  to  increase  of  adrenal  output  re- 
sulting from  the  emotional  factor  of  trauma  but 
not  true  diabetes.  Of  course,  where  a portion  of 
the  pancreas  is  destroyed,  diabetes  can  occur  and 
be  due  to  injury.  So  far,  I know  of  none  in  this 
category  drawing  compensation  at  the  present 
time.  I wager  that  a good  pre-employment  or 
periodic  examination  would  obviate  the  necessity 
of  claims  for  diabetes  of  allegedly  traumatic 
origin. 

We  do  authorize  therapy  for  diabetes  where 
that  condition  is  prolonging  a disability,  or  where 
diabetes  has  been  aggravated  by  injury,  such  as 
diabetic  gangrene  resulting  from  trauma  to  ex- 
tremities. Industry  has  wittingly  or  unwittingly 
accepted  the  diabetic.  Therefore,  indirectly  it 
must  be  held  responsible  for  the  effect  of  diabetes 
on  injury. 

ARTERIO-SCLEROSIS 

Arterio-sclerosis — the  natural  concomitant  of 
senescence — plays  an  insidious  role.  During 
active  employment,  it  is  latent.  With  the  occur- 
rence of  trauma,  it  becomes  apparent  and  of 
major  importance.  Whether  it  is  accelerated  or 
accentuated  by  trauma,  I do  not  know.  Many 
ascribe  to  the  belief  that  the  physical  idleness 
necessary  in  the  recuperation  from  injury  ag- 
gravates the  underlying  arterio-sclerosis  and 
makes  its  disabling  quality  manifest.  At  any 
rate,  we  have  claims  without  number  where  the 
major,  if  not  sole,  disability  is  senility,  and  its 
accompanying  arterio-sclerosis. 

We  cannot  deny  that  these  individuals  were 
remuneratively  employed  prior  to  the  injury  and 
that  their  employment  was  terminated  by  the  in- 
jury— often  a very  trivial  injury.  In  all  likeli- 
hood, these  very  claimants  would  have  soon 
terminated  their  employment,  irrespective  of  in- 
jury. Nevertheless,  we  can  not  say  that  the  injury 
did  not  accelerate  their  arterio-sclerosis  and  its 
attending  infirmities.  It  is  a sad  and  difficult 
situation  at  best. 

There  are  many  constitutional  diseases  that 
are  related  to  injury.  I could  go  on  indefinitely 
describing  their  relationship  and  the  significance 
of  that  relationship  in  the  practice  of  industrial 
medicine.  Many  of  the  examples  we  see  daily  in 
our  work  at  the  Industrial  Commission  are  in- 
teresting, to  say  the  least.  The  solution  of  many 
requires  more  insight  than  any  mortal  possesses — 
especially  when  the  physical  condition  of  the 
claimant  prior  to  injury  is  unknown. 

However,  this  lecture  would  not  be  complete 
if  I did  not  dwell  upon  some  of  the  cardiac  af- 
fections and  their  relation  to  trauma.  Here  again 
trauma  has  been  forced  to  assume,  many  times 
undeservedly,  the  etiological  role.  Everything 
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from  rheumatic  endocarditis  to  adhesive  peri- 
carditis, has  been  ascribed  to  injury.  This  is  made 
possible  by  a total  ignorance  of  the  claimant’s 
condition  prior  to  injury. 

Often  times  a murmur  is  noted  some  years 
after  an  injury.  This,  not  rarely,  is  accidental. 
I do  not  mean  accidental  in  origin,  but  acci- 
dentally discovered  by  the  examiner. 

Due  to  the  enormous  number  of  cases  our  field 
examiners  are  obliged  to  see,  they  must  usually 
content  themselves  solely  with  the  examination  of 
the  presenting  part.  Consequently,  most  of  the 
claimant’s  anatomy  is  neglected.  Rarely  an  ex- 
aminer is  able  to  spend  more  time  on  a case  and 
then  he  possibly  unearths  pathology  which  con- 
tributes more  to  the  prolongation  of  the  disability 
than  the  injury  in  question.  I distinctly  remem- 
ber such  a case  when  I was  in  the  field.  This  man 
had  been  drawing  disability  for  a number  of 
years.  His  complaints  consisted  primarily  of 
stiffness  and  pain  in  the  back  between  the  shoul- 
der blades.  This  was  ascribed  to  a demonstrable 
arthritis.  I saw  him  in  one  of  our  branch  offices 
where  our  equipment,  to  say  the  least,  is  inade- 
quate. I suppose  I would  have  conducted  the 
usual  examination  and  let  it  go  at  that  if  I had 
not  noted  the  marked  cyanosis  about  his  lips.  At 
no  time  had  he  made  a complaint  of  cardiac  dis- 
function. Nevertheless,  I listened  to  his  heart  and 
heard  murmurs  that  were  characteristic  of  noth- 
ing I had  ever  heard  before.  My  provisional  diag- 
nosis was  aortic  insufficiency,  inasmuch  as 
the  pulse  pressure  markedly  exceeded  normality, 
and  a possible  aortic  aneurysm. 

At  the  time,  I could  see  no  relationship  of  that 
to  the  injury — a blow  on  the  back.  I saw  this 
man  some  time  later  after  I had  become  the  ex- 
aminer at  our  main  office.  Being  curious  about 
the  exact  condition  present,  I had  cardiological 
consultation.  With  the  use  of  the  fluoroscope,  a 
pulmonary  aneurysm  was  disclosed.  The  con- 
sulting cardiologist  had  seen  only  one  previously. 
This  aneurysm  easily  accounted  for  the  pain  and 
complaints.  Instead  of  terminating  this  claim- 
ant’s disability,  this  disclosure  made  him  a 
permanent  total  disability,  since  the  cardiologist 
was  firmly  convinced  that  the  injury  in  question 
had  caused  the  aneurysm.  I wonder  if  that 
aneurysm  was  present  prior  to  injury?  We  shall 
never  know.  Another  pre-employment  inspection 
is  responsible. 

TRAUMATIC  HEART  DISEASE 

This  recalls  another  interesting  case  to  mem- 
ory. It  bears  out  the  old  story — a long  period  of 
disability  based  on  subjective  complaints  of  weak- 
ness, easy  fatiguability,  dyspnea  on  exertion — 
all  following  a blow  to  the  sternum.  Many  of 
our  examiners  had  seen  this  man  and  listened  to 
his  heart.  None  of  us  had  heard  anything  re- 
markable. Perhaps  we  were  not  listening  for 


anything!  At  any  rate,  in  the  course  of  time, 
this  man  appeared  for  examination  relative  to 
permanent  total  disability — as  all  cases  do  when 
they  have  received  the  maximum  amount  of  tem- 
porary total  and  temporary  partial  disability. 

Due  to  our  inability  to  find  any  organic  path- 
ology, and  due  to  the  apparent  sincerity  of  the 
claimant’s  complaints,  we  hospitalized  him.  Thei'e 
we  found  a classical  picture  of  adhesive  peri- 
carditis. Due  to  the  lack  of  cardiac  embarrass- 
ment at  the  time  of  the  injury,  I attributed  the 
condition  to  Pick’s  disease,  multiple  serositis, 
tuberculosis  or  rheumatism,  but  due  to  the  ab- 
sence of  cardinal  symptoms,  we  were  forced  to 
accept  the  “adhesive  pericarditis,”  as  due  to  the 
injury  and  consider  the  claimant  as  permanently 
and  totally  disabled. 

Much  experimental  work  has  been  done  on 
traumatic  heart  disease.  This  work  is  far  from 
complete.  It  has  revealed  that  interruption  in  the 
conduction  mechanism  and  valvular  incompetency, 
can  be  due  to  a direct  blow  to  the  sternum  and 
left  chest.  In  all  cases,  the  disfunction  and  in- 
competency has  occurred  immediately.  In  none 
has  it  been  delayed  and  in  none  has  embarrass- 
ment failed  to  be  immediate.  Often-times,  the 
conduction  mechanism  interruption  is  only  tem- 
porary— within  the  space  of  30  days  normal  rate, 
rhythm  and  force  are  restored. 

We  have  many  cases  filed  for  traumatic, 
auricular  fibrillation.  Of  the  true  auricular 
fibrillation,  almost  all  have  occurred  at  various 
intervals  up  to  ten  years  or  later  after  the  injury. 
And  sadly  enough,  many  of  the  alleged  cases  of 
auricular  fibrillation  are  nothing  but  exti’asystols 
of  psychogenic  origin.  I am  afraid  in  these  cases 
the  practitioner  has  allowed  his  heart  to  rule  his 
mind  in  the  diagnosis.  From  what  I have  said, 
it  is  apparent  that  we  have  a wealth  of  clinical 
material.  I could  cite  case  after  case  to  illustrate 
the  absurdities  and  difficulties  encountered  in 
establishing  or  disproving  the  relationship  of 
trauma  to  constitutional  disease. 

If  I have  done  nothing  else  than  show  you  the 
necessity  for  a thorough  and  circumspect  pre- 
employment or  periodic  examination,  I am  satis- 
fied. I may  be  trying  to  establish  a Utopian 
form  of  industrial  practice,  but  the  best  you  and 
I can  do  is  practice  our  profession  so  that  it  may 
retain  its  foremost  place  in  all  the  pursuits  man 
can  follow.  With  the  consequent  increase  of  our 
influence,  we  may  eventually  be  able  to  protect 
the  workman  in  industry  and  from  himself. 


Unless  you  expect  to  specialize  at  once  in  sur- 
gery or  a special  branch  of  medicine,  from  one  to 
two  years  is  long  enough  to  linger  in  the  delight- 
ful atmosphere  of  the  hospital. — Wingate  M. 
Johnson,  M.D.,  Page  16,  “The  True  Physician”, 
The  Macmillan  Co.,  1936. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS* 

Jaundice  of  Four  Month’s  Duration  with  Epigastric  Distress  in  a Woman  Aged  45 
By  H.  L.  REINHART,  M.D., 


CASE  HISTORY 

A 45-YEAR  old  housewife  was  admitted  to 
the  University  Hospital,  deeply  jaundiced 
and  complaining’  of  epigastric  distress. 
The  onset  was  four  months  prior  to  admission 
with  a subsequent  gradual  increase  in  the  in- 
tensity of  jaundice.  She  was  nauseated  most  of 
the  time  but  rarely  vomited.  Her  stools  were 
clay  colored.  She  had  lost  about  20  pounds  dur- 
ing the  present  illness.  The  past  history  was 
irrelevant. 

Physical  examination  revealed  a generalized 
and  intense  icterus.  There  was  a palpable  mass 
in  the  right  upper  quadrant  extending  10  cm. 
below  the  costal  margin.  This  mass  was  firm, 
slightly  tender  and  was  interpreted  as  liver.  A 
moderately  large  umbilical  hernia  was  present. 
The  blood  pressure  was  125/60.  The  physical  ex- 
amination was  otherwise  negative.  The  tempera- 
ture during  the  first  six  hospital  days  fluctuated 
daily  between  98.°  and  103.°  and  was  considered 
indicative  of  a hepatic  or  “Charcot’s  intermittent 
fever’’.  The  pulse  was  around  100/minute  and 
respirations  20/minute.  The  icterus  index  was 
50.  There  was  an  immediate  direct  Van  den 
Bergh  reaction,  and  the  serum  bilirubin  was  3.6 
mgm.  per  cent  (normal  about  0.5  mgm.  per  cent). 
The  blood  count:  3,380,000  R.B.C.;  9500  W.B.C.; 
72  segmenters;  17  lymphocytes;  10  monocytes; 
and  1 eosinophile.  Repeated  blood  counts  sub- 
stantiated the  existence  of  a hypochromic 
microcytic  (secondary)  anemia  and  a leucocytosis 
of  moderate  degree.  The  platelet  count  was 
547,200/  cubic  m.m.  Urinalysis:  Specific  gravity 
1.010,  acid  in  reaction;  no  glycosuria  or  albumi- 
nuria but  bile  was  present.  The  blood  urea  was 
9 mgm.  per  cent  (slightly  reduced:  restricted 
protein,  intake  and  protein  conservation  of  inani- 
tion? indication  for  blood  transfusion?).  The 
galactose  tolerance  test  revealed  no  galactosuria 
during  the  five  hour  test  period  (normal)  but  the 
hippuric  acid  test  was  only  1.4  grams  in  four 
hours  (average  normal  3 grams). 

Cholecystography  revealed  a non-filling  gall 
bladder  without  visual  evidence  of  calculi.  In  six 
days  the  coagulation  time  was  reduced  to  eight 
minutes  and  the  bleeding  time  to  one  minute. 
The  temperature  had  practically  reached  normal 
and  the  general  condition  of  the  patient  was  im- 
proved. There  was  no  clinical  or  laboratory  evi- 
dence of  diminution  of  the  jaundice.  The  coagu- 
lation time  Howell  Method  (normal  20  min.)  was 
28.5  minutes  and  the  bleeding  time  Duke’s 
Method  (normal  1-3  min.)  was  2.0  minutes.  On 
the  seventh  hospital  day  a laparotomy  was  per- 
formed under  avertin  anesthesia  with  nitrous 
oxide  supplement.  The  liver  was  found  to  be 
greatly  enlarged,  the  edges  rounded  and  the  color 
a dusky  green.  The  gall  bladder  was  shrunken, 
its  wall  thickened  and  blocking  the  cystic  duct 
were  two  calculi  measuring  approximately  1.5  cm. 


This  is  the  seventeenth  of  a series  of  cases  to  be  pub- 
lished under  the  heading,  “Case  Record  Presenting  Clinical 
Problems.”  The  cases  presented  are  selected  by  Dr.  Harry 
L.  Reinhart  as  the  most  instructive  among  those  discussed 
at  the  weekly  pathologic  conferences  at  Starling- Loving 
Hospital,  Ohio  State  University,  Columbus,  Ohio. 


in  diameter.  Due  to  pressure  and  adhesions  these 
stones  had  almost  obstructed  the  common  duct 
(“pseudocalculi  of  the  common  duct”). 

Cholecystectomy  with  “T”  tube  drainage  in  the 
common  duct  was  carried  out.  After  operation 
she  was  given  1000  cc.  saline  with  100  grams 
glucose  intravenously  and  a hypodermoclysis  of 
1500  cc.  saline  with  75  grams  of  glucose.  Also  10 
cc.  of  10  per  cent  calcium  gluconate  was  given 
intravenously. 

Eight  hours  post  operatively  the  patient  sud- 
denly exhibited  signs  of  shock  with  hyperpyrexia 
(acute  hepatic  insufficiency?).  The  pulse  in- 
creased to  150  and  the  temperature  which  had 
been  986  rose  to  104.  The  respirations  were  25. 
The  blood  pressure  was  unobtainable.  The  blood 
urea  rose  to  66  mgm.  per  cent  and  the  urinary 
output  was  less  than  700  cc.  in  the  first  24  hours 
after  operation.  She  was  given  600  cc.  of  citrated 
blood,  50  cc.  of  50  per  cent  glucose  and  3 cc.  of 
concentrated  liver  extract.  Following  this  she 
improved  markedly  and  in  six  hours  complained 
of  hunger.  Intravenous  glucose  and  liver  extract 
were  continued.  There  was  no  nausea  or  disten- 
tion and  the  biliary  drainage  was  adequate. 
Twenty-four  hours  later  there  was  a profuse 
diaphoresis  and  the  blood  pressure  which  had 
been  70/60  rose  to  114/80.  The  pulse,  however, 
remained  150-160.  Her  condition  continued  to 
improve  until  the  eleventh  hospital  day  when  she 
developed  a cough  and  a blood  mucoid  sputum, 
while  the  temperature  which  had  reached  a nor- 
mal level,  rose  to  102°.  Physical  examination  and 
roentgenograms  revealed  consolidation  of  the  base 
of  the  lower  lobe  of  the  right  lung.  Her  con- 
dition became  rapidly  worse  and  she  expired 
within  24  hours.  The  clinical  diagnosis  was  ob- 
structive jaundice,  inanition,  and  lobar  pneu- 
monia. The  treatment  was  supportive  and  pallia- 
tive, cholecystectomy  and  choledochotomy  with 
“T”  tube  drainage  and  postoperative  blood  trans- 
fusion. 

Anatomical  Diagnosis: 

1.  Emaciation. 

2.  Marked  diffuse  jaundice. 

3.  Recent  upper  abdominal  surgical  incision 
with  drainage. 

4.  Recent  cholecystectomy  with  common  duct 
drainage. 

5.  Fibrosis,  hemorrhage  and  marked  edema  of 
gastrohepatic  omentum. 

6.  Moderate  dilatation  of  hepatic  and  com- 
mon bile  ducts. 

7.  Obstructive  biliary  cirrhosis  (liver  weight 
2150  grams). 

8.  Splenomegaly  (340  grams). 

9.  Moderate  terminal  hemorrhage  into  lesser 
peritoneal  cavity. 

10.  Lobar  pneumonia,  lower  and  middle  lobes, 
right  lung. 

11.  Arteriosclerotic  nephritis. 

12.  Atherosclerosis  of  aorta. 

The  clinical  history  and  laboratory  examina- 
tions supported  the  tentative  diagnosis  of  ob- 
structive jaundice.  Surgical  removal  of  the  ob- 
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struction  if  possible,  offers  the  best  prognosis. 
The  prognosis  of  surgical  intervention  in  this  and 
similar  cases  may  be  accurately  determined  and 
often  favorably  altered  by  preoperative  manage- 
ment, the  type  of  management  depending  largely 
upon  the  information  obtained  by  clinical  labora- 
tory investigations.  In  every  case  of  jaundice 
there  is  some  degree  of  impairment  of  liver 
function.  Degenerative  changes  in  the  liver  de- 
velop rapidly  in  obstructive  jaundice  and  are 
largely  responsible  for  the  poor  prognosis  in 
chronic  cases  such  as  this  one.  The  longer  the 
jaundice  has  persisted  the  greater  the  impair- 
ment of  liver  function  and  the  more  grave  the 
prognosis.  Cholecystitis  with  or  without  jaundice 
is  likewise  associated  with  impairment  of  liver 
function.  Graham  and  his  associates  predicate  a 
primary  hepatitis  with  most  gall  bladder  infec- 
tions. Investigation  of  liver  function  would  there- 
fore seem  warranted  for  the  prognosis  and  man- 
agement of  all  cases  of  jaundice  and  cholecystitis 
before  operation. 

From  analysis  of  the  evidence  obtained  by  the 
laboratory  investigations  of  this  case  along  these 
lines,  we  may  conclude  that  the  deceased  had  (1) 
a rather  marked  impairment  of  liver  function 
(Hippuric  acid  liver  function  test),  (2) 
secondary  anemia  and  subacute  infection  (blood 
count),  (3)  obstructive  jaundice  (Van  den 
Bergh  test,  acholic  stools  and  bile  in  urine), 
and  (4)  delayed  blood  coagulation.  The  ad- 
ministration of  calcium  gluconate  was  attended 
by  an  improvement  of  the  blood  coagulation  time. 
Glucose  was  given  for  the  inanition.  Blood  trans- 
fusions may  also  be  used  in  cases  of  inanition. 
They  represent  the  only  practical  means  of  sup- 
plying protein  intravenously,  as  well  as  other 
foods,  minerals  and  cellular  elements  needed  by 
such  individuals.  E.  Starr  Judd  and  his  associates 
advise  blood  transfusions  in  the  preoperative 
management  of  jaundiced  patients  especially  for 
the  control  of  anoxemia  and  anemia. 

The  shock-like  symptoms  which  developed  after 
operation  may  be  interpreted  as  an  acute  hepatic 
insufficiency,  based  on  the  advanced  liver  disease 
incident  to  the  chronic  obstructive  jaundice. 
Being  prepared  for  such  a crises  by  the  liver 
function  tests  it  was  efficiently  and  successfully 
managed. 

Her  subsequent  clinical  course  was  progressing 
satisfactorily  until  she  developed  a lobar  pneu- 
monia, of  the  lower  and  middle  lobes  of  the  right 
lung.  The  terminal  hemorrhage  into  lesser  peri- 
toneal cavity  and  around  the  operative  site,  was 
considered  incident  to  the  toxemia  of  the  pneu- 
monia and  the  strain  and  trauma  of  the  cough- 
ing. 

Our  experience  during  the  past  two  years  with 
the  hippuric  acid  test  of  liver  function  has  been 
very  encouraging.  The  ready  availability  of  the 
material  used  in  the  test  and  the  technical  sim- 


plicity of  the  test  warrant  its  more  extensive 
trial.  I have  asked  Dr.  DeLor,  who  has  conducted 
the  clinical  investigations  with  this  test  during 
the  past  two  years  to  summarize  his  experience. 

Dr.  C.  J.  DeLor,  Commentator: 

The  hippuric  acid  test  of  liver  function  was 
made  clinically  available  by  Quick  in  1933.  It  is 
based  on  evidence  that  the  liver  is  responsible  for 
the  combining  of  benzoic  acid,  or  its  salts  with 
glycine  to  form  hippuric  acid  which  is  excreted  in 
the  urine.  The  principle  of  the  test  is  apparently 
related  to  if  not  actually  the  detoxifying  mechan- 
ism of  the  liver.  The  test  consists  essentially  in 
the  administration  of  a test  meal  including  a 
definite  quantity  of  sodium  benzoate,  collection  of 
the  urine  over  a definite  period  of  time,  and  de- 
termination of  the  amount  of  hippuric  acid  ex- 
creted in  the  collected  urine.  There  are  no  con- 
tra-indications. The  only  handicap  so  far  known 
is  renal  insufficiency.  In  the  presence  of  a blood 
urea  nitrogen  above  20  mgm.  per  cent,  the  hip- 
puric acid  is  not  excreted  by  the  kidneys.  The 
exact  technique  of  the  test  was  published  by 
Quick  in  the  American  Journal  of  The  Medical 
Sciences,  May,  1933,  page  630. 

Quick  states  that  an  individual  should  excrete 
at  least  3.0  grams  of  benzoic  acid  expressed  as 
“The  Hippuric  Acid  Test”  in  four  hours.  Snell 
and  Plunkett  are  of  the  opinion  that  2.55  grams 
is  the  lower  limit  of  normal.  In  22  normal  cases 
we  found  the  normal  average  to  be  3.3  grams, 
with  a lower  limit  of  2.8  grams  and  a maximum 
of  4.5  grams.  Generally  speaking  any  hippuric 
acid  test  with  excretion  of  less  than  3.0  grams 
should  be  considered  as  indicative  of  impaired 
liver  function.  Snell  and  Plunkett  found  that  in- 
dividuals excreting  1.5  grams  or  less  of  hippuric 
acid  were  poor  operative  risks.  In  our  experience, 
patients  excreting  2.0  grams  or  less  have  had  a 
stormy  post-operative  course,  and  the  present 
case  is  a classical  example  of  such.  (H.  A.  T. 
1.4  grams).  If  surgery  is  imminent  and  the 
hippuric  acid  test  is  low  then  proper  precautions 
should  be  taken.  Compared  with  certain  other 
tests  of  hepatic  function  the  H.A.T.  in  our  ex- 
perience has  proven  to  be  the  most  reliable. 

In  a series  of  125  cases  suspected  of  having 
liver  damage,  35  per  cent  of  which  were  followed 
through  surgery  or  autopsy,  we  found  the  H.A.T. 
to  be  92  per  cent  accurate,  the  bromsulphthalein 
55  per  cent  accurate  (5  mgm.  of  bromsulphtha- 
lein per  kg.  body  weight),  and  the  galactose  tol- 
erance test  35  per  cent  accurate.  Many  of  the 
liver  function  tests  fail  in  cases  in  which  the  liver 
is  focally  rather  than  diffusely  damaged  such  as 
in  metastatic  carcinoma,  primary  carcinoma  of 
the  liver,  cholangitis  with  lobular  hepatitis,  cir- 
rhosis and  leukemic  infiltration.  It  is  in  the  latter 
type  of  pathology  especially  that  the  hippuric 
acid  test  shows  its  superiority. 


ACUTE  PNEUMONITIS;  CHRONIC  SALPINGITIS;  Case  Report 

By  ROBERT  M.  JOHNSTON,  M.D.,  Cincinnati,  Ohio 


THE  patient,  a married  woman  aged  26,  was 
brought  into  my  office  by  her  husband  on  a 
rainy  day,  November  12,  1935,  referred  by 
Dr.  R.  D.  Mudd.  Complaint;  nervousness.  A 
detailed  history  and  thorough  physical  examina- 
tion was  done.  History  summary:  backache, 

belching,  constipation,  recent  cough,  dizziness, 
headaches,  fainting  spells,  three  in  all,  the  last 
one  three  days  ago ; frequent  urination.  Leucor- 
rhea;  menstrual  period  every  31  days. 

Examination.  General:  a small,  slender,  mal- 
nourished white  woman,  with  general  skin  pallor, 
pupils  widely  dilated,  is  excited  and  appears 
acutely  ill.  Height  62  inches,  weight  92% 
pounds,  temperature  102,  pulse  variable,  112  to 
136,  blood  pressure  108/66;  hands  and  feet  cold  to 
examiner’s  hand.  One  impacted  upper  left 
molar;  one  crowned  tooth.  Apices  of  both  lungs 
clear  to  ausculation  and  percussion;  dullness  to 
the  right  of  vertebral  column  in  the  interscapular 
space;  fine  moist  rales  in  the  right  base.  Ab- 
dominal tenderness  light  in  the  right  lower  quad- 
rant; about  twice  the  amount  of  tenderness  how- 
ever is  elicited  in  the  left  lower  quadrant.  A 
mucopurulent  discharge  exudes  from  an  eroded 
cervix.  Adnexal  intravaginal  tenderness  corre- 
sponds to  the  findings  noted  by  abdominal  palpa- 
tion, i.  e.,  more  on  the  left.  The  left  Falliopian 
tube  is  palpable,  soft,  abnormally  sensitive  to 
pressure.  Impression:  Acute  pneumonitis,  lung 
abscess  suspected;  chronic  pelvic  inflammatory 
disease. 

Laboratory  data:  at  office,  white  blood  count 
5,800,  hemoglobin  85  per  cent.  Patient  was  sent 
directly  to  Deaconess  Hospital  for  X-ray  of  the 
chest  and  treatment.  X-ray  report  by  Dr.  E.  R. 
Bader.  “.  . . findings  in  the  right  chest  would 
indicate  a pneumonitis  apparently  in  the  middle 

lobe  . . . suspicious  of  a lung  abscess ” 

Stool  and  urine  examinations  were  negative.  The 
predominant  organism  in  the  sputum  was  a 
streptococcus.  Vaginal  smear  revealed  no  specific 
infection,  but  a mixed  infection  and  the  presence 
of  many  leucocytes. 

Therapy.  Remain  in  bed;  soft  diet;  fluids  to 
total  3000  cc.  daily. 

Medications:  Steam  inhalations  with  tincture 
of  benzoin;  ammonium  chloride  10  grains  four 
times  daily;  postural  pulmonary  drainage  several 
times  daily;  cod  liver  oil  one  ounce  daily;  liver 
extract  intramuscularly  three  times  weekly. 
Physical  therapy:  Elliott  treatments  were  given 
vaginally  for  one  hour  daily  during  her  seven 
days’  stay  in  the  hospital.  These  were  sufficient 
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to  relieve  the  abdominal  tenderness.  Due  to  lack 
of  finances  her  husband  took  her  home  the 
seventh  day,  and  a practical  nurse  carried  out  all 
procedures  except  the  Elliott  treatments.  The 
end  of  her  second  week  at  home  she  was  able  to 
be  up  and  about  the  house,  the  rales  had  totally 
cleared  and  temperature  had  been  normal  for  one 
week.  At  home  she  was  given  large  quantities  of 
citrus  fruit  juices,  alvesin,  feosol  tablets  by 
mouth,  in  addition  to  the  inhalations  and  cod 
liver  oil,  and  Dexin  to  supplement  the  diet. 
Within  ten  weeks  she  gained  six  pounds,  or  7 per 
cent,  her  chest  was  clear  and  color  good,  hemo- 
globin however  only  85  per  cent.  The  pelvic  con- 
dition was  checked  and  apparently  had  cleared  up, 
as  there  was  no  positive  finding  except  a small 
erosion,  the  slight  discharge  containing  10  per 
cent  leucocytes. 

Impression:  Pneumonitis,  acute;  salpingitis, 

chronic. — -In  excluding  hyperthyroidism,  tuber- 
culosis, and  pneumonia,  attention  is  directed  to 
these  two  localized  foci  of  infection,  and  con- 
sequent secondary  anemia.  Lung  abscess  was 
suspected.  Rest,  facilitation  of  drainage,  and 
measures  to  build  resistance  and  combat  the 
anemia  effected  prompt  remission  of  all  symp- 
toms. 

826  Union  Central  Building. 


Longevity  and  Stamina 

At  all  events  there  is  a tendency  today  for 
parents  to  coddle  their  children.  In  many  respects 
life  is  being  made  too  easy.  Forty  years  ago  boys 
and  girls  walked  two  and  three  miles  to  school; 
now  they  must  use  an  automobile  to  go  around 
the  corner.  If  our  children  could  only  re-learn 
to  walk!  Babe  Ruth  could  play  baseball  another 
ten  years  if  his  legs  would  only  hold  out.  The 
modern  version  of  an  old  adage  reads:  “A  man 
is  as  old  as  his  knees.”  The  medical  profession 
and  the  public  health  service  should  continue  their 
marvellously  successful  efforts  toward  increasing 
human  longevity — plus  stamina.  — Fi'ank  K. 
Boland,  M.D.,  Atlanta,  Ga. ; Jour.  Med.  Ass’n  of 
Georgia;  XXVI;  4:  April,  1937. 
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A CONTRACT  FOR  PRIVATE  MEDICAL  TEACHING  IN  NORTHERN 

OHIO  IN  1846 

By  FREDERICK  C.  WAITE,  Ph.D.,  Cleveland,  Ohio 


IN  the  middle  of  the  nineteenth  century  nearly 
every  medical  student  began  his  study  under 
a practitioner  In  nearly  all  the  states  at  that 
time  the  medical  societies,  which  were  the  licen- 
sing agencies,  required  three  full  years  of  medi- 
cal study  before  admission  to  examination  before 
the  censors  of  the  society  and  medical  schools 
required  three  years  of  medical  study  before 
graduation  including  attendance  on  two  sessions 
of  medical  lectures. 

After  one  year  of  study  under  a preceptor  the 
student  might  be  admitted  to  a medical  school 
where  the  session  was  four  months.  If  he  re- 
turned for  a second  session,  wrote  a thesis,  and 
passed  the  examinations  he  would  receive  a 
medical  degree. 

Some  students  never  attended  a medical  school, 
many  went  for  one  session,  but  not  for  a second 
session,  while  others  attended  two  sessions  and 
received  the  degree.  The  medical  schools  gave 
didactic  work  and  optional  dissection.  Few 
schools  at  that  time  gave  more  than  incidental 
clinical  instruction.  The  student  depended  upon 
the  preceptor  for  clinical  instruction;  hence  a 
preceptor  with  a large  practice  was  always  pre- 
ferred. 

There  were  many  contracts  made  between  pre- 
ceptor and  student,  but  few  of  them  have  been 
preserved  and  rarely  is  one  found  that  is  so  com- 
plete as  this  one. 

The  preceptor  in  this  case  was  Dr.  Lyman  W. 
Trask.  He  had  attended  the  Medical  College  of 
Ohio,  but  had  not  remained  to  graduate.  He  had 
located  in  Portage  County,  Ohio  in  1834,  twelve 
years  before  this  contract.  He  had  a good  gen- 
eral education  of  which  there  is  evidence  in  his 
communications  to  the  county  papers.  He  was  a 
public  speaker,  appearing  as  the  orator  at  var- 
ious celebrations.  He  was  also  something  of  a 
poet,  several  of  his  poems  appearing  in  the 
county  papers.  He  was  a successful  physician, 
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with  a large  practice,  and  later  entered  public  life 
holding  county  offices. 

Amaziah  Moore  was  born  in  Portage  County 
in  1822  and  was  twenty-four  years  old  at  the  time 
of  this  contract.  He  had  been  educated  in  neigh- 
boring academies  and  at  the  date  of  this  contract 
had  just  returned  from  three  years  of  school 
teaching  in  Kentucky  and  Alabama.  Mark  M. 
Moore  mentioned  in  the  contract  was  an  uncle 
and  a physician  in  a neighboring  town.  Another 
uncle,  Jason  Moore,  was  also  a physician.  Morti- 
mer G.  Moore,  a younger  brother  of  Amaziah 
graduated  at  Cleveland  Medical  College  in  1870. 
This  was  a medical  family. 

This  contract  occupies  two  pages  of  a four 
page  legal  size  sheet  and  is  written  in  the  hand- 
writing of  Dr.  Trask.  In  common  with  all  men 
of  that  time,  Dr.  Trask  had  some  idiosyncrasies 
in  spelling. 

The  document  reads  as  follows: 

“Agreement  between  Lyman  W.  Trask  & Amaziah 
Moore.  

The  Endorsement  of  forty  seven  dollars,  men- 
tioned in  the  within  agreement,  on  a note  now 
held  against  me  by  Mark  M.  Moore,  has  been 
made  this  day  to  my  full  satisfaction. 

Hiram,  April  1,  1846. 

Lyman  W.  Trask 


One  month  lost  time  up  to  this  date. 

Hiram,  Oct.  6,  1846 — L.  W.  Trask 

“This  memorandum  of  an  agreement  made,  this 
first  day  of  April,  Anno  Domini,  one  thousand 
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eight  hundred,  and  forty  six  by,  and  between  L. 
W.  Trask  of  Hiram  township,  County  of  Portage, 
and  State  of  Ohio,  and  Amaziah  Moore,  of  the 
township,  County,  and  State  aforesaid — Wit- 
nesseth — That  the  said  Trask  agrees  to  give  in- 
struction, to  the  said  Moore,  at  his,  the  said 
Trasks  office  in  Hiram  township  aforesaid,  by 
hearing  recitations,  and  giving  proper  explana- 
tions, in  the  following  branches  of  Medicine  to 
wit — Anatomy  of  the  human  body,  Physiology  of 
the  same,  Chemistry,  Materia  Media,  Theory 
and  Practice  of  Medicine,  Surgery,  Midwifery  and 
Diseases,  of  Women,  and  Children,  for  the  term 
of  three  years  from  the  date  of  this  agreement: 
Sundays,  the  Fourth  of  July,  New-Years,  Christ- 
mas, and  State,  and  Presidential  Election  days 
excepted.  It  is  agreed  that  the  time  for  dialy 
recitation  shall  be  from  seven  to  nine  Oclock  A.M. 
It  is  also  understood  that  if  the  said  L.  W.  Trask 
is  necessarily  absent  at  the  aforesaid  time,  he 
the  Said  Trask  shall  have  the  privilege  of  hear- 
ing recitations  during  the  hour  of  from  five  to 
six  oclock  P.M.  to  supply  the  deficiency  caused 
by  his  the  sad  Trasks  absence.  Said  Trask  agrees 
to  furnish  suitable  Standard  books  of  late  date 
of  publication  on  the  aforesaid  branches  of 
Medicine,  for  the  use  of  the  said  Amaziah  Moore, 
during  the  said  term  of  three  years  with  the 
ecceptions  afforesaid.  Said  Lyman  W.  Trask  also 
agrees  to  furnish  a human  skeleton  for  the  use  of 
the  said  Moore  during  the  said  term  of  three 
years,  with  the  aforesaid  ecceptions.  Said  Trask 
agrees  also  to  permit  said  Amaziah  Moore  to  visit 
patients  with  him  the  said  Trask,  during  the  third 
year  of  said  term  of  three  years  as  aforesaid: 
eccept  in  cases  of  Midwifery  and  Diseases  of 
Women  of  a delicate  nature.  It  is  understood 
that  the  said  Moore  shall  make  no  charge  to  the 
said  Trask  nor  to  the  said  Trasks  patients  for  any 
visits  made  as  aforesaid.  In  consideration  of 
which  services  and  privileges  the  said  Amaziah 
Moore  agrees  on  his  part  to  procure  or  cause  to 
be  made  at  his  the  said  Amaziah  Moore’s  own 
expense  an  endorsement  of  forty  seven  Dollars 
on  a certain  not  of  hand,  which  Mark  M.  Moore 
holds  against  said  Trask,  said  endorsement  to 
bear  the  same  date  as  this  agreement.  Said 
Amaziah  Moore  also  agrees  to  be  diligent  in  pur- 
suing the  Studies  aforesaid;  in  attending  as 
punctually  as  possible  at  said  Trasks  Office  at 
said  recitation  hours.  It  is  understood  that  any 
time  that  the  said  Amaziah  Moore  may  lose  on 
account  of  sickness  during  the  said  term  of 
three  years  shall  be  made  up  by  an  extension  of 
said  term  of  three  years.  And  if  the  said 
Amaziah  Moore  shall  choose  to  attend  the  Lec- 
tures in  any  Medical  Institution  for  four  or  eight 
months,  during  the  term  of  three  years  aforesaid, 
then  the  said  Trask  shall  extend  the  said  term 
of  three  years  sufficient  to  give  the  said  Amaziah 
Moore  three  years  of  Office  Tuition;  with  the 


ecceptions  aforesaid.  But  no  other  allowance  will 
be  made  for  loss  of  time  eccept  by  mutual  agree- 
ment. Said  Amaziah  Moore  agrees  to  make  a 
careful  use  of  said  books  furnished  him  by  the 
said  Trask,  and  agrees  not  to  leave  them  at  any 
place,  eccept  at  his  boarding  place.  All  books  not 
specified  above  and  periodicals  in  the  possession 
of  said  Trask  may  be  read  by  the  said  Moore  in 
said  Trasks  Office  eclusively.  The  said  Amaziah 
Moore  hereby  agrees  and  solemnly  pledges  him- 
self that  he  will  not  settle,  or  locate  anywhere 
within  the  limits  of  the  township  of  Hiram 
aforesaid  for  the  purposes  of  practicing  Medicine 
and  Surgery  or  either  of  them:  Midwifery  or  the 
Diseases  of  Women  and  Children,  without  per- 
mission in  writing  delivered  by  the  said  Trask 
to  the  said  Amaziah  Moore  in  the  presence  of 
two  reputable  witnesses;  eccept  if  the  said  Trask 
shall  permanently  retire  from  the  practice  of 
Medicine  and  Surgery  within  the  township  of 
Hiram  aforesaid,  either  by  removing  from  said 
township  or  from  any  other  cause,  then  the  said 
Amaziah  Moore  may  without  the  permission 
aforesaid  of  the  said  Trask  locate  or  settle  within 
the  limits  of  the  township  of  Hiram  aforesaid 
for  the  purposes  aforesaid. 

“In  testimony  whereof  the  said  parties  have 
hereunto  set  their  hands  and  seals  on  the  day  and 
year  above  written. 

In  presence  of 

Mace  Luther 

Mark  M.  Moore 

Lyman  W.  Trask. 

Seal 

Amaziah  Moore 

Seal.” 

In  reading  this  contract  certain  statements  de- 
serve comment  to  make  it  understandable  to  the 
modern  reader: 

a.  No  specialties  are  mentioned.  There  were 
none  then  recognized,  each  of  our  modern  spe- 
cialties being  included  either  in  medicine  or  in 
surgery. 

b.  The  preceptor  furnished  the  textbooks,  part 
of  which  the  student  was  allowed  to  take  with 
him  to  study,  and  part  of  which  must  be  used  in 
the  preceptor’s  office. 

c.  The  preceptor  furnished  a skeleton,  but  there 
is  no  mention  of  dissection.  Dissection  was 
probably  carried  on  clandestinely,  but  since  ma- 
terial for  dissection  must  be  “resurrected,”  it 
would  not  do  to  mention  it  in  a contract. 

d.  The  student  did  not  get  clinical  instruction, 
beyond  cases  that  came  to  the  office,  until  the 
third  year  of  his  study  and  then  obstetrics  and 
diseases  of  the  female  urino-genital  system  were 
excepted. 

e.  The  student,  when  sent  out  to  visit  the  pre- 
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ceptor’s  convalescing  patients,  or  when  sent  to 
attend  emergencies  is  to  make  To  charges.  This 
proviso  has  two  implications,  one  that  the  stu- 
dent is  not  yet  a legal  practitioner,  and  the  other 
to  avoid  any  suit  in  case  the  preceptor  and  stu- 
dent have  a falling  out. 

f.  It  is  not  to  be  inferred  that  the  $47.00  men- 
tioned was  the  fee  for  the  entire  three  years. 
This  applies  only  to  an  advance  payment  and 
probably  covered  only  a half  year,  since  the 
standard  preceptor’s  fee  was  $100.00  a year. 

g.  The  student  is  to  receive  full  thirty-six 
months  instruction, — time  lost  by  sickness  or  by 
attending  medical  school  to  be  compensated  by 
extension  of  the  three  year  term.  Provision  is 
here  made  for  the  student  attending  either  one 
session  of  four  months  or  two  such  sessions  in  a 
medical  school. 

h.  There  is  added  the  usual  agreement  of  the 
student  that  he  will  not  become  a local  com- 
petitor of  the  preceptor. 

Amaziah  Moore  attended  the  session  of  1847-48 
in  Cleveland  Medical  College  (Medical  Depart- 
ment of  Western  Reserve  College)  but  did  not 
continue  to  graduation. 

In  1847-48  the  schedule  was  thirty-three  lec- 
tures per  week  for  sixteen  weeks.  “The  after- 
noons were  devoted  to  surgical  cliniques.”  Dem- 
onstrations were  given  in  morbid  anatomy,  ana- 
tomy, physiology,  chemistry,  physics,  and  opera- 
tive surgery.  There  was  a library  of  1000 
volumes.  The  student  was  expected  to  own  a 
medical  lexicon  and  nine  textbooks.  “Provision  is 
made  for  the  prosecution  of  Practical  Anatomy 
on  the  most  liberal  terms.”  This,  however,  was 
optional. 

The  total  tuition  charge  was  $53.00.  This  did 
not  include  dissection  which  entailed  additional 
charge.  Board,  room,  lodging,  fuel  and  light  cost 
$1.50  or  $2.00  a week.  There  was  an  additional 
summer  term  of  twenty  weeks. 

At  the  end  of  his  pupilage  under  Dr.  Trask,  in 
1849,  Mr.  Moore  located  for  practice  in  Washing- 
ton, Pennsylvania.  In  1857  he  went  to  Kansas. 
When  the  war  came  on  he  raised  a company  of 
cavalry  and  was  appointed  Lieutenant  in  October 
1861,  and  raised  to  Captain  in  the  Second  Kansas 
Cavalry  two  months  later.  He  served  until  August 
1863  when  he  was  discharged  for  physical  dis- 
ability. He  was  in  much  of  the  border  warfare 
and  was  present  when  the  town  of  Lawrence  was 
burned  by  Quantrell’s  men. 

After  the  war  he  returned  to  Ohio  and  located 
at  Vienna,  Trumbull  County.  He  attended  part 
of  the  session  of  1874-75  in  the  Medical  Depart- 
ment of  Western  Reserve  College  in  Cleveland. 
He  was  then  fifty-two  years  of  age  and  had  been 
in  practice  twenty-five  years.  At  the  end  of  that 


session  he  was  given  an  honorary  M.D.  degree. 
In  1881  he  retired  from  practice  due  to  his 
health  and  removed  to  Cleveland  where  he  died 
October  17,  1897  at  the  age  of  seventy-five  years. 

This  contract  has  come  to  the  author  from  the 
hands  of  Dr.  Moore’s  daughter,  Mrs.  Frances 
Moore  Felton  of  Rocky  River,  Ohio,  and  has  been 
given  to  the  Cleveland  Medical  Library. 


The  Heart  In  Relation  to  Periodic  Health 
Examination* 

DURING  the  past  10  years  the  death  rate 
from  heart  disease  has,  between  the  ages 
of  40  and  60,  been  greatly  on  the  increase, 
while  the  rate  in  earlier  life  has  actually  de- 
creased. The  answer  to  this  must  be  the  careful 
periodic  examination  of  our  school  children. 
Heart  disease  is  now  the  leading  cause  of  death, 
killing  more  than  twice  as  many  persons  annually 
as  tuberculosis  and  only  through  the  medium  of 
periodic  health  examinations  can  we  hope  to  les- 
sen that  rate. 

It  is  not  valvular  disease  of  the  heart  which  is 
carrying  off  our  men  during  the  most  useful 
period  of  their  lives,  but  disease  of  the  coronary 
arteries,  which  does  not  manifest  itself  by  mur- 
murs, enlargements,  and  arrythmias,  but  grad- 
ually creeps  upon  them  giving  no  warning  until 
the  damage  done  is  beyond  repair.  The  diagnosis 
in  these  cases  must  be  made  during  the  time  when 
the  patient  considers  himself  in  good  health.  We, 
as  physicians,  must  impress  the  fact  upon  our 
patients  that  these  very  diseases  are  either 
curable  in  their  earliest  stages  or  at  least  can  be 
prevented  from  making  rapid  progress. 

In  a report  recently  published  by  a heart  asso- 
ciation after  completing  an  examination  of  1000 
men  35  years  or  older,  whose  occupation  was  not 
of  a laborious  nature,  it  was  found  that  12  per 
cent,  or  one  person  out  of  every  eight,  had  an 
increase  in  blood  pressure.  It  is  a known  fact, 
gleaned  from  the  statistics  of  insurance  com- 
panies, that  persons  with  a low  blood  pressure, 
even  considerably  lower  than  the  average,  have 
a better  chance  of  reaching  old  age  than  those 
whose  blood  pressure  is  high  or  even  normal.  On 
the  other  hand,  it  is  again  a known  fact  that 
many  persons  with  very  high  blood  pressure  live 
for  many  years  and  in  good  health,  provided  they 
keep  in  touch  with  their  physician  and  actually 
follow  his  advice. 

An  enlarged  heart  is  often  one  of  the  earliest 
signs  of  degenerative  heart  disease  and  in  this 
series  of  1,000  cases,  it  was  found  to  exist  in  the 
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same  ratio  as  hypertension,  namely- — one  out  of 
every  eight  cases  or  about  12  per  cent. 

There  are  two  other  degenerative  diseases 
which  bear  direct  relationship  to  heart  disease. 
They  are  Bright’s  disease  and  diabetes,  both  of 
which  when  recognized  early  can  be  greatly  con- 
trolled. Until  the  last  decade  undue  emphasis 
was  placed  upon  disease  of  the  cardiac  valves, 
with  the  result  that  the  prognosis  of  heart  disease 
long  remained  very  unsatisfactory.  It  is  not  the 
valvular  lesion  which  kills,  it  is  the  ever  present 
infection  which  causes  the  valvular  disease. 

Mitral  stenosis  is  most  frequently  the  result 
of  acute  rheumatic  fever,  and  yet,  if  an  individual 
is  fortunate  enough  to  have  no  further  attacks, 
he  more  than  likely  will  live  out  the  greater 
period  of  his  expectancy.  Patients  with  mitral 
stenosis  are  more  apt  to  develop  auricular 
fibrillation  than  those  with  other  types  of  valvu- 
lar disease  and  fibrillation  is  more  frequently 
found  with  mitral  stenosis  than  with  any  other 
heart  lesion.  Aortic  regurgitation  is  either 
rheumatic,  syphylitic,  or  arteriosclerotic  and  even 
though  it  is  a much  heavier  load  to  carry  than 
mitral  stenosis,  it  is  not  the  valvular  lesion  which 
causes  death,  but  the  underlying  disease. 

In  syphilitic  aortic  regurgitation,  one  is  deal- 
ing with  the  most  deadly  type  of  chronic  pro- 
gressive heart  disease  in  which  not  only  the 
valves  are  involved  but  likewise  the  aorta,  parts 
of  the  ventricle,  and  frequently  the  mouths  of 
the  coronary  vessels.  This  lesion  can  be  recog- 
nized long  before  the  peripheral  signs  with  low 
diastolic  and  high  pulse  pressure  are  present,  and 
this  point  should  be  kept  in  mind. 

Considering  mitral  regurgitation,  it  has  not 
been  many  years  ago  since  we  were  led  to  believe 
that  a systolic  murmur,  heard  best  over  the  apex 
and  transmitted  to  the  axilla  or  infra-scapular 
region,  was  pathognomonic  of  mitral  valvular 
disease.  In  many  cases  that  is  correct,  but  in 
many  others,  it  is  wrong.  The  murmur  may  be 
cardio-respiratory  in  origin  or  the  result  of  a 
dilated  ring  as  is  seen  in  older  people  with  a 
failing  ventricle,  and  in  either  case  it  is  not  due 
to  disease  of  the  mitral  valve.  Therefore,  to  re- 
gard any  distinct  systolic  apical  murmur  as  mean- 
ing a diseased  valve  is  contrary  to  the  present 
day  teaching.  If,  in  addition  to  the  systolic  mur- 
mur, there  is  a history  of  past  rheumatic  fever, 
then  there  is  a foundation  upon  which  to  base  a 
diagnosis  of  mitral  disease.  It  is  well  to  remem- 
ber that  mitral  stenosis  and  mitral  regurgitation 
are  but  different  stages  of  the  same  disease, 
namely,  rheumatic  fever.  Many  cases  which  at 
first  pass  as  mitral  regurgitation  are,  on  more 
careful  study,  found  to  be  mitral  stenosis.  Then 
the  systolic  murmur  becomes  of  small  im- 
portance. 

All  hearts  should  be  examined  in  the  upright 


and  recumbent  postures,  remembering  that  the 
murmur  of  mitral  stenosis  is  heard  more  fre- 
quently when  the  patient  is  lying  down  than  when 
sitting  and  the  murmur  is  much  easier  heard 
after  acceleration  of  the  heart. 

Space  does  not  permit  detailed  discussion,  but 
as  to  prognosis  in  valvular  lesions,  permit  me  to 
quote  from  a very  recent  utterance  of  Sir  Thomas 
Lewis.  “If  we  state  that  a diagnosis  of  aortic 
valve  disease  or  of  mitral  stenosis  has  value  in 
prognosis  and  that  the  diagnosis  of  mitral  re- 
gurgitation has  little  or  none,  we  shall  not  be  far 
from  the  truth.  Further,  the  prognosis  must  be 
based  upon  experience  and  not  upon  the  theo- 
retical effects  of  valve  lesion.”  I believe  that  any 
man  who  has  served  a number  of  years  in  general 
practice  will  appreciate  the  truth  of  the  last 
statement. 

Disease  of  the  coronary  arteries  is  of  the 
greatest  importance.  How  are  we  to  recognize 
that  it  exists  in  the  absence  of  any  clinical  find- 
ings, when  the  heart  is  apparently  normal  in 
size,  free  from  murmurs,  and  has  a normal 
rhythm?  Bloodgood  often  said  that  evei’y  disease 
has  a language  of  its  own  and  so  it  is  in  this  case; 
the  early  diagnosis  must  be  made  from  a carefully 
taken  history  and,  if  at  all  suspicious,  checked 
by  an  eleetrocardiagram  and  X-ray  film. 

Leaving  all  other  heart  symptoms  out  of  the 
picture,  there  are  three  points  which  must  be 
carefully  scrutinized  during  the  process  of 
periodic  examinations.  They  are  breathlessness, 
all  sub-sternal  pains,  mild  or  otherwise,  and 
hypertensions.  Breathlessness  is  probably  the 
most  important  and  first  sign  of  early  heart 
failure.  It  varies  much  in  degree  and  is  to  be 
found  in  a diminished  tolerance  for  exercise.  It 
is  the  most  delicate  of  all  clinical  signs  and  must, 
and  can  be,  obtained  by  careful  questioning  of  an 
intelligent  patient.  What  would  cause  breathless- 
ness in  one  individual  might  not  affect  another  of 
an  entirely  different  physical  make  up.  There- 
fore, in  order  to  bring  out  a correct  and  intel- 
ligible answer,  we  must  confine  our  questions  to 
the  type  of  exertion  to  which  he  is  daily  accus- 
tomed. It  should  be  our  aim  to  recognize  the 
very  earliest  sign  of  heart  failure,  before  the 
cardiac  reserve  is  much  impaired  and  the  patient 
is  on  the  point  of  a circulatory  break-down.  The 
syndrome  of  angina,,  like  breathlessness,  requires 
a careful  interrogation  of  the  patient  with  the 
proper  evaluation  of  his  answers.  Hypertension 
will,  of  course,  be  investigated  and  here  it  is  im- 
portant to  make  the  readings  under  conditions 
favorable  to  the  patient.  It  is  well  to  remember, 
in  those  cases  of  hypertension  who  do  not  die  of 
intercurrent  disease,  that  65  per  cent  of  them  go 
out  with  congestive  heart  failure  and  the  other 
35  per  cent  from  cerebral  accidents.— Edward  E. 
Campbell,  M.D.,  Columbus,  Ohio. 


TUBERCULOSIS  ABSTRACTS 


A Review  for  Physicians  Issued  by  the  National  Tuberculosis  Association  and  Distributed 
by  Its  Component  Society,  the  Ohio  Public  Health  Association 


THE  GENERAL  PRACTITIONER  AND  TUBERCULOSIS 

IN  any  tuberculosis  control  program  the  gen- 
eral practitioner  is  the  connecting  link  be- 
tween the  patient  and  the  tuberculosis  spe- 
cialist. Each  of  the  three  has  certain  responsi- 
bilities regarding  the  early  diagnosis  of  tuber- 
culosis and  each,  therefore,  must  bear  some  of  the 
blame  for  cases  diagnosed  late — the  patient  in 
that  he  has  disregarded  his  symptoms,  the  practi- 
tioner in  that  he  did  not  “tumble  to  it  earlier,” 
the  tuberculosis  specialist  for  failing  to  X-ray 
suspected  cases.  How  may  this  chain  be  strength- 
ened? 

Considering  first  the  link  between  the  patient 
and  his  doctor,  it  is  patently  impossible  to  set  the 
machinery  in  motion  unless  the  patient  comes  to 
his  doctor.  Can  anything  be  done  to  reduce  the 
quite  considerable  percentage  of  patients  who  ig- 
nore their  symptoms?  The  answer  is,  of  course, 
a more  adequate  health  education  program  so  that 
“the  public  can  be  better  informed  about  the 
on-set  of  tuberculosis  and  the  importance  of  early 
diagnosis.”  And  the  responsibility  rests  on  tuber- 
culosis associations  and  health  departments. 

In  other  cases,  however,  the  delay  in  diagnosis 
is  chargeable  not  to  the  patient  but  to  the  physi- 
cian. 

Here  medical  education  must  bear  a large  part 
of  the  blame.  All  too  often  the  cases  of  tubercu- 
losis seen  by  the  medical  student  show  all  the 
classical  signs  and  are,  therefore,  in  an  advanced 
stage.  It  is  difficult  too  for  the  student  to  appre- 
ciate the  slowness  of  the  clinical  course  of  tuber- 
culosis. Most  illnesses  can  be  watched  by  the  in- 
terne from  immediately  after  onset  until  their 
termination.  In  tuberculosis  he  has  “brief 
glimpses  of  different  individuals  at  different 
stages  and  with  different  reactions”  and  “he  is  a 
genius  if  he  can  piece  together  the  story  from 
these  odd  chapters  torn  from  different  books.”  In 
this  instance  the  challenge  is  to  the  medical 
schools. 

Yet  whatever  the  shortcomings  of  his  under- 
graduate training  in  the  diagnosis  and  treatment 
of  tuberculosis  the  physician  who  engages  in  gen- 
eral practice  will  encounter  many  cases  of  tuber- 
culosis and  must  therefore  keep  it  ever  in  mind 
and  use  every  opportunity  for  improving  his  abil- 
ity to  diagnose  it.  The  author  would  impress  upon 
the  minds  of  all  newly  qualified  doctors  the  fol- 
lowing two  thoughts. 

“Always  be  on  the  lookout  for  T.B.  even  though 
you  run  the  risk  of  being  thought  a crank  for 


your  pains.  Never  label  an  illness  ‘influenza’  if 
there  is  no  epidemic  without  subsequently  having 
the  chest  X-rayed  to  make  sure.” 

The  general  practitioner  will  frequently  en- 
counter a case  which  he  has  reason  to  believe 
is  tuberculosis  but  on  which  he  needs  expert  ad- 
vice or  additional  diagnostic  facilities,  and  it 
should  be  possible  for  him  to  secure  X-ray  plates 
of  his  patient’s  chest  and  where  necessary  the 
services  of  a tuberculosis  specialist. 

He  is  also  much  more  likely  to  maintain  his 
zeal  for  early  diagnosis  if  he  knows  that  ade- 
quate provision  is  made  for  the  treatment  of  his 
patient  in  the  event  that  his  suspicions  prove  to 
have  been  well  founded.  In  the  event  that  no  fa- 
cilities exist  for  the  hospitalization  of  the  tuber- 
culous he  is  likely  to  take  the  attitude  that  early 
diagnosis  is  of  purely  academic  interest. 

The  general  practitioner  occupies  a position  of 
great  strategic  importance  in  the  control  of  tu- 
berculosis. He  brings  the  patient  into  the  world. 
On  him  in  most  cases  devolves  the  responsibility 
for  the  initial  diagnosis  of  tuberculosis  and  after 
the  “tumult  and  the  shouting  have  ceased  the 
tuberculosis  officer  and  the  sanatorium  physicians 
departed  he  tends  the  patient  the  rest  of  his  life 
and  eases  his  parting.” 

The  patient  returns  to  him  from  the  sana- 
torium a changed  man  both  physically  and  psy- 
chologically. Various  things  have  happened. 
“First,  he  has  come  to  accept  the  fact  that  he  has 
tuberculosis  and  that  it  is  a long  complaint.  Sec- 
ondly, he  has  lived  among  other  patients  who  are 
in  the  same  plight.  Thirdly,  he  has  learned  a lot 
about  his  complaint.” 

The  general  practitioner  is  now  “the  man  on  the 
spot.”  Yet  much  can  be  done  to  make  his  task 
easier  and  here  are  some  of  the  ways  in  which 
the  link  between  the  general  practitioner  and  the 
specialist  (sanatorium  physicians)  may  be 
strengthened. 

“I  consider  it  a blasphemous  act  for  anybody 
to  undermine  whatever  faith  a patient  may  have 
in  his  doctor.  For  the  patient,  it  is  better  to  have 
faith  in  a mediocre  doctor  than  a distrust  of  the 
best.  For  the  average  mediocre  doctor  it  is  far 
greater  incentive  to  do  good  work  and  make  him- 
self worthy  of  the  patient’s  unswerving  (and 
often  pathetic)  belief  in  him.  This  is  a matter  in 
which  tuberculosis  officers,  consultants  and  sana- 
torium physicians  have  the  greatest  power  and 
where  their  closest  cooperation  is  needed.” 

— The  General  Practitioner  and  Tuberculosis, 
George  H.  Day,  Jour,  of  State  Med.,  June,  1937. 
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OHIO  PHYSICIANS  SHOULD  NOT  BE  MISLED  BY  FEDERAL  COURT 
DECISION  ON  BIRTH  CONTROL  AND  RECENT  PROPAGANDA 


LEGAL  status  regarding  the  dissemination 
of  contraceptive  information  by  Ohio 
physicians  is  unchanged,  despite  the  recent 
decision  of  the  United  States  Circuit  Court  of 
Appeals  for  the  Second  Circuit  upholding  the 
legality  of  the  importation  by  physicians  of 
pessaries  for  contraceptive  purposes  in  the  states 
comprising  the  circuit,  Connecticut,  New  York 
and  Vermont. 

Under  Federal  laws,  the  United  States  mails, 
or  common  carriers  in  interstate  commerce,  can- 
not be  used  for  the  conveyance  of  contraceptive 
information  or  material. 

Under  the  laws  of  Ohio,  according  to  com- 
petent legal  interpretation  of  existing  statutes  on 
the  subject,  a physician  is  privileged  to  furnish 
such  information,  treatment,  or  material.  It  is 
not  necessary  that  there  be  any  disease-reason. 
A physician  may  render  this  service  to  anyone 
who  consults  him.  He  dare  not  use  the  mails  or 
common  carriers  in  Interstate  Commerce  in  dis- 
tributing the  information  or  materials. 

Section  13037,  General  Code,  expressly  excepts 
“regular  practitioners  of  medicine”  from  the  laws 
against  contraception. 

However,  not  even  a physician  may  distribute 
“a  secret  drug  or  nostrum”.  It  is  therefore  de- 
sirable that  any  preparation  for  this  purpose 
carry  its  formula  on  its  container. 

PREVAILING  OHIO  STATUTES 
Ohio  statutes  governing  the  conveyance  of  con- 
traceptive information  read  as  follows: 

Section  13033 — Whoever  sells,  gives  away,  or  keeps  for 
sale  or  gratuitous  distribution,  a secret  drug  or  nostrum 
purporting  to  be  exclusively  for  the  use  of  females,  or  for 
preventing  conception,  or  procuring  abortion  or  miscarriage, 
shall  be  fined  not  more  than  one  thousand  dollars  or  im- 
prisoned not  more  than  six  months  or  both. 

Section  13034 — Whoever  prints  or  publishes  an  advertise- 
ment of  a secret  drug  or  nostrum  purporting  to  be  for  the 
exclusive  use  of  females,  or  which  cautions  females  against 
its  use  when  in  a pregnant  condition,  or  publishes  an  ac- 
count or  description  of  a drug,  medicine,  instrument  or  ap- 
paratus for  preventing  conception,  or  for  procuring  an 
abortion  or  miscarriage,  or  keeps  for  sale  or  gratuitous  dis- 
tribution a newspaper  circular,  pamphlet  or  book  contain- 
ing such  advertisement,  account  or  description,  shall  be 
fined  not  more  than  one  thousand  dollars  or  imprisoned  not 
more  than  six  months,  or  both. 

Section  13035 — Whoever  sells,  lends,  gives  away,  exhibits 
or  offers  to  sell,  lend,  give  away  or  exhibits,  or  publishes 
or  offers  to  publish  or  has  in  his  possession  for  such  purpose, 
an  obscene,  lewd  or  lascivious  book,  pamphlet,  paper,  writ- 
ing, advertisement,  circular,  print,  picture,  photograph, 
drawing,  representation,  figure,  image,  case,  instrument  or 
article  of  an  indecent  or  immoral  nature,  or  drug,  medicine, 
article  or  thing  intended  for  the  prevention  of  conception 
or  for  causing  an  abortion,  or  advertises  any  of  them  for 
sale,  or  writes,  prints,  or  causes  to  be  written  or  printed,  a 
card,  book,  pamphlet,  advertisement  or  notice  giving  in- 
formation when,  where,  how,  of  whom  or  by  what  means 
any  of  such  articles  or  things  can  be  purchased  or  obtained, 
or  manufactures,  draws,  prints,  or  makes  such  articles  or 
things,  or  sells,  gives  away  or  shows  to  a minor,  a book, 
pamphlet  magazine,  newspaper,  story  paper  or  other  paper 
devoted  to  the  publication,  or  princially  made  up,  of  criminal 
news,  police  reports,  or  accounts  of  criminal  deeds,  or  pic- 
tures and  stories  of  immoral  deeds,  lust  or  crime,  or  ex- 
hibits upon  a street  or  highway  or  in  a place  which  may  be 
within  view  of  a minor,  any  such  books,  papers,  or  pictures, 
shall  be  fined  not  less  than  fifty  dollars  nor  more  than  two 


thousand  dollars  or  imprisoned  not  more  than  five  years, 
or  both. 

Section  13036 — Whoever  deposits  in  a postoffice  or  places 
in  charge  of  a person  to  be  carried  or  conveyed,  any  of  the 
obscene,  lewd,  indecent,  or  lascivious  articles  or  things 
named  in  the  next  preceding  section,  or  a circular,  hand- 
bill, card,  advertisement,  book,  pamphlet,  or  notice  of  the 
kind  therein  named,  or  gives  oral  information  where,  how, 
or  of  whom  such  obscene,  lewd,  indecent  or  lascivious 
articles  or  things  can  be  purchased,  or  obtained  or  know- 
ingly receives  any  of  them  with  intent  to  carry  or  convey, 
or  knowingly  carries  or  conveys  to  them,  except  in  the 
United  States  mail,  shall  be  fined  not  less  than  fifty  dollars 
or  imprisoned  not  more  than  one  year  or  both. 

Section  13037 — EXCEPTIONS — The  next  three  preceding 
sections  shall  not  affect  teaching  in  regularly  chartered 
medical  colleges,  the  publication  of  standard  medical  books, 
or  regular  practitioners  of  medicine  or  druggists  in  their 
legitimate  business. 

The  following  comment  on  the  Circuit  Court 
decision  published  in  The  Journal  of  the  Ameri- 
can Medical  Association,  April  3,  1937,  issue 
pages  1170-1180,  should  be  carefully  read,  par- 
ticularly by  physicians  who  may  have  been  con- 
fused by  communications  distributed  by  the 
National  Committee  on  Federal  Legislation  for 
Birth  Control,  Inc.,  enclosing  copies  of  the  de- 
cision, and  making  broad  claims  as  to  its  legal 
effect. 

COMMENTS  OF  A.  M.  A.  JOURNAL 

“The  United  States  circuit  court  of  appeals  for 
for  the  second  circuit,  Dec.  7,  1936,  affirmed  a 
decree  of  the  United  States  district  court  for  the 
southern  district  of  New  York  dismissing  an 
action  brought  by  the  United  States  for  the  for- 
feiture of  a package  offered  for  importation,  con- 
taining certain  articles  to  prevent  conception; 
namely,  120  pessaries  more  or  less.  These  pes- 
saries, it  appears,  were  sent  by  a physician  in 
Japan  to  a physician  in  the  United  States,  for 
trial  in  her  practice  and  an  expression  of  her 
opinion  as  to  their  usefulness  for  contraceptive 
purposes.  The  tariff  act  of  1930,  which  prohibits 
the  importation  of  articles  for  the  prevention  of 
conception,  makes  no  exception  in  favor  of  phy- 
sicians or  in  favor  of  the  importation  of  contra- 
ceptive articles  for  the  prevention  or  cure  of 
disease.  The  government,  therefore,  instituted 
proceedings  to  have  the  pessaries  offered  for  im- 
portation forfeited.  Defeated  in  the  trial  court, 
it  appealed  to  the  United  States  circuit  court  of 
appeals  for  the  second  circuit,  a circuit  covering 
only  three  states,  Connecticut,  New  York  and 
Vermont. 

“ ‘The  question  is,’  said  the  appellate  court, 
‘whether  physicians  who  import  such  articles  as 
those  involved  in  the  present  case  in  order  to  use 
them  for  the  health  of  their  patients  are  excepted 
by  implication  from  the  literal  terms  of  the 
statute.’  After  quoting  the  law  of  the  state  of 
New  York,  which  permits  the  furnishing  of 
articles  for  the  prevention  of  conception  to  phy- 
sicians who  may  in  good  faith  prescribe  their  use 
for  the  cure  or  prevention  of  disease,  the  circuit 
court  of  appeals  held  that  the  tariff  act  of  1930 
forbidding  the  importation  of  articles  for  the  pre- 
vention of  conception  did  not  bar  the  importation 
of  articles  employed  by  physicians  in  their  pro- 
fessional practice  for  the  purpose  of  saving  life 
or  promoting  the  well  being  of  their  patients. 

“The  circuit  court  of  appeals  seems  to  have 
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based  its  decision  in  part  on  the  assumption  that 
the  tariff  act  of  1930,  so  far  as  it  relates  to  the 
importation  of  articles  for  the  prevention  of  con- 
ception, embraces  only  such  articles  as  Congress 
would  have  denounced  as  immoral  if  it  had 
understood  all  the  conditions  under  which  they 
were  to  be  used.  In  the  opinion  of  the  court,  the 
purpose  of  the  act  ‘was  not  to  prevent  the  im- 
portation, sale,  or  carriage  by  mail  of  things 
which  might  intelligently  be  employed  by  con- 
scientious and  competent  physicians  for  the  pur- 
pose of  saving  life  or  promoting  the  well  being 
of  their  patients.’  One  of  the  three  justices  of  the 
court,  however,  although  concurring  in  its  judg- 
ment, said  ‘There  seems  to  me  substantial  reason 
for  saying  that  contraceptives  were  meant  to 
be  forbidden,  whether  or  not  prescribed  by  phy- 
sicians, and  that  no  lawful  use  of  them  was  con- 
templated.’ 

“The  decision  of  the  court  obviously  relates 
only  to  the  matter  before  it;  namely,  the  right  of 
physicians  to  import  contraceptive  articles  ‘for 
the  purpose  of  saving  life  or  promoting  the  well 
being  of  their  patients.’  It  rests  largely  on  the 
assumption  by  the  court  as  to  what  Congress 
would  or  would  not  have  done  if  it  had  understood 
certain  conditions,  and  on  the  assumption  that 
Congress  did  not  understand  such  conditions. 
Whether  other  United  States  circuit  courts  of 
appeal  throughout  the  United  States,  of  equal 
rank,  and  the  United  States  Supreme  Court,  if 
the  issue  comes  before  it,  will  indulge  in  such  as- 
sumptions, it  is  impossible  to  foresee. 

“The  present  decision  has  no  reference  to  the 
right  of  physicians  to  advise  the  practice  of  con- 
ception, or  to  operate  on  or  treat  a patient  to 
accomplish  that  end,  or  to  prescribe  or  supply 
articles  for  the  prevention  of  conception.  Federal 
law,  in  fact,  except  in  the  territories  and  the  Dis- 
trict of  Columbia  and  in  other  places  under  the 
exclusive  jurisdiction  of  the  federal  government, 
is  powerless  with  respect  to  such  matters,  except 
as  they  involve  the  use  of  the  United  States 
mails  or  enter  into  interstate  or  foreign  com- 
merce. With  those  exceptions,  the  law  of  the 
state  is  supreme  within  its  own  territorial  juris- 
diction. 

“Now  the  National  Committee  on  Federal  Leg- 
islation for  Birth  Control,  Inc.,  has  sent  out 
printed  copies  of  the  decision  in  the  present  case, 
under  glaring  headlines,  ‘NOW  BIRTH  CON- 
TROL IS  LEGAL.’  It  has  sent  to  the  secretaries 
of  county  medical  societies  throughout  the  United 
States  letters  proclaiming  the  decision  ‘as  a bill 
of  rights  for  the  medical  profession’  and  request- 
ing that  the  members  of  the  societies  be  notified 
that  ‘NOW  contraception  may  take  its  rightful 
place  in  preventive  medicine  and  public  health’ 
and  that  ‘physicians  may  NOW  give  contraceptive 
advice  in  public  as  well  as  private  practice;  that 
hospitals,  dispensaries  and  public  health  agencies 
may — and  should — NOW  include  birth  control  in 
their  services.’ 

“The  committee,  too,  has  suggested  to  editors 
that  they  bring  to  the  attention  of  their  readers 
information  concerning  the  alleged  establishment 
of  ‘the  legality  of  medical  practice  in  the  field  of 
contraception.’  This  propaganda  is  essentially 
misleading.  The  decision  on  which  it  is  based 
means  merely  that  physicians  who  desire  to  im- 
port pessaries  for  contraceptive  purposes  from 
Japan  or  other  countries,  through  Connecticut, 
New  York  and  Vermont,  within  the  second  judi- 
cial circuit  of  the  United  States,  may  do  so. 


“Physicians  who  desire  to  import  contraceptive 
devices  and  preparations  through  ports  elsewhere 
than  in  New  York,  Connecticut  and  Vermont  can- 
not rely  altogether  for  protection  on  the  decision 
of  the  circuit  court  of  appeals  for  the  second 
circuit;  outside  its  own  circuit  its  decision  is 
not  binding  but  is  only  of  persuasive  influence. 
In  the  District  of  Columbia  and  in  the  territories, 
the  laws  of  the  United  States  still  forbid  the 
giving  of  information  or  the  distribution  of  de- 
vices and  appliances  for  the  prevention  of  con- 
ception and  make  no  exception  in  favor  of  phy- 
sicians. The  decision  on  which  the  National  Com- 
mittee on  Federal  Legislation  for  Birth  Control 
has  relied  to  support  its  propaganda  has  and  can 
have  nothing  to  do  with  the  legality  or  illegality 
of  the  practice  of  contraception  within  any  state 
except  as  that  practice  may  involve  foreign  and 
interstate  commerce  or  the  use  of  the  mails.” 


Industrial  Commission’s  New  X-Ray 
Regulations  Effective  on  May  1 

As  announced  in  the  March,  1937,  issue  of 
The  Ohio  State  Medical  Journal,  page  323,  on  and 
after  May  1 all  X-ray  films  submitted  to  the 
State  Industrial  Commission  must  conform  to  a 
set  of  regulations  agreed  upon  by  Dr.  Sidney  M. 
McCurdy,  supervisor  of  the  Medical  Section  of 
the  Commission  and  a Sub-Committee  on  X-ray 
of  the  Ohio  State  Medical  Association. 

In  addition  to  regulations  previously  announced, 
the  date  the  picture  was  taken  must  be  noted  on 
the  film  in  white  ink. 

The  complete  regulations  follow: 

1.  On  and  after  May  1,  1937,  either  the  original 
film  or  a satisfactory  reproduction  upon  a non- 
inflammable  cellulose  acetate  film,  minimum  re- 
production 5"  x 7",  must  be  submitted  before  pay- 
ment is  made. 

2.  The  film  must  be  mailed  flat  and  protected 
in  a standard  X-ray  envelope  which  has  a con- 
tainer pocket  on  the  outside  for  the  report. 

3.  The  film  and  interpretations  must  come  to 
the  Industrial  Commission  together. 

4.  Each  film  must  be  plainly  identified  in  white 
ink  by  writing  on  the  film: 

a.  Claimant’s  number. 

b.  Claimant’s  name. 

c.  Name  of  physician  taking  the  film. 

d.  Name  of  physician  referring  case. 

e.  Name  of  employer. 

f.  Date  picture  was  taken. 


Surgeon  General  Speaks  In  Cleveland 

Dr.  Thomas  Parran,  Jr.,  Surgeon  General  of 
the  United  States  Public  Health  Service  spoke  on 
“The  Lag  in  Public  Health  Consciousness”,  at  the 
twelfth  annual  meeting  of  the  Cleveland  Health 
Council  March  15.  Dr.  Parran  made  a second 
address  before  the  Army  and  Navy  Post  of  the 
American  Legion,  in  which  he  outlined  the 
national  campaign  being  waged  against  syphilis. 


MANY  OHIO  HOSPITALS  ON  APPROVED  LIST  ISSUED  RECENTLY 
BY  A.M.A.;  INTERESTING  STATISTICS  SUMMARIZED 


DURING  the  year  1936,  according  to  the  Six- 
teenth Annual  Report  of  the  Council  on 
Medical  Education  and  Hospitals  of  the 
American  Medical  Association,  (March  27,  1937, 
issue  of  The  Journal  of  the  A.M.A.),  there  were 
6,189  registered  hospitals  (252  in  Ohio)  in  the 
United  States,  a decrease  of  57  from  1935.  Hos- 
pitals refused  registration  after  investigation 
numbered  581,  including  30  in  Ohio. 

Governmental  hospitals,  including  those 
operated  by  federal,  state,  county  and  city  gov- 
ernments totaled  1,724;  non-profit  organizations, 
responsible  for  a majority  of  the  general  hos- 
pitals, numbered  2,711,  and  1,754  hosiptals  are  in 
the  “proprietary”  class — owned  by  individuals, 
partnerships  or  incorporated  for  profit. 

Of  the  6,189  registered  hospitals,  939  are  ap- 
proved for  training  interns  and  residents,  and 
5,250  are  registered  but  not  approved  for  such 
training.  In  the  latter  group,  approximately 
1,638  are  approved  as  meeting  the  minimum 
standards  of  the  American  College  of  Surgeons. 
Practically  all  of  the  first  group  are  also  ap- 
proved by  the  College. 

Included  among  the  all-time  records  established 
by  hospitals  during  1936  were:  The  largest  num- 
ber of  beds,  the  largest  number  of  patients  ad- 
mitted and  the  greatest  average  census. 

SOME  INTERESTING  STATISTICS 
Admissions,  at  the  rate  of  16  per  minute,  num- 
bered 8,646,885,  and  831,500  babies  were  bom  in 
hospitals  during  the  year.  These  figures  repre- 
sent an  excess  of  929,731  and  69,152  respectively 
over  1935. 

The  number  of  beds,  not  including  bassinets, 
increased  to  1,096,721,  as  compared  with  the 
previous  year’s  1,075,139.  Bassinets  increased 
from  875,510  to  908,516. 

The  report  showed  that  4,384  hospitals  have 
their  own  laboratories  and  4,733  their  own  X-ray 
departments. 

Based  on  the  United  States  Bureau  of  the  Cen- 
sus population  estimate  as  of  July  1,  1936,  one 
person  in  15  became  a hospital  bed  patient  during 
1936. 

The  4,207  general  hospitals  admitted  7,755,848 
patients,  or  89.69  per  cent  of  the  8,646,885  pa- 
tients admitted  to  all  hospitals.  The  total  pa- 
tients days  in  general  hospitals  was  99,426,828, 
or  29.9  per  cent  of  332,516,856  patient  days  in 
all  hospitals. 

Average  length  of  stay  per  patient  in  general 
hospitals  was  13  days. 

The  average  number  of  empty  beds  for  all  hos- 
pitals was  188,205  in  1936  as  compared  with 


199,629  in  1935.  General  hospitals  had  130,947 
empty  beds  in  1936  and  144,880  in  1935. 

There  was  a decline  in  the  number  of  general, 
nervous  and  mental,  industrial,  eye,  ear  nose  and 
throat,  isolation  and  convalescent  and  rest  hos- 
pitals. The  only  types  of  hospitals  that  increased 
in  number  were  those  for  tuberculosis,  maternity, 
children,  orthopedic  and  the  hospital  departments 
of  institutions. 

NERVOUS  AND  MENTAL  HOSPITALS  JAMMED 
A portion  of  the  report  is  devoted  to  the  over- 
crowded situation  in  state  nervous  and  mental 
hospitals.  Data  from  228  state  mental  hospitals 
shows  that  the  average  excess  of  patients  over 
the  rated  capacity  was  less  than  15  per  cent  in 
61  institutions;  from  15  to  30  per  cent  in  46 
institutions;  from  30  to  50  per  cent  in  24  in- 
stitutions and  50  per  cent  and  over  in  4 institu- 
tions. Reports  for  Ohio’s  12  state  mental  hos- 
pitals disclosed  that  3 showed  no  excess;  3,  less 
than  15  per  cent  over-crowding;  2,  from  15  to  30 
per  cent  over-crowding,  and  4,  from  30  to  50  per 
cent  over-crowding. 

OHIO  INSTITUTIONS  APPROVED 
Hospitals,  sanatoriums  and  related  institutions 
in  Ohio  registered  and  approved  during  1936, 
numbered  252,  with  a bed  capacity  of  53,361  and 
2,553  bassinets.  Ohio  hospitals  reported  43,964 
births  during  1936,  as  compared  with  36,930  in 
1935.  Patients  admitted  increased  from  351,785 
in  1935  to  399,930  in  1936.  The  average  census 
was  44,927  in  1936  and  43,427  in  1935.  The  per- 
centage of  beds  occupied  in  general  hospitals  in 
Ohio  during  1936  was  67. 

The  number  of  Ohio  hospitals  employing  tech- 
nical personnel  during  1936  was  as  follows:  144 
hospitals,  317  clinical  laboratory  technicians;  135 
hospitals,  203  radiological  technicians;  126  hos- 
pitals, 189  dietitians;  31  hospitals,  51  occupa- 
tional therapists;  64  hospitals,  103  physical 
therapists;  57  hospitals,  76  pharmacists;  and  8 
hospitals,  8 dental  hygienists. 

Pathology  departments  were  directed  by  phy- 
sicians in  128  of  the  177  Ohio  hospitals  having 
such  departments  in  1936. 

APPROVED  FOR  INTERN  TRAINING 
The  following  Ohio  hospitals,  numbering  38,  are 
approved  for  intern  training:  City  Hospital, 

Peoples  Hospital,  and  St.  Thomas  Hospital, 
Akron;  Aultman  Hospital  and  Mercy  Hospital, 
Canton;  Bethesda  Hospital,  Christ  Hospital,  Cin- 
cinnati General  Hospital,  Deaconess  Hospital, 
Good  Samaritan  Hospital,  Jewish  Hospital  and 
St.  Mary  Hospital,  Cincinnati;  City  Hospital, 
Lutheran  Hospital,  Mt.  Sinai  Hospital,  St.  Alexis 
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Hospital,  St.  John’s  Hospital,  St.  Luke’s  Hospital, 
St.  Vincent  Charity  Hospital,  University  Hos- 
pitals and  Woman’s  Hospital,  Cleveland;  Grant 
Hospital,  Mt.  Carmel  Hospital,  St.  Francis  Hos- 
pital, Starling  Loving  Hospital  and  White  Cross 
Hospital,  Columbus;  Good  Samaritan  Hospital, 
Miami  Valley  Hospital  and  St.  Elizabeth  Hos- 
pital, Dayton;  Mercy  Hospital,  Hamilton;  City 
Hospital,  Springfield;  Flower  Hospital,  Lucas 
County  Tuberculosis  Hospital,  Mercy  Hospital,  St. 
Vincent’s  Hospital  and  Toledo  Hospital,  Toledo; 
and  St.  Elizabeth’s  Hospital  and  Youngstown  Hos- 
pital, Youngstown. 

THOSE  PROVIDING  RESIDENCIES 
Hospitals  in  Ohio  approved  for  residencies  in 
specialties  number  27.  They  are:  Children’s  Hos- 
pital, City  Hospital  and  St.  Thomas  Hospital, 
Akron;  Mercy  Hospital,  Canton;  Children’s  Hos- 
pital, General  Hospital,  Deaconess  Hospital,  Good 
Samaritan  Hospital,  Hamilton  County  Tuber- 
culosis Sanatorium,  Jewish  Hospital,  and  Long- 
view State  Hospital,  Cincinnati;  City  Hospital, 
Cleveland  State  Hospital,  Mt.  Sinai  Hospital,  St. 
Alexis  Hospital,  St.  John’s  Hospital,  St.  Luke's 
Hospital,  St.  Vincent  Charity  Hospital,  Univer- 
sity Hospitals,  Cleveland;  Children’s  Hospital  and 
Starling  Loving  Hospital,  Columbus;  Miami  Val- 
ley Hospital,  Dayton;  Huron  Road  Hospital,  East 
Cleveland;  Toledo  State  Hospital,  Toledo;  Sunny 
Acres,  Cleveland  Tuberculosis  Sanatorium,  War- 
rensville;  and  St.  Elizabeth’s  Hospital  and 
Youngstown  Hospital,  Youngstown. 


Ohio  Hospital  Association  and  Affiliated 
Groups  Hold  Annual  Meeting 

The  Twenty-Third  Annual  Meeting  of  the  Ohio 
Hospital  Association  was  held  at  the  Deshler- 
Wallick  Hotel,  Columbus,  April  13,  14  and  15. 
Affiliated  associations  convening  at  the  same  time 
included:  Ohio  Dietetic  Association,  Ohio  Asso- 
ciation of  Record  Librarians,  Ohio  Association  of 
Nurse  Anesthetists,  Hospital  Obstetric  Society  of 
Ohio,  Ohio  Chapter  American  Society  of  Clinical 
Laboratory  Technicians  and  the  Ohio  Chapter  of 
the  American  Physiotherapy  Association. 

Ohio  physicians  who  participated  in  the  pro- 
gram included:  Dr.  M.  F.  Steele,  Columbus;  Dr. 
C.  S.  Woods,  Cleveland;  Dr.  E.  R.  Crew,  Dayton; 
Dr.  Sidney  M.  McCurdy,  Columbus;  Dr.  Walter 
H.  Hartung,  State  Director  of  Health;  Dr.  A.  J. 
Skeel,  Cleveland;  Dr.  Fred  G.  Carter,  Cincinnati; 
Dr.  Cecil  Striker,  Cincinnati;  Dr.  Robert  Finley, 
Cleveland;  Dr.  J.  H.  J.  Upham  and  Dr.  B.  K. 
Wiseman,  Columbus;  Dr.  L.  P.  Dolan,  Toledo; 
Dr.  Judson  D.  Wilson  and  Dr.  Horace  Davidson, 
Columbus;  Dr.  Farrell  T.  Gallagher,  Cleveland; 
Dr.  Clayton  S.  Smith,  Dr.  Neal  N.  Wood,  Dr. 
George  I.  Nelson,  Dr.  Harry  E.  LeFever,  Dr.  E. 
Harlan  Wilson,  Columbus;  Dr.  John  A.  Judy, 
Dayton;  Dr.  D.  Roy  McCullagh,  Cleveland  and 
Dr.  Max  Shaweker,  Dover. 


COMING  MEETINGS 

American  Medical  Association,  Atlantic  City, 
June  7-11. 

American  Academy  of  Pediatrics,  New  York, 
June  3-5. 

American  Academy  of  Tuberculosis  Physicians, 
Atlantic  City,  June  7-8. 

American  Association  for  Thoracic  Surgery, 
Saranac  Lake,  N.  Y.,  May  31-June  2. 

American  Association  on  Mental  Deficiency, 
Atlantic  City,  May  5-8. 

American  Bronchoscopic  Society,  Atlantic  City, 
June  2. 

American  Clinical  and  Climatological  Associa- 
tion, Baltimore,  October  11-13. 

American  Dermatological  Association,  Sky  Top, 
Pa.,  June  3-5. 

American  Gastro-Enterological  Association, 
Atlantic  City,  June  7-8. 

American  Gynecological  Association,  Swamp- 
scott,  Mass.,  May  31-June  2. 

American  Laryngological  Association,  Atlantic 
City,  May  31-June  2. 

American  Laryngological,  Rhinological  and 
Otological  Society,  Atlantic  City,  June  3-5. 

American  Neurological  Association,  Atlantic 
City,  June  3-5. 

American  Ophthalmological  Society,  Hot 
Springs,  Va.,  June  3-5. 

American  Orthopedic  Association,  Lincoln- 
Omaha,  Nebr.,  June  2-4. 

American  Otological  Society,  New  York,  May 
27-28. 

American  Proctologic  Society,  Atlantic  City, 
June  6-8. 

American  Psychiatric  Association,  Pittsburgh, 
May  10-14. 

American  Society  for  Clinical  Investigation, 
Atlantic  City,  May  3. 

American  Society  of  Clinical  Pathologists, 
Philadelphia,  June  2-6. 

American  Surgical  Association,  New  York,  June 
3-5. 

American  Therapeutic  Society,  Atlantic  City, 
June  4-5. 

American  Urological  Association,  Minneapolis, 
June  29-July  1. 

Associated  Anesthetists  of  the  United  States 
and  Canada,  Atlantic  City,  June  7-8. 

Association  for  the  Study  of  Internal  Secre- 
tions, Atlantic  City,  June  7-8. 

Association  of  American  Physicians,  Atlantic 
City,  May  4-5. 

International  College  of  Surgeons,  New  York 
City,  June  1-2. 

Medical  Women’s  National  Association,  At- 
lantic City,  June  6-8. 

National  Tuberculosis  Association,  Milwaukee, 
May  31-June  3. 

Society  for  the  Study  of  Asthma  and  Allied 
Conditions,  Atlantic  City,  May  1. 


In  Our  Opinion: 


Approximately  18  months  ago.  The  American 
Foundation,  565  Fifth  Avenue,  New  York  City, 
launched  an  inquiry  of  the  organization  of 

medical  service 

Medical  Profession  Has  throughout  the 

Its  Day  In  Court  on  the  various  pr0. 

Problems  of  Medical  Care  jects  proposed 

during  recent 

years  for  revising  the  organization  of  that  ser- 
vice in  various  respects. 

During  the  past  month,  The  American  Found- 
ation has  issued  in  book  form  the  results  of  that 
study. 

Totaling  some  1,500  pages,  the  report,  in  two 
volumes,  entitled,  “American  Medicine:  Expert 

Testimony  Out  of  Court’’,  presents  the  personal 
opinions  of  some  2,200  physicians  of  the  approxi- 
mately 10,000  physicians  invited  to  express  their 
views.  Some  5,000  communications  were  re- 
ceived and  reviewed  by  the  compilators.  Most  of 
those  who  expressed  opinions  were  physicians 
with  extensive  experience  in  the  practice  of 
medicine  and  in  close  enough  touch  with  the 
problems  of  medical  practice  to  be  able  to  submit 
comments  of  value. 

The  American  Foundation  report  is  somewhat 
unique  for  the  following  reasons: 

1.  It  differs  from  most  previous  reports  on 
the  social  and  economic  aspects  of  medical  prac- 
tice in  that  it  confines  itself  to  presenting  the 
testimony  and  viewpoints  of  members  of  the 
medical  profession. 

2.  It  makes  no  recommendations,  advances  no 
plan  or  plans,  offers  no  panacea. 

3.  Because  of  the  methods  used  in  collecting 
the  data,  the  report  may  be  considered  a fairly 
accurate  cross-section  expression  of  the  opinions 
of  the  medical  profession. 

4.  Unlike  its  predecessors,  it  attempts  to  pre- 
sent in  orderly  fashion  the  facts  revealed  by  the 
answers  received  and  makes  no  effort  to  present 
data  which  the  sponsors  hoped  to  have  revealed  to 
support  preconceived  objectives  and  opinions. 

5.  It  shows  more  conclusively  than  previous 
excursions  into  the  controversial  field  of  medical 
economics  that  “planning  and  not  a plan  is  the 
answer” — to  steal  a pertinent  observation  from 
editorial  comment  in  The  Journal  of  the  A.M.A. 

6.  It  reveals  rather  conclusively  that  most 
physicians,  although  they  may  disagree  on 
methods  and  mechanism,  are  fully  aware  that 


Comments  on  Current  Economic  and  Social 
Questions  and  Professional  Problems; 
ggestions  Regarding  Organized  Activities 

medical  practice  must  change  through  evolution 
to  meet  new  conditions  and  situations,  and  are 
sincerely  and  constructively  attempting  to  bring 
about  such  changes  in  a way  which  will  be  bene- 
ficial, not  detrimental,  to  the  public. 

No  attempt  will  be  made  here  to  review  the 
material  contained  in  the  report.  “American 
Medicine”  cannot  be  reviewed  with  one  fell  swoop. 
It  is  primarily  a reference  handbook  which  can 
be  used  repeatedly  to  ascertain  the  views  of 
medical  men  on  various  phases  of  the  one  big 
question  of  how  best  to  provide  Americans  with 
services  which  will  meet  their  health  needs.  It 
would  be  a valuable  addition  to  the  library  of 
every  physician  and  may  be  secured  for  $3.50  per 
copy  (two  volumes)  from  The  American  Founda- 
tion. 

The  following  summary  of  sections  of  the  re- 
port, designated  by  title  only,  will  offer  some  idea 
of  its  scope  and  content: 

1.  Is  adequate  medical  care  now  generally 
availably  ? 

2.  Views  from  medical  men  on  the  general 
principles  and  considerations  which  they  believe 
should  underlie  the  organization  of  medical  care. 

3.  Medical  education. 

4.  Specialization. 

5.  Group  practice. 

6.  Place  of  the  hospital. 

7.  Public  health  organization. 

8.  State,  county  and  community  plans  for  pro- 
viding medical  service. 

9.  State  medicine. 

10.  Health  insurance. 

11.  Limited  state  medicine  and  private  prac- 
tice. 

It  is  inevitable  that  publication  of  this  report 
will  stimulate  discussion  among  physicians  and 
laymen.  Physicians  will  have  to  be  prepared  to 
provide  intelligent  answers  to  some  of  the  ques- 
tions which  will  be  asked  by  the  laity  pursuant  to 
reading  “American  Medicine”.  Perhaps  the  fol- 
lowing declarations  can  be  considered  as  a sum- 
mary of  the  medical  profession’s  viewpoint  on 
the  questions  at  issue: 

1.  Medical  care  is  but  a part  of  the  whole 
complex  economic  problem.  It  cannot  be  divorced. 
Improve  the  economic  and  social  status  of  classes 
now  unable  to  provide  themselves  with  the  neces- 
sities of  a decent,  hygienic  living  and  the  health 
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and  medical  problems  of  a multitude  will  auto- 
matically be  solved. 

2.  The  medical  profession  should,  and  will, 
strive  to  improve  the  quality  of  its  services.  It 
will  encourage  and  promote  self-improvement  on 
the  part  of  physicians,  education  of  the  public  to 
want  only  the  services  of  competent  practitioners, 
and  the  extension  of  preventive  services  through 
the  family  physician  and  competent  health 
agencies. 

3.  Medicine  through  necessity  moves  slowly. 
It  changes  through  evolution,  not  revolution.  By 
proper  testing  it  will  absoi’b  what  is  proved  good 
for  the  public  and  make  new  things  which  meet 
the  tests,  together  with  the  old,  available  to  the 
sick  and  disabled. 

4.  The  medical  profession,  through  organized 
activity,  is  doing  more  than  any  other  group — • 
probably  all  groups  combined — to  prove  by  the 
trial  and  error  method  what  changes  should  be 
made  in  the  present  mechanism  of  distributing 
medical  and  public  health  services,  and  will  con- 
tinue to  do  so. 

5.  Although  they  may  have  diversified  ideas 
with  respect  to  details,  the  great  majority  of  the 
members  of  the  medical  profession  are  fully  in 
accord  with  this  fundamental  principle  to  which 
organized  medicine  has  subscribed,  namely:  Any 
plan,  or  series  of  plans,  for  providing  medical 
service  must  be  put  to  the  test  of  whether  or  not 
the  method  proposed  will  be  of  definite  public 
benefit  and  whether  or  not  it  will  produce  medical 
care  measuring  up  to  the  high  standards  which 
have  made  present-day  medical  care  in  America 
the  best  in  the  world. 

6.  The  medical  profession  lays  no  claim  to  an 
ability  to  solve  alone  all  the  intricate  problems 
involved  in  the  economics  of  medical  service  but 
it  modestly  asserts  the  right  to  be  heard  and  to 
be  given  a voice  in  the  discussions  of  those  ques- 
tions on  which  it  is  competent — -most  competent, 
in  fact — to  pass  judgment. 

7.  It  is  impossible  to  devise  one  plan  of  dis- 
tributing health  and  medical  services  which  will 
adequately  meet  all  needs  and  conditions  in  all 
sections  of  the  country.  Each  community  must 
through  study  and  trial  work  out  its  own  solu- 
tions for  its  local  problems,  using  plans  which 
have  proved  sound  and  beneficial  in  other  com- 
munities and  which  are  adaptable  locally;  dis- 
carding those  which  do  not  lend  themselves  to 
local  application. 


Physicians,  in  their  organization,  are  not  con- 
cerned with  philosophies  of  government.  They  are 
concerned  solely  with  the  maintenance  of  high 
standards  for  the  medical  care  of  the  sick  and 
with  the  protection  against  exploitation  of  any 
sort  for  those  who  provide  that  care. — Minnesota 
Medicine. 


Actions  speak  louder  than  words  — so  do 
figures,  frequently,  especially  if  properly  ana- 
lyzed and  applied. 


To  the  average 

Everybody  is  Likely  To  layman  to  be 
T T 0 . specific  the  offi- 

Lose  In  System  of  cial  in  charge  of 

Contract  Medical  Service  relief  adminis- 
tration— a gen- 
eral statement  to  the  effect  that  contract  medical 
service  is  unfair  to  both  patient  and  physician 
because  it  results  in  inferior  care  for  the  one  and 
inadequate  compensation  for  the  other,  may  or 
may  not  make  much  impression. 


Give  that  same  official  concrete  illustrations — 
figures  and  authentic  data  if  available — and  it  is 
quite  likely  he  will  sit  up  and  take  notice. 


A case  in  point  is  the  experience  of  an  Illinois 
physician  which  has  been  reported  in  several 
medical  periodicals. 


He  completed  a $1,400  per  annum  contract  for 
supplying  necessary  medical  care  to  the  indigent 
of  his  community,  furnishing  all  drugs  and  sup- 
plies gratis.  His  annual  report  revealed  that 
during  the  12-months  period  he: 


Pulled  542  teeth. 


Performed  five  hysterectomies  and  75  other 
abdominal  operations. 


Attended  55  obstetrical  cases. 

Recorded  5,703  office  visits,  3,223  residence 
calls,  66  visits  to  the  county  home,  57  police  calls, 
15  calls  to  the  county  jail  and  177  calls  to  rural 
districts. 

Did  the  patients  he  attended  receive  adequate 
service?  Did  the  physician  receive  adequate  com- 
pensation? We  leave  it  to  your  good  judgment 
or  imagination. 

This  probably  is  a typical  example  of  the  re- 
sults of  contract  practice. 


The  more  you  practice  what  you  know,  the 
more  shall  you  know  what  to  practice. — Jenkins. 


Pending  in  the  U.  S.  Congress  are  seven  bills 
to  provide  for  the  better  regulation  of  foods, 
drugs,  therapeutic  devices  and  cosmetics.  Of  the 

group,  H.  R.  300 

Food  and  Drug  Proposals  and  s-  5 are  the 

c ones  being  given 

Before  Congress  StiU  serious  considera- 

In  Need  of  Revision  tion. 

The  medical  pro- 
fession is  vitally  interested  in  this  proposed 
legislation.  Voluminous  data  and  arguments  have 
been  presented  to  members  of  Congress  by  the 
American  Medical  Association,  expressing  the 
viewpoints  of  the  profession. 

The  two  proposals  mentioned  above  have  not 
as  yet  been  whipped  into  satisfactory  form.  The 
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outstanding  objections  to  them,  as  expressed  by 
the  A.M.A.  are: 

1.  Neither  bill  establishes  standards  of 
strength,  quality  and  purity  of  drugs.  Each 
leaves  every  manufacturer  and  dealer  to  estab- 
lish his  own  standards. 

2.  Unnecessary  and  objectionable  require- 
ments are  imposed  in  these  bills  with  respect  to 
the  labeling  of  drugs  dispensed  on  physicians’ 
prescriptions. 

3.  Neither  bill  establishes  any  standard  of  ac- 
curacy or  potency  for  devices  intended  for  the 
diagnosis,  prevention,  relief,  and  cure  of  disease. 

4.  Neither  bill  provides  adequately  for  the 
labeling  of  devices  intended  for  the  diagnosis, 
prevention,  relief,  and  cure  of  disease. 

5.  No  adequate  method  of  punishment  is  laid 
down  for  false  and  misleading  advertising. 

Constructive  suggestions  as  to  ways  to  elimi- 
nate these  objections  are  made  in  a recent 
memorandum  issued  by  the  A.M.A.  and  sub- 
mitted to  members  of  Congress. 

Ohio  physicians  should  back  up  the  A.M.A.  by 
writing  to  their  respective  Representative  and 
Ohio’s  Senators,  requesting  that  the  recommenda- 
tions and  advice  of  the  A.M.A.  be  given  serious 
consideration. 


Character  is  like  stock  in  trade:  the  more  of  it 
a man  possesses,  the  greater  are  his  facilities  for 
adding  to  it. — Sir  William  Harvey. 


Ringing  the  bell  is  a habit  with  Merle  Thorpe, 
clear-thinking  and  far-sighted  editor  of  Nation’s 
Business,  “magizine  for  business  men”. 

Mr.  Thorpe 

Let  Them  Walk  up  to  scored  a®ain  ia  his 

recent  editorial  en- 
the  Main  Entrance  and  titled,  “A  Word 

Shoiv  Their  Credentials  for  Honest  Doubt”, 

in  which  he  dis- 
cusses sickness  insurance,  a subject  which  is 
receiving  more  than  casual  attention  in  official 
and  non-official  quarters. 

To  disagree  with  Mr.  Thorpe’s  advice  that 
cross-examination  should  be  applied  to  this  pro- 
posal as  well  as  all  others  which  involve  a funda- 
mental change  in  the  American  way,  would  be 
playing  ostrich  with  a critical  situation. 

This  is  what  he  had  to  suggest: 

“Once  a nation  is  persuaded  that  it  is  ill,  re- 
ceptivity to  lay  and  professional  diagnoses  of 
its  malaise  become  the  rule  and  acceptance  of 
novel  treatments  the  fashion.  Every  theory  of 
every  man  or  woman  who  would  do  the  world  a 
good  turn  is  actively  promoted  as  a prescription 
for  the  public  good.  Customary  vigilance  and 
common  sense  go  off  duty.  Hopeful  panaceas 


slip  under  the  big  emergency  tent  without  chal- 
lenge. 

“Now  that  the  depression  is  history,  and  re- 
covery is  a current  fact,  sponsors  of  any  amend- 
ment to  the  American  way  of  life  should  be  will- 
ing to  walk  up  to  the  main  entrance  and  show 
their  credentials.  Proof  of  every  assertion  should 
be  forthcoming  and  a cautious  rather  than  casual 
weighing  of  cost,  human  as  well  as  money,  should 
be  made.  Plans  offered  for  national  acceptance 
should  be  solid  enough  to  withstand  a wholesome 
skepticism  articulated  in  the  public  interest. 
Those  who  plead  for  a change  from  this  and  that 
to  that  and  this,  on  the  ground  that  their 
measure  has  been  successful  in  a foreign  land, 
should  bear  the  burden  of  proof.  Advocacy  of 
drastic  institutional  remodelings  solely  by  the 
argument  that  the  workable  precedent  has  long 
been  established  in  England,  Germany,  Sweden 
or  Russia  is  a commonplace.  A high  official 
chided  us  recently  for  having  been  “a  backward 
nation,  25  years  behind  Germany  in  social 
security.”  As  more  and  more  is  heard  in  Wash- 
ington of  “extensions”  to  the  Social  Security  Act, 
in  the  form  of  health  insurance,  the  device  of 
cross-examination  might  be  usefully  applied  to 
this  proposal: 

“Q- — Is  it  or  is  it  not  a fact  that  sickness  in- 
surance in  Germany  has 

(1)  created  a scandal  in  the  large  amount 
of  funds  used  for  administration? 

(2)  increased  the  number  of  sick  days  per 
year  from  5%  to  28  (in  England  since 
compulsory  health  insurance  from  9 
to  12%)  while  in  the  United  States 
the  percentage  has  not  increased  over 
the  same  period? 

“Q. — Is  it  or  is  it  not  a fact  that  state  health 
insurance  in  Germany  and  England  has 
shortened  life  expectancy,  increased  infant 
mortality,  in  striking  contrast  to  the  ex- 
perience of  the  United  States? 

“Q. — Is  it  or  is  it  not  a fact  that  authentic 
studies  show  that  in  any  comparison  be- 
tween compulsory  health  nations  and  the 
United  States,  on  death  rate,  on  diseases 
subject  to  human  control,  the  odds  are  all 
in  favor  of  the  private  medical  practice 
here? 

“Q.- — Is  it  or  is  it  not  a fact  that  medical  science 
has  advanced  more  slowly,  that  medical 
practice  has  become  more  of  drudgery  in 
those  countries  which  enjoy  state  medi- 
cine ? 

“Q. — Is  it  or  is  it  not  a fact  that  there  is  grave 
doubt  that  the  investigations  of  personal 
life  necessary  to  proper  administration  of 
health  insurance  by  a political  agency, 
while  tolerated  in  Europe,  would  be  re- 
sented here? 

“These  questions  are  not  captious.  They  are 
suggested  by  an  editorial  study  of  security  meas- 
ures abroad.  They  are  submitted  in  a desire  to 
get  at  the  truth,  to  find  the  quickest  and  soundest 
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way  to  bring  greater  protection  for  the  individual 
against  the  vicissitudes  of  life. 

“Were  a questioning  state  found  directed  to- 
ward similar  measures  which  well  meaning  protag- 
onists would  transplant  from  other  countries, 
the  consequences  of  their  establishment  here 
could  be  a matter  of  demonstrable  expectation 
rather  than  progressive  experimentation.  The 
housing  experience  of  the  British  government  for 
example,  the  cooperative  ‘successes’  of  England, 
Sweden  and  Denmark,  the  various  forms  of  in- 
dustrial control  in  Italy;  price-fixing,  state  un- 
employment agencies,  public  works  and  ‘five  year’ 
plans  in  one  country  and  another.  All  that’s 
necessary  today  to  get  a nod  of  approval,  it 
seems,  is  to  lug  in  a foreign  country  as  reference. 
To  hold  an  honest  skepticism,  to  insist  upon  de- 
tails of  practice  abroad  does  not  take  the  position 
that  nothing  good  can  come  from  an  alien  way 
of  life.  Rather,  it  approaches  questions,  which 
involve  a fundamental  change  in  the  America  of 
which  we  are  only  temporary  trustees,  with  the 
same  careful  regard  that  the  people  give  matters 
of  fundamental  personal  concern.” 


Our  main  business  in  life  is  not  to  see  what 
lies  dimly  before  us,  but  to  do  what  lies  clearly 
at  hand. — Carlyle. 


Secretary  of  State  William  J.  Kennedy  de- 
serves commendation  for  the  cooperation  he  has 
accorded  professional  groups  in  their  efforts  to 

bring  about  strict 

Secretary  of  State  Aids  enforcement  of  the 
. law  prohibiting 

in  Preventing  Corporate  organization  of 

Practice  of  Professions  corporations  for 

the  purpose  of  en- 
gaging in  the  practice  of  a profession. 

At  the  suggestion  of  the  Committee  on  Un- 
authorized Practice  of  Law  of  the  Ohio  State  Bar 
Association,  Mr.  Kennedy  has  instructed  his  cor- 
poration counsel  to  check  carefully  all  proposed 
articles  of  incorporation  and  to  demand  that  such 
articles  shall  not  violate  the  following  instruc- 
tions: 

“No  articles  of  incorporation  or  amendments 
thereto  (foreign  or  domestic)  will  be  filed  before 
the  ‘purpose  clauses’  are  examined  to  determine 
whether  the  practice  of  any  profession  is  in- 
cluded therein.  If  the  purpose  clauses  include 
acts  which  constitute  the  practice  of  law,  or  the 
carrying  on  of  any  profession,  such  articles  will 
not  be  filed.” 

This  safety  measure  adopted  by  the  Secretary 
of  State’s  office  should  have  the  effect  of  dis- 
couraging racketeering  in  the  field  of  medicine 
and  should  prevent  spread  of  the  corporate  prac- 
tice of  medicine  epidemic,  prevalent  in  other 
states,  to  Ohio. 


At  the  recent  Annual  Secretaries’  Conference 
of  the  Michigan  State  Medical  Society,  Dr.  H.  W. 
Porter,  secretary  of  the  Jackson  County  Medical 

Society,  presented 

The  County  Society  the  following  spe- 
o cifications  for  a 

Secretary , a Mighty  Man  «good  eounty  med_ 

Is  He,  and  Must  Be  ical  society  secre- 

tary”. 

A good  county  medical  society  secretary  should: 

1.  Know  every  man  in  the  county  society  by 
his  first  name. 

2.  Be  able  to  take  minutes  so  they  can  be  read 
years  later. 

3.  File  these  minutes  so  they  can  be  found. 

4.  Answer  all  correspondence  promptly  and 
keep  a carbon  copy  for  his  own  protection  and 
reference  later. 

5.  Know  more  about  what  each  committee  is 
supposed  to  do  than  the  committee  does  and 

6.  Know  if  they  are  doing  it,  and 

7.  Find  out  why  they  are  not  doing  what  they 
are  supposed  to  do,  and 

8.  Be  able  to  pinch  for  them  if  they  do  not  do 
it,  till  the  president  has  time  to  appoint  another 
committee. 

9.  Realize  that  the  position  as  secretary  is  a 
job  which  is  an  admission  on  the  part  of  those 
who  elected  him  that  he  is  a “horse  for  work” 
and  that  the  honorary  job  of  president  is  more 
often  a matter  of  popularity  based  on  years  of 
residence  in  the  community. 

10.  Be  ready  with  a substitute  speaker,  of 
good  standing,  on  five  hours’  notice. 

11.  Know  how  to  get  the  dues  in  and  still  make 
the  delinquent  member  proud  that  he  had  such 
a standing  that  he  could  be  late  with  the  pay- 
ment. 

12.  Expect  criticism  for  a bad  program  even 
if  he  had  nothing  to  do  with  it. 

13.  Expect  no  credit  for  a good  program  if  he 
did  arrange  it. 

14.  Pull  spare  dinners  out  of  a hat  for  those 
who  never  make  reservations  and  make  them 
think  that  it  is  an  honor  to  be  allowed  to  serve 
them  when  they  condescend  to  grace  the  meeting 
with  their  presence. 

15.  Know  who  had  the  lantern  last,  where  it  is, 
how  to  produce  it  out  of  the  said  hat,  and  how 
to  make  it  work  at  the  last  minute. 

16.  Apologize  for  the  wrinkles  in  the  sheet 
that  is  used  for  a screen. 

17.  Know  at  a glance  who  the  stranger  at  the 
meeting  is  before  he  gets  kicked  out,  and  why  he 
is  there. 

18.  Be  a mind  reader  and  know  who  is  sick,  of 
what,  where  and  why. 

19.  Be  able  to  kid  the  kidders  and  take  kid- 
ding gracefully. 

20.  Know  all  state  officers  by  face  and  name, 
including  the  offices  they  hold  and  their  prefer- 
ence for  Scotch  and  soda,  beer,  or  Bourbon  and 
water. 

21.  Keep  his  own  office  in  I’unning  order  and 
his  patients  satisfied  that  the  last  meeting  he  at- 
tended was  an  important  consultation  at  a high 
fee. 

22.  Never  get  sick  or  sick  of  the  job. 

23.  Never  be  late  or  absent. 

24.  Know  who  the  workers  are  in  the  society 
so  the  President  can  appoint  them  to  committees 
and  juggle  them  around  each  year  so  they  are 
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always  busy  and  still  think  that  the  job  is  a new 
one  that  only  they  can  handle  properly. 

25.  Never  mention  any  of  the  above  items  to 
anyone. 

There  might  be  other  specifications  added  to 
the  above  list,  and  possibly  some  of  these  listed 
are  extraneous.  However,  Dr.  Jackson  quite 
evidently  knows  what  the  job  requires,  and  we 
imagine  he  said  in  the  course  of  his  address  that 
the  accomplishments  of  a county  medical  society 
are  in  direct  proportion  to  the  energy,  ability  and 
tact  of  its  secretary. 


The  tendency  to  get  back  to  a better  apprecia- 
tion of  individual  and  personal  relationships  in 
medicine  is  quietly  gathering  strength  in  a man- 
ner which  may  have  deep  influence  upon  the 
future  practice  of  medicine.— James  Alexander 
Miller,  M.D.,  President  of  the  New  York  Academy 
of  Medicine. 


Inasmuch  as  Dr.  James  P.  Warbasse,  president 
of  the  Cooperative  League  of  the  United  States, 
has  on  several  recent  occasions  visited  Ohio  and 

addressed  gather- 

Injection  of  Cooperative  ings  in  this  state’ 

. j a critical  refer- 

/ heories  Into  Medical  ence  to  his  pamph- 

Service  Wont  Work  let,  “Cooperative 

M e d i c i n e”,  re- 
cently published  by  the  organization  which  he 
heads,  should  be  of  interest  to  Ohio  physicians. 

Because  we  believe  it  is  well-done,  we  prefer 
to  let  the  editorial  appearing  in  a recent  issue  of 
The  Journal  of  the  American  Medical  Association 
express  our  views  on  this  recent  summary  of 
ideas  of  how  to  apply  cooperation  to  the  pro- 
vision of  medical  service.  Said  the  A.M.A. 
Journal: 

“Dr.  James  Peter  Warbasse,  president  of  the 
Cooperative  League  of  the  United  States,  has 
set  forth  his  ideas  of  how  cooperation  may  be 
applied  to  the  provision  of  medical  service,  in  a 
pamphlet  published  by  the  league  under  the  title 
‘Cooperative  Medicine.’  It  is  difficult  for  him  or 
for  any  one  else  to  reconcile  cooperative  princi- 
ples with  any  proposal  to  furnish  medical  ser- 
vice. He  concludes  that,  since  medical  colleges 
and  hospitals  had  low  standards  when  they  were 
owned  and  operated  by  physicians,  consumer  con- 
trol would  improve  these  standards;  the  medical 
profession,  however,  raised  the  standards,  not 
any  lay  organizations  or  the  government. 

“Dr.  Warbasse  suggests  that  the  ‘cooperative 
method’  requires  a ‘group  of  150  to  500  families, 
who  should  unite  to  employ  a physician  full  time.’ 
Then  he  throws  away  the  cooperative  principle  of 
equality  and  accepts  the  professional  principle  of 
the  sliding  scale  in  the  conclusion  that  ‘it  is  best 


that  the  annual  costs  per  member  be  graded  ac- 
cording to  family  income.’  He  would  have  three 
income  classes,  one  of  which  would  pay  $40,  one 
$20  and  one  $10  a year.  Just  how  would  this 
differ  from  the  sort  of  contract  medicine  that  has 
been  built  up  by  lodges  and  other  groups,  and 
still  more  frequently  by  unscrupulous  promoters? 

“While  he  insists  that  ‘only  high  class  physi- 
cians would  be  brought  into  the  project,’  nowhere 
does  he  tell  how  this  can  be  done  in  view  of  the 
opposition  of  physicians,  which  is  based  on  the 
fact,  learned  from  hard  experience,  that  such 
methods  lead  to  deterioration  of  service  and  at- 
tract only  the  incompetent  and  unethical  physi- 
cian. He  warns  groups  to  ‘beware  lest  a physi- 
sian  who  is  not  well  qualified  for  the  position  take 
the  initiative  in  organization  for  the  purpose  of 
making  a job  for  himself.’  This  is  exactly  what 
has  happened  and  what  would  continue  to  happen. 

“Dr.  Warbasse  is  himself  too  thoroughly 
familiar  with  the  conditions  of  good  medical 
practice  to  suggest  that  one  of  the  fundamental 
principles  of  cooperation  should  be  put  into 
operation;  namely,  buying  at  wholesale,  selling 
at  the  market  price,  and  distributing  the  dif- 
ference as  a ‘patronage  dividend.’  He  also  real- 
izes that  the  selection  of  a physician  for  others 
by  the  directors  of  the  scheme  would  not  please 
everybody.  As  to  those  who  are  not  pleased,  he 
says  ‘There  remains  only  one  thing  for  them  to 
do:  that  is,  to  withdraw  from  the  organization.’ 
Dr.  Warbasse’s  essay  leads  to  just  one  logical 
conclusion:  A man  who  is  both  a sincere  co- 

operator  and  a competent  physician  finds  his  in- 
tellect in  a civil  war;  it  is  impossible  to  reconcile 
these  two  positions  sufficiently  to  apply  co- 
operative principles  in  practice  to  medical  ser- 
vice.” 


Any  system  of  medical  practice,  short  of  com- 
pulsion, must  in  the  last  analysis  depend  on  an 
enlightened  public  who,  when  the  need  arises, 
will  avail  itself  of  the  benefits  of  scientific  medi- 
cine.— Hadley. 


Thoughtful  members  of  the  medical  profession 
will  agree  with  the  sentiments  expressed  in  the 
following  comment  published  in  a recent  issue  of 

The  Ohio  Health 

Care  of  the  Pre-School  News,  official  bulle- 
, T tin  of  the  State  De- 

Child  Responsibility  partment  of  Health: 

of  Family  Physician  “The  greatest  sin- 

gle defect  in  the 
war  against  diphtheria  is  the  inability  to  secure 
early  immunization.  It  is  well  known  that  the 
danger  period  in  diphtheria  is  among  children 
from  nine  months  to  five  years  of  age,  yet  im- 
munization has  been  sadly  neglected  in  this  field. 
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Health  officials  do  reach  school  age  groups  and 
there  is  no  doubt  that  the  many  thousands  of 
children  immunized  each  year  has  had  a favorable 
result  in  the  case  and  death  rates  of  this  disease. 

“Strenuous  missionary  work  attempted  by  pub- 
lic health  nurses,  appeals  to  parent-teacher  asso- 
ciations, in  baby  welfare  stations  and  various 
educational  means  have  been,  and  are  still  being 
tried  to  arouse  interest  among  mothers,  with 
little  perceptible  result. 

“Official  action  apparently  cannot  reach  this 
group.  The  only  way  in  which  an  appreciable 
number  of  early  immunizations  may  be  secured 
would  seem  to  be  by  action  of  the  practicing 
physician  individually  and  collectively.  The  older 
physician  has  not  been  altogether  to  blame,  as 
he  had  been  taught  curative  medicine  only,  to 
care  for  the  sick  and  injured,  and,  held  rigidly  to 
this  practice  by  the  ethics  of  this  teaching.  It  is 
only  within  the  past  few  years  that  preventive 
medicine  has  been  taught  in  an  effective  manner 
to  undergraduate  students,  so  it  is  hoped  that 
this  younger  generation  of  general  practitioners 
will  be  able  to  get  results  among  the  families 
they  serve.” 

The  statement  has  been  made  repeatedly  in 
these  columns  that  physicians  in  private  prac- 
tice should  add  preventive  measures  to  their 
everyday  stock  in  trade.  Providing  services  for 
the  pre-school  child  comes  especially  within  the 
jurisdiction  of  the  family  physician.  Promotional 
campaigns  which  occasionally  lead  to  contro- 
versies and  differences  between  the  profession 
and  groups  without  the  profession  will  become 
unnecessary  if  a greater  degree  of  active  interest 
in  this  important  phase  of  medical  practice  is  dis- 
played by  family  physicians. 


Law  Which  Eventually  Will  Make  All 
Coroners  Physicians  Is  Enacted 

Candidates  for  the  office  of  county  coroner  in 
Ohio  must  be  licensed  physicians,  or  have  prev- 
iously served  as  coroner,  according  to  the  quali- 
fications set  up  in  House  Bill  67,  introduced  by 
Representative  John  Hayden,  Clermont  County, 
and  subsequently  passed  by  both  houses  of  the 
Ohio  General  Assembly  and  signed  by  the  Gov- 
ernor. The  act  becomes  effective  June  8. 

Included  among  the  bills  now  pending  in  the 
legislature  are:  Authorizing  coroners  in  large 

counties  to  appoint  deputies  and  assistants;  pro- 
vision for  the  office  of  medical  examiner;  and  a 
bill  to  permit  a coroner  to  designate  a licensed 
physician  to  act  for  him  in  his  absence.  Under 
the  present  law,  the  county  commissioners  must 
appoint  a justice  of  the  peace  to  act  for  the 
coroner  in  case  he  is  absent  or  temporarily  in- 
capacitated. 


Do  You  Know  - - - 

WHAT  procedure  to  follow  if  you  are 
notified  by  the  United  States  Bureau  of 
Internal  Revenue  that  there  is  a de- 
ficiency in  your  income  tax  payment? 

If  you  accept  the  Bureau’s  computations,  and 
agree  that  you  owe  the  increased  tax,  so  advise 
the  Bureau  and  the  deficiency  will  be  assessed 
and  you  will  be  notified  of  the  time  and  place  of 
payment. 

If  you  are  not  willing  to  accept  the  Bureau’s 
decision,  and  wish  to  appeal  its  ruling,  you  have 
two  alternatives. 

You  may  consent  to  assessment  and  collection 
of  the  deficiency,  but  within  60  days  from  the 
date  the  final  notice  of  deficiency  was  mailed, 
you  must  file  with  the  Board  of  Tax  Appeals, 
Washington,  D.  C.,  a petition  getting  forth  your 
case  and  requesting  a redetermination  of  the  tax. 

The  Board  then  sets  the  case  down  for  hearing 
and  tries  it  in  a manner  similar  to  a court.  Argu- 
ments are  heard,  testimony  taken,  and  a decision 
rendered. 

If  you  are  not  satisfied  with  the  Board’s  de- 
cision, an  appeal  may  be  taken  to  the  United 
States  Circuit  Court  of  Appeals  of  the  Court  of 
Appeals  of  the  District  of  Columbia. 


Granted  Licenses  Through  Reciprocity 

Mid-summer  examinations  of  the  State  Medical 
Board  will  be  given  at  Columbus  June  1,  2,  3 and 
4,  the  board  decided  at  its  meeting  in  Columbus, 
April  5 and  6. 

The  Board  granted  licenses  through  reciprocity 
to  practice  medicine  and  surgery  to  the  follow- 
ing 22  physicians: 

Dr.  John  L.  Baube,  Mt.  Vernon,  University  of 
Buffalo;  Dr.  George  H.  Bischoff,  Akron,  North- 
western University;  Dr.  Pietro  V.  Caruso,  Steu- 
benville, Medical  College  of  Virginia;  Dr.  James 

L.  Cowl,  Tiltonville,  University  of  Cincinnati; 
Dr.  John  H.  Dornheggen,  Cincinnati,  Loyola 
Medical  College,  Chicago,  111.;  Dr.  Paul  E.  Foy, 
Troy,  St.  Louis  University;  Dr.  Francis  J.  Gan- 
non, Cleveland,  St.  Louis  University;  Dr.  Albert 

M.  Glomb,  Lakewood,  St.  Louis  University;  Dr. 
Edmond  F.  Glowczewski,  Toledo,  St.  Louis  Uni- 
versity; Dr.  Alex  Gross,  Cleveland,  University  of 
Louisville;  Dr.  Richard  L.  Haas,  Dayton,  St. 
Louis  University;  Dr.  Walter  L.  Herrman,  Ports- 
mouth, St.  Louis  University;  Dr.  Erwin  R.  Hex- 
ter,  Jr.,  Cleveland,  University  of  Louisville;  Dr. 
Hilding  R.  Johanson,  Kenton,  Detroit  College  of 
Medicine  and  Surgery,  1933;  Dr.  Jesse  R.  John- 
son, Larue,  University  of  Maryland;  Dr.  Jacob 
J.  Longacre,  Cincinnati,  Harvard  Medical  School; 
Dr.  John  L.  Maple,  Alliance,  Vanderbilt  Univer- 
sity; Dr.  George  E.  J.  Marr,  Hamilton,  University 
of  Louisville;  Dr.  Anthony  J.  Martin,  Cleveland, 
Emory  University;  Dr.  John  W.  Martin,  Jr., 
Cleveland,  Harvard  Medical  School;  Dr.  Eliza- 
beth L.  Muth,  Cleveland,  University  of  Pittsburgh 
and  Dr.  Philip  I.  Panitz,  Akron,  Baylor  Univer- 
sity. 


DIGNIFIED  OFFICE  OF  THE  CLEVELAND  ACADEMY  IS  RANKED 
AMONG  TOP-NOTCH  MEDICAL  SOCIETY  HEADQUARTERS 


NOT  many  county  medical  societies  in  the 
country  are  as  happily  and  conveniently 
housed  as  the  Academy  of  Medicine  of 
Cleveland,  the  physical  structure  of  which  is 
presented  pictorially  on  the  Front  Cover  and 
which  is  the  center  of  educational  activities  and 
services  for  the  benefit  of  more  than  1,000  phy- 
sicians, members  of  the  Academy  and  the  Ohio 
State  Medical  Association. 

The  Layout: 

Upper  right — Allen  Memorial  Medical  Lib- 
rary of  the  Cleveland  Medical  Library  Asso- 
ciation which  houses  the  executive  offices  of 
the  Academy. 

Right-center-s-Executive  Secretary  H.  Van 
Y.  Caldwell  and  his  office. 

Lower  right — General  office.  Mrs.  Hazel 
Dearborn,  assistant  executive  secretary 
(right),  and  Miss  Margaret  Young,  steno- 
grapher, (left). 

Upper  left — Portion  of  Main  Auditorium 
used  by  Academy  for  genei'al  sessions,  post- 
graduate courses,  public  lectures  and  large 
section  sessions. 

Lower  left — Academy  call  service  board; 
Miss  Dorothy  Leavell,  day  operator. 

For  the  past  10  years,  the  Cleveland  Academy 
has  occupied  space  in  Allen  Memorial  Medical 
Library.  The  building,  which  was  erected  by  the 
Cleveland  Medical  Library  Association  and  is 
owned  by  it,  was  the  gift  of  Mrs.  F.  F.  Prentiss, 
in  memory  of  the  late  Dr.  Dudley  P.  Allen.  The 
building  occupies  the  prominent  position  on 
Euclid  Avenue  opposite  Severence  Hall,  is  ad- 
jacent to  Western  Reserve  University  campus, 
and  forms  part  of  the  monumental  group  of 
buildings  creating  the  educational  center  of 
Cleveland. 

AUDITORIUM  IS  A MASTERPIECE 
An  academic  and  professional  atmosphere  per- 
vades the  entire  Academy  office  with  its  simple 
yet  artistic  furnishings,  and  with  its  windows 
opening  onto  elm-lined  streets.  The  main  audi- 
torium, which  is  constantly  used  by  the  Academy, 
seats  more  than  550,  and  is  exceptionally  well 
designed  with  a raised  floor  permitting  an  un- 
obstructed view  of  the  speaker  and  the  platform. 
It  is  considered  one  of  the  model  auditoriums  of 
the  city  and  is  sought  after  by  cultural  groups 
for  lectures,  musicals  and  meetings. 

The  Academy  office  space  includes  a com- 
fortably sized  general  office  with  a partitioned 
section  for  the  call  service  board  and  its  work 
shop.  The  private  office  of  the  executive  secre- 
tary, which  adjoins  the  main  office,  is  of  suffi- 


cient size  to  permit  committee  meetings  and  is 
attractively  furnished  for  this  purpose  as  well 
as  routine  work.  In  addition,  the  Academy  has 
the  use  of  the  third  room  opening  off  the  main 
foyer,  in  which  are  stored  transfer  files,  an  ad- 
dressograph,  a sub-station  of  the  city  public 
health  service,  and  miscellaneous  records. 

With  the  exception  of  the  Clinical-Pathologi- 
cal Section  of  the  Academy,  which  meets  at  var- 
ious hospitals,  the  Academy  meetings — scientific 
and  otherwise — are  held  in  the  main  auditorium. 
A small  auditorium  houses  the  sections  with  an 
average  attendance  of  less  than  100  and  the  sup- 
per room  on  the  lower  level  can  take  care  of  social 
events,  and  council  and  larger  committee  meet- 
ings. 

ACTIVITIES  ARE  BROAD  IN  SCOPE 

Like  all  large  county  societies,  the  Academy  of 
Medicine  accepts  a dual  responsibility  and  acts 
accordingly.  It  is  the  county  medical  society  as 
originally  conceived.  It  is  operated  in  the  interest 
of  the  education  of  its  members  and  their  mutual 
problems.  On  the  -other  hand  it  acts  in  an  in- 
creasing capacity  as  an  official  or  unofficial  ad- 
viser to  welfare  agencies,  departments  of  govern- 
ment, etc.  Its  call  service,  while  having  the  basis 
of  the  ordinary  call  service  as  its  supporting 
motif,  is  designed  to  provide  a special  and  perma- 
nent telephone  information  service  to  the  general 
public  on  matters  of  health.  Each  year  sees  the 
thousands  of  information  calls  increasing,  to  the 
point  where  the  Cleveland  Academy  is  now  recog- 
nized as  the  place  to  turn  for  the  type  of  in- 
formation which  does  not  ordinarily  go  to  the 
family  practitioner.  Much  good,  of  course,  is  ac- 
complished in  turning  the  doubtful  public  away 
from  questionable  advertising  cures  or . methods 
of  therapy. 

The  office  force,  which  maintains  the  records, 
.edits  and  publishes  The  Bulletin  under  the  super- 
vision of  an  editorial  committee,  prints  and  dis- 
tributes programs  of  all  committee  meetings, 
furnishes  a practical  nursing  service  to  the  pub- 
lic, and  acts  as  a medical  information  center  of 
Cleveland,  is  manned  by  a staff  consisting  of  Mr. 
Caldwell,  the  executive  secretary,  Mrs.  Dearborn, 
assistant  executive  secretary,  Miss  Young, 
stenographer,  and  four  call  service  operators.  In 
addition,  the  operation  of  the  Academy  requires 
the  part-time  service  of  other  personnel,  such  as 
a cloakroom  attendant,  a lantern  operator,  etc. 
During  the  summer  months  when  the  Academy  is 
supervising  the  County  Tonsil  Clinics,  a part- 
time  social  service  worker  is  employed  to  in- 
vestigate the  economic  standing  of  families  in 
line  for  part-pay  service. 
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WATCH  FOR  ANNUAL  MEETING  NEWS  IN  JUNE  ISSUE,  THE  JOURNAL 

A complete  report  concerning  the  Ninety-First  Annual  Meeting  of  the 
Ohio  State  Medical  Association  which  was  held  at  Hotel  Biltmore,  Dayton, 
Wednesday  and  Thursday,  April  28  and  29,  will  be  published  in  the  June  issue 
of  The  Journal. 

Members  who  were  unable  to  attend  the  Dayton  meeting  should  watch  for 
their  copy  of  the  June  Journal  and  read  carefully  all  news  concerning  the  meet- 
ing, so  that  they  will  be  familiar  with  the  important  business  transacted  by  the 
House  of  Delegates  and  the  Council. 


New  Hospitalization  Rates  For  Services 
to  Auto  Accident  Indigents  Agreed  Upon 

After  April  1,  established  rates  for  hospital 
accommodations  will  be  paid  by  the  State  Bureau 
of  Motor  Vehicles  for  indigents  injured  on  state 
highways  rather  than  a per  diem  rate  established 
by  law,  according  to  an  agreement  approved  by 
the  bureau  and  the  Ohio  Hospital  Association. 

In  a recent  statement,  State  Auditor  Joseph  T. 
Ferguson  pointed  out  that  the  present  law  pro- 
vides that  the  rate  for  the  hospitalization  of  in- 
digents shall  be  based  on  the  per  diem  cost  of 
caring  for  ALL  patients  in  the  hospital  involved, 
provided  that  in  no  case  shall  that  rate  exceed 
$6  per  day.  Mr.  Ferguson  stated  that  in  most 
cases  the  indigent  patient  is  placed  in  a reason- 
ably priced  ward,  but  the  bill  submitted  to  the 
state  is,  in  accordance  with  the  present  law, 
figured  on  the  average  cost  of  caring  for  all 
patients  in  the  hospital. 

It  is  estimated  that  the  new  arrangement  will 
save  the  state  approximately  $50,000  per  year. 
A bill  is  pending  in  the  Senate  to  bring  the 
present  law  into  line  with  the  agreement. 


Faculty  Changes  at  Cincinnati  Approved 

The  following  appointments  to  the  faculty  of 
the  University  of  Cincinnati  College  of  Medicine 
were  recently  approved  by  the  Board  of  Directors 
of  the  University:  Dr.  E.  A.  Baber,  advanced  to 
assistant  professor  of  psychiatry;  Judge  Nelson 
Schwab,  professor  of  medical  jurisprudence;  Dr. 
Joseph  Tamura,  instructor  in  bacteriology;  Dr. 
Esther  Tietz,  assistant  in  psychiatry;  Dr.  Isaac 
Kawasaki,  Dr.  Halward  M.  Blegen,  Dr.  Elmer 
Maurer,  Dr.  Robert  J.  Ritterhoff,  Dr.  Raymond  A. 
Schanze,  and  Dr.  Harry  N.  Jurow,  assistants  in 
pathology;  Dr.  William  Bishop,  resident  on  the 
orthopedic  surgical  service;  Dr.  Bernard  Halb- 
stein,  assistant  resident  on  the  orthopedic  surgi- 
cal service  and  Dr.  Nathan  Flax,  instructor  in 
radiology. 


Bill  To  Reorganize  Medical  College  Killed 

Without  a dissenting  vote,  the  Committee  on 
Education  of  the  House  of  Representatives, 
Ninety-Second  Ohio  General  Assembly,  on  April 
14,  killed  a bill  to  provide  for  the  appointment  by 
the  Governor  of  a board  of  governors  to  ad- 
minister the  affairs  of  the  College  of  Medicine, 
Ohio  State  University,  and  Starling  Loving  Hos- 
pital, which  function  is  now  a part  of  the  duties 
of  the  Board  of  Trustees  of  the  University;  to 
place  all  medical  faculty  positions  on  a full-time 
basis;  and  to  make  the  hospital  exclusively  a 
charity,  teaching  institution. 


Leaves  Large  Fund  for  Village  Hospital 

The  entire  estate  of  the  late  Mrs.  Elizabeth 
McCullough  Heath,  Oxford,  may  eventually  be 
used  to  provide  a hospital  for  that  village,  ac- 
cording to  a recent  announcement  of  the  terms  of 
her  will.  Mrs.  Heath  specified  that  the  hospital, 
to  be  known  as  the  “McCullough  Memorial  Hos- 
pital” should  be  governed  by  a board  of  five  trus- 
tees appointed  by  the  mayor  of  Oxford,  with  the 
approval  of  the  village  council.  The  board,  she 
suggested,  should  be  comprised  of  at  least  three 
physicians  practicing  in  Oxford,  and  recom- 
mended that  her  personal  physician,  Dr.  H.  H. 
Smith,  be  offered  a place  on  the  Board  and  the 
presidency  of  the  hosiptal.  In  the  event  of  his 
death  before  the  hospital  is  established,  she  asked 
that  the  post  be  offered  to  his  son,  Dr.  Parke  G. 
Smith,  Cincinnati.  The  estate  was  valued  un- 
officially at  $350,000.  The  testatrix  specified  that 
if  the  Oxford  authorities  do  not  wish  to  accept 
her  offer,  the  entire  estate  shall  be  given  to 
Berea  College,  Berea,  Ky. 


Mental  Deficiency  Convention,  May  5 

The  Sixty-First  Annual  Convention  of  the 
American  Association  on  Mental  Deficiency  will 
be  held  at  the  Hotel  Haddon  Hall,  Atlantic  City, 
N.  J.,  May  5-8,  1937. 


SILICOSIS  ADDED  TO  LIST  OF  OCCUPATIONAL  DISEASES  WHICH 
ARE  COMPENSABLE  UNDER  WORKMEN’S  COMPENSATION  LAW 


SILICOSIS  is  added  to  the  list  of  occupational 
diseases  compensable  under  the  Ohio  Work- 
men’s Compensation  Act  through  the  enact- 
ment of  a measure,  Substitute  House  Bill  71,  by 
the  Ninety-Second  General  Assembly  and  which 
will  become  a part  of  the  Workmen’s  Compensa- 
tion Act  on  or  about  August  1. 

Silicosis  as  defined  in  the  act  is:  “A  disease  of 
the  lungs  caused  by  breathing  silica  dust  (silicon 
dioxide),  producing  fibrous  nodules,  distributed 
through  the  lungs  and  demonstrated  by  X-ray 
examination  or  by  autopsy”. 

The  proposal  was  an  agreed  measure  on  the 
part  of  organizations  representing  labor  and 
industry. 

Pertinent  provisions  of  the  act  are  as  follows: 

1.  An  employe  or  his  dependents  will  not  be 
entitled  to  compensation,  medical  treatment  or 
funeral  expenses  unless  the  employe  has  been 
subject  to  injurious  exposure  to  silica  dust  in  his 
employment  in  Ohio  preceding  his  disablement 
for  periods  amounting  in  all  to  at  least  five 
years,  some  portion  of  which  shall  have  been 
after  the  effective  date  of  the  act. 

2.  Compensation,  medical,  hospital  and  nurs- 
ing expenses  will  be  payable  only  in  the  event  of 
temporary  total  disability,  permanent  total  disa- 
bility, or  death,  and  only  in  the  event  of  such 
disability  or  death  resulting  within  one  year  after 
the  last  injurious  exposure. 

3.  In  the  event  of  death  following  continuous 
total  disability  commencing  within  two  years 
after  the  last  injurious  exposure,  the  existing 
requirement  of  death  within  two  years  after  the 
last  injurious  exposure  will  not  apply. 

4.  Maximum  compensation  awards  will  apply 
in  cases  where  an  employe  has  been  subject  to 
injurious  exposure  to  silica  dust  in  his  employ- 
ment in  Ohio  for  periods  amounting  in  all  to  at 
least  five  years  after  the  effective  date  of  the  act. 
In  event  such  exposure,  after  the  act  takes  effect, 
amounts  to  less  than  five  years,  the  maximum 
aggregate  amount  payable  for  disability,  death, 
or  disability  and  death,  shall  not  exceed  the  sum 
of  $500,  plus  $50  for  each  calendar  month  which 
may  elapse  after  the  effective  date  of  the  act  and 
before  the  month  in  whibh  disability  began.  The 
total  amount  payable  in  this  latter  type  of  cases 
shall  not  exceed  $3,000. 

5.  Claims  for  compensation  on  account  of  sili- 
cosis will  be  forever  barred  unless  application  is 
made  to  the  State  Industrial  Commission  within 
one  year  after  total  disability  began  or  within  six 
months  after  death. 

6.  An  employe  or  his  dependents  will  not  be 
entitled  to  compensation,  medical,  hospital  and 


nursing  expenses,  etc.,  in  the  event  of  the  failure 
or  omission  on  the  part  of  the  employe  to  state, 
when  seeking  employment,  the  place,  duration  and 
nature  of  previous  employment  in  answer  to  an 
inquiry  made  by  the  employer. 

7.  The  State  Industrial  Commission  is  empow- 
ered to  appoint  three  referees  to  be  known  as 
“silicosis  referees”  who  must  be  licensed  physi- 
cians in  good  professional  standing  and  who  have 
by  special  duty,  or  experience,  or  both,  acquired 
special  knowledge  of  pulmonary  diseases.  At 
least  one  of  whom  must  be  a roentgenologist. 

8.  Before  awarding  compensation  for  disability 
or  death  due  to  silicosis,  the  Commission  must  re- 
fer the  claim  to  the  silicosis  referees  for  examina- 
tion and  recommendation  with  regard  to  the  diag- 
nosis, the  extent  of  disability  and  other  medical 
questions  involved. 

9.  An  employe  filing  a silicosis  claim  must 
submit  to  examinations — clinical  and  X-ray — or- 
dered by  the  Commission. 

10.  The  Commission  may  designate  a physician, 
a pathologist,  or  such  other  specialist  as  may  be 
deemed  necessary  to  make  an  autopsy  examination 
and  tests  to  determine  the  cause  of  death  and 
certify  written  findings  to  the  silicosis  referee. 

11.  If  an  employe  refuses  to  submit  to  exami- 
nations after  notice  from  the  Commission  or  a 
claimant  for  compensation  for  death  due  to 
silicosis  fails  to  produce  necessary  consents  and 
permits  after  notice  from  the  Commission  so  that 
an  autopsy  and  tests  may  be  performed,  all  rights 
for  compensation  will  be  forfeited. 

12.  Reasonable  compensation  of  the  silicosis 
referees  and  of  other  physicians  used  and  the 
expenses  of  examination  and  tests  will  be  paid,  if 
the  claim  is  allowed,  as  part  of  the  expenses  of  the 
claim;  otherwise  from  the  surplus  fund  of  the 
Commission. 

The  act  amends  Section  1465-68a  of  the  Work- 
men’s Compensation  Act  which  provides  for  the 
compensation  of  employes  disabled  because  of  an 
occupational  disease  and  lists  the  various  occupa- 
tional diseases  which  are  compensable. 

The  proposal  was  introduced  by  State  Repre- 
sentative Michael  V.  DiSalle,  Toledo. 

Following  is  a complete  schedule  of  compensable 
occupational  diseases,  with  a description  of  the 
process  involved: 

1.  Anthrax — Handling  of  wool,  hair,  bristles,  hides  and 
skins. 

2.  Glanders — Care  of  any  equine  animal  suffering  from 
glanders  ; handling  carcass  of  such  animal. 

3.  Lead  poisoning— Any  industrial  process  involving  the 
use  of  lead  or  its  preparation  or  compounds. 

4.  Mercury  poisoning — Any  industrial  process  involving 
the  use  of  mercury  or  its  preparations  or  compounds. 

5.  Phosphorous  poisoning — Any  industrial  process  involv- 
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ing  the  use  of  phosphorus,  or  its  preparations  of  com- 
pounds. 

6.  Arsenic  poisoning — Any  industrial  procsss  involving 
the  use  of  arsenic  or  its  preparations  or  compounds. 

7.  Poisoning  by  benzol  or  by  nitro  and  adimo-deriva- 
tives  of  benzol  (dinitro-benzol,  amilin  and  others) — Any 

industrial  process  involving  the  use  of  benzol  or  nitro — 
or  amido — derivative  of  benzol  or  its  preparations  or  com- 
pounds. 

8.  Poisoning  by  gasoline,  benzine,  naphtha,  or  other 
volatile  petroleum  products — Any  industrial  process  involv- 
ing the  use  of  gasoline,  benzine,  naphtha,  or  other  volatile 
petroleum  products. 

9.  Poisoning  by  carbon  bisulphide — Any  industrial  proc- 
ess involving  the  use  of  carbon  bisulphide  or  its  prepara- 
tions or  compounds. 

10.  Poisoning  by  wood  alcohol — Any  industrial  process 
involving  the  use  of  wood  alcohol  or  its  preparations. 

11.  Infection  or  inflammation  of  the  skin  on  contact 
surfaces  due  to  oils,  cutting  compounds  or  lubricants,  dust, 
liquids,  fumes,  gases  or  vapors — Any  industrial  process 
involving  the  handling  or  use  of  oils,  cutting  compounds  or 
lubricants,  or  involving  contact  with  dust,  liquids,  fumes, 
gases  or  vapors. 

12.  Epithelioma  cancer  or  ulceration  of  the  skin  or  of 
the  corneal  surface  of  the  eye  due  to  carbon,  pitch,  tar 
or  tarry  compounds — Handling  or  industrial  use  of  carbon, 
pitch  or  tarry  compounds. 

13.  Compressed  air  illness — Any  industrial  process  car- 
ried on  in  compressed  air. 

14.  Carbon  dioxide  poisoning — Any  process  involving  the 
evolution  or  resulting  in  the  escape  of  carbon  dioxide. 

15.  Brass  or  zinc  poisoning— Any  process  involving  the 
manufacture,  founding  or  refining  of  brass  or  the  melting 
or  smelting. 

16.  Manganese  dioxide  poisoning — Any  process  involving 
the  grinding  or  milling  of  manganese  dioxide  or  the  escape 
of  manganese  dioxide  dust. 

17.  Radium  poisoning — Any  industrial  process  involving 
the  use  of  radium  and  other  radio  active  substances,  in 
luminous  paint. 

18.  Tenosynovitis  and  prepatellar  bursitis — Primary  teno- 
synovitis characterized  by  a passive  effusion  or  crepitus  into 
the  tendon  sheath  of  the  flexor  or  extensor  muscles  of  the 
hand,  due  to  frequently  repetitive  motions  or  vibration,  or 
prepatellar  bursitis  due  to  continued  pressure. 

19.  Chrome  ulceration  of  the  skin  or  nasal  passages' — Any 
industrial  process  involving  the  use  of  or  direct  contact  with 
chromic  acid  or  bichromates  of  ammonium,  potassium  or 
sodium  or  their  preparations. 

20.  Potassium  cyanide  poisoning — Any  industrial  process 
involving  the  use  of  or  direct  contact  with  potassium 
cyanide. 

21.  Sulhpur  dioxide  poisoning — Any  industrial  process  in 
which  sulphur  dioxide  gas  is  evolved  by  the  expansion  of 
liquid  sulphur  dioxide. 

22.  Silicosis — Silicosis  shall  mean  a disease  of  the  lungs 
caused  by  breathing  silica  dust  (silicon  dioxide)  producing 
fibrous  nodules,  distributed  through  the  lungs  and  demon- 
strated by  X-ray  examination  or  by  autopsy. 


Northern  Tri-State  Meeting 

Several  hundred  physicians  from  Michigan, 
Northern  Ohio  and  Northern  Indiana  attended 
the  annual  meeting  of  the  Northern  Tri-State 
Medical  Association  at  the  Hayes  Hotel,  Jackson, 
Michigan,  April  13.  Dr.  E.  N.  Collins,  Cleveland, 
and  Dr.  George  M.  Curtis,  Columbus,  were  among 
the  speakers.  The  following  officers  were  elected 
for  the  ensuing  year:  Dr.  G.  E.  Jones,  Lima, 

president:  Dr.  J.  N.  LaPorte,  Indiana,  vice-presi- 
dent; Dr.  Robert  H.  Elrod,  Toledo,  secretary;  Dr. 
Donald  Bracy,  Flint,  Michigan,  treasurer,  and  Dr. 
Burt  Hibbard,  Lima;  Dr.  O.  P.  Klotz,  Findlay; 
Dr.  G.  0.  Larson,  La  Porte,  Indiana;  Dr.  L.  T. 
Rawles,  Ft.  Wayne,  Indiana;  Dr.  W.  H.  Marshall 
and  Dr.  W.  M.  Randall,  Flint,  Michigan,  counsel- 
lors. Location  of  the  next  annual  meeting  will 
be  decided  within  a short  time.  Invitations  were 
received  from  Toledo,  Lima  and  Findlay. 


Schedule  of  General  and  Section  Sessions 
at  Annual  Meeting  of  A.M.A.,  Atlantic 
City,  June  7-11 

As  The  Journal  goes  to  press,  complete  details 
concerning  the  program  for  the  Eighty-Eighth 
Annual  Session  of  the  American  Medical  Asso- 
ciation at  Atlantic  City,  N.  J.,  June  7-11,  are  not 
available. 

A brief  resume  of  the  meeting  follows,  but 
further  details  will  appear  in  the  June  issue  of 
The  Journal. 

The  House  of  Delegates  will  convene  at  10:00 
A.  M.  on  Monday,  June  7,  in  the  Renaissance 
Room,  Ambassador  Hotel. 

The  Scientific  Assembly  of  the  Association  will 
open  with  a general  meeting  Tuesday  evening, 
June  8,  at  8:30  o’clock. 

Meetings  of  the  scientific  sections  will  be  held 
on  Wednesday,  Thursday  and  Friday,  June  9, 
10,  11. 

The  following  sections  will  meet  at  9:00  A.  M. 
each  day:  Practice  of  Medicine;  Obstetrics, 

Gynecology  and  Abdominal  Surgery;  Laryngol- 
ology,  Otology  and  Rhinology;  Pathology  and 
Physiology;  Orthopedic  Surgery;  Urology;  Pre- 
ventive and  Industrial  Medicine  and  Public 
Health,  and  Miscellaneous  Topics. 

The  following  sections  will  meet  at  2:00  P.  M. 
each  day:  Surgery,  General  and  Abdominal; 

Ophthalmology;  Pediatrics;  Pharmacology  and 
Therapeutics;  Nervous  and  Mental  Diseases; 
Dermatology  and  Syphilology;  Gastro-Enter- 
ology  and  Proctology,  and  Radiology. 

Members  and  Fellows  of  the  Association  may 
register  from  8:30  A.  M.  to  5:30  P.  M.,  on  June  7, 
8,  9 and  10,  and  from  8:30  A.  M.  to  12:00  Noon 
on  June  11. 

This  year’s  A.M.A.  meeting  will  be  of  special 
interest  to  Ohio  physicians  as  Dr.  J.  H.  J.  Upham, 
Columbus,  will  be  installed  as  President  at  the 
meeting. 

Requests  for  hotel  reservations  should  be  sent 
to  Dr.  William  Edgar  Darnell,  chairman,  Com- 
mittee on  Hotels,  16  Central  Pier,  Atlantic  City, 
New  Jersey. 


Graduate  Course  In  Otology,  Rhinology 

A graduate  course  in  otology  and  rhinology 
will  be  offered  at  the  University  of  Cincinnati, 
College  of  Medicine,  May  24  to  June  4.  The 
course,  restricted  to  25  participants  and  limited 
to  surgeons  specializing  in  the  field  of  otolaryng- 
ology, will  be  conducted  by  regular  members  of 
the  Departments  of  Otolaryngology  and  Anatomy 
and  Dr.  Max  Halle,  New  York,  who  will  special- 
ize in  surgery  of  the  sinuses.  The  fee  for  the 
course  is  $75.  Requests  for  details  concerning  the 
course  should  be  addressed  to  the  Office  of  the 
Dean,  University  of  Cincinnati  College  of  Medi- 
cine, Cincinnati,  Ohio. 


TIME  FOR  RENEWING  FEDERAL  NARCOTIC  PERMITS  NEARS; 
POINTS  ON  PRESCRIBING,  DISPENSING  SUMMARIZED 


ON  or  before  July  1 annually,  every  physi- 
cian wishing  to  prescribe  or  dispense  nar- 
cotic drugs  must  register  with  the  Col- 
lector of  Internal  Revenue  of  his  district  and 
pay  a Federal  tax  of  $1.00  in  order  to  renew  his 
narcotic  permit. 

A list  of  the  counties  comprising  the  four  in- 
ternal revenue  districts  in  Ohio,  together  with 
the  name  and  address  of  the  collectors,  follows: 

For  the  Cincinnati  District  (Ohio  1st)  Col- 
lector of  Internal  Revenue  Thomas  J.  Connor, 
Custom  Building,  Cincinnati,  Ohio;  comprising 
the  following  counties: 

Brown,  Butler,  Clark,  Clermont,  Clinton, 
Fayette,  Greene,  Hamilton,  Highland,  Miami, 
Montgomery,  Preble  and  Warren. 

For  the  Toledo  District  (Ohio  10th)  Collector 
of  Internal  Revenue  Charles  H.  Graves,  Toledo, 
Ohio;  comprising  the  following  counties: 

Allen,  Auglaize,  Champaign,  Crawford,  Darke, 
Defiance,  Erie,  Fulton,  Hancock,  Hardin,  Henry, 
Huron,  Logan,  Lucas,  Mercer,  Ottawa,  Paulding, 
Putnam,  Sandusky,  Seneca,  Shelby,  Van  Wert, 
Williams,  Wood  and  Wyandot. 

For  the  Columbus  District  (Ohio  11th)  Col- 
lector of  Internal  Revenue  Harry  F.  Busey,  Fed- 
eral Building,  Water  and  Gay  Sts.,  Columbus, 
Ohio;  comprising  the  following  counties: 

Adams,  Athens,  Coshocton,  Delaware,  Fair- 
field,  Franklin,  Gallia,  Guernsey,  Hocking,  Jack- 
son,  Knox,  Lawrence,  Licking,  Madison,  Marion, 
Meigs,  Morgan,  Morrow,  Muskingum,  Noble 
Perry,  Pickaway,  Pike,  Ross,  Scioto,  Union,  Vin- 
ton and  Washington. 

For  the  Cleveland  District  (Ohio  18th)  Col- 
lector of  Internal  Revenue  Carl  E.  Moore,  262 
Federal  Building,  Cleveland,  Ohio;  comprising  the 
following  counties: 

Ashland,  Ashtabula,  Belmont,  Carroll,  Colum- 
biana, Cuyahoga,  Geauga,  Harrison,  Holmes,  Jef- 
ferson, Lake,  Lorain,  Mahoning,  Medina,  Monroe, 
Portage,  Richland,  Stark,  Summit,  Trumbull, 
Tuscarawas  and  Wayne. 

LIABLE  TO  FINE  AND  IMPRISONMENT 

Application  for  registration  must  be  made  on  a 
form  furnished  by  the  Collector  of  Internal 
Revenue  of  the  district  in  which  the  physician 
resides. 

Initial  application  may  be  made  at  any  time, 
but  thereafter  a permit  must  be  renewed  each 
year  on  or  before  July  1.  The  original  registra- 
tion number  is  retained  from  year  to  year. 

Failure  to  pay  the  required  tax  of  $1.00  within 
the  required  time  adds  a penalty  of  25  per  cent 
to  the  tax  when  it  is  paid.  Last  year  several 
Ohio  physicians  were  fined  for  delinquencies  in 
paying  narcotic  taxes  over  a period  of  years. 

Also,  a physician  who  has  registered  tardily, 
and  has  prescribed  or  dispensed  narcotic  drugs 
during  the  interval  within  which  his  registration 


has  lapsed,  is  liable  to  a fine  of  not  more  than 
$2,000  or  imprisonment  for  not  more  than  five 
years  or  both. 

Physicians  are  urged  to  comply  strictly  with 
all  regulations  issued  in  accordance  with  the  Har- 
rison Narcotic  Act,  and  the  State  Uniform  Nar- 
cotic Drug  Act,  which  became  effective  September 
5,  1935. 

Conviction  of  violation  of  these  laws  subjects 
a physician  to  suspension  or  revocation  of  his 
license  to  practice  by  the  State  Medical  Board. 

Physicians  should  be  on  the  lookout  for  ad- 
dicts who  are  resorting  to  all  sorts  of  schemes  in 
order  to  obtain  narcotic  drugs. 

SOME  IMPORTANT  POINTS  SUMMARIZED 

The  following  important  provisions  of  the  nar- 
cotic laws  and  regulations  should  be  kept  in  mind, 
in  addition  to  the  requirement  for  registration 
and  renewal  of  permits  annually  on  or  before 
July  1 each  year: 

1.  A practitioner  who  desires  narcotic  drugs 
for  professional  use,  other  than  exempt  narcotic 
preparations,  must  obtain  them  from  a registered 
wholesale  dealer,  except  that  he  may  obtain 
aqeous  or  oleaginous  solution  in  which  the  nar- 
cotic content  does  not  exceed  20  per  cent  of  the 
complete  solution,  in  quantities  not  exceeding  one 
ounce  at  any  one  time,  from  a registered  retail 
dealer,  to  be  used  in  legitimate  office  practice. 
All  purchases  for  general  professional  use  must 
be  written  on  official  order  forms.  These  forms 
may  be  purchased  at  nominal  cost  from  the  Col- 
lector of  Internal  Revenue  with  whom  the  prac- 
titioner is  registered. 

2.  All  narcotic  drugs  should  be  kept  under  lock 
and  key.  If  narcotic  drugs  are  lost  or  stolen,  or 
accidentally  destroyed,  the  practitioner  to  whom 
they  belong  must  make  an  affidavit,  in  duplicate, 
as  to  the  kind  and  quantity  of  such  drugs  and  the 
time  and  circumstances  of  the  loss,  theft  or  de- 
struction. If  the  drugs  were  stolen,  the  affidavit 
should  show  that  the  local  police  authorities  were 
promptly  notified.  One  copy  of  the  affidavit  must 
be  placed  on  file  with  the  practitioner’s  duplicate 
order  forms,  and  the  other  copy  filed  with  the 
federal  narcotic  agent  in  charge  in  the  district  in 
which  the  practitioner  is  registered. 

3.  A practitioner  can  lawfully  administer,  dis- 
pense and  prescribe  narcotic  drugs  to  only  such 
patients  as  are  under  his  professional  care.  The 
Harrison  Narcotic  Act  does  not  limit  specifically 
the  quantity  that  may  be  used  or  the  time  during 
which  their  use  may  be  continued.  It  requires 
only  that  dosage  be  consonant  with  proper  pro- 
fessional practice.  It  places  no  restriction  on  the 
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form  in  which  narcotic  drugs  may  be  adminis- 
tered. 

ALWAYS  KEEP  A RECORD 

4.  Since  the  provisions  for  record  keeping  in 
the  Harrison  Narcotic  Act  are  confused,  it  is  the 
advice  of  the  best  medical  and  legal  authorities 
that  a record  should  be  kept  of  all  narcotic  drugs, 
received,  administered  and  dispensed.  This  record 
should  show  the  kind  and  quantity  of  the  nar- 
cotic drugs  or  preparations  dispensed,  the  name 
and  address  of  the  patient,  and  the  date  of  dis- 
pensing. Entries  should  be  made  on  the  day  when 
the  drugs  are  dispensed.  The  record  should  be 
kept  for  not  less  than  two  years. 

5.  Prescriptions  for  narcotic  drugs  may  law- 
fully be  written  on  any  prescription  blank.  Every 
such  prescription  must  be  written  in  ink,  indelible 
pencil  or  on  a typewriter,  and  must  contain  the 
patient’s  full  name  and  address  and  the  pre- 
scriber’s  signature,  address  and  registration 
number.  While  the  physician  is  not  required  by 
law  to  keep  a record  of  such  prescriptions,  it 
would  be  well  for  him  to  keep  one.  A physician 
should  safeguard  his  prescriptions,  to  keep  them 
from  falling  into  unauthorized  hands. 

A complete  analysis  of  the  Harrison  Narcotic 
Act  was  published  in  the  May,  1935,  issue  of  The 
Ohio  State  Medical  Journal,  pages  367-372.  The 
Ohio  Uniform  Narcotic  Act  was  explained  in  the 
July,  1935,  issue,  pages  539-543. 


Cincinnati  Obstetrical  Society  Celebrates 

The  sixtieth  anniversary  of  the  Cincinnati 
Obstetrical  Society  was  celebrated  at  the  annual 
banquet  on  March  18.  In  point  of  seniority  it  is 
the  fourth  city  organization  in  this  country  de- 
voted to  obstetrics  and  gynecology,  having  held 
regular  meetings  since  the  autumn  of  1876.  Re- 
marks by  the  president,  Dr.  Gilbert  Mombach, 
and  toastmaster,  Dr.  James  M.  Pierce,  were  fol- 
lowed by  a paper:  “Historical  Review  of  the  Cin- 
cinnati Obstetrical  Society,  1876-1936”  by  Dr. 
Arthur  G.  King.  Dr.  E.  W.  Mitchell,  a member 
for  52  years,  and  Dr.  James  Rowe,  a member  for 
32  years,  both  still  in  active  practice,  contributed 
personal  reminiscences.  An  entertainment  and 
frolic  arranged  by  Dr.  William  Graf  closed  the 
program.  Dr.  Edwin  W.  Enz  is  secretary  of  the 
society. 


American  Heart  Association  Meeting 

The  Thirteenth  Scientific  Session  of  the  Amer- 
ican Heart  Association,  Inc.,  will  be  held  at  the 
Hotel  Haddon  Hall,  Atlantic  City,  N.  J.,  June  7 
and  8,  from  9:30  A.  M.  to  5:30  P.  M.  On  Mon- 
day, June  7,  the  program  of  the  Section  for  the 
Study  of  the  Peripheral  Circulation  will  be  given. 
The  general  heart  program  will  be  presented  on 
Tuesday,  June  8. 
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A.M.A.  Council  Will  Rate  Schools  Which 
Offer  Partial  Medical  Courses 

At  a meeting  of  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medical 
Association,  held  in  Chicago,  February  14,  the 
following  statement  was  approved  concerning 
schools  that  do  not  offer  a complete  medical 
course: 

“Following  the  recent  survey  of  the  medical 
schools  it  was  decided  that,  effective  July  1,  1939, 
the  Council  will  publish  a list  of  schools  which 
teach  acceptably  gross  and  microscopic  anatomy, 
biochemistry,  physiology,  pharmacology,  bacteri- 
ology and  pathology,  even  though  they  do  not 
offer  a full  course  leading  to  a medical  degree. 

“The  acceptance  of  courses  involving  the  use  of 
clinical  material  shall  be  left  to  the  discretion  of 
the  faculties  which  admit  to  advanced  standing 
students  transferring  from  approved  schools  of 
the  medical  sciences. 

“Surveys  of  the  clinical  courses  and  facilities 
will  be  made  by  the  Council  and  reported  to  the 
individual  medical  schools  upon  request.” 

The  Council  adopted  resolutions  approving  the 
American  Board  of  Obstetrics  and  Gynecology 
and  the  American  Board  of  Internal  Medicine. 

Included  in  the  list  of  additional  hospitals  ap- 
proved for  residence  in  specialties  were  the  fol- 
lowing in  Ohio:  St.  Ann’s  Maternity  Hospital, 
Cleveland,  (obstetrics),  and  Huron  Road  Hos- 
pital, East  Cleveland,  (obstetrics-gynecology  and 
surgery). 


Dr.  Bateman  Joins  O.  S.  U.  Faculty 

Dr.  J.  Fremont  Bateman,  superintendent  of  the 
Columbus  State  Hospital,  has  been  appointed  pro- 
fessor of  clinical  psychiatry  at  Ohio  State  Uni- 
versity, College  of  Medicine.  Dr.  Bateman  plans 
to  inaugurate  a program  whereby  students  at 
the  college  may  receive  clinical  experience  and 
bed-side  teaching  at  the  State  Hospital  during 
their  junior  and  senior  years.  It  is  also  planned 
to  have  four  residencies  at  the  hospital  begin- 
ning July  1,  open  to  those  who  have  completed 
internships  in  recognized  hospitals. 


Named  Superintendent  at  Apple  Creek 

Dr.  Murray  N.  Fowler,  senior  assistant  phy- 
sician on  the  staff  of  Athens  State  Hospital  has 
been  appointed  chief  physician  and  superinten- 
dent of  the  Institution  for  Feeble-Minded  at 
Apple  Creek.  A graduate  of  the  University  of 
Toronto  School  of  Medicine  in  1923,  Dr.  Fowler 
has  been  on  the  staff  at  the  Athens  State  Hos- 
pital since  July  1,  1924.  He  is  a member  of  the 
Ohio  State  Medical  Association,  the  American 
Medical  Association  and  the  American  Psychia- 
tric Association. 


Narcotic  Permit  Deadline  July  1 


UNLICENSED  PRACTITIONER  A LAYMAN ; CAN  T CLAIM  SCIENCE 
AND  PROFESSIONALISM  AS  DEFENSE  IN  SUITS,  COURT  SAYS 


A PERSON  engaging  in  the  practice  of 
medicine,  or  any  of  its  branches,  in  the 
State  of  Ohio  and  who  does  not  hold  a 
license  issued  by  the  State  Medical  Board  en- 
titling him  or  her  to  do  so: 

1.  Has  only  the  status  of  a layman. 

2.  Is  entitled  to  no  more  protection  than  an 
ordinary  layman  against  damage  suits  based  on 
negligence  and  wilful  injury  resulting  from  ser- 
vices performed. 

3.  Having  assumed  to  act  as  a physician  and 
surgeon,  must  accept  the  additional  burden  of 
having  used  the  care  and  skill  in  diagnosis  and 
treatment  usually  employed  by  a licensed  phy- 
sician under  the  same  or  similar  circumstances. 

4.  Has  no  right  to  claim  the  protection  of 
science  and  professionalism  in  defense  against 
actions  for  damages. 

The  foregoing  principles  were  set  forth  in  a 
decision  handed  down  April  12,  1937,  by  the 
Court  of  Appeals,  First  Appellate  District,  sit- 
ting at  Cincinnati,  in  the  case  of  Evelyn  Willett, 
appellant,  vs.  Katherine  Rowekamp,  appellee,  an 
unlicensed  chiropractor. 

LOWER  COURT  REVERSED 

The  opinion  written  by  Judge  Simon  Ross 'and 
concurred  in  by  Judges  Francis  K.  Hamilton  and 
Stanley  Matthews,  reversed  the  judgment  of  the 
Hamilton  County  Common  Pleas  Court  and 
ordered  a new  trial. 

The  case  was  appealed  on  questions  of  law 
from  a judgment  in  favor  of  the  defendant, 
Katherine  Rowekamp,  following  action  by  Com- 
mon Pleas  Judge  Stanley  Struble  instructing  the 
jury  to  return  a verdict  for  the  defense  on  the 
ground  that  negligence  had  not  been  proven. 

In  her  petition  seeking  $25,000  damages,  Miss 
Willett  charged  the  appellee  did  not  use  due  and 
proper  care  and  skill  in  giving  treatment  to  her 
“in  that  in  manipulating  the  vertebrae  of  ap- 
pellant’s spine,  appellee  used  such  undue  and 
unusual  force  and  violence  as  to  sprain  the 
plaintiff’s  left  sacro-iliac  joint”;  that  the  appellee 
failed  in  diagnosing  the  case  to  employ  X-rays; 
and  that  “by  reason  of  such  mistreatment,  ap- 
pellant suffered  severe  injuries.” 

MEDICAL  TESTIMONY  PROHIBITED 
At  the  trial,  Judge  Struble  refused  to  permit 
accredited  physicians  and  surgeons  to  testify 
until  they  had  expressed  familiarity  with  the 
practices  and  measures  which  chiropractors  are 
accustomed  to  employ  in  their  treatments.  The 
court  contended  that  the  negligence  of  the  de- 
fendant (Katherine  Rowekamp)  must  be  shown 
either  by  chiropractors,  giving  the  jury  the 


rules  which  govern  chiropractors  in  general,  or 
by  physicians  and  surgeons  who  were  acquainted 
with  chiropractic  practices,  giving  the  jury  such 
rule  to  guide  it  in  comparing  such  standard  with 
the  course  of  conduct  followed  in  this  case. 

DEFENDANT’S  TESTIMONY  CITED 

In  determining  that  the  Common  Pleas  Court 
was  incorrect  in  extending  to  the  defendant  “the 
cloak  of  professionalism”,  the  Court  of  Appeals 
analyzed  and  cited  the  following  testimony  given 
by  Katherine  Rowekamp  during  the  trial: 

“Q.  You  were  admitted  by  the  Ohio  State  Board  in  this 
State  ? x 

A.  No,  this  state  does  not  have  a State  Board. 

Q.  Did  the  State  of  Ohio  admit  you  to  practice? 

A.  I haven’t  any  license  to  practice  in  the  State  of 
Ohio. 

Q.  You  haven’t  any  license  to  practice  in  the  State  of 
Ohio. 

A.  No,  sir. 

Q.  Where  is  your  license? 

A.  Well,  we  have  not  got  no  Chiropractors’  State  Board 
and  we  have  been  fighting  for  it  for  quite  a number  of 
years  and  until  we  get  it  I don’t  think  the  chiropractors  in 
the  State  of  Ohio  will  have  one. 

Q.  You  have  to  pass  an  examination  in  the  State  of 
Ohio  to  practice  your  profession,  do  you  not  ? 

A.  There  isn’t  any  Chiropractors’  State  Board  to  take. 
There  is  a medical — I don’t  know  anything  about  that — I 
only  practice  chiropractory. 

Q.  What  I mean  to  say  is  the  chiropractors  in  Cincin- 
nati are  licensed,  are  they  not  ? 

A.  There  might  be  two  or  three. 

THE  COURT : The  Court  does  not  wish  to  interrupt,  but 

we  are  not  concerned  with  that  question. 

MR.  BEEBE : I thought  they  had  to  have  a license. 

MR.  RENDIGS : That  isn’t  true. 

MR.  BEEBE : Then  I am  wrong. 

Q.  You  graduated  from  this  school  at  Davenport  and 
came  to  Cincinnati  and  opened  an  office  here  and  are 
practicing  as  a chiropractor  ? 

A.  Yes,  sir.” 

Reasoning  of  the  Appellate  Court  in  reaching 
its  conclusions  and  such  conclusions  are  clearly 
set  forth  in  the  following  portions  of  the  decision 
which  revealed  the  errors  in  views  of  the  lower 
court  and  attorneys  for  the  defendant: 

“Was  such  a person  more  than  a mere  layman? 
We  consider  that  she  was  not.  What  right  then 
has  she  to  claim  the  protection  of  science  and 
professionalism?  We  conclude  she  is  not  entitled 
to  such  protection.  Where  men  and  women  are 
engaged  in  a profession  generally  recognized  by 
the  public  to  be  based  upon  scientific  methods  and 
research,  careful  study,  long  experiment,  thorough 
testing,  mature  deliberations,  covering  an  ex- 
tended educational  period,  they  are  entitled  to 
the  protection  of  the  general  rule  requiring  only 
the  skill  and  care  which  persons  engaged  in  such 
a profession  are  accustomed  to  use  under  the 
same  or  similar  circumstances. 

“If  one  so  engaged  uses  the  methods  and 
measures  usually  adopted  by  those  similarly  en- 
gaged and  injury  results,  he  may  not  be  held  to 
respond  in  damages.  But  where  a group  of  lay- 
men adopt  a certain  course  of  conduct  as  being 
proper  treatment,  unendorsed  as  generally  con- 
sidered scientific  and  professional,  certainly,  the 
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same  protection  may  not  he  afforded  to  a member 
of  the  group.  Merely  because  the  members  of 
this  group  consider  it  justifiable  to  inflict  an  in- 
jury will  not  furnish  any  proper  standard  for  a 
jury  to  determine  what  a reasonable  careful  and 
prudent  person  would  do  under  the  same  or 
similar  circumstances.  Courts  must  bow  to  the 
conclusions  of  professional  science,  but  they 
should  not  be  governed  in  applying  the  general 
principles  of  law  by  the  conclusions  of  every  cult, 
group,  or  faction  which  may  unwarrantedly  con- 
sider it  has  discovered  the  panacea  for  the  ills  of 
the  human  body. 

HAS  NO  COMPLAINT 

“However,  the  appellee  attempted  to  render 
treatment  which  should  only  have  been  given  by 
a regularly  accredited  physician  or  surgeon.  In 
doing  so,  she  can  not  complain  if  she  is  held  to 
the  degree  of  skill  and  care  which  physicians  and 
surgeons,  whose  place  she  ventured  to  fill,  would 
have  used  under  similar  circumstances. 

“The  court,  therefore,  erred  in  not  permitting 
physicians  and  surgeons  to  testify  what  degree 
of  skill  and  care  was  appropriate  to  the  circum- 
stances involved. 

“In  the  case  of  Kuechler  v.  Volgman,  180  Wis., 
238,  31  A.L.R.,  826,  the  Court  held  that  chiro- 
practors were  required  to  use  the  same  degree  of 
skill  and  care  required  of  physicians  and  sur- 
geons, where  they  attempt  to  do  the  work 
usually  done  by  such.  It  is  true  the  court  con- 
strued a Wisconsin  statute,  holding  persons  prac- 
ticing without  a license  to  such  care  and  skill, 
but  to  us  it  is  apparent  that  such  a statute 
merely  expresses  the  general  legal  principle 
which  should  be  applicable. 

“We  are  not  considering  here  a case  involving 
two  recognized  scientific  schools  of  medicine, 
such  as  allopaths  and  homeopaths,  where  the  rule 
has  been  laid  down  that  each  is  to  be  governed 
by  its  own  methods,  customs  and  procedure.  The 
appellee  is,  under  the  record,  entitled  to  no  such 
consideration.  She  is  to  all  intents  a layman  and 
subject  to  the  rules  applicable  to  laymen. 

HAS  NO  PROFESSIONAL  STANDING 

“An  interesting  question  might  be  presented 
in  such  a case  as  this  were  we  required  to  de- 
termine whether  the  one  year  statute  of  limita- 
tions, applying  to  malpractice  cases,  applied,  or 
the  two  year  statute  applying  to  personal  in- 
juries merely.  This  would  more  clearly  em- 
phasize the  distinction  drawn. 

“In  our  view,  under  the  circumstances  de- 
veloped by  the  record,  the  appellee  is  responsible 
for  any  unwarranted  injury  she  inflicted  upon 
the  appellant  wilfully  or  negligently.  She  has  no 
professional  standing  whatever.  The  ordinary 
rules  applicable  to  negligence  and  wilful  injury, 
apply.  The  standard  is  the  care  which  any  reason- 
able person  would  use  under  the  same  or  similar 
circumstances.  Some  of  these  circumstances  in  the 
instant  case  being  that  appellee  has  professed  to 
be  able  and  willing  and  competent  and  has  at- 
tempted to  diagnose  and  cure  a malady  in  a per- 
son coming  to  her  for  treatment. 

“The  jury  is  capable  of  applying  such  rule 
without  any  expert  testimony. 

RESULTS  OF  FOLLY  AND  FRAUD 

“The  appellee,  however,  having  attempted  a task 
peculiar  to  physicians  and  surgeons  must  accept 


the  additional  burden  of  performing  such  task  in 
the  manner  and  with  the  degree  of  care  and  skill 
which  physicians  and  surgeons  are  accustomed  to 
use  in  diagnosis  and  treatment.  If  she  fails  so  to 
do,  she  is  responsible. 

“The  human  body  constitutes  too  delicate  a 
mechanism  to  permit  unskilled,  unscientific,  and 
unprofessional  persons  to  tamper  therewith 
under  the  guise  of  being  able  to  cure  malady, 
disease,  or  injury.  Those  who  so  venture  must 
accept  the  consequence  of  their  folly  or  fraud. 

“Such  a position  is  peculiarly  proper  when  ap- 
plied to  the  undertaking  under  consideration,  for 
through  the  vertebrae  runs  the  spinal  cord,  and 
it  is  a matter  of  common  knowledge  that  no  more 
delicate  portion  of  the  human  body  can  be  con- 
sidered than  that  which  connects  the  brain  with 
the  multiple  termini  of  the  entire  nervous  sys- 
tem. The  results  attending  mistreatment  of  the 
area  containing  the  major  nerve  centers  and  this 
vital  communication  can  be  easily  imagined  to  be 
disastrous  and  permanent.  Accepting  the  theory 
of  the  appellant  therefore  the  court  erred,  con- 
sidering the  case  from  a malpractice  standpoint, 
in  excluding  the  evidence,  we  conclude,  therefore, 
that  the  judgment  must  be  reversed  and  a new 
trial  granted  for  improper  exclusion  of  evidence; 
that  if  necessary  the  appellant  may  redraft  her 
petition  to  state  a cause  of  action  based  upon 
simple  personal  injury,  and  will  be  protected  in 
doing  so  by  the  decision  of  the  Supreme  Court  in 
the  case  of  Louisville  & Nashville  Rd.  Co.  v. 
Greene,  Admx.,  113  Ohio  St.,  546.  That  in  any 
event  the  appellee  is  entitled  to  no  more  protec- 
tion than  any  ordinary  layman  would  be  under 
the  same  or  similar  circumstances,  but,  on  the 
contrary,  having  assumed  to  act  as  a physician 
or  surgeon,  she  must  use  the  care  and  skill  in 
diagnosis  and  treatment  usually  employed  by 
such. 

“Judgment  reversed  and  a new  trial  ordered.” 


Alumni  Reunion  Committees  Named 

Dr.  Donald  J.  Lyle,  Cincinnati,  president  of  the 
Alumni  Association  of  the  University  of  Cincin- 
nati College  of  Medicine,  has  appointed  the  fol- 
lowing committees  to  arrange  for  the  Associa- 
tion’s annual  meeting  and  banquet,  Wednesday, 
June  10: 

Banquet  Arrangements,  Dr.  Robert  Kotte,  ’24; 
J.  Stewart  Mathews,  ’23;  Dr.  Samuel  Zielonka, 
11’  Chairman;  Speaker  and  Program,  Dr.  Fred 
Heinold,  ’24;  Dr.  Martin  H.  Fischer;  Dr.  Alfred 
Friedlander,  ’95,  Chairman;  Committee  on  Pub- 
licity, Dr.  Robert  Rothenberg,  ’28;  Dr.  Frank  B. 
Cross,  ’95;  Dr.  Carl  Wilzbach,  ’22,  Chairman; 
Committee  on  Clinics  and  Exhibits,  Dr.  Edward 
McGrath,  ’32;  Dr.  Stanley  E.  Dorst,  ’23;  Dr. 
Louis  G.  Herrmann,  Chairman;  Reception  Com- 
mittee, Dr.  William  M.  Doughty,  ’06;  Dr.  E.  W. 
Mitchell,  ’82;  Dr.  Helena  Ratterman,  ’14;  Dr. 
Henry  Freiberg,  ’18,  Chairman;  Class  Reunion 
Chairmen,  Dr.  James  Clear,  Class  ’12;  Dr.  Parke 
G.  Smith,  Class  ’17;  Dr.  George  McClure,  Class 
’22;  Dr.  Carl  Senour,  Class  ’27;  Dr.  Richard 
Bryant,  Class  ’32. 


BRITISH  COLUMBIA  HEALTH  INSURANCE  SCHEME  BLOWS  UP 
AS  PUBLIC  AND  PHYSICIANS  BALK  AT  ITS  FEATURES 


COLLECTIONS  under  the  health  insurance 
scheme  which  was  to  have  been  in- 
augurated in  British  Columbia,  March  1, 
have  been  postponed  sine  die  by  the  Premier  of 
the  Province.  This  action  followed  general  dis- 
approval of  the  program  by  both  the  public  and 
the  medical  profession.  A questionnaire  sent  to 
635  members  of  the  College  of  Physicians  and 
Surgeons  of  British  Columbia  was  answered  by 
625,  of  whom  612  disapproved  the  plan  and  only 
13  favored  it. 

The  history  of  the  scheme  and  its  ultimate 
downfall  is  reviewed  in  a recent  issue  of  North- 
west Medicine,  journal  of  the  Oregon,  Washing- 
ton and  Idaho  State  Medical  Associations.  Phy- 
sicians who  read  the  following  exerpts  from  that 
publication’s  comment  will  note  many  of  the  ob- 
jections which  the  medical  profession  always  has 
maintained  will  inevitably  be  present  in  any  such 
plan.  Said  Northwest  Medicine: 

“In  order  to  understand  just  what  has  taken 
place  in  the  Province,  it  is  necessary  to  review 
certain  events  of  the  past  several  years  which  led 
up  to  the  authorization  of  the  scheme  in  March, 
1936.  British  Columbia  has  long  been  known  as  a 
liberal  or  socially-minded  Province,  and  the  pres- 
ent government  is  overwhelmingly  liberal.  Dis- 
satisfaction with  the  efficiency  of  the  present 
system  of  medicine  has  been  evident  for  many 
years.  The  medical  profession  itself  feels  that 
certain  groups  of  the  population  at  present  re- 
ceive inadequate  care.  This  feeling  is  in  no  sense 
an  outgrowth  of  the  depression,  but  perhaps  has 
been  somewhat  intensified  and  crystalized  by  it. 

“Evidence  that  the  depression  had  nothing  to 
do  with  the  development  of  ideas  for  health  in- 
surance is  offered  by  the  fact  that  in  April,  1929, 
there  was  appointed  a Royal  Commission  on 
State  Health  Insurance  and  Maternity  Benefits. 
This  commission  published  a progress  report  in 
1930  and  a final  report  in  1932.  The  latter  report 
contained  the  recommendation  *■ — rfor  the  early 
establishment  in  British  Columbia  of  a suitable 
compulsory  health  insurance  plan,  including  ma- 
ternity benefits — The  British  Columbia  Medi- 
cal Association  then  propounded  a set  of  prin- 
ciples which  were  considered  essential  in  any  such 
scheme.  These  principles  included  free  choice  of 
physician  and  a demand  that  the  state,  industry, 
and  the  worker  should  be  assessed  according  to 
their  responsibility. 

“In  1934  the  Committee  on  Economics  of  the 
Canadian  Medical  Association  presented  at  the 
annual  meeting  a very  comprehensive  report  on 
* health  insurance  throughout  the  Dominion.  Cer- 
tain principles  suggested  for  incorporation  in  any 


such  scheme  in  any  province  were  a part  of  this 
report.  The  principles  laid  down  in  this  report 
have  since  been  modified,  but  the  medical  pro- 
fession in  Canada  feels  that  health  insurance  in 
some  form  will  probably  come,  and,  providing 
that  quality  of  medical  service  is  maintained  and 
continued  improvement  is  guaranteed,  they  are 
not  opposed  to  it. 

“It  is  not  surprising,  therefore,  that  when  in 
1934  the  Provincial  Secretary  sent  a question- 
naire to  the  medical  men  of  British  Columbia, 
asking  if  they  would  approve  a plan,  sponsored 
by  the  Province,  to  give  medical  care  to  indigents, 
dependents,  pensioners  and  people  of  low  income, 
a majority  answered  in  the  affirmative.  This 
questionnaire  sent  out  by  Dr.  Weir,  a doctor  of 
philosophy,  then  and  now  Provincial  Secretary, 
was  not  official,  and  no  official  record  was  taken 
of  the  response.  It  is  understood,  however,  that 
about  seventy-five  per  cent  of  the  replies  favored 
some  such  plan. 

“In  1935  a Hearing  Committee  was  appointed, 
which  drew  up  a proposed  plan.  This  plan,  which 
included  care  for  indigents,  dependents  and  those 
of  low  income,  was  approved  by  all  who  studied 
it.  It  was,  as  far  as  could  be  determined  at  that 
time,  an  ideal  plan.  It  placed  upon  the  Province 
the  burden  of  the  care  of  those  who  could  not 
themselves  contribute  to  the  fund  which  was  to 
be  established  for  the  administration  of  the  plan. 
Upon  presentation  to  the  government,  it  was 
discovered  that  it  would  be  impossible  to  put 
through  any  plan  which  made  the  Province  in  any 
way  responsible  financially.  The  legislators  flatly 
refused  to  appropriate  any  money  for  the  care 
of  those  most  in  need.  In  spite  of  this  declara- 
tion, the  Government  sponsored  and  had  passed 
in  March,  1936,  a bill  which  authorized  the  estab- 
lishment of  a Health  Insurance  Commission.  The 
chairman  of  the  commission,  to  hold  office  for 
seven  years,  was  given  a salary  of  from  five  to 
seven  thousand  dollars  per  year.  This  position  is 
now  filled  by  Allon  Peebles,  a doctor  of  phi- 
losophy and  student  of  economics. 

“The  commission  became  active  almost  im- 
mediately, and  held  hearings  with  various  in- 
terested groups.  Among  these  was  the  committee 
appointed  from  the  College  of  Physicians  and 
Surgeons  of  British  Columbia.  Repeated  hearings 
of  the  committee  and  the  commission  were  held 
throughout  the  latter  part  of  1936  and  January, 
1937.  It  soon  became  evident  to  members  of  the 
profession  that  the  commission  had  no  interest  in 
the  preservation  of  scientific  medicine  or  even 
in  adequate  service  to  those  most  in  need.  The 
regulations  which  were  proposed  from  time  to 
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time  by  the  commission  did  not  provide  sufficient 
remuneration  for  the  care  of  those  on  moderate 
income,  and  made  no  provision  whatever  for  the 
care  of  indigents,  pensioners  and  those  of  very 
low  income. 

“The  final  plans  published  by  the  commission, 
January  10,  1937,  provided  for  the  distribution  of 
medical  services  and  payments  of  physicians 
under  a dual  system  of  capitation  and  fee  for 
services.  All  insured  persons  were  to  announce 
their  selection  of  a general  practitioner,  this 
selection  to  be  changeable  at  the  end  of  the  quar- 
ter. The  general  practitioner  was  then  to  receive 
$3.60  per  yeaT?  per  member  of  his  panel.  The  gen- 
eral practitioner  was  to  provide  all  medical  and 
surgical  service,  with  the  exception  of  certain 
specialized  forms  of  surgery  or  those  examina- 
tions or  operations  requiring  specialized  instru- 
ments. If  the  general  practitioner  were  to  do  all 
his  own  general  surgery,  he  was  to  have  received 
40  cents  per  year  per  member  in  addition.  Ob- 
stetrics was  to  be  paid  for  at  the  rate  of  $24  a 
case. 

Sixty-five  cents  per  year  per  member  was  to  be 
put  in  a pool,  from  which  all  services  of  all 
specialists,  including  special  surgery,  were  to  be 
paid.  Payment  of  specialists  was  to  be  made  on  a 
fee  for  service  basis,  the  amount  of  payment 
being  adjusted  to  the  fee  according  to  the  size 
of  the  pool.  It  was  proposed,  also,  to  set  aside  50 
cents  per  year  per  member  as  a reserve,  from 
which  distribution  might  be  made  to  correct  any 
inequalities  appearing  after  the  plan  was  put  in 
operation. 

“Thus,  $5.50  was  adjudged  sufficient  to  provide 
complete  medical,  surgical  and  obstetric  service 
by  the  medical  profession.  Funds  to  enable  the 
administration  of  this  scheme  were  to  have  been 
contributed  by  those  steadily  employed  at  a 
salary  of  not  less  than  $10  per  week,  nor 
more  than  $1800  per  year,  and  the  employers  of 
such  persons.  Thus  it  is  seen  that  there  was  no 
provision  made  for  indigents  or  those  on  very  low 
income  or  pensions.  Neither  could  part-time 
workers  be  considered  to  come  under  this  plan. 
Thus  a large  share  of  British  Columbia’s  indus- 
trial population  would  be  excluded  from  the 
benefits. 

“Public  reaction  to  to  the  proposal  was  sur- 
prisingly intense  and  decidedly  illuminating.  It 
became  apparent  that  the  only  group  in  favor  of 
the  plan  was  the  Canadian  Commonwealth  Fed- 
eration, a group  purported  to  be  communistic  in 
tendency.  The  intelligent  labor  group  and  most 
of  the  general  population  were  strongly  opposed 
to  inauguration  of  the  scheme.  Newspaper  com- 
ment was  at  times  sharp,  especially  so  after  one 
member  of  the  commission  had  displayed  strong 
prejudice  in  publicly  denouncing  the  medical  pro- 
fession. It  was  even  suggested  by  one  well-in- 


formed columnist  that  such  prejudice  might  be 
sufficient  cause  to  ask  for  reorganization  of  the 
commission. 

“The  medical  profession,  while  deeply  con- 
cerned over  the  proposal,  maintained  a most 
serene  and  detached  attitude  throughout  the  pro- 
ceedings. While  compensation  was  an  element  in 
the  objections  to  the  plan,  the  other  elements  of 
unfairness  were  stressed  fully  as  much.  In  all 
probability  this  splendid  attitude  by  the  members 
of  the  profession  in  British  Columbia  and  their 
representatives  had  much  to  do  with  the  ultimate 
crystalization  of  public  opinion  and  resulting 
cancellation  of  the  scheme.” 


Standards  for  City  District  Physician 

At  the  request  of  the  Commissioner  of  Health, 
the  Committee  on  Public  Health  of  the  Cleve- 
land Academy  of  Medicine  with  the  approval  of 
the  Board  of  Directors,  has  submitted  to  the 
director  of  public  welfare  a set  of  minimum 
qualifications  for  candidates  for  the  office  of  City 
District  Physician.  These  qualifications  are  as 
follows : 

1.  Graduate  of  an  approved  medical  school  (as 
interpreted  by  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Associa- 
tion). 

2.  Legally  qualified  to  practice  in  the  State  of 
Ohio. 

3.  Age  between  25  and  45  years  at  time  of 
appointment. 

4.  Sound  health  as  determined  by  a physical 
examination. 

5.  Training  in  diagnosis  and  treatment  of  in- 
ternal medical  conditions,  and,  preferably,  com- 
municable diseases  gained  in: 

(a)  An  internship  of  at  least  one  (1)  year 
in  an  approved  hospital  (as  interpreted 
by  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical 
Assn.)  in  which  the  internship  included 
internal  medicine  and,  preferably,  com- 
municable disease. 

6.  Qualified  for  membership  in  local  medical 
organizations  (as  evidence  that  the  applicant  is 
an  ethical  practitioner  and  is  interested  in  keep- 
ing informed  with  advances  in  medicine.) 

7.  In  case  of  an  emergency  and  temporary  ap- 
pointees are  necessary,  the  foregoing  qualifica- 
tions (with  the  exception  of  1,  2 and  6),  may  be 
waived  by  the  Commissioner  of  Health  for  phy- 
sicians appointed  for  a period  not  exceeding 
thirty  days. 


New  York  Graduate  Fortnight 

The  Annual  Graduate  Fortnight  of  The  New 
York  Academy  of  Medicine  will  be  held  Novem- 
ber 1-12,  1937,  and  will  be  devoted  to  a con- 
sideration of  “Medical  and  Surgical  Disorders  of 
the  Urinary  Tract”.  A complete  program  and 
registration  blank  can  be  secured  by  addressing 
Dr.  Mahlon  Ashford,  2 East  103d  Street,  New 
York  City. 


CORPORATION  MAY  OPERATE  DRUG  STORE  IN  OHIO,  ALTHOUGH 
PHARMACY  IS  A PROFESSION,  ATTORNEY  GENERAL  HOLDS 


A CORPORATION  may  be  formed  for  the 
purpose  of  operating  and  conducting  drug 
stores  and  pharmacies  in  Ohio  despite  the 
fact  that  the  practice  of  pharmacy  is  a statutory 
profession,  because  the  present  pharmacy  laws 
do  not  definitely  restrict  the  conducting  and 
operating  of  pharmacies  to  licensed  pharmacists. 

This  was  the  meat  of  an  opinion  (No.  225)  ren- 
dered March  10,  1937,  by  Attorney  General  Her- 
bert S.  Duffy  in  answer  to  an  inquiry  made  by 
the  State  Board  of  Pharmacy. 

Mr.  Duffy  pointed  out  that  the  wording  of  the 
Statutes  governing  the  practice  of  pharmacy 
differs  from  that  of  statutes  governing  the  prac- 
tice of  other  professions,  making  it  necessary  to 
exempt  pharmacy  from  the  scope  of  Section 
8623-3  of  the  General  Code  which  makes  it  un- 
lawful for  a corporation  to  engage  in  the  practice 
of  a profession. 

The  attorney  general  ruled,  however,  that  a 
legally  registered  pharmacist  or  assistant  phar- 
macist must  be  in  charge  of  the  pharmaceutical 
department  of  every  drug  store  or  pharmacy. 

Because  of  the  interesting  points  involved,  the 
opinion  is  published  herewith  in  full. 

ATTORNEY  GENERAL’S  OPINION 

In  determining  the  question  of  whether  or  not 
the  law  relating  to  corporations  practicing  law 
or  optometry  is  applicable  to  the  practice  of 
pharmacy,  consideration  should  first  be  given  to 
the  underlying  question  of  whether  or  not 
pharmacy  is  a profession  within  the  meaning  of 
the  General  Corporation  Act,  Sections  8623-1,  et 
seq.  General  Code. 

That  part  of  Section  8623-3,  General  Code, 
which  is  pertinent  to  this  opinion  reads  as  fol- 
lows: 

“A  corporation  for  profit  may  be  formed 
hereunder  for  any  purpose  or  purposes,  other 
than  for  carrying  on  the  practice  of  any  pro- 
fession, for  which  natural  persons  lawfully 
may  associate  * * *.” 

This  section  which  was  last  amended  by  the 
87th  General  Assembly,  112  O.  L.,  10,  dates  back 
to  1893  when  it  was  enacted  by  the  70th  Gen- 
eral Assembly,  90  O.  L.,  405,  R.  S.  3235,  tbe  per- 
tinent parts  of  which  read: 

“Corporations  may  be  formed  * * * for  any 
purpose  for  which  individuals  may  lawfully 
associate  themselves,  except  * * * carrying 
on  professional  business.” 

At  the  outset,  I would  like  to  point  out  that 
this  provision  in  the  Ohio  statutes  as  to  the  prac- 
tice of  a profession  by  a corporation  is  not  gen- 
erally contained  in  the  laws  of  other  states  and 
that  therefore  decisions  or  ■ practices  in  other 
jurisdictions  are  of  little  or  no  value  in  interpret- 
ing the  Ohio  law.  The  question  as  to  just  what 
the  word  “profession”  meant  in  this  connection 
was  answered  by  the  court  in  State  ex  rel.  v. 


Myers,  128  O.  S.,  366,  when  it  held  that  the  word 
encompassed  not  only  the  common  law  profes- 
sions, but  statutory  professions  as  well.  That  is, 
if  the  legislature  in  dealing  with  a certain  calling 
has  indicated  an  attitude  as  to  it  akin  to  that 
commonly  taken  toward  the  recognized  profes- 
sions, that  calling  is  a profession  within  the 
meaning  of  Section  8623-3,  General  Code. 

Therefore,  in  answering  your  first  question  we 
must  look  to  the  enactments  of  the  legislature  in 
connection  with  the  practice  of  pharmacy. 

PHARMACY  IS  A PROFESSION 

The  most  important  statutes  are  those  setting 
up  the  State  Board  of  Pharmacy,  Sections  1296  to 
1313.  In  substance  they  set  up  educational,  per- 
sonal and  moral  prereqquisites  for  an  applicant 
for  a pharmacy  license,  not  the  least  of  which  is 
technical  training  in  a recognized  pharmacy  col- 
lege. If  an  applicant  is  qualified  to  apply  for  a 
license  he  then  must  pass  an  examination  in 
chemistry,  botany,  materia  medica,  toxicology 
and  the  theory  and  practice  of  pharmacy.  There 
are  other  and  more  definite  indications  of  the 
legislature’s  attitude,  particularly: 

Section  1297 : 

“*  * * a registered  pharmacist  in  good 
standing  in  his  profession  * * *.” 

Section  1303-4: 

“*  * * a certificate  authorizing  him  to  prac- 
tice the  profession  of  pharmacy.  * * 

Section  1306-2: 

“*  * * to  practice  the  profession  as  a 
pharmacist  * * * 

Section  1307: 

“*  * * granted  to  practice  the  profession  of 
a pharmacist  * * 

Section  1308: 

“*  * * shall  be  entitled  to  practice  his  pro- 
fession * * 

From  the  foregoing  it  seems  clear  that  the 
legislature,  in  enacting  these  laws,  considered 
pharmacy  a profession. 

The  Supreme  Court  of  Ohio  has  recently, 
State,  ex  rel.  vs.  Optical  Company,  131  O.  S., 
217,  inferentially  answered  the  second  ques- 
tion as  to  what  is  included  within  the  practice  of 
a profession.  (Also  see  Abstract  and  Trust  Com- 
pany vs.  Dworkin,  129  O.  S.,  23.)  In  that  case  the 
court  was  considering  optometry  (held  to  be  a 
statutory  profession  in  State,  ex  rel.  vs.  Myers, 
supra)  and  said  that  the  operation  of  an  optical 
store  which  advertised  in  a manner  that  might 
lead  the  public  to  believe  the  company  did  the 
work  of  an  optometrist  or  in  which  the  company 
controlled  the  manner  of  work,  customers  to  be 
served  or  prices  to  be  charged  by  the  optometrist 
in  its  employ,  was  tantamount  to  the  practice  of 
optometry. 

Although  there  is  little  doubt  under  the  fore- 
going authorities  but  that  as  a principle  of  law 
the  employment  of  a lawyer  or  optometrist  on  a 
salary  whereby  an  unlicensed  person  or  cor- 
poration, may  render  such  professional  services 
constituted  such  non-licensed  person  or  corpora- 
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tion  practicing  those  professions,  it  remains  to 
be  determined  whether  the  practice  of  pharmacy 
may  be  so  carried  on  by  a non-licensed  person, 
and  hence  by  a corporation.  It  is  perfectly  ob- 
vious that  any  practice  which  may  under  the  law 
be  carried  on  by  a layman  without  the  necessity 
of  being  licensed  after  having  met  prescribed 
educational  requirements  may  be  carried  on  by  a 
corporation  and  hence  could  not  be  the  practice 
of  a profession  within  the  meaning  of  the  term 
as  used  in  Section  8623-3,  supra.  Corporations 
are  otherwise  granted  the  capacity  possessed  by 
natural  persons  under  Section  8623-3,  General 
Code. 

PHARMACY  STATUTES  ANALYZED 

The  answer  to  the  question  “may  a corporation 
be  formed  for  the  purpose  of  operating  drug 
stores  or  pharmacies”  is  found  within  the  statutes 
themselves.  Section  1310,  General  Code,  now  part 
of  the  Pharmacy  Laws  (1296  to  1313,  General 
Code)  and  also  a part  of  the  original  Pharmacy 
Laws,  99  0.  L.,  306,  R.  S.,  4410,  provides: 

“Each  certificate  of  registration  shall  be 
conspicuously  exposed  in  the  pharmacy  or 
drug  store  of  which  the  pharmacist  or  as- 
sistant pharmacist  to  whom  it  is  issued  is  the 
owner  or  manager,  or  in  charge  of  or  in 
which  he  is  employed.” 

Section  12705,  General  Code,  which  was  also 
first  enacted  as  part  of  the  original  Pharmacy 
Laws,  99  O.  L.,  506,  R.  S.  4405,  in  its  present  form 
provides: 

“Whoever,  not  being  a legally  registered 
pharmacist,  manages  or  conducts  a retail 
drug  store  unless  he  has  in  his  employ  in  full 
and  actual  charge  of  the  pharmaceutical  de- 
partment of  such  store,  a pharmacist  legally 
registered  under  the  laws  of  this  state,  and, 
whoever  being  a legally  registered  pharmacist 
shall  manage  or  conduct  a retail  drug  store 
without  being  personally  in  full  and  actual 
charge  of  such  store,  or  unless  he  has  in  his 
employ  in  full  and  actual  charge  of  the 
pharmaceutical  department  of  such  store  a 
pharmacist  legally  registered  under  the  laws 
of  this  state,  shall  be  fined  not  less  than  fifty 
dollars  nor  more  than  two  hundred  dollars. 

* * * A retail  drug  store,  within  the  meaning 
of  this  section,  shall  be  any  room,  rooms  or 
place  of  business  wherein  drugs,  poisons, 
chemicals  or  pharmaceutical  preparations  shall 
be  offered  or  displayed  for  sale  at  retail,  or 
upon  which  as  a sign  the  words  ‘pharmacy’, 
‘drugs’,  ‘drug  store,’  ‘pharmacist,’  ‘pharma- 
ceutical chemist,’  ‘apothecary’  of  any  of  these 
words,  or  their  equivalent  in  any  language, 
are  or  is  displayed.” 

Section  12706,  General  Code,  provides: 

“Whoever,  not  being  a legally  registered 
pharmacist,  or  a legally  registered  assistant 
pharmacist  employed  in  a pharmacy  or  drug 
store  under  the  management  or  control  of  a 
legally  registered  pharmacist,  compounds,  dis- 
penses or  sells  a drug,  chemical,  poison  or 

pharmaceutical  preparation,  shall  be  fined, 

* * *11 

APPARENT  INTENT  OF  LEGISLATURE 

Reading  all  of  the  Pharmacy  laws  together 
and  considering  these  last  quoted  three  sections 
in  pari  materia  with  the  rest  of  the  provisions,  it 


seems  clear  that  the  legislature  did  not  intend  to 
restrict  the  conducting  and  operating  of  drug 
stores  and  pharmacies  to  licensed  pharmacists. 
I am  not  unmindful  that  the  court  in  State  ex  rel 
vs.  Optical  Company,  supra,  held  that  a corpora- 
tion could  not  operate  an  optical  store  wherein 
an  optometrist  was  employed  by  the  company  and 
wherein  services  of  said  optometrist  were  offered 
to  the  public,  but  in  reading  the  decision  in  that 
case,  it  should  be  remembered  that  there  are  no 
provisions  relative  to  optometry  similar  to  Sec- 
tions 1310,  12705  or  12706,  General  Code.  The 
practice  of  optometry  is  defined  in  Section  $295- 
21,  General  Code,  as  follows: 

“The  practice  of  optometry  is  defined  to  be 
the  application  of  optical  principles,  through 
technical  methods  and  devices  in  the  examina- 
tion of  human  eyes  for  the  purpose  of  ascer- 
taining departures  from  the  normal,  measur- 
ing their  functional  powers  and  adapting 
optical  accessories  for  the  aid  thereof.” 

DIFFERENCE  IS  CITED 

The  penal  section  of  the  Optometry  Act  (Sec- 
tions 1295-21  to  1295-35)  is  Section  1295-22,  Gen- 
eral Code,  which  reads  as  follows: 

“That  on  and  after  January  1,  1920,  it 
shall  not  be  lawful  for  any  person  in  this  state 
to  engage  in  the  practice  of  optometry  or  to 
hold  himself  out  as  a practitioner  of  optom- 
etry, or  attempt  to  determine  the  kind  of 
glasses  needed  by  any  person,  or  to  hold  him- 
self out  as  a licensed  optometrist  when  not  so 
licensed,  or  to  hold  himself  out  as  able  to 
examine  the  eyes  of  any  person  for  the  pur- 
pose of  fitting  the  same  with  glasses,  * * *” 

It  will  be  noticed  that  nowhere  within  these 
sections,  1295-21  and  1295-22,  General  Code,  has 
the  legislature  recognized  the  employment  of 
optometrists  by  laymen  to  render  services  to  the 
public.  On  the  other  hand  Sections  1310,  12703 
and  12706  clearly  reveal  that  the  legislature  not 
only  did  intend  to  restrict  the  operation  of  drug 
stores  or  pharmacies  to  licensed  pharmacists,  but 
actually  contemplated  the  contrary  and  recog- 
nized the  right  of  an  individual,  other  than  a 
pharmacist  to  operate  and  conduct  such  a place 
of  business. 

Therefore,  it  is  my  opinion  that  though  the 
practice  of  pharmacy  is  a statutory  profession,  a 
corporation  may  be  formed  for  the  purpose  of 
operating  and  conducting  drug  stores  and  pharm- 
acies, providing  of  course,  that  in  the  operation  of 
such  drug  stores  and  pharmacies  they  fully  com- 
ply with  the  provisions  of  Setcion  12705  of  the 
General  Code. 


- Dr.  Hanson  New  Toledo  Health  Chief 

Dr.  Millard  C.  Hanson,  for  seven  years  health 
commissioner  of  Mansfield  and  Richland  County, 
was  appointed  full-time  health  director  at  To- 
ledo, effective  April  15.  Prior  to  going  to  Mans- 
field, Dr.  Hanson  was  in  public  health  work  in 
Illinois  and  Massachusetts,  and  was  four  years 
in  general  medical  practice.  He  is  a graduate  of 
Rush  Medical  College,  and  also  received  a de- 
gree of  Doctor  of  Public  Health  at  Yale  Uni- 
versity. 


I 


NUMBER  OF  OCCUPATIONAL  DISEASE  CASES  IN  OHIO  IN  1936 
SECOND  HIGHEST  ON  RECORD,  STATE  BUREAU  REPORTS 


THE  report  of  the  Bureau  of  Occupational 
Diseases,  State  Department  of  Health, 
shows  1,453  cases  reported  in  1936,  53 
more  than  in  1935,  and  only  103  less  than  the 
peak  of  1,556  reported  in  1934.  This  is  the  second 
highest  for  any  year  since  the  reporting  law  be- 
came effective  in  1913.  Two  hundred  and  forty- 
nine  (249)  cases,  or  16.3  per  cent  were  females; 
1,248,  or  83.7  per  cent  males.  The  percentage  of 
females  the  preceding  year  was  20.3  per  cent  and 
in  1934  it  was  18.6  per  cent. 

This  total  of  1,453  cases  was  reported  by  664 
physicians  or  approximately  7.3  per  cent  of  the 


the  total);  1,112  (82.6  per  cent)  were  males  and 
234  (17.4  per  cent)  were  females.  For  the  nine- 
year  period  ending  with  1936,  the  total  compen- 
sable cases  numbered  11,172. 

In  1936,  dermatitis,  with  930  cases,  constituted 
64  per  cent  of  the  total  reported  cases,  and  68.4 
per  cent  of  the  compensable  cases. 

The  chief  causes  of  dermatitis  were:  Oils, 

greases  and  cutting  compounds,  211;  specified 
chemicals,  97;  chemicals,  not  specified,  78;  clean- 
ing compounds,  65;  plating  and  cyanide  solutions, 
59;  paints,  lacquers,  enamels,  varnishes,  thinners 
and  turpentine,  59;  plants,  flowers,  vines,  vege- 


SUMMARY  OF  COMPENSABLE  OCCUPATIONAL  DISEASES  REPORTED 

1928-1936,  INCLUSIVE 


Schedule  Number 

1 . Anthrax  - 

2.  Glanders  

3.  Lead  poisoning  

4.  Mercury  poisoning  

5.  Phosphorus  poisoning  . 

G.  Arsenic  poisoning  

7.  Benzol  poisoning  (and  nitro-  or  amido-derivatives) 

8.  Volatile  petroleum  products  poisoning  (gasoline,  benzine, 

naphtha,  etc.)  

9.  Carbon  bisulphide  poisoning 

10.  Wood  alcohol  poisoning  

11.  Dermatitis*  

12.  Epithelioma  (skin  or  eyes)  due  to  carbon,  pitch,  tar  or 

tarry  compounds  

13.  Compressed  air  illness 

14.  Carbon  dioxide  poisoning — 

15.  Brass  or  zinc  poisoning*  ; 

16.  Manganese  dioxide  poisoning  (1) 

17.  Radium  poisoning  (1) 

18.  (a)  Tenosynovitis  (hand)  (1)... 

(b)  Prepatellar  bursitis  (1) 

19.  Chrome  ulceration  (nasal  and  skin)  (2) 

20.  Potassium  cyanide  poisoning  (2) 

21.  Sulphur  dioxide  poisoning  (2) 


1928 

1929 

1930 

1931 

1932 

1933 

1934 

1935 

1936 

Total 

180 

183 

134 

114 

148 

134 

162 

102 

112 

1,268 

1 

1 

2 

1 

2 

3 

1 

3 

3 

It 

11 

11 

3 

6 

9 

3 

10 

7 

3 

68 

3 

4 

2 

6 

5 

9 

10 

7 

5 

61 

1 

.1 

18 

2 

1 

1 



6 

30 

1 

1 

1 

3 

894 

985 

884 

833 

621 

726 

913 

875 

9S0 

7,660 

3 

2 

1 

5 

1 

1 



IS 

16 

62 

59 

5 

20 

3 

2 

1 

2 

170 



1 

i 

1 

3 

7 

5 

2 

10 

2 

12 

8 

3 

49 

* 

* 37 

130 

166 

149 

191 

228 

218 

178 

1,297 

* 

* 13 

23 

29 

23 

19 

27 

25 

27 

186 

6 

10 

20 

16 

79 

20 

43 

49 

79 

322 

3 

2 

1 

3 

5 

1 

2 

17 

2 

— 

5 

4 

2 

7 

1 

2 

23 

1,127 

1,317 

1,259 

1,217 

1,069 

1,129 

1,415 

1,294 

1,346 

11,172 

♦Specified  as  “Infection  or  inflammation  of  the  skin  on  contact  surfaces  due  to  oils,  cutting  compounds  or  lubricants, 
dust,  liquids,  fumes,  gases  or  vapors.” 

♦‘Statistics  not  kept  on  Tenosynovitis  and  Bursitis  in  1928.  Both  of  these  afflictions  had  been  compensated  as  “acci- 
dental” injuries  previous  to  July  1,  1929. 

(1)  Added  to  compensable  list  July  31,  1929,  by  Legislative  Act,  89th  General  Assembly. 

(2)  Added  to  compensable  list  July  9,  1931,  by  Legislative  act,  90th  General  Assembly. 


9,000  practicing  physicians  in  Ohio.  They  were 
employed  by  approximately  833  different  em- 
ployers. 

The  compensable  cases  (Section  1465-68a,  G.  C., 
Ohio)  are  described  in  the  table  herewith.  There 
were  1,346  cases  in  this  group  (92.6  per  cent  of 


tables,  grains  and  fruits,  52;  petroleum  and  its 
products,  48;  stains,  dyes  and  dyed  goods,  44; 
bakelite  and  other  synthetic  resins,  37;  inks,  blue 
prints,  etc.,  25;  dusts,  variously  specified,  23; 
rubber,  21;  lime  and  cement,  19;  bakery  and  con- 
fectionary goods,  18;  wool,  fur,  glue,  hair,  feath- 
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ers,  17;  irritants,  not  otherwise  specified,  15; 
brass  and  zinc,  15;  adhesive  cement,  6;  abrasives 
(polishing  rouge),  6;  leather,  hides  and  shoes,  5; 
infestations,  4;  fish  and  meats,  4;  paste  (not 
otherwise  specified),  garbage  and  rubbish,  1 each. 

Lead  poisoning  comprised  112  cases,  10  more 
than  in  1935.  The  occupation  of  the  workers  were 
as  follows:  Painters  (general  painting,  14;  spray 
painting,  12;  others  4),  30,  compared  with  15  in 
1935  and  26  in  1934;  foundrymen  (moulders,  etc., 
of  non-ferrous  metals),  23;  storage  battery  work- 
ers, 18;  enamelers  of  sanitary  ware,  12;  white 
lead  workers  (manufacturing  white  lead),  8; 
printers,  electrotypers,  lithographers,  etc.,  5; 
automobile  manufacturing  and  repairing,  5;  man- 
ufacturing steel  and  its  products,  4;  glass  work- 
ers, 3;  clay  products  workers,  2;  window  puttier 
and  junk  workers,  1 each.  Three  women  incurred 
lead  poisoning,  two  in  decorating  glassware,  one 
employed  making  bolts  and  nuts.  In  the  eight 
years  (1928-1935,  inclusive),  71  deaths  were  as- 
sociated with  lead  poisoning,  10  occurring  in 
1935  (figures  for  1936  not  yet  available). 

There  were  also  reported  79  cases  of  chrome 
ulcers,  24  occurring  in  women.  The  nasal  mucosa 
was  affected  in  44  and  the  skin  in  35. 

Other  compensable  poisonings  totaled  18;  car- 
bon bisulfide,  1,  and  its  derivatives  (carbon  tetra- 
chloride, 4;  butyl  acetate,  1)  (two  females),  5; 
petroleum  products,  5;  benzol,  3;  potassium 
cyanide,  2;  sulfur  dioxide,  2. 

Tenosynovitis  of  the  hand  (wrist)  registered 
178  cases,  of  which  57  were  females;  prepatellar 
bursitis  or  “housemaid’s  knee”,  27  cases,  only  2 
occurring  in  females. 

Compressed  air  illness  (“caisson  disease”)  ac- 
counted for  2 cases  in  sewer  construction  work. 

The  following  compensable  diseases  reported  no 
case:  Anthrax,  glanders,  epithelioma  or  skin 

cancer,  and  poisoning  by  mercury,  phosphorus, 
arsenic,  wood  alcohol,  carbon  dioxide,  brass  and 
zinc,  manganese  dioxide,  radium. 

The  107  non-compensable  occupational  diseases 
reported,  including  15  females  (6  with  constitu- 
tional symptoms),  are  of  considerable  interest. 
In  105  of  the  cases,  a harmful  agent  was  specified 
or  determinable.  One  case  of  pulmonary  tuber- 
culosis, allegedly  occupational,  gave  no  clue  to 
the  reason  for  so  considering  it,  and  one  case  of 
cerebral  hemorrhage  in  a carpenter  was  said  to 
be  due  to  the  constant  use  of  a hammer.  These 
two  were  classed  as  afflictions,  agent  not  speci- 
fied. 

Of  the  cases  in  which  the  harmful  agent  was 
determinable,  dusts  were  responsible  for  40; 
variously  specified  fumes  and  chemicals,  25; 
tenosynoyitis  (other  than  wrist)  from  repetitive 
motion,  8;  infections,  10  (undulant  fever,  2; 
tularemia,  4;  tuberculosis,  3;  Vincent’s  type  or- 
ganisms, 1);  pressure,  3;  lifting,  2;  acids,  2; 
chrome  (constitutional),  2;  cyanide  poisoning 


(other  than  the  compensable  potassium  cyanide), 
2;  heat  (thermal  dermatitis),  2;  chronic  carbon 
monoxide  poisoning,  2;  the  rest,  scattered  causes. 

Analysis  of  the  40  dust  cases  reveals  pneu- 
moconiosis in  some  form  was  the  cause  in  30 
cases  (only  a few  checked  by  this  Department*): 
Silicosis,  14;  silicosis  with  siderosis,  4;  silicosis 
with  tuberculosis,  1;  silicatosis,  1;  pneumoconiosis, 
not  otherwise  specified,  6.  In  the  remaining  10 
cases,  inorganic  and  organic  dusts  caused  upper 
respiratory  and  conjunctival  irritation.  The  dusts 
causing  the  pneumoconioses  arose  chiefly  in 
foundries,  mines,  sandblasting  and  clay  industries. 
At  the  end  of  the  year,  an  inquiry  was  made  of 
the  21  tuberculosis  institutions  in  the  State.  Of 
these,  6 reported  upon  pneumoconiosis  in  general. 
They  specified  11  cases  of  silicosis  exclusive  of 
those  enumerated  above,  and  one  sanatorium  re- 
ported 35  additional  pneumoconiosis  cases,  ex- 
clusive of  silicosis.  Among  the  tuberculosis  in- 
stitutions, Hamilton  County  (Cincinnati),  the 
largest  (635  beds),  also  Franklin  County  (Colum- 
bus) (210  beds),  reported  no  case  of  any  form  of 
pneumoconiosis. 

Undulant  fever  showed  2 cases  and  tularemia 
4 cases,  considered  as  industrial  in  origin.  There 
was  1 case  of  each  in  1935. 

During  the  nine-year  period,  822  non-compen- 
sable cases  were  reported,  of  which  596  were 
“agent”  cases  and  226  were  “afflictions”  (agent 
not  specified).  Of  the  822,  approximately  274 
were  due  to  inhaling  dusts,  11  were  asthma,  70 
were  tuberculosis  (alleged  industrial)  and  the 
balance  scattered. 

Summarizing  the  1,453  cases  reported  in  1936, 
969  occurred  by  way  of  the  skin,  251  chiefly  by 
inhaling  substances,  188  through  strain,  30  by 
pressure  or  friction,  and  15  by  other  means. 

Acute  mishaps  (31)  even  though  due  to  poisons, 
corrosives,  asphyxiants,  etc.,  non-occupational 
diseases  (7);  and  incomplete  reports  (9)  are  not 
included  in  any  of  these  figures. 

In  1936,  one  plant  physician  reported  79  cases, 

4 industrial  physicians  reported  between  31  and 
40  cases  each,  and  3 reported  between  21  and  30 
cases  each.  It  can  readily  be  seen  that  private 
physicians  reporting  but  1 or  2 cases  made  up 
the  vast  majority. 

From  the  date  of  the  first  report,  received  May 
15,  1913,  to  the  end  of  1936,  a total  of  20,296 
cases  was  reported.  Of  these,  2,575  were  reported 
in  the  eight  years  prior  to  the  time  compensation 
for  occupational  diseases  began  (August  4,  1931), 
or  an  average  of  322  cases  a year;  since  com- 
pensation began  (15.4  years),  17,624  cases  have 
been  reported,  or  a yearly  average  of  1,144  cases. 


* In  the  diagnosis  of  silicosis  and  other  pneumoconioses, 
this  department  has  followed  the  recommendations  of  the 
Committee  on  Pneumoconiosis  of  the  American  Public 
Health  Association  as  rendered  in  1932  (Year  Book,  p.  131) 
and  1935  (Year  Book,  p.  65). 


PUBLIC  RELATIONS  AND  THE  MAINTENANCE  OF  PRIVATE 

MEDICAL  PRACTICE 

By  J.  A.  RUDOLPH,  M.D.,  Cleveland,  Ohio 


THAT  something  is  wrong  with  the  relation- 
ship of  private  practitioners  to  the  com- 
munity at  large,  must  be  evident  to  any 
sensitive  observer.  The  pressure  which  is  eroding 
the  status  of  the  private  physician,  comes  from 
several  sources. 

First  of  these  is  the  general  movement  towards 
paternalism,  a movement  expressing  itself  in  the 
assumption  by  the  government  of  such  functions 
as  the  issuing  of  unemployment  insurance,  the 
production  of  plays,  the  offering  of  adult  educa- 
tion, and  the  like.  Regardless  of  the  inherent 
merits  of  these  projects,  the  fact  remains  that 
they  are  making  the  public  mindful  of  the  possi- 
bility of  governmental  action  for  individual  wel- 
fare; as  noble  as  this  may  be  in  other  fields,  we 
physicians  sincerely  believe  that  government- 
operated  medical  practice  would  be  detrimental 
to  public  health.  Yet  we  do  little  to  check  the 
trend  in  that  direction. 

A second  source  of  pressure  is  the  propaganda 
and  activities  of  lay  organizations,  notably  the 
“Foundations”  which  agitate  for  state  medicine. 

A third  source  is  the  rise  of  the  prestige  of 
the  trained  social  worker.  Due  partly  to  the  char- 
acteristics of  her  training  and  work,  and  partly 
to  the  somewhat  unfriendly  relationships  between 
worker  and  physician  (which  by  the  way,  is  as 
much  the  fault  of  the  doctor  as  it  is  of  the  social 
worker,  the  case  worker  is  inclined  to  chafe  at 
the  defects  in  private  practice,  and  at  the  less 
satisfactory  phases  of  clinic  and  ward  treatment, 
and  to  demand  some  sort  of  state-operated  medi- 
cal practice. 

There  is  also  a fourth  source  of  pressure,  and 
this  curiously  enough,  is  the  honorable,  well- 
established  ethical  practitioner,  himself.  That  the 
physician  should  be  his  own  enemy  in  this  prob- 
lem seems  amazing,  but  it  is  none  the  less  true. 
What  has  happened  is  this:  The  well-established 
physician,  living  comfortably,  and  enjoying  a 
lucrative  practice,  knows  very  well  that  the 
younger  physicians  are  struggling  painfully  to 
make  both  ends  meet,  but  assumes  that  this  is 
merely  part  of  the  “bread-and-butter”  stage  of 
early  practice,  that  it  is  a stimulating  experience, 
and  that  given  honesty,  courage,  and  competence, 
every  physician  will  in  time  pass  into  the  “cakes- 
and-ale”  stage.  He  fails  to  see  that  the  adages 
of  hard  work  and  inevitable  success  no  longer 
operate;  that  a great  economic  depression  and 
continuous  propaganda  by  the  social  uplifters 
has  made  large  numbers  of  people  clinic-minded; 
that  agitation  for  state  medicine  has  made  the 


public  feel  that  free  medical  care,  like  free  pub- 
lic school  education,  is  an  absolute  right.  Ac- 
cordingly, he  is  unsympathetic  to  the  pleas  of  the 
young  physician  for  some  readjustment,  and 
hysterically  cries  “communist”  or  “state  medi- 
cine” at  every  request  for  progress  in  the  field  of 
medical  economics. 

Consider  a concrete  example.  A generation 
ago,  clinics  were  for  the  care  of  the  needy  poor 
only.  These  were  stigmatized  as  “charity”  cases. 
No  one  went  to  a clinic  unless  he  was  absolutely 
indigent.  From  the  large  mass  of  small-ineomed 
people,  the  ordinary  practitioner  drew  his  living. 
Today,  clinic  attendance  is  not  a stigma.  Lines  of 
automobiles  may  be  seen  waiting  for  patients 
outside  of  any  large  out-patient  dispensary. 
These  clinic  patients  are  the  class  from  whom  the 
young  physician  used  to  build  his  practice.  But 
they  are  permanently  lost  to  him  under  the 
present  setup.  If,  then,  a physician  today  sug- 
gests that  doctors  attending  clinics  be  paid,  he  is 
merely  demanding  a readjustment  of  his  status 
in  conformity  with  the  changing  status  of  the 
clinic.  To  such  a request,  the  older  practitioner 
is  deaf.  He  speaks  of  the  “privilege”  of  serving 
the  poor,  of  how  he,  as  a young  man,  gladly  did 
this  work,  of  how  a private  practice  is  slowly  and 
surely  built.  He  does  not  see  the  change  which 
has  occurred. 

What  can  be  done  to  remedy  this?  Payment 
for  clinic  physicians  is  usually  rejected  because 
it  has  the  flavor  of  state  medicine;  and  un- 
doubtedly it'  does  present  a wedge  for  socialized 
medical  practice.  For  the  same  reasons,  sickness 
insurance  is  discredited  among  physicians.  To 
preserve  the  private  practice  of  medicine  re- 
quires some  plan  of  making  the  public  want 
family  physicians  again.  To  make  the  public 
want  anything,  requires  education.  The  medical 
profession  must  “sell  itself”  to  the  public.  We 
believe,  honestly  and  seriously,  that  the  private 
practice  of  medicine  is  best  for  the  public.  But 
the  public,  apparently  doesn’t  know  it.  If  we  tell 
them,  we  are  doing  the  public  a service.  Thus, 
the  public  did  not  know  of  the  benefits  of  the 
Schick  test.  Organized  medicine,  conducting  a 
campaign  of  public  enlightenment,  told  them. 

If  then,  it  is  agreed,  that  the  public  must  be 
told  of  the  need  for  private  medical  practice, 
some  decision  must  be  made  as  to  the  authority 
which  will  manage  this  publicity.  Hitherto,  local 
units,  primarily  County  and  State  Medical  So- 
cieties did  this  work.  But  the  problem  is  nation- 
wide, and  a national  body  must  undertake  the  pro- 
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gram.  This  obviously  means  participation  by  the 
American  Medical  Association,  which  should  ap- 
point a Committee  on  Public  Relations  to  direct 
the  project.  Such  a Committee  should  supervise  the 
appointment  and  work  of  corresponding  com- 
mittees in  every  County  Medical  Society.  Two 
avenues  of  approach  should  be  used,  newspapers 
and  the  radio.  Newspaper  publicity  should  take 
the  form  of  advertisements  acquainting  the  pub- 
lic with  the  existence  of  County  and  State  Medi- 
cal Societies,  and  urging  them  to  use  only  mem- 
bers of  these  societies  as  personal  physicians. 
This  part  of  the  project  is  best  conducted  by  the 
County  Public  Relations  Committee  rather  than 
by  the  National  Body.  “Members  of  the  County 
Medical  Society”:  or  perhaps  a registered  ab- 
breviation, such  as  M.  A.  M.  A.  (Member  of 
American  Medical  Association)  or  M.  C.  M.  S. 
(Member  of  County  Medical  Society)  might  be 
used.  In  smaller  counties,  the  complete  roster  of 
the  organization  might  be  published  in  alpha- 
betical listing  in  the  advertisement.  Patients 
should  be  told  both  in  these  advertisements  and 
through  the  radio  talks  about  to  be  suggested, 
that  all  ethical  and  competent  physicians  can 
belong  to  the  Society,  and  that  they  should  seek 
this  identification  on  the  visiting  card  or  office 
stationery  of  the  doctor.  The  advertisements 
might  be  part  of  a nation-wide  series  of  releases 
on  medical  topics,  or  might  be  drafted  separately 
by  each  individual  component  society. 

For  the  nation-wide  program,  the  radio  must  be 
used.  No  other  instrument  reaches  so  many  peo- 
ple simultaneously.  It  is,  of  course,  a modern 
device;  but  to  resist  its  employment  on  the 
grounds  that  it  is  too  new,  would  be  analogous 
to  refusing  to  use  insulin  because,  it  too,  has  none 
of  the  antiquarian,  traditional  halo,  of  older 
drugs.  The  most  popular  available  hour  on  the 
air  should  be  purchased  over  a nation-wide  hook- 
up. (Apparently  9 or  10  P.  M.  Central  Standard 
Time  is  the  most  popular  hour,  but  statistics  on 
this  are  available).  Programs  should  be  a triple 
one,  including  (a)  Announcements  (b)  Comment 
and  (c)  Music.  The  latter  should  be  produced  by 
some  well-known  orchestra,  and  should  be  of  the 
popular  type.  Good  dance  programs,  the  “semi- 
classics”, and  symphonies,  should  be  included  in 
the  repertoire.  The  orchestra  must  be  sufficiently 
well-known  and  well-liked  to  attract  listeners  to 
the  program.  The  announcer  should  also  be  of 
national  prominence,  preferably  one  of  the  sev- 
eral currently  popular,  news  commentators.  The 
running  announcement  should  stress  (a)  That 
the  program  comes  through  the  courtesy  of  the 
American  Medical  Association  and  the  local 
County  Medical  Society,  (b)  That  its  purpose  is 
to  acquaint  the  public  with  what  is  going  on  in 
the  medical  world,  and  (c)  That  any  ethical,  com- 
petent practitioner  can  belong  to  the  County 
Society,  and  that  listeners  should  seek  out  the 


services  of  Society  members  in  order  to  be  as- 
sured of  honest,  efficient  medical  care.  The  com- 
ment should  be  in  the  form  of  some  interesting 
piece  of  medical  history  or  medical  information. 
This  should  be  seasonal;  for  instance,  a discus- 
sion of  hot-weather-care  and  comfort  during  the 
summer;  a discussion  of  colds  during  the  winter. 
Some  of  the  discussions  should  explode  common 
fallacies  about  medicine;  some  should  describe 
the  progress  in  the  art  and  science  of  healing. 
Everyone  is  interested  in  his  health,  and  such  a 
program  can  always  be  made  interesting. 

The  cost  of  the  program  should  be  met  by  the 
American  Medical  Association  which  will  pro- 
rate it  among  the  members.  The  individual  con- 
tribution of  each  of  the  100,000  physicians  in  the 
country  will  be  small,  and  can  be  lessened  by 
soliciting  contributions  from  drug-manufacturers 
of  medical  equipment  and  life  insurance  com- 
panies. Lest  it  appear  shocking  to  levy  tribute 
on  these  commercial  houses,  we  must  remember 
that  they,  too,  will  appreciably  benefit  from  in- 
creased use  of  private  physicians. 

The  above,  then,  is  offered  seriously  and 
modestly,  as  a concrete  plan  for  letting  the  pub- 
lic realize  the  value  of  private  medical  care.  Its 
great  merit  is  that  it  remains  entirely  in  control 
of  the  physician.  Unlike  publicity  released  by  lay 
“Foundations”  or  Pharmaceutical  Manufacturing 
Companies,  it  is  not  issued  or  controlled  by  lay- 
men. Its  second  merit  is  that  it  moves  away 
from  the  direction  of  state  medicine,  counteract- 
ing the  undesirable  trend  towards  socialized  prac- 
tice which  is  now  in  full  bloom.  Since  it  ad- 
vertises no  individual  physician,  it  is  in  no  way 
unethical;  since  its  purpose  is  to  enlighten  and 
educate  the  public,  it  is  consistent  with  the  tra- 
ditional public-spirited  attitude  of  the  physician. 
Shall  we  allow  leadership  to  be  seized  by  laymen, 
or  shall  we  courageously  take  the  step  ourselves? 
The  choice  is  ours;  but  there  is  no  middle  road. 


Open  New  Offices 

Ohio  physicians  who  have  recently  established 
new  locations  include  the  following:  Dr.  James 
P.  Parlante,  Lafferty;  Dr.  Francis  J.  Robben, 
Martins  Ferry;  Dr.  John  A.  Reibel,  Hamilton; 
Dr.  J.  L.  Martin,  Glouster;  Dr.  Alfred  E.  Stout, 
Waynesville;  Dr.  Paul  W.  Smith,  Lorain;  Dr. 
Ralph  Pickett,  Newark;  Dr.  H.  R.  Johanson, 
Kenton. 


Name  Successor  to  Judge  Oppenheimer 

Judge  Henry  Schwab  of  the  Hamilton  County 
Common  Pleas  Court  has  been  appointed  professor 
of  medical  jurisprudence  at  the  University  of 
Cincinnati  College  of  Medicine,  succeeding  the 
late  Judge  Benton  S.  Oppenheimer.  Judge  Schwab 
is  a son  of  the  late  Dr.  Louis  Schwab,  a former 
mayor  of  Cincinanti. 


THE  PHYSICIAN’S  BOOKSHELF 

All  unsigned  reviews  are  from  the  pen  of  the  Editor. 


Treatment  In  Psychiatry.  By  Oskar  Diethelm, 
M.D.  The  MacMillan  Co.,  New  York,  1936. 
Pp.  476. 

Psychiatrists  would  be  less  peripatetic  in  their 
teachings  if  each  one  was  compelled  to  spend 
several  nights  attending  a manic  patient;  they 
would  be  less  pontificial  in  their  style  of  writing 
if  each  had  the  experience  of  actually  nursing  a 
bad  case  of  melancholia  for  one  week.  Certainly 
their  books  would  have  more  practical  sugges- 
tions and  the  general  practitioner  would  more 
cheerfully  buy  a text  for  his  consulting  room. 

Let  the  most  exquisite,  underlying  mental 
mechanisms  be  left  to  those  who  have  the  time, 
training  and  special  intuition  to  delve  into  them, 
but  give  us  a book  telling  us  how  to  treat  the 
acute  excitements,  the  agitated  melancholias,  the 
terrorized  and  tremorous  alcoholics,  the  epileptics 
in  furor,  the  hysterical  tantrums  of  children  and 
women,  and  all  such  harrowing  exigencies  which 
may  come  to  the  family  doctor  in  the  small  hours 
of  the  night  and  in  places  far  removed  from  a 
psychiatric  hospital. 

This  is  a righteous  plaint  of  the  general  man 
of  medicine.  Although  such  a book  remains  to 
be  written,  Dr.  Diethelm  has  valorously  worked 
in  that  direction.  The  chapters  of  excitements 
and  depressions  are  terse  and  practical,  par- 
ticularly on  the  timely  subject  of  prolonged  sleep 
treatment  in  the  acutely  disturbed  psychoses. 
The  same  can  be  said  of  the  sections  on  deliria, 
toxic  states  and  organic  psychoses. 

The  fact  that  emphasis  has  been  placed  on  such 
matters  and  the  complicated  subject  of  the 
psychoneuroses  and  of  various  sexual  tensions 
has  been  given  an  appropriately  modest  place 
makes  the  volume  a helpful  reference  to  those 
who  do  not  have  the  time  for  elaborate  psycho- 
logical investigations.  The  book  presents  very 
capably  the  basic  psychobiological  formulations 
currently  accepted  by  the  dominant  schools  of 
psychiatry. — Louis  J.  Karnosh,  M.D. 

Recent  Advances  in  Endocrinology.  By  A.  T. 
Cameron,  professor  of  biochemistry,  Univer- 
sity of  Manitoba.  Third  Edition.  $5.00.  P. 
Blakiston’s  Sons,  Philadelphia,  1936.  Pp.  458. 

Three  editions  of  this  well  written  volume 
within  three  years  speaks  of  the  high  quality  of 
its  presentation.  This  edition  includes  an  evalua- 
tion of  the  newer  work  on  thymus  and  pineal 
glands  by  Rowntree  and  his  associates,  and  a 
critical  analysis  of  the  female  sex  hormone.  The 
book  can  be  highly  recommended. 


Medical  Morals  and  Manners.  By  H.  A.  Royster, 
M.D.  $2.50.  University  of  North  Carolina 
Press.  Pp.  333. 

Well  known  to  all  of  us  for  his  work  in  or- 
ganized medicine,  respected  in  the  South  for  his 
work  as  a surgeon,  the  author  has  assembled  a 
group  of  addresses  and  essays  written  over  the 
40  years  in  which  he  has  practiced  his  specialty. 
Informal  and  vigorous,  clear  and  non-technical, 
these  papers  cover  a wide  range — medical  ethics; 
the  relations  of  doctor  and  patient;  women  and 
their  physicians;  types  of  modern  doctors;  ath- 
letics and  scholarship;  the  ideal  nurse;  the  hos- 
pital manner;  appendicitis;  biographical  sketches 
of  J.  Marion  Sims  and  a group  of  outstanding 
medical  personalities  of  an  early  day  in  North 
Carolina. 

If  you  are  tending  to  lose  your  professional 
poise,  are  beginning  to  worry  about  those  whom 
you  are  coming  to  look  upon  as  your  “rivals”  or 
“competitors,”  get  a copy  of  this  book  and  learn 
again  that  all  medical  ethics  can  be  summed  up 
in  the  phrase  “Be  a gentleman;  practice  the 
Golden  Rule,”  and  that  the  curse  for  violation 
of  the  Hippocratic  oath  is  that  you  shall  thereby 
become  “no  gentleman.”  You  have  no  rivals,  no 
competitors — only  colleagues  who  will  cooperate 
with  you  if  you  will  let  them.  Medicine  is  still  a 
profession  and  not  yet  a trade! 

Heart  Disease.  By  Paul  Dudley  White,  M.D., 
assistant  professor  of  medicine,  Harvard 
Medical  School.  New  second  edition,  $7.50. 
The  Macmillan  Company,  New  York.  Pp.  744. 

The  book  is  smaller  and  more  compact  than  the 
preceding  edition.  The  volume  can  be  highly 
recommended  to  students,  general  practitioners 
and  specialists  alike.  It  covers  the  field  thor- 
oughly and  concisely  in  plain  language.  The  many 
normal  and  abnormal  electrocardiographic  re- 
productions and  their  lucid  explanations  should 
be  of  great  help  to  those  interested  in  this  field. 
In  all,  it  is  the  most  excellent  book  on  heart  dis- 
ease on  the  market  today. — E.  J.  Gordon,  M.D. 

Ophthalmoscopy,  Retinoscopy,  and  Refraction, 
with  New  Chapters  on  Orthoptics.  By  W.  A. 
Fisher,  M.D.,  Fourth  edition,  240  illustrations 
including  24  color  plates.  $2.50.  H.  G.  Adair 
Printing  Company,  Chicago. 

A careful  revision  has  been  made  bringing  this 
book  up  to  date.  The  new  chapters  make  the  sub- 
ject of  orthoptics  clear  and  interesting. 
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A Health  Education  Workbook,  for  Teachers, 
Parents,  Nurses  and  Social  Workers.  By 
Kathleen  Wilkinson  Wooten,  M.A.,  professor 
of  health;  head,  department  of  health  and 
physical  education,  Georgia  State  College  for 
Women,  Milledgeville,  Georgia;  author  of  “A 
Health  Education  Procedure,”  “Health  Edu- 
cation Activities,”  “A  Health  Workbook  for 
College  Freshmen,”  etc.  Paper  binding,  $1.50. 
A.  S.  Barnes  & Company,  Publishers,  New 
York. 

This  Health  Education  Workbook  deals  in  a 
comprehensive  manner  with  every  possible  sub- 
ject which  might  relate  to  the  health  of  the 
school  child.  It  stressed  the  health  of  the  teacher 
as  the  chief  requisite  for  a good  teacher  and  as  an 
example  for  proper  health  teaching. 

The  purpose  of  this  workbook  is  stated  as  fol- 
lows: “This  health  education  work  book  is  an 

activity  program  planned  especially  for  the  prac- 
tical training  of  teachers  already  in  service  and 
for  those  in  training.  However  it  is  hoped  by  the 
author  that  it  may  not  be  restricted  to  the  grade 
teacher  or  normal  college  field.  Supervisors,  spe- 
cial teachers  of  closely  related  subjects  (physical 
education,  civics,  science,  home  economics,  et 
cetera)  nurses,  home  demonstration  agents,  social 
workers  and  parents  should  find  it  of  service  as 
a check  on  their  individual  work  or  as  a guide  in 
child  study  clubs.”  As  far  as  this  reviewer  is 
concerned  this  workbook  could  very  well  serve  in 
all  the  above-mentioned  ways.  Stressing  the  im- 
portance of  the  parents’  part  in  health  education, 
this  quotation  is  interesting.  There  never  was  an 
apter  place  for  the  quotation,  “United  we  stand, 
divided  we  fall,”  than  in  school  health  problems — 
for  the  maximum  efficiency  of  the  school  health 
program  depends  upon  the  maximum  cooperation 
of  the  parents;  of  the  teachers  and  of  the  chil- 
dren, as  well  as  the  cooperation  of  school  boards, 
school  health  service  personnel,  public  health 
boards,  voluntary  organizations,  local  medical 
and  dental  societies. 

Dr.  W.  W.  Bauer,  Director  of  the  Bureau  of 
Health  and  Public  Instruction  of  the  American 
Medical  Association  is  quoted  as  saying  in  part: 
“The  school  system  has  among  others,  the  great 
obligation,  the  opportunity  to  teach  healthy  living. 
In  the  school  attitudes  toward  health  may  be 
built  up,  which  will  be  assets  throughout  the  life 
of  the  child;  on  the  other  hand  if  this  opportunity 
is  lost  there  will  never  be  another  equally  favor- 
able.” 

“Another  responsibility  of  the  school  system  is 
to  protect  taxpayers  against  waste  and  misuse  of 
public  funds  collected  for  educational  purposes. 
Among  the  sources  of  waste  are  so-called  re- 
peaters; namely  children  who  must  do  the  grade 
work  over  again.  A considerable  percentage  of 
repeaters  become  such  because  of  backwardness 
or  impaired  efficiency  resulting  from  ill  health, 
lowered  vitality  or  prolonged  absences,  due  to 


illness  or  to  unrecognized  impairment  of  sight  and 
hearing.” 

It  is  most  refreshing  to  see  in  this  workbook 
the  place  and  importance  of  the  physician  in 
School  Health  Education  clearly  set  forth.  We 
commend  this  workbook  and  recommend  it  to  the 
readers  of  The  Journal. — Carl  A.  Wilzbach,  M.D. 

Sickness  and  Insurance.  By  Harry  Alvin  Millis, 
professor  of  economics  in  the  University  of 
Chicago.  $2.00.  University  of  Chicago  Press, 
1937.  Pp.  158. 

As  is  to  be  expected  from  the  background  of  its 
author  and  the  intended  audience,  it  does  not 
present  the  physician’s  viewpoint  upon  what  is 
fundamentally,  a physician’s  problem  unless 
society  is  willing  to  abandon  the  profit  motive  or 
go  over  whole-heartedly  and  completely  on  to  a 
mass  production  of  all  commodities  and  service. 

Professor  Millis  uses  the  findings  of  the  Com- 
mittee on  the  Cost  of  Medical  Care  and  leans 
heavily  on  the  work  of  I.  S.  Falk,  Ph.D.,  and 
Paul  Douglas,  Ph.D.,  although  he  does  attempt  to 
present  the  views  of  all  factions  to  the  fight.  His 
conclusion  is  that  the  insurance  principle  should 
be  tied  to  government  aid,  but  leaves  us  in  the 
dark  about  who  is  to  organize  this  system  and 
who  is  to  run  it  once  it  is  set  up.  In  brief,  a 
good  presentation  of  the  lecture  room  attitude  on 
one  phase  of  social  change. 

A Woman  Surgeon;  The  Life  and  Work  of 
Rosalie  Slaughter  Morton.  $3.00.  Frederick 
A.  Stokes  Co.,  New  York.  Pp.  399. 

Here  is  told  the  story  of  a woman  whose  life 
has  spanned  the  whole  epoch  of  woman’s  entrance 
into  medicine  from  her  family  opposition  to  in- 
ternational acclaim.  The  first  part  of  the  book 
is  an  excellent  reference  for  any  one  interested 
in  the  opposition  to  women  studying  medicine. 
The  second  part  swings  around  the  world  war  and 
the  final  chapters  deal  with  her  service  in  connec- 
tion with  the  Serbian  youth.  Dr.  Morton’s  phi- 
sophy  is  the  philosophy  of  action  extended  to  all 
phases  of  life.  A very  fascinating  and  worthwhile 
book. 

Feeding  Our  Children.  By  Frank  Howard  Richard- 
son, M.D.  $1.00.  Thomas  Y.  Crowell  Com- 
pany, New  York.  Pp.  153. 

This  volume,  by  one  who  is  a Specialist  in 
Pediatrics  and  the  author  of  other  helpful  books 
to  parents,  concerns  a subject  about  which  there 
is  much  confusion  in  this  age  of  advertising.  The 
first  part  gives  in  easy  to  understand  language, 
a rapid  review  of  each  of  the  necessary  food  ele- 
ments. The  second  part  deals  with  the  very  prac- 
tical problem  of  incorporating  these  foods  into 
the  child’s  diet  at  various  age  levels.  This  is  a 
book  to  which  doctors  will  wish  to  refer  the  puz- 
zled mother. 


IN  MEMORI AM 


Colon  Beck,  M.D.,  Clyde;  Eclectic  Medical  Col- 
lege, Cincinnati,  1897;  aged  67;  former  member 
of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  March  4.  Dr. 
Beck  practiced  in  Carey  for  a few  months,  and 
later  moved  to  Clyde  where  he  was  in  active 
practice  until  his  retirement  because  of  ill  health 
several  years  ago.  He  was  a member  of  the  K. 
of  P.  Lodge.  His  widow  survives. 

Jacob  George  Brody,  M.D.,  Youngstown;  Wes- 
tern Reserve  University  School  of  Medicine, 
Cleveland,  1908;  aged  60;  member  of  the  Ohio 
State  Medical  Association  and  Fellow  of  the 
American  Medical  Association;  died  March  21, 
1937.  A native  of  Russia,  Dr.  Brody  practiced 
medicine  for  25  years.  For  three  years  he  was 
instructor  in  medicine  at  Western  Reserve  Uni- 
versity Medical  School;  two  years,  teacher  of 
medicine  and  cardiology  at  Tulane  University 
Medical  School;  and  four  years,  teacher  of  cardi- 
ology at  Flowers  Hospital,  New  York  City.  Dr. 
Brody  gained  considerable  attention  for  the  de- 
velopment of  the  “Brody  Method  of  Standardiza- 
tion of  Digitalis”.  Surviving  are  a son  and  a 
daughter,  both  of  whom  are  students  at  Western 
Reserve  University  School  of  Medicine. 

Emery  Oliver  Starling  Brown,  M.D.,  Lorain; 
Starling  Medical  College,  Columbus,  1890;  aged 
68;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
March  4.  Dr.  Brown  retired  a few  years  ago, 
after  having  practiced  in  Lorain  for  over  35 
years.  He  was  a member  of  the  Elks  and  Wood- 
men of  the  World  Lodges.  Survivors  are  his 
widow,  a brother  and  two  sisters. 

Charles  S.  Burnside,  M.D.,  Marion;  Starling 
Medical  College,  Columbus,  1897;  aged  69;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association; 
died  April  1.  Dr.  Burnside  practiced  in  Mt.  Vic- 
tory and  Meeker  until  1916,  when  he  moved  to 
Marion,  continuing  in  practice  there  until  his  re- 
tirement because  of  ill  health  last  year.  He  was 
coroner  of  Marion  County  from  1923  to  1927.  Dr. 
Burnside  was  a member  of  the  Masonic  Order 
and  the  Presbyterian  Church.  Surviving  are  his 
widow,  two  daughters,  three  sisters  and  two 
brothers. 

Sarah  Gaston  Frack,  M.D.,  Niles;  Cleveland 
University  of  Medicine  and  Surgery,  1895;  aged 
68;  former  member  of  the  Ohio  State  Medical 
Association  and  the  American  Medical  Associa- 
tion; died  January  30,  at  Los  Angeles,  California. 


Dr.  Frack  practiced  in  Niles  for  40  years.  A 
brother  and  a sister  survive. 

Robin  William  Cummins  Francis,  M.D.,  West- 
erville; Medical  College  of  Ohio,  Cincinnati,  1898; 
aged  66;  member  of  the  Ohio  State  Medical  Asso- 
ciation and  the  American  Medical  Association; 
died  March  14,  at  Walter  Reed  Hospital,  Wash- 
ington, D.  C.  After  the  World  War,  Dr.  Francis 
practiced  in  Mt.  Gilead,  and  later  moved  to 
Westerville.  He  was  a Colonel  in  the  United 
States  Army  Medical  Corps.  Dr.  Francis  was 
a member  of  the  American  Legion,  and  was  com- 
mander of  the  Mt.  Gilead  Post  in  1935  and  1936. 
He  was  state  rehabilitation  officer  for  the  Sixth 
District  of  the  American  Legion.  His  widow 
survives. 

Waldo  M.  Gaines,  M.D.,  Sidney;  Central  Col- 
lege of  Physicians  and  Surgeons,  1905;  aged  55; 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died 
March  16.  Dr.  Gaines  practiced  in  Pemberton 
for  20  years  and  in  Sidney  for  seven  years.  He 
was  president  of  the  medical  staff  of  the  Wilson 
Memorial  Hospital  staff,  Sidney.  Dr.  Gaines 
was  a member  of  the  Presbyterian  Church,  the 
Masonic  Order  and  the  Elks  Lodge.  His  widow 
and  three  daughters  survive. 

Owen  E.  George,  M.D.,  Cleveland;  University 
of  Wooster,  Medical  Department,  Cleveland,  1889; 
aged  72;  died  April  8.  Dr.  George  practiced  in 
Cleveland  for  45  years.  He  was  a member  of  the 
K.  of  P.  Lodge.  Surviving  are  his  widow,  a son, 
three  sisters  and  a brother. 

James  E.  Gray,  M.D.,  Danville;  Illinois  Medical 
College,  Chicago,  1898;  aged  73;  former  member 
of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  March  4. 
Dr.  Gray  had  practiced  in  Knox  County  for 
many  years.  A brother  survives. 

Sylvester  A.  Hawes,  M.D.,  Greenville;  Medical 
College  of  Ohio,  1884;  aged  77;  former  member 
of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  February  20. 
Dr.  Hawes  practiced  in  Arcanum  for  21  years 
and  in  Greenville  for  32  years.  He  had  been  pen- 
sion examiner  in  Darke  County  for  30  years,  and 
for  many  years  was  local  surgeon  for  the  New 
York  Central  and  Baltimore  and  Ohio  Railroads. 
He  was  prominent  in  the  Masonic  Order.  Sur- 
viving are  two  sisters  and  a brother — Dr.  Ira  H. 
Hawes,  Arcanum. 

John  Ramsey  McElroy,  M.D.,  Newcomerstown; 
University  of  Wooster,  Medical  Department, 
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Cleveland,  1880;  aged  89;  died  March  30.  Dr. 
McElroy  retired  from  active  practice  when  he 
was  appointed  postmaster  of  Newcomerstown  in 
1906,  a position  which  he  held  until  1914.  He 
was  also  a former  township  trustee  and  a mem- 
ber of  the  school  board.  Surviving  are  three 
daughters,  two  sons  and  two  brothers. 

Charles  D.  McKenzie.  M.D.,  Cincinnati;  Cin- 
cinnati College  of  Medicine  and  Surgery,  1896; 
aged  82;  died  April  3.  Dr.  McKenzie  retired  eight 
years  ago,  after  having  practiced  in  Sabina  and 
Lancaster  for  33  years.  A son  survives. 

Harry  Herbert  Postle,  M.D.,  Newark;  Starling 
Medical  College,  Columbus,  1896;  aged  64;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association; 
died  March  21,  following  a heart  attack.  Dr.  Pos- 
tle had  been  practicing  in  Newark  since  1912. 
During  the  World  War  he  was  a captain  in  the 
Medical  Corps  of  the  U.  S.  Army.  From  1896 
to  1912,  he  practiced  in  Toboso.  Dr.  Postle  was 
a member  of  the  Masonic  Order  and  the  Metho- 
dist Church.  Surviving  are  his  widow,  a son,  a 
brother  and  a sister. 

Helen  Margaret  Reinherr,  M.D.,  Woodsfield; 
University  of  Pittsburgh  School  of  Medicine, 
1935;  aged  27;  died  February  13.  Dr.  Reinherr 
was  a member  of  the  medical  staff  of  Allentown 
(Pa.)  State  Hospital.  Surviving  are  her  father, 
a brother  and  a sister. 

Jacob  A.  Rettich,  M.D.,  Cincinnati;  Cincinnati 
College  of  Medicine  and  Surgery,  1901;  aged  70; 
died  February  16.  Dr.  Rettich  never  practiced 
medicine,  but  devoted  his  training  to  the  field  of 
physical  education.  Since  1901  he  had  been  in 
charge  of  the  physical  education  department  of 
Woodward  High  School,  Cincinnati.  His  widow, 
a son  and  a brother  survive. 

Thomas  C.  Rogers,  M.D.,  Wellston;  Miami  Med- 
ical College,  Cincinnati,  1869;  aged  88;  died 
March  19.  Dr.  Rogers  was  Wellston’s  last  sur- 
viving Civil  War  veteran.  He  had  practiced 
medicine  in  Cynthiana,  Waverly,  Sinking  Springs 
and  Wellston.  His  widow  and  a son  survive. 

Franklin  P.  Sager,  M.D.,  Maplewood;  Colum- 
bus Medical  College,  1880;  aged  85;  died  March. 
23.  Dr.  Sager  practiced  in  DeGraff  and  Maple- 
wood until  his  retirement  in  1909.  He  was  a 
member  of  the  Methodist  Church.  Surviving  are 
his  widow,  a son  and  a daughter. 

Joseph  H.  Schnurrenberger,  M.D.,  Austintown; 
Western  Reserve  University  School  of  Medicine, 
Cleveland,  1892;  former  member  of  the  Ohio 
State  Medical  Association  and  the  American 
Medical  Association;  died  March  26.  Prior  to 
his  retirement  because  of  ill  health  five  years 
ago,  Dr.  Schnurrenberger  had  been  active  in  civic 


affairs  as  well  as  in  medical  practice  in  the  Aus- 
tintown  community.  He  was  a member  of  the 
school  board  for  35  years,  and  was  a member  of 
the  Community  Reformed  Church  and  the  K.  of 
P.  Lodge.  Two  sons  survive  him. 

George  F.  Seitters,  M.D.,  Liberty;  Eclectic 
Medical  College,  Cincinnati,  1919;  died  April  6. 
Dr.  Seitters  located  at  Liberty  a year  ago,  after 
having  practiced  in  Dayton  for  16  years.  His 
widow  and  two  daughters  survive. 

Warren  R.  Stateler,  M.D.,  Dupont;  Kentucky 
School  of  Medicine,  Louisville,  1893;  aged  73; 
died  March  2.  Dr.  Stateler  practiced  in  Putnam 
County  for  30  years.  His  widow,  two  sons  and 
two  daughters  survive. 

Lynn  Gray  Taylor,  M.D.,  Kansas  City,  Mis- 
souri; Western  Reserve  University  School  of 
Medicine,  Cleveland,  1882;  aged  77;  member  of 
the  Missouri  State  Medical  Association  and  Fel- 
low of  the  American  Medical  Association.  A 
native  of  New  Philadelphia,  Dr.  Taylor  located 
in  Kansas  City  after  serving  his  internship  at 
Lakeside  Hospital,  Cleveland.  He  practiced  there 
for  53  years.  A sister  survives. 

Henry  Evans  Thompson,  M.D.,  Senecaville; 
Starling  Medical  College,  1900;  aged  76;  died 
February  7.  Dr.  Thompson  studied  medicine  after 
having  been  a teacher  for  several  years.  How- 
ever, he  never  practiced,  but  continued  as  a 
teacher  in  Senecaville,  Pleasant  City  and  Clays- 
ville,  until  his  retirement  in  1913.  His  widow 
and  a sister  survive. 


Goiter  Specialists  to  Meet  June  14-16 

The  annual  meeting  of  the  American  Associa- 
tion for  the  Study  of  Goiter  will  be  held  at  the 
Book-Cadillac  Hotel,  Detroit,  Michigan,  June  14, 
15  and  16,  1937.  Ohio  physicians  appearing  on 
the  program  include:  Dr.  Andre  Crotti  and  Dr. 
George  M.  Curtis,  Columbus;  Dr.  N.  W.  Gillette, 
Toledo;  Dr.  George  Crile  and  Dr.  Allen  Graham, 
Cleveland,  and  Dr.  Joseph  L.  DeCourcy,  Cincin- 
nati. Additional  information  concerning  the 
meeting  can  be  obtained  by  addressing  Dr.  W. 
Blair  Mosser,  corresponding  secretary  of  the 
association,  Kane,  Pa. 


Dr.  Dewey  Named  to  Medical  Board 

Dr.  Carl  W.  Dewey,  Conneaut,  has  been  ap- 
pointed to  the  State  Medical  Board  by  Governor 
Davey  for  a term  extending  until  March  18,  1944. 
He  succeeds  Dr.  John  R.  Shoemaker,  Cuyahoga 
Falls. 

Dr.  Dewey,  a graduate  of  Cleveland-Pulte 
Medical  College  in  1910,  and  president  of  the 
Ohio  Homeopathic  Society,  is  health  commis- 
sioner of  Conneaut. 


ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

ADAMS 

Officers  of  the  Adams  County  Medical  Society 
for  1937  are:  Dr.  R.  C.  Wenrick,  Winchester, 

president;  Dr.  J.  M.  Brooke,  Peebles,  vice-presi- 
dent; Dr.  0.  T.  Sproull,  West  Union,  secretary- 
treasurer;  Dr.  Ray  Vaughen,  West  Union,  legis- 
lative committeeman  and  delegate. — O.  T. 
Sproull,  M.D.,  secretary. 

BUTLER 

A program  on  “Acute  Appendicitis”  was  pre- 
sented at  a meeting  of  the  Butler  County  Medical 
Society,  March  25,  at  Mercy  Hospital,  Hamilton. 
Papers  were  read  by  Dr.  Simon  H.  Rosin,  Dr. 
Wm.  A.  Davin  and  Dr.  Mark  Millikin,  Hamilton, 
with  discussions  by  Dr.  Harold  0.  Lund,  Middle- 
town,  Dr.  Corliss  R.  Keller  and  Dr.  Harry  M.  E. 
Lowell,  Hamilton. — -Mildred  White  Gardiner, 
M.D.,  secretary. 

CLINTON 

Dr.  Reyburn  McClellan,  Xenia,  spoke  on  “Gen- 
tleness in  our  Practice”,  at  a meeting  of  the 
Clinton  County  Medical  Society  March  4,  at  the 
General  Denver  Hotel,  Wilmington.  The  society 
expressed  regret  at  the  retirement  of  Dr.  William 
B.  Yoakley  from  practice. — Elizabeth  Shrieves, 
M.D.,  correspondent  for  The  Journal. 

At  a meeting  of  the  society  April  6,  Dr.  W.  L. 
Regan,  Wilmington,  read  a very  interesting  paper 
on  “The  Prevention  and  Control  of  Venereal  Dis- 
eases”. The  discussion  was  led  by  Dr.  R.  Vance. 
— V.  E.  Hutchens,  M.D.,  secretary. 

HAMILTON 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cincinnati  during  April: 

April  6 — -“Optimal  Diets  for  Patients  with  Dia- 
betes”, by  Dr.  Russell  M.  Wilder,  Rochester, 
Minnesota;  “Some  Surgical  Factors  of  Import- 
ance in  the  Diabetic”,  by  Dr.  Arthur  W.  Allen, 
Boston,  Mass.  This  meeting  was  held  under  the 
auspices  of  the  Council  of  Diabetes  of  the  Public 
Health  Federation. 

April  13 — “Physical  and  Chemical  Factors  In- 
fluencing Cellular  Development”,  by  Dr.  George 
Sperti,  director,  Institutum  Divi  Thomae,  Cin- 
cinnati. 

April  20 — “The  Relationship  of  Surgical 
Therapy  to  Epilepsy”,  by  Dr.  Wilder  Penfield, 
professor  of  neurology  and  neuro-surgery, 
McGill  University,  and  director,  Montreal  Neuro- 
logical Institute,  Montreal,  Canada. 

April  27 — “The  Structural  Basis  of  Behavior”, 


by  Dr.  Frederick  Tilney,  professor  of  neurology 
and  neuro-anatomy,  Columbia  University,  Col- 
lege of  Physicians  and  Surgeons,  New  York  City. 

HIGHLAND 

At  a meeting  of  the  Highland  County  Medical 
Society,  March  3,  at  the  Parker  Hotel,  Hillsboro, 
Dr.  Robert  Conard,  Wilmington,  spoke  on  “The 
Place  of  the  Laboratory  in  the  Treatment  of 
Disease.” — News  clipping. 

WARREN 

Dr.  J.  I.  Hofbauer,  Cincinnati,  was  the  guest 
speaker  at  a meeting  of  the  Warren  County  Med- 
ical Society,  April  7,  at  Lebanon. — News  clip- 
ping. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

DARKE 

“Some  Newer  Ideas  in  the  Treatment  of  Hernia 
by  the  Use  of  Fascia  Sutures”,  was  the  subject 
discussed  by  Dr.  Robert  C.  Austin,  Dayton,  at  a 
meeting  of  the  Darke  County  Medical  Society  at 
Greenville,  March  27. — News  clipping. 

GREENE 

The  venereal  disease  control  program  of  the 
State  Department  of  Health  was  explained  by  Dr. 
P.  L.  Harris,  of  the  department’s  staff,  at  a meet- 
ing of  the  Greene  County  Medical  Society,  March 
4,  at  Xenia.  Dr.  G.  E.  Savage,  new  county  health 
commissioner,  spoke  on  the  county  health  pro- 
gram. Both  projects  were  endorsed  by  the  society. 
— S.  C.  Ellis,  M.D.,  secretary. 

MONTGOMERY 

Dr.  James  T.  Gwathmey,  New  York,  spoke  on 
“Anesthesia”,  at  a meeting  of  the  Montgomery 
County  Medical  Society,  Friday  evening,  April  2, 
at  Dayton.  On  the  afternoon  of  the  same  day,  Dr. 
Gwathmey  and  Dr.  C.  0.  McCormick,  Indianapolis, 
discussed,  “Anesthesia  in  Obstetrics”. 

A program  was  presented  by  members  of  the 
hospital  staff  of  the  National  Military  Home  at  a 
meeting  of  the  society  at  the  Home,  April  16. — 
Mildred  E.  Jeffrey,  executive  secretary. 

MIAMI 

“Breast  Surgery”  was  the  subject  of  a paper 
presented  by  Dr.  J.  F.  Beachler,  Piqua,  and  dis- 
cussed by  Dr.  G.  E.  McCullough,  Troy,  at  a meet- 
ing of  the  Miami  County  Medical  Society,  April 
2,  at  Stouder  Hospital,  Troy. — G.  A.  Woodhouse, 
M.D.,  secretary. 

PREBLE 

Officers  of  the  Preble  County  Medical  Society 
for  1937  are:  Dr.  Charles  Newbold,  Eaton,  presi- 
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VITAMIN  REQUIREMENTS  OF  MAN 


HI.  VITAMIN  A 

5 


• The  importance  and  multiple  functions 
of  vitamin  A in  human  nutrition  are  widely 
dealt  with  in  clinical  literature.  Xerophthal- 
mia resulting  from  severe  vitamin  A defi- 
ciency is  rare  in  this  country,  yet  the  etiology 
of  many  pathogenic  conditions,  namely, 
night-blindness,  urinary  calculi,  lesions  of 
the  nervous  system,  impairment  of  epithelial 
tissue  and  subnormal  growth,  has  been 
linked  with  chronic  avitaminosis  A (1). 

Minimum  human  requirements  for  vitamin 
A are  influenced  by  such  variables  as  size  of 
the  individual  and  efficiency  of  absorption. 
The  minimum  daily  requirement  of  infants 
has  been  estimated  at  1500  International 
units,  based  upon  the  vitamin  A content  of 
milk.  The  need  for  the  vitamin  is  not  sup- 
plied by  1200  International  units,  while 
2000  International  units  appear  to  be  suffi- 
cient (2) . 

Although  the  minimum  requirement  of  the 
adult  has  been  estimated  to  be  as  low  as  500 
International  units,  the  optimum  level  for 
both  older  children  and  adults  is  probably 
between  3000  and  5000  International  units 


per  day  (3).  The  League  of  Nations  Tech- 
nical Commission  recommends  over  5000 
International  units  of  vitamin  A for  the 
pregnant  and  for  the  lactating  woman  (4) . 

Since  the  human  requirement  is  evidently 
high,  it  is  fortunate  that  vitamin  A and  caro- 
tene (pro-vitamin  A)  are  more  or  less  widely 
distributed  in  natural  foods.  Outstanding 
sources  are  some  of  the  highly  pigmented 
fruits  and  vegetables — especially  the  yellow 
varieties — and  also  dairy  and  marine  prod- 
ucts (5) . 

These  protective  foods,  preserved  by  modern 
commercial  canning,  are  readily  available 
in  all  parts  of  the  country  throughout  the 
year.  It  has  been  repeatedly  demonstrated 
that  commercially  canned  foods  retain  their 
vitamin  A potency  to  a high  degree  (6) . The 
vitamin  A potencies  of  certain  commercially 
canned  products  have  been  recently  reported 
in  International  units  (7).  From  these  re- 
ports it  is  apparent  that  commercially  can- 
ned foods  can  be  relied  upon  to  supply 
quantities  of  vitamin  A entirely  consistent 
with  the  vitamin  A of  the  raw  product. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  City 


(1)  a.  1935  .J.  Am.  Med.  Assn. 105, 1608 
b.  1936.  Ibid.  106,  996 

(2)  1934-35-  Am.  Pub.  Health  Assn. 

Year  Book,  Page  70. 

(3)  a.  1934.  J.  Am.  Diet.  Assn.  10,296 

b.  1936.  Indian  J.  Med.  Research  23,  741 


(4)  1936.  League  of  Nations  Report 
on  Physiological  Bases  of 
Nutrition,  League  of  Na- 
tions Publication  Depart- 
ment, Geneva. 


(5)  1933.  Chemistry  of  Food  and  Nu- 
trition. H.  C.  Sherman.  4th 
Ed.  Page  364.  MacMillan. 
New  York. 


(6)  a.  1931.  J.  Nutrition  4,  267 

b.  1933.  J.  Am.  Diet.  Assn.  9, 295 

c.  1936.  J.  Nutrition  11,  383 

(7)  a.  1935.  J.  Home  Econ.  27, 658 

b.  1933.  Georgia  Expt.  Sta.  Bull.  No.  177 

c.  1936.  J.  Am.  Diet.  Assn.  12,231 


This  is  the  twenty -fourth  in  a series  of  monthly  articles,  which  will  summa- 
rize, for  your  convenience , the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you , and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company , New  York , N.  Y 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles . 


The  Seal  of  Acceptance  denotes  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 
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dent;  Dr.  E.  P.  Trittschuh,  Lewisburg,  secretary- 
treasurer;  Dr.  C.  M.  Treffinger,  Eaton,  legislative 
committeeman;  Dr.  R.  C.  Hunter,  West  Alex- 
andria, medical  defense  committeeman;  Dr. 
Trittschuh,  delegate,  and  Dr.  Newbold,  alternate. 
— E.  P.  Trittschuh,  M.D.,  secretary. 

*Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

AUGLAIZE 

Dr.  O.  E.  Harvey,  superintendent  of  the  Dis- 
trict Tuberculosis  Hospital,  Lima,  discussed  “The 
Medical  Treatment  of  Tuberculosis  and  its  Com- 
plications”, at  a meeting  of  the  Auglaize 
County  Medical  Society,  at  St.  Marys,  April  8. 
Dr.  Harvey  considered  the  differences  in  the 
childhood  and  adult  types  of  the  pulmonary  form 
of  the  disease,  and  explained  in  interesting  de- 
tail the  methods  of  their  treatment  being  used 
at  the  District  Hospital. — Chas.  C.  Berlin,  M.D., 
secretary. 

HANCOCK 

“Medical  Economics  and  the  State  Industrial 
Commisison”,  was  the  subject  of  an  address  made 
by  Dr.  Sidney  M.  McCurdy,  supervisor  of  the 
Medical  Section  of  the  Commission,  at  a meeting 
of  the  Hancock  County  Medical  Society,  March 
4,  at  Findlay. — News  clipping. 

HARDIN 

The  Hardin  County  Medical  Society  held  its 
regular  monthly  meeting,  Thursday  evening, 
April  15,  at  the  Kenton  Cafe.  Dr.  P.  I.  Tussing, 
Lima,  presented  an  instructive  and  interesting 
discussion  on  “Some  of  the  Newer  Things  in  the 
Alimentary  Tract”.- — John  A.  Mooney,  M.D.,  sec- 
retary. 

LOGAN 

An  unusually  interesting  series  of  programs 
has  been  presented  at  meetings  of  the  Logan 
County  Medical  Society  at  Bellefontaine,  during 
recent  months.  On  January  8,  Dr.  E.  M.  Huston, 
Dayton,  President  of  the  Ohio  State  Medical  As- 
sociation, spoke  on  “State  and  Socialized  Medi- 
cine”. Dr.  H.  L.  Mikesell  told  of  his  experiences 
while  on  duty  in  Meigs  County  during  the  flood 
disaster,  at  the  meeting  on  February  19.  “Man- 
agement in  Obstruction  of  the  Neck  of  the  Blad- 
der”, was  the  subject  of  an  address  made  by  Dr. 
Henry  B.  Freiberg,  Cincinnati,  March  12.  Dr. 
Jack  Taylor,  Columbus,  spoke  on  “Stones  in  the 
Upper  Urinary  Tract”,  April  2.  On  May  7,  Dr. 
F.  M.  Oxley,  Cincinnati,  will  speak  on  “Some 
Aspects  of  Proctology”. — F.  Blair  Webster,  M.D., 
secretary. 

MERCER 

Officers  of  the  Mercer  County  Medical  Society 
for  1937  are:  Dr.  W.  H.  Thompson,  Celina,  presi- 
dent; Dr.  W.  C.  Scheidt,  Celina,  vice-president; 
Dr.  Frank  E.  Ayers,  secretary-treasurer;  Dr.  M. 
L.  Downing,  Rockford,  legislative  committeeman; 


Dr.  J.  T.  Gibbons,  Celina,  medical  defense  com- 
mitteeman; Dr.  Ralph  J.  Beare,  Celina,  delegate, 
and  Dr.  E.  J.  Willke,  Maria  Stein,  alternate. — 
Frank  E.  Ayers,  M.D.,  secretary. 

SENECA 

Dr.  Leo  P.  Dolan,  Toledo,  spoke  on  “Diagnosis 
and  Treatment  of  Urologic  Problems”,  at  a meet- 
ing of  the  Seneca  County  Medical  Society,  April 
8,  at  the  Shawhan  Hotel,  Tiffin. — Edmund  D.  Ley, 
M.D.,  secretary. 

VAN  WERT 

“Glands  of  Internal  Secretion”  was  the  subject 
of  a paper  read  by  Dr.  R.  A.  Ramsey,  Columbus, 
at  a meeting  of  the  Van  Wert  Medical  Society, 
April  6,  at  the  Hotel  Marsh,  Van  Wert. — News 
clipping. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

LUCAS 

The  following  programs  were  presented  by  the 
Toledo  Academy  of  Medicine,  at  the  Academy 
Building,  during  April: 

April  2 — “The  Management  of  Peripheral  Vas- 


CLASSIFIED  ADVERTISEMENTS 

Rates  for  advertisements  under  this  heading  are  50  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


FOR  SALE — Office  equipment  of  the  late  Dr.  J.  A. 
Malone,  Athens,  on  best  corner,  university  town  ; 5 rooms 
well  equipped ; physical  therapy  and  minor  surgery ; won- 
derful opportunity  for  good  doctor.  Rent  very  reasonable. 
Mrs.  J.  A.  Malone,  Athens,  Ohio. 


FOR  SALE  OR  LEASE — Combined  office  and  residence 
by  retiring  physician.  Address  H.  A.  Slusser,  1504  East  5th 
St.,  Dayton,  Ohio. 


FOR  LEASE — Office  suite  of  the  late  Dr.  G.  E.  Davis, 
West  Mansfield.  Location  of  40  years  standing;  opportunity 
for  single  man  wanting  general  practice.  Write  or  see 
Mrs.  G.  E.  Davis,  West  Mansfield,  Ohio. 


FOR  SALE  OR  RENT — Forty-year  established  practice, 
with  or  without  modern  living  quarters.  Industrial  center, 
30,000  population,  hour  from  Cleveland,  equipped  ready  to 
start  May  1.  G.  B.  Anderson,  6607  Carnegie  Ave.,  Cleve- 
land, Ohio. 


You  P rescribe  Diets 

for  diabetics  ? Yes! 

But  sugar  filled  pastries?  No! 

We  make  SUGARLESS  pastries. 
May  we  tell  you  about  them  ? 

CURDOLAC  FOOD  CO. 

Box  299  Waukesha,  Wise. 
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W.  H.  MILLER,  M.  D. 

328  E.  STATE  STREET  COLUMBUS,  OHIO 

Office  Telephone,  Main  3743  Residence  Evergreen  5644 
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RADIUM 


A Selective  - - “R  N»  SERVICE 

(Operated  not  for  profit) 

Call  any  one  of  our  ten  District  Registries  which  have  been  approved  by  the 
local  Academies  of  Medicine. 

PROFESSIONAL  NURSING  SERVICE 

available  for  your  patient 
AT  A COST  HE  CAN  AFFORD  TO  PAY 


Qualified  “R.  N.s”  available  for 
every  branch  of  hospital  service, 
also  for  public  health  and  in- 
dustrial nursing,  doctors’  offices, 
etc. 

OHIO  STATE  NURSES’  ASSOCIATION 

ADams  5677  50  E.  Broad  Street,  Columbus,  Ohio 


OFFICIAL  REGISTRIES 

Akron Fr.  7013  Marion  

Cincinnati  Woodburn  7127 

Cleveland Prospect  1951 

Columbus Adams  1569 

Dayton Fulton  7211 


2118 

Portsmouth- 559 

Springfield Main  3125 

Toledo Main  7962 

Youngstown 40201 
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cular  Diseases — By  Physical  Therapy — By  Drugs 
— By  Surgical  Methods”,  by  Dr.  G.  de  Takats, 
assistant  professor  of  surgery,  University  of 
Illinois  College  of  Medicine,  Chicago,  Illinois. 

April  9 — Section  of  Pathology,  Experimental 
Medicine  and  Bacteriology.  Symposium  on 
Syphilis.  “Early  Lesions  and  Laboratory  Diag- 
nosis”, by  Drs.  A.  H.  Schade  and  Theodore 
Zbinden;  “Dermatological  Manifestations”,  by 
Drs.  Edward  Binzer,  A.  P.  R.  James  and  H.  J. 
Parkhurst;  “Clinical  Course”,  “(a)  Systemic,  (1), 
Latency”,  by  Dr.  L.  A.  Levison;  “Cardiovascular”, 
by  Drs.  J.  L.  Kobacker  and  C.  S.  Mundy;  “Vis- 
ceral”, by  Dr.  J.  L.  Stiffel;”  “(b)  Neurological”, 
Drs.  L.  A.  Miller  and  Morris  Weinblatt;  “Treat- 
ment and  General  Management”,  “(a)  Early 
Syphilis”,  by  Dr.  L.  D.  Miller;  “(b)  Late 
Syphilis”,  by  Dr.  Will  Gardiner;  “(c),  Neuro 
Syphilis”,  by  Dr.  N.  W.  Kaiser;  “Syphilis  from 
the  Standpoint  of  Public  Health”,  by  Dr.  H.  G. 
Pamment. 

April  16 — Medical  Section.  “The  Significance 
of  Stomach  Motility  in  the  Evaluation  of 
Gastro-Intestinal  Disease”,  by  Dr.  George  M. 
Curtis,  professor  of  surgery,  Ohio  State  Univer- 
sity College  of  Medicine. 

April  23 — Surgical  Section. — “The  Adrenal 
Sympathetic  System,”  by  Dr.  George  W.  Crile, 
Cleveland. 

April  30 — Eye,  Ear,  Nose  and  Throat  Section. 
“Current  Progress  in  the  Science  of  Nutrition  as 
Related  to  the  Eye,  Ear,  Nose  and  Throat”,  by 
Dr.  C.  G.  King,  professor  of  physiological  chem- 
istry, University  of  Pittsburgh  School  of  Medi- 
cine, Pittsburgh,  Pa. — Bulletin. 

OTTAWA 

Dr.  B.  J.  Hein  and  Dr.  R.  C.  King,  Toledo, 
were  the  speakers  at  a meeting  of  the  Ottawa 
County  Medical  Society,  March  11,  at  Oak  Har- 
bor.— News  clipping. 

PUTNAM 

Dr.  Warren  W.  Green,  Toledo,  was  the  guest 
speaker  at  a meeting  of  the  Putnam  County 
'Medical  Society,  March  2,  at  Ottawa. — News 
clipping. 

SANDUSKY 

A meeting  of  the  Sandusky  County  Medical 
Society,  March  25,  at  the  Hotel  Fremont,  Fre- 
mont, was  attended  by  30  members  and  visitors. 
Dr.  George  C.  Kreutz,  Henry  Ford  Hospital,  De- 
troit, gave  a very  interesting  paper  on  “The 
Bronchoscopist  in  a General  Hospital”,  and  Dr. 
Lawrence  Fallis,  also  of  Henry  Ford  Hospital, 
spoke  on  “Common  Ano-Rectal  Diseases”. — M. 
M.  Riddell,  M.D.,  secretary. 

Officers  of  the  society  for  1937  are:  Dr.  C.  I. 
Kuntz,  Fremont,  president;  Dr.  C.  J.  Wolf,  Fre- 
mont, vice-president,  and  Dr.  M.  M.  Riddell,  Fre- 
mont, secretary. 


CHAS.  F.  BOWEN,  M.D. 
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332  E.  State  Street 
COLUMBUS,  OHIO 
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COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

Incorporated  not  for  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course  first  of  every  week ; In- 
tensive Personal  Courses  during  August. 
SURGERY — General  Course  One,  Two.  Three  and  Six 

Months  ; Two  Weeks  Intensive  Course ; Surgical 
Technique  (Operative  Surgery  with  Practice)  ; 
Clinical  Course.  Courses  available  every  week. 

GYNECOLOGY — Four  Weeks  Intensive  Personal 
starting  August  2nd.  Two  Weeks  Intensive 
Course  starting  September  20th  and  October 
18th. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Ten  Day  Intensive 
Course  starting  July  12. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course 
starting  October  4th. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course 
starting  October  18th. 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks;  Special  Courses. 
CYSTOSCOPY — Intensive  Course  every  two  weeks  (at- 
tendance limited). 

GENERAL,  INTENSIVE  and  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 

SURGERY  starting  every  week. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 

=/ 


May,  1937 


Activities  op  County  Societies 


585 


Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

Tel.  Main  1537  University  5842 


Have  You  an  Article  in  this  Issue? 

The  Stoneman  Press  will  still  have  the  type  standing  on 
the  May  Ohio  State  Medical  Journal  until  the  15th  of  the 


month,  and  will  furnish  reprints  of  your  article  at  the  following 
prices : 


Reprints  With 

Cover 

Reprints  Without  Cover 

100— 

-4  pages 

$ 8.00 

100 — 4 pages 

$ 4.25 

200— 

10.00 

200—  * 

5.25 

300— 

it 

11.25 

300— 

6.25 

400— 

“ 

13.50 

400—  “ 

6.75 

500— 

“ 

15.25 

500—  “ ..  . 

7.50 

1000— 

it 

23.50 

1000—  “ 

11.75 

100— 

8 pages  

$10.75 

100 — 8 pages 

$ 6.50 

200— 

u 

. 12.00 

200—  “ ...... 

8.00 

300— 

tt 

15.50 

300—  “ 

9.25 

400— 

tt 

19.75 

400—  “ 

11.00 

500— 

“ 

20.00 

500—  “ 

12.75 

1000— 

tt 

27.50 

1000—  “ 

19.25 

100— 

16  pages 

$12.00 

100 — 16  pages  

$ 9.00 

200— 

“ 

16.00 

200—  “ 

10.50 

300— 

tt 

19.50 

300—  “ 

12.00 

400— 

tt 

22.50 

400—  “ 

...  13.50 

500— 

“ 

23.25 

500—  “ 

15.00 

1000— 

tt 

32.00 

1000—  “ 

21.00 

Save  the  cost  of  composition  by  having  your  article  reprinted  by 

STONEMAN  PRESS  cLTimbuToh'S 


586 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  5 


WOOD 

“Peripheral  Vascular  Disease”,  was  the  sub- 
ject discussed  by  Dr.  J.  L.  Stifel,  Toledo,  at  a 
meeting  of  the  Wood  County  Medical  Society, 
April  15,  at  Bowling  Greene — R.  N.  Whitehead, 
M.D.,  secretary. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

ASHTABULA 

Dr.  Samuel  H.  Sedwitz,  Youngstown,  was  the 
guest  speaker  at  a meeting  of  the  Ashtabula 
County  Medical  Society,  March  10,  at  Ashtabula. 
— News  clipping. 

CUYAHOGA 

The  Academy  of  Medicine  of  Cleveland  pre- 
sented the  following  programs  during  April: 

April  2 — Clinical  and  Pathological  Section. 
“Complete  Situs  Inversus”,  by  Dr.  J.  P.  Gavan 
with  discussion  by  Dr.  R.  K.  Updegraff;  “Laryn- 
gocele,  Treated  by  Resection”,  by  Dr.  J.  W. 
Ockington;  “A  Rare  Bladder  Tumor”,  by  Dr.  J. 
B.  Morgan;  “Retrophyngeal  Abscess  with  Rup- 
ture of  Internal  Carotid”,  by  Dr.  C.  L.  McDonald; 
“Osteomyelitis”,  by  Dr.  G.  I.  Bauman;  “Peri- 
carditis with  Purulent  Effusion  Treated  with 
Open  Drainage”,  by  Dr.  C.  E.  Steyer,  with  dis- 
cussion by  Dr.  R.  J.  Schraff;  “Experience  with 
High  Voltage  and  Heavy  Filtration”,  by  Dr. 
David  Steel. 

April  9 — Experimental  Medicine  Section  and 
Cleveland  Section  of  the  Society  for  Experimental 
Biology  and  Medicine.  “A  Study  of  the  ‘Sebor- 
rheic State’,  Experimentally  Produced  in  Rats”, 
by  Drs.  Paul  Gyorgy,  Howard  T.  Karsner  and 
Maurice  Sullivan;  “The  Effect  of  Cold  on  the  De- 
gree of  Reaction  to  the  Intracutaneous  Tuber- 
culin Test”,  by  Dr.  J.  D.  Pilcher;  “Metabolism 
Studies  on  the  Age  Disposition  of  Ketosis”,  by 
Dr.  Walter  Heyman;  “Studies  on  the  Absorption, 
Excretion  and  Mode  of  Action  of  Vitamin  D”,  by 
Dr.  Walter  Heyman;  “The  Absorption  of  Vita- 
min D from  the  Alimentary  Tract  in  Congenital 
Biliary  Atresia”,  by  Dr.  Henry  J.  Gerstenberger 
and  associates;  “The  Percentage  Distribution  of 
Phosphorus  in  the  Voluntary  Musculature  of  Nor- 
mal, Rachitic,  and  Spasmophilic  Monkeys”,  by  Dr. 
Henry  J.  Gerstenberger,  Dr.  E.  F.  Bright,  Dr.  A. 
J.  Horesh  and  associates;  “Absorption  of 
Poliomyelitis  Virus  by  Cholosterol”,  by  Dr.  John 
A.  Toomey;  “Isolation  of  the  Sticky  Material 
Which  Produces  Whooping  Cough”,  by  Dr.  John 
A.  Toomey;  “The  Influence  of  Lactoflavin  on  the 
Hemoglobin,  Erythrocyte,  and  Reticulocyte  Curve 
in  Premature  Infants”,  by  Dr.  Henry  J.  Gersten- 
berger, Dr.  A.  J.  Horesh  and  Dr.  Paul  Gyorgy; 
“Panmyelophthisis  Produced  in  Rats  on  a Nu- 
tritional Basis”,  by  Dr.  Paul  Gyorgy,  Dr.  Harry 
Goldblatt,  Dr.  Franklin  R.  Miller  and  Dr.  Robert 
P.  Fulton. 


IN  CASES  OF 

alnutrition 

the  use  of  this 


The  dietetic  values  of  Cocomalt  establish  it  as  a 
“protective  food”  in  the  opinion  of  many  physicians. 

For  instance,  Cocomalt  is  rich  in  Calcium  and 
Phosphorus— but  more  than  that  Cocomalt  also  has  a 
rich  Vitamin  D content  which  enables  the  system  to 
utilize  the  Calcium  and  Phosphorus.  Each  glass  of 
Cocomalt  in  milk  provides  .33  gram  of  Calcium,  .26 
gram  of  Phosphorus,  81  U.S.P.  units  of  Vitamin  D. 

Furthermore,  each  ounce  of  Cocomalt,  the  amount 
used  to  prepare  one  cup  or  glass,  contains  5 milli- 
grams of  Iron  in  readily-assimilated  form.  Thus,  three 
glasses  or  cups  of  Cocomalt  supply  the  average  nor- 
mal daily  iron  requirement. 

These  important  and  vital  food  essentials  plus  the 
protein  and  carbohydrate  content  signalize  the  value 
of  Cocomalt  for  the  diet  of  expectant  mothers,  under- 
nourished children,  elderly  people,  nursing  mothers, 
convalescents.  Cocomalt  is  easily  digested,  quickly 
assimilated. 

Cocomalt  is  Palatable  and  Inexpensive 

Two  added  virtues  that  make  this  “protective  food 
drink”  deservedly  popular  with  physicians  and  pa- 
tients alike.  Of  distinctive  and  appetizing  taste,  this 
protective  food  drink  costs  little  in  proportion  to  its 
merit.  It  may  be  served  Hot  or  Cold  as  you  prescribe. 

Cocomalt  is  sold  at  drug  and  grocery  stores  in  Vi  -lb. 
and  1-lb.  purity  sealed  cans.  Also,  for  professional 
use,  in  5-lb.  cans  available  at  a special  price. 

Cocomalt  is  the  registered  trade-mark  of 
R.  B.  Davis  Co.,  Hoboken,  N.  J. 

USE  COUPON  FOR 
FREE  PROFESSIONAL  SAMPLE 


R.  B.  DAVIS  CO.,  Hoboken,  N.  J.,  Dept.  TT5 
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When  dealing  with  Cancer . . . 

consider  the  utility,  accessibility  and 

Low-Cost  of  Radium  Therapy 


Leasing  Plan 


Rental  Plan : 


Equivalent  to  radium  ownership  without  CAPITAL  investment.  You  keep 
possession  continuously.  We  pay  insurance  and  upkeep.  50  milligrams  for 
$22.50  per  month;  100  milligrams  $40.00.  Larger  amounts  in  proportion. 
New  radium.  Modern  platinum  containers. 

Any  quantity  available  by  special  delivery  express.  Platinum  tubes  and 
needles,  and  plaques,  in  all  dosage  range.  The  basic  rate  is  $10  for  50 
milligrams  for  36  hours  actual  time  of  application. 


Plirrhacp  Pl/Ul  ’ Radium  i*1  all  forms  available  for  purchase  in  any  quantity  at  the  lowest 
ruilflladc  nail.  price  in  the  history  of  the  radium  industry. 

Radon  • Radon  in  ALL-GOLD  implants  at  $2.50  per  millicurie. 

THE  COMPLETE  SERVICE  FOR  RADIUM  USERS 

Telephone  Randolph  8855  or  write  or  wire 

RADIUM  AND  RADON  CORPORATION 


Marshall  Field  Annex  Building 


CHICAGO,  ILLINOIS 


25  E.  Washington  St. 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


EYE,  EAR,  NOSE 
and  THROAT 


PLASTIC  REPARATIVE 
SURGERY 

This  course  includes  diagnosis  and  determination 
of  treatment;  pre-operative  preparation;  anes- 
thesia; operative  technique;  dressings;  post-oper- 
ative care ; with  special  reference  to  utilization  of 
the  skin  and  other  tissues  in  correction  of  dis- 
figurement and  replacement  of  loss,  congenital  or 
acquired.  Operations  on  the  cadaver.  Particular 
attention  is  given  to  lectures,  studies  and  demon- 
strations of  advances  in  surgical  anatomy,  path- 
ology, etc.,  with  special  reference  to  the  problem 
actually  under  consideration. 


For  Information  Address 


MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 
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April  14 — Practice  of  Medicine  Section.  “The 
Prognosis  in  Coronary  Heart  Disease  and  after 
Coronary  Occlusion’’,  by  Dr.  H.  C.  King;  “Prog- 
nosis in  Renal  Disease”,  by  Dr.  C.  T.  Way,  Ed- 
ward Muntwyler,  Ph.D.,  Elizabeth  Pomerence, 
Ph.D.,  and  Dr.  Raphael  Dominguez;  “Diagnosis, 
Prognosis  and  Treatment  of  Hodgkin’s  Disease”, 
by  C.  S.  Higley  and  Dr.  Harry  Hauser. 

April  19 — Pediatric  Section.  “The  Application 
of  Psychology  to  Pediatric  Practice”,  by  Dr.  W. 
F.  Schneider;  “Some  Behavior  Problems  Met  with 
in  Pediatric  Practice”,  by  Dr.  Henry  C.  Schu- 
macher. 

April  21 — Industrial  and  Orthopedic  Section. 
Back  Disorders  of  Psychic  Origin”,  by  Dr.  Joseph 
Fetterman.  A cinematograph  of  Traumatic  Sur- 
gery of  the  Extremities  was  shown. 

April  21 — Obstetrical  and  Gynecological  Sec- 
tion. “Retrogade  Cystocele  Repair  Following 
Total  Abdominal  Hysterectomy”,  by  Dr.  J.  L. 
Bubis;  “Surgery  in  Ovarian  Dysfunction”,  by  Dr. 
J.  L.  Reycraft;  “The  Value  of  Knee-Chest  Ex- 
ercises in  Puerperal  Retrodisplacements”,  by  Dr. 
Edward  Eichner;  “Preliminary  Analysis  of  Hos- 
pital Obstetric  Society  Reports”,  by  Dr.  Burdett 
Wylie. — Bulletin. 

ERIE 

Dr.  David  Steel,  Cleveland,  gave  an  interesting 
lecture,  accompanied  by  beautifully  illustrated 
lantern  slides,  on  “Advancement  in  the  Treatment 
of  Cancer,  by  use  of  X-ray”,  at  a meeting  of  the 
Erie  County  Medical  Society,  March  25,  at  the 
Hotel  Rieger,  Sandusky.  Following  the  meeting, 
the  members  of  the  society  were  invited  to  a buffet 
supper  at  the  home  of  Dr.  Harold  Waltz. — Ross 
M.  Knoble,  M.D.,  secretary. 

LORAIN 

“Some  General  Suggestions  Regarding  the 
Psychoses”,  was  the  subject  of  an  address  by 
Dr.  Carl  W.  Sawyer,  Marion,  at  a meeting  of  the 
Lorain  County  Medical  Society,  April  13,  at 
Hotel  Antlers,  Lorain. — L.  H.  Trufant,  M.D., 
secretary. 

TRUMBULL 

At  the  joint  annual  meeting  of  the  Trumbull 
County  Medical  Society  and  the  Trumbull  County 
Bar  Association,  March  25,  at  Niles,  Prof.  C.  M. 
Finfrock,  of  the  Western  Reserve  University  Law 
School,  discussed  “Socialized  Medicine”. — News 
clipping. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

MAHONING 

Dr.  J.  S.  Horsley,  Medical  College  of  Virginia, 
Richmond,  Va.,  lectured  on  “Cancer”,  stressing 
early  diagnosis  and  treatment,  at  a meeting  of 
the  Mahoning  County  Medical  Society,  March  9, 
at  Youngstown.  The  subject  was  ably  and  in- 
terestingly presented. 
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COMPLETE 


D 


IAGNOSE  YOUR 


BY  THIS  SIMPLE  METHOD 


POLLEN  EXTRACTS  ( ARLCO ) are 

available  in  standardized  sets  for  desensi- 
tization and  need  no  dilution.  Special 
pollen  mixtures  are  made  up  without  extra 
charge.  Prices  on  concentrated  pollen  ex- 
tracts (Arlco)  are  furnished  on  request. 

DIAGNOSTIC  PROTEIN  EXTRACTS 
(ARLCO)  are  offered  in  special  sets  for 
testing  asthma,  infantile  eczema,  and 
other  allergic  conditions.  80-protein  set, 
$25.00.  112-protein  set,  $35.00.  (Slightly 
higher  in  Canada.)  Write  for  our  new 
36-page  monograph,  The  Principles  of 
Allergy. 


WITH  the  use  of  these  diagnostic  pollen  outfits— made  up  for  in- 
dividual cases  and  areas— diagnosis  of  hay  fever  cases  is  both 
simplified  and  accurate.  Just  fill  out  the  coupon  and  mail  it  to  us  with 
one  dollar.  We  shall  send  you  by  return  mail  a special  set  with  com- 
plete instructions  for  use  and  a chart  for  recording  reactions.  You  may 
forward  the  result  of  your  tests  and  receive  suggestions  for  the  man- 
agement and  desensitization  of  your  patients.  (Correspondence  is  in- 
vited on  allergic  problems.) 

THE 

Arlington 

CHEMICAL  COMPANY 
Yonkers,  N.  Y. 


■ FILL  IN  THIS  COUPON  m 

THE  ARLINGTON  CHEMICAL  CO.  (Biological  Department),  YONKERS,  N.  Y. 

Enclosed  find  $1.00  for  a complete  diagnostic  pollen  outfit  for  testing  hay  fever  case. 


Patient’s  date  of  onset  of  attack  is Plate  of  termination  of 

patient’s  attack  is .Mail  set  to  -M.  D. 

Address — __ — . _ City _State_ 
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On  March  16,  the  society  approved  the  plans 
of  city  health  commissioner  Dr.  W.  W.  Ryall,  to 
establish  a venereal  clinic  for  the  treatment  of 
indigents,  particularly  syphilitics. — -Wesley  C. 
Redd,  M.D.,  correspondent  for  The  Jaurnal. 

PORTAGE 

Dr.  O.  R.  Allen,  Akron,  spoke  on  “Diabetes”,  at 
a meeting  of  the  Portage  County  Medical  So- 
ciety, April  1,  at  Robinson  Memorial  Hospital, 
Ravenna.  He  discussed  etiology  and  treatment, 
explained  a method  of  computing  insulin  dosage 
which  he  had  worked  out,  and  gave  case  records 
demonstrating  its  successful  use. — E.  J.  Widde- 
combe,  M.D.,  secretary. 

STARK 

A symposium  on  fractures  was  presented  at  a 
meeting  of  the  Stark  County  Medical  Society, 
April  14,  at  Canton.  The  following  papers  were 
presented:  “Fractures  and  Dislocations  of  the  • 

Carpal  Bones”,  by  Dr.  Paul  R.  Lecklitner;  “Man- 
agement of  Epiphyseal  Fractures”,  by  Dr.  Kay 
E.  Liber;  “Fractures  of  the  Neck  of  the  Femur”, 
by  Dr.  William  E.  Brogden,  and  “Treatment  of 
Fractures  by  the  Open  Method”,  by  Dr.  J.  Huber 
Wagner,  Pittsburgh,  member  of  the  National 
Committee  on  Fractures  of  the  American  College 
of  Surgeons. — Clair  B.  King,  M.D.,  secretary. 

SUMMIT 

Dr.  Jerome  P.  Webster,  associate  professor  of 
surgery,  Columbia  University  College  of  Physi- 
cians and  Surgeons,  New  York  City,  spoke  on 
“Plastic  Surgery  Principles  Applicable  in  General 
Surgery”,  at  a meeting  of  the  Summit  County 
Medical  Society,  April  6,  at  the  Mayflower  Hotel, 
Akron.  The  paper  was  discussed  by  Drs.  H.  H. 
Musser,  W.  A.  Hoyt  and  C.  R.  Steinke.  Attend- 
ance at  the  meeting  was  126.  Membership  of  the 
society  is  now  304,  the  greatest  in  its  history.  The 
highest  previous  record  was  290  at  the  close  of 
1936. 

The  following  motion,  presented  by  Dr.  R.  F. 
Jolley  and  seconded  by  Dr.  R.  E.  Pinkerton,  was 
adopted  at  the  meeting: 

1.  That  the  Summit  County  Medical  Society 
take  an  active  part  in  the  direction  of  the  local 
campaign  for  control  of  venereal  disease  and  that 
a statement  be  released  by  the  proper  committee 
through  the  newspapers  stating  the  position  of 
the  society  with  regard  to  this  program. 

2.  An  offer  of  cooperation  to  be  presented  to 
the  City,  County  and  Ohio  State  Department  of 
Health  and  the  U.  S.  Public  Health  Service. 

3.  That  the  Ohio  State  Medical  Association  be 
informed  of  this  action  and  that  it  be  requested 
to  take  such  measures  as  may  be  possible  to  con- 
trol irregular  practitioners  and  advertising 
quacks  who  do  or  may  attempt  to  take  advantage 
of  the  aroused  public  interest  in  venereal  dis- 
eases. 

4.  That  provision  be  made  whereby  those  phy- 
sicians interested  may  obtain  special  training  in 
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Established  1904 

Approved  by  the  American  Medical  Association 

Columbus,  Ohio  370  E.  Town  Street 


J.  J.  COONS,  Director, 

B.  Sc.,  M.D.,  D.  Sc.,  F.A.C.P. 
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THRIFTY  PREMATURES 

The  notably  good  results  obtained  in  feeding 


Similac  to  premature  infants  demonstrate  the 
ease  with  which  this  food  is  digested.  A food 
easily  assimilated  by  the  immature  digestive 
tract  of  the  premature  is  obviously  well  suited 
to  most  infants  deprived  of  mother's  milk. 


M.  & R.  DIETETIC  LABORATORIES,  INC.,  COLUMBUS,  OHIO 

Similac  is  not  advertised  to  the  laity  and  no 
directions  appear  on  or  in  the  trade  package. 

Similac  is  made  from  fresh  skim  milk  (casein  modified)  with 
added  lactose,  salts,  milk  fat,  and  vegetable  and  cod-liver  oils. 
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the  latest  recognized  methods  of  treating  ven- 
ereal disease. 

5.  That  all  prostitutes  be  considered  infectious 
and  that  upon  their  every  appearance  in  court 
they  be  confined  in  the  Detention  Home  until  re- 
leased by  the  Health  Department. 

6.  That  special  committees  be  appointed: 

a.  A committee  for  the  collecting  and  dis- 
tribution of  professional  information. 

b.  A committee  to  assist  the  health  au- 
thorities in  obtaining  accurate  case  re- 
porting. 

c.  A committee  to  secure  and  maintain  the 
cooperation  of  pharmacists  in  this  pro- 
gram. 

d.  A committee  to  represent  the  society  in 
all  problems  relating  to  the  raising  or 
appropriation  of  money  for  local  use  in 
the  campaign  against  venereal  disease. 

7.  That  a conference  for  the  control  of  ven- 
ereal disease  be  arranged  in  the  immediate  future, 
this  conference  to  include  representatives  of  all 
local  interested  groups  for  the  purpose  of  ar- 
ranging an  acceptable  program. 

On  May  4,  Dr.  Sidney  M.  McCurdy,  super- 
visor of  the  Medical  Section  of  the  State  Indus- 
trial Commission,  will  address  the  society  on 
“The  Relation  of  the  Medical  Profession  to  Work- 
men’s Compensation”. — A.  S.  McCormick,  M.D., 
secretary. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND.  M.D.,  BELLAIRE) 

COLUMBIANA 

The  Columbiana  County  Medical  Society  held 
its  regular  monthly  meeting  Thursday  evening, 
April  13,  at  Lisbon.  Dr.  Samuel  H.  Sedwitz, 
Youngstown,  gave  an  excellent  lecture  on  “The 
Diagnosis  and  Treatment  of  Peripheral  Vascular 
Diseases”.  He  demonstrated  several  new  ma- 
chines used  in  the  treatment  of  these  conditions. 
— J.  WT.  Schoolnic,  M.D.,  secretary. 

TUSCARAWAS 

Members  of  the  Tuscarawas  County  Medical 
Society  were  guests  at  a Dover  Forum  Meeting, 
March  22,  which  was  addressed  by*  Dr.  Walter 
Stern,  Cleveland. 

The  society  adopted  a resolution  presented  by 
Dr.  James  A.  McCollam,  Uhrichsville,  expressing 
to  the  local  senators,  opposition  to  objectionable 
legislative  proposals. 

Several  local  physicians  discussed  “Arthritis” 
at  a meeting  of  the  society,  April  8,  at  Twin  City 
Hospital,  Dennison.  A committee  was  appointed 
to  assist  the  County  Health  and  Tuberculosis 
League  in  obtaining  X-ray  equipment  for  the 
new  county  sanatorium  which  will  soon  be  opened. 
— W.  E.  Hudson,  M.D.,  secretary. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

At  a meeting  of  the  Athens  County  Medical 
Society,  April  7,  at  Athens,  attended  by  24  mem- 
bers, Dr.  Charles  W.  Pavey,  Columbus,  gave  a 
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A DOCTOR  SAYS: 

“I  am  now  more  than  ever  convinced  that 
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shall  never  he  without  it  as  long  as  I con- 
tinue to  practice.” 
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very  fine  talk  on  “Sterility”. — T.  A.  Copeland, 
M.D.,  secretary. 

GUERNSEY 

“Congenital  Thymus”,  was  the  subject  dis- 
cussed by  Dr.  Charles  F.  Shively,  at  the  bi- 
monthly luncheon  meeting  of  the  Guernsey 
County  Medical  Society,  March  18,  at  the  Ber- 
wick Hotel,  Cambridge. 

Dr.  A.  G.  Ringer  read  a paper  on  “Manage- 
ment of  Simple  Fractures”,  at  a meeting  of  the 
society,  April  1. — O.  Reed  Jones,  M.D.,  secretary. 

LICKING 

The  Licking  County  Medical  Society  met  at  the 
Warden  Hotel,  Newark,  March  30,  for  its  regu- 
lar monthly  meeting.  An  excellent  discussion  of 
“Nephritis”  was  given  by  Dr.  George  I.  Nelson, 
Columbus.  Possible  plans  for  group  hospitaliza- 
tion service  were  discussed.  A minute  of  silent 
tribute  to  the  memory  of  the  late  Dr.  Harry  H. 
Postle  was  paid. — Arthur  J.  Tronstein,  M.D., 
correspondent  for  The  Journal. 

MUSKINGUM 

Dr.  N.  Paul  Hudson,  professor  of  bacteriology, 
Ohio  State  University  College  of  Medicine,  spoke 
on  “The  Nature  and  Significance  of  Viruses  in 
Human  Disease”,  at  a meeting  of  the  Muskingum 
County  Academy  of  Medicine,  April  7,  at  Zanes- 
ville.— Beatrice  T.  Hagen,  M.D.,  secretary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER.  M.D.,  PIKETON) 

HOCKING 

Dr.  Allan  A.  Cole  presented  a very  interesting 
and  comprehensive  paper  on  “Visceroptosis”  at  a 
meeting  of  the  Hocking  County  Medical  Society, 
March  19,  at  the  Hotel  Ambrose,  Logan. 

Dr.  W.  B.  Lacock,  health  commissioner  of 
Hocking  County,  presented  an  excellent  paper  on 
“Health  Problems  of  the  Medical  Profession”,  at 
a meeting  of  the  society,  April  15,  at  Logan. — M. 
H.  Cherrington,  M.D.,  secretary. 

SCIOTO 

Dr.  Edward  J.  Stedem,  Columbus,  spoke  on 
“Office  Gynecology”,  at  a meeting  of  the  Hemp- 
stead Academy  of  Medicine,  at  Portsmouth,  April 
12.  Dr.  C.  M.  Fitch  showed  moving  pictures 
which  he  took  of  the  recent  flood. — W.  M.  Single- 
ton,  M.D.,  secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

FRANKLIN 

The  following  programs  were  presented  by  the 
Columbus  Academy  of  Medicine  during  April: 

April  5 — “Medical  Kidney”.  “Physiology  and 
Pathology”,  by  Dr.  R.  S.  Fidler;  “Clinical  As- 
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pects”,  by  Dr.  P.  T.  Knies;  “Diagnostic  Labora- 
tory Procedures”,  by  Dr.  C.  L.  Spohr. 

April  12 — “Surgical  Kidney”.  “Tuberculosis”, 
by  Dr.  H.  A.  Baldwin;  “Renal  Calculus  and  Com- 
plications”, by  Dr.  W.  N.  Taylor;  “Renal  and 
Ureteral  Tumors”,  by  Dr.  F.  W.  Harrah. 

April  19 — “New  Experimental  Data  on  Hyper- 
pyrexia”, by  Dr.  A.  Bessemans,  President,  Uni- 
versity of  Ghent,  and  Director,  Institute  of 
Hygiene  and  Bacteriology,  Ghent,  Belgium. 

April  26 — Section  on  General  Medicine.  “Will 
Medicine  Be  Socialized?”  by  Dr.  R.  G.  Leland, 
Director,  Bureau  of  Medical  Economics,  Ameri- 
can Medical  Association,  Chicago,  Illinois.  Dis- 
cussion by  Dr.  J.  H.  J.  Upham,  Dr.  Leslie  L. 
Bigelow  and  Dr.  Gerald  P.  Lawrence. — Bulletin. 

KNOX 

Dr.  Herbert  D.  Emswiler,  Columbus,  was  the 
guest  speaker  at  a meeting  of  the  Knox  County 
Medical  Society,  March  25,  at  Mt.  Vernon. — News 
clipping. 

MADISON 

Dr.  James  H.  Warren,  Columbus,  addressed  a 
meeting  of  the  Madison  County  Medical  Society, 
March  25,  at  London. — News  clipping. 

ROSS 

“Gall  Bladder  Diseases  and  Allied  Medical  Con- 
ditions”, was  the  subject  presented  by  Dr.  H.  M. 
Clodfelter,  Columbus,  at  a meeting  of  the  society 
at  Chillicothe,  March  4.  Dr.  C.  C.  Sherburne, 
Columbus,  Councilor  for  the  Tenth  District,  dis- 
cussed proposed  legislation  affecting  the  medical 
profession. — News  clipping. 


Sixth  District  Elects  Officers 

Dr.  Wm.  A.  McConkey  and  Dr.  John  M.  Van- 
Dyke,  Canton,  were  elected  president  and  secre- 
tary respectively  of  the  Sixth  Councilor  District 
(formerly  the  Union  Medical  Association)  at  the 
district  meeting  in  Akron,  March  24.  The  next 
meeting  of  the  district  society  will  be  held  at 
Canton  the  latter  part  of  June.  It  will  consist  of 
a symposium  on  gastrointestinal  diseases,  ar- 
ranged to  be  of  special  interest  to  the  general 
practitioner. 


“Diabetic  Day”  Program  in  Cincinnati 

The  Council  on  Diabetes  of  the  Cincinnati  Pub- 
lic Health  Federation,  of  which  Dr.  Cecil  Striker 
is  chairman,  sponsored  a “Diabetic  Day”  at  Cin- 
cinnati, April  6,  with  clinics  in  the  morning,  a 
round-table  luncheon  meeting,  and  a demon- 
stration and  program  at  a meeting  of  the 
Academy  of  Medicine  in  the  evening.  Dr.  Russell 
M.  Wilder  of  the  Mayo  Clinic,  discussed  the 
medical  aspects  of  diabetes  and  Dr.  A.  W.  Allen, 
Massachusetts  General  Hospital,  Boston,  Mass., 
the  surgical  aspects. 
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Dr.  Simpson  Is  Honored 

In  honor  of  his  accomplishments  in  the  field  of 
artificial  fever  therapy,  the  French  Government 
conferred  membership  in  the  Legion  of  Honor 
upon  Dr.  Walter  M.  Simpson,  Dayton,  during  the 
sessions  of  the  First  International  Conference  on 
Fever  Therapy  in  New  York,  March  29-31.  Other 
U.  S.  pioneers  in  the  field  so  honored  were: 
Charles  F.  Kettering,  Dayton;  Willis  R.  Whitney, 
Schnectady,  N.  Y.,  and  Dr.  William  Bierman, 
Manhattan,  N.  Y. 


Medical  College  Alumni  Elect 

Officers  of  the  Ohio  State  University  College  of 
Medicine  Alumni  Association,  elected  at  the  post- 
graduate assembly  held  at  Columbus,  March  4,  5 
and  6,  are:  Dr.  Walter  W.  Beck,  Toledo,  presi- 
dent; Dr.  Charles  T.  Atkinson,  Middletown,  first 
vice-president;  Dr.  C.  W.  Kirkland,  Bellaire,  sec- 
ond vice-president  and  Dr.  Jonathan  Forman,  Co- 
lumbus, secretary  and  historian. 


Industrial  Physicians  To  Meet,  May  3 

A joint  meeting  of  the  Midwest  Conference  on 
Occupational  Diseases  and  the  American  Asso- 
ciation of  Industrial  Physicians  and  Surgeons 
will  be  held  at  the  Hotel  Statler,  Detroit,  May 
3-7.  Among  those  appearing  on  the  program 
will  be:  Dr.  Clarence  D.  Selby,  Toledo;  Dr. 

Emery  R.  Hayhurst,  Columbus,  and  Dr.  Otto  P. 
Geier,  Cincinnati.  Additional  information  con- 
cerning the  meeting  can  be  obtained  by  address- 
ing Dr.  Carey  P.  McCord,  co-chairman,  1151 
Taylor  Avenue,  Detroit,  Michigan. 
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Dr.  McClellan  Re-Elected  Dean 

Dr.  Ben  R.  McClellan,  Xenia,  was  re-elected 
dean  of  the  Ohio  Soldiers’  and  Sailors’  Orphans’ 
Home,  volunteer  medical  and  surgical  consisting 
staff  at  its  annual  meeting,  April  7,  at  Xenia,  at- 
tended by  20  members.  Dr.  A.  C.  Messenger, 
Xenia,  was  re-elected  secretary.  Speakers  at  the 
meeting  included  Dr.  Waldo  E.  Nelson,  Cincin- 
nati, Dr.  Herbert  L.  Brumbaugh,  Dayton,  and 
Dr.  Ernest  W.  Ekermeyer,  Xenia. 


Appointed  to  Tax  Commission 

Ralph  W.  Wilkins,  Painesville  attorney,  has 
been  appointed  a member  of  the  State  Tax  Com- 
mission, for  a term  extending  until  January, 
1939.  Mr.  Wilkins  represented  Lake  County  in 
the  House  of  Representatives  for  two  terms, 
1933-34  and  1935-36.  During  his  last  term  he 
was  a member  of  the  Committee  on  Health. 
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Pflnouncinjr . . . 

PROTAMINE  ZINC  INSULIN,  Squibb 


Hagedorn,  Jensen,  Krarup  and  Wodstrup-Nielsen 
of  Copenhagen  reported,  in  1935,  that  by  addition 
of  protamine  to  aqueous  solutions  of  the  active 
anti-diabetic  principle  they  had  succeeded  in  ob- 
taining a modified,  precipitated  preparation  hav- 
ing an  effect  much  more  prolonged  than  that  of 
unmodified  Insulin.  Later  it  was  demonstrated,  at 
the  University  of  Toronto,  that  by  adding  a small 
amount  of  zinc  to  a preparation  of  Insulin  and 
protamine,  both  the  stability  of  the  preparation 
and  the  duration  of  its  blood-sugar-lowering  effect 
could  be  increased.  These  findings  have  led  to  the 
evolution  of  a product  now  designated  Protamine 
Zinc  Insulin.  This  product  has  been  given  exten- 
sive clinical  trial  and  signifies  a distinct  advance  in 
'-reatment  of  diabetes  mellitus. 

ADVANTAGES  OF 
PROTAMINE  ZINC  INSULIN 

1 — The  duration  of  action  of  a single  dose  is 
from  about  three  to  six  times  that  of  unmodified 
Insulin. 


2 —  Hypoglycemic  reactions  both  in  children 
and  in  adults  are  not  so  frequent  as  those  follow- 
ing use  of  unmodified  Insulin.  The  incidence  of 
ketosis  is  markedly  reduced. 

3 —  Results  suggest  that  a somewhat  less  rigid 
dietary  regimen,  and  an  ample  carbohydrate  al- 
lowance may  be  permissible. 

4 —  For  most  patients  receiving  the  product,  one 
injection  a day  is  adequate. 

5 —  Lessening  of  fluctuations  in  blood-sugar 
levels  has  a favorable  effect  upon  patients’  sense  of 
well-being. 

PROTAMINE  ZINC  INSULIN,  Squibb  complies 
with  the  rigid  specifications  of  the  Insulin  Commit- 
tee, University  of  Toronto,  under  whose  control  it 
is  manufactured  and  supplied.  It  is  available  in 
10-cc.  vials.  When  this  preparation  is  brought  into 
uniform  suspension,  each  cc.  contains  40  units  of 
Insulin  together  with  protamine  and  approximately 
0.08  mg.  of  zinc. 
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E R: Squibb  & Sons,  Newark 

I MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 
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NEWS  NOTES 


Athens — Dr.  Chas.  S.  McDougall,  for  many 
years  official  delegate  of  the  Athens  County  Medi- 
cal Society,  has  retired  from  active  practice,  and 
is  now  living  in  Erie,  Pa. 

Canton — A new  entrance  lobby,  the  gift  of  an 
anonymous  donor,  has  been  dedicated  at  Aultman 
Hospital. 

Circleville — Dr,  E.  R.  Austin,  who  is  leaving 
soon  to  take  postgraduate  work  at  Manhattan 
Hospital,  New  York,  was  the  guest  of  honor  of 
the  local  medical  detachment  of  the  Ohio  Na- 
tional Guard  at  a dinner  at  the  Pickaway  Coun- 
try Club  recently. 

Cincinnati — Officers  of  the  Heart  Council  are: 
Dr.  Alfred  Friedlander,  president;  Dr.  William 
Muhlberg,  honorary  vice-president;  Dr.  Charles 
E.  Iliff,  vice-president;  Dr.  Julien  E.  Benjamin, 
director  of  clinics,  and  Dr.  Floyd  P.  Allen,  ex- 
ecutive secretary. 

Cleveland — At  a recent  meeting  of  the  visiting 
staff  of  City  Hospital,  Dr.  J.  A.  Toomey  was 
elected  secretary  succeeding  the  late  Dr.  H.  H. 
Brittingham.  He  was  also  made  secretary  of  the 
hospital  executive  committee.  Dr.  Robert  Stecher 
was  elected  Dr.  Toomey’s  successor  as  president 
of  the  staff. 

Columbus — Dr.  Mary  A.  Graber  was  recently 
appointed  a member  of  the  State  Board  of  Cos- 
metology. 

Fostoria — Dr.  John  H.  Norris  recently  observed 
the  60th  anniversary  of  his  entrance  into  the 
medical  profession. 

Lore  City — Dr.  Howard  W.  Arndt,  one  of 
Guernsey  County’s  oldest  physicians,  has  retired 
from  the  active  practice  of  medicine. 

Steubenville — An  open  forum  discussion  of 
“Socialized  Medicine”,  at  a recent  meeting  of  the 
Y’s  Men’s  Club,  was  led  by  Dr.  Walter  A.  Cun- 
ningham. 

Toledo — Dr.  J.  A.  Muenzer  was  guest  speaker 
at  a recent  meeting  of  the  Kent  County  Medical 
Society  Ontario,  Canada.  His  subject  was 
“Thyroid  Pituitary  Function  in  Youth”. 

Wilmington — A diagnostic  chest  clinic,  spon- 
sored by  the  Clinton  County  Medical  Society, 
financed  by  the  Clinton  County  Health  League 
from  the  sale  of  Christmas  seals  and  managed  by 
the  city  and  county  health  boards,  was  recently 
held  at  Wilmington. 

Youngstown — Dr.  S.  G.  Patton,  North  Jackson 
has  been  named  Mahoning  County  health  com- 
missioner, succeeding  Dr.  George  Y.  Davis  who 
resigned  because  of  ill  health. 
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CHRONIC  ASTHMA:  ITS  EVOLUTION  AND  MANAGEMENT 

By  KARL  D.  FIGLEY,  M.D.,  F.A.C.P.,  Toledo,  Ohio 


NOT  until  1910,  a short  quarter  century 
ago,  did  we  have  any  tenable  hypothesis 
with  which  to  explain  the  phenomenon  of 
the  asthmatic  attack.  Then  Meltzer  supplied 
such  an  hypothesis  by  calling  attention  to  the 
similarity  between  the  over-distended  lung  in 
guinea-pig  anaphylaxis,  and  the  asthmatic 
paroxysm  in  man.  From  Meltzer’s  observation 
has  sprung  our  present  concept  of  asthma,  based 
on  specific  sensitization  to  various  foreign  pro- 
tein substances.  This  conception  has  provided  a 
rational  approach  to  therapy  and  has  clarified 
the  picture  enormously.  Specific  sensitization 
does  not  however  explain  many  of  our  difficult 
chronic  cases,  but  recent  knowledge,  based  on 
pathologic  finding,  does  point  the  way.  It  is  of 
these  recent  additions  to  our  knowledge,  con- 
cerning the  mechanism  and  pathology  of  chronic 
asthma,  that  I wish  to  direct  your  attention. 

By  chronic  asthma  is  meant,  those  cases  which 
are  non-seasonal  in  character,  and  which  grad- 
ually progress  to  the  intractable  stage.  At  the 
present  time,  most  authorities  classify  chronic 
asthma  under  two  headings:  (1)  The  extrinsic, 
or  atopic  type,  and  (2)  The  intrinsic  or  non- 
atopic  type.  The  first  type  can  be  shown  to  be 
specifically  sensitized  to  one  or  more  extrinsic 
foreign  proteins,  known  as  allergens  (or  atopens), 
by  means  of  positive  skin  tests  to  these  allergens 
and  the  demonstration  of  specific  antibodies 
(reagins)  in  the  blood.  In  the  second  or  intrinsic 
type,  no  such  specific  sensitization  can  be  demon- 
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strated.  This  type  is  also  frequently  designated 
as  infectious  or  bacterial  asthma,  and  at  first 
glance  there  would  seem  to  be  little  in  common 
between  the  two  types.  - It  is  my  belief,  however, 
that  all  asthmatics  belong  in  one  single  class; 
that  the  factor  common  to  all  is  the  so-called 
allergic  constitution  which  is  determined  by 
heredity. 

We  do  not  know  what  constitutes  this  allergic 
constitution,  whether  it  is  some  deep-seated 
alteration  in  body  chemistry,  or  of  the  internal 
secretory  glands,  or  of  the  involuntary  nervous 
system;  some  deficiency  disorder,  or  some  other 
unknown  factor.  We  do  know  that  individuals 
possessed  of  the  allergic  constitution  have  res- 
piratory tracts,  as  well  as  other  organs,  that 
react  in  a manner  different  from  normal  persons, 
upon  contact  with  foreign  proteins  or  infection 
with  bacteria.  We  also  know  that  a positive 
family  history  for  allergy,  that  is,  evidence  of 
the  hereditary  transmission  of  the  allergic  con- 
stitution, occurs  with  equal  frequency  in  both 
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the  extrinsic  and  intrinsic  groups  of  chronic 
asthma  cases. 

The  evolution  of  chronic  asthma  is  brought 
about  as  follows.  Practically  all  cases  originally 
start  with  periodic  attacks  of  asthma  as  the 
result  of  specific  sensitization  to  some  allergen. 
In  many  cases  this  allergen  is  pollen,  and  the 
attacks  are  seasonal  in  character,  terminated  by 
disappearance  of  the  pollen  from  the  air.  Eventu- 
ally these  patients  develop  a superimposed  in- 
fectious process  of  the  already  edematous  bron- 
chial mucosa.  This  infection  may  or  may  not 
clear  up.  If  it  does  clear  up,  the  patient  con- 
tinues to  have  asthma  at  any  time  during  the 
year,  frequently  accentuated  by  an  acute  cold. 
Finally  he  may  have  asthma,  severe  in  type,  at 
any  time  during  the  year  and  never  be  entirely 
free  from  raising  ropy  or  purulent  mucus. 

The  above  explanation  accounts  for  the  evolu- 
tion of  chronic  asthma  in  the  extrinsic,  skin  test 
positive,  or  atopic  group,  which  constitutes  per- 
haps 90  per  cent  of  all  cases.  But  what  of  the 
smaller  group  of  intrinsic  cases,  which  are 
negative  to  all  tests  and  in  which  bacterial  in- 
fection is  the  only  evident  etiologic  factor?  First 
let  me  say,  that  this  paper  was  largely  inspired 
by  my  disagreement  with  the  common  belief  that 
bacterial  asthma  is  caused  by  broncho-spasm  re- 
sulting from  specific  atopic  bacterial  sensitivity. 
Atopic  sensitivity  to  bacteria  or  their  products, 
is  very  questionable  to  my  mind.  On  the  other 
hand,  bacterial  allergy,  better  expressed  as  the 
hypersensitiveness  of  infection  of  the  tuberculin 
type,  seems  well  established.  There  is  no  ques- 
tion that  many  workers  have  demonstrated 
positive  skin  tests  of  the  delayed  type  to  or- 
ganisms recovered  from  cases  of  so-called  bac- 
terial asthma.  More  striking  is  the  fact  that 
frequently  small  injections  of  vaccine  cause 
marked  symptomatic  reactions.  Now  the  char- 
acteristic reaction  in  hypersensitiveness  of  in- 
fection is  an  inflammatory  response,  and  it  is  my 
conception  that  bacterial  invasion  of  the  res- 
piratory tract  in  the  potential  asthmatic,  causes 
an  inflammatory  edema  of  the  mucosa.  This  is 
self  evident  in  the  upper  respiratory  tract,  and 
bronchoscopic  studies  reveal  it  in  the  lower  tract. 

To  sum  up  my  view  of  the  evolution  of  chronic 
asthma,  I believe  all  asthmatics  have  a common, 
constitutional  background.  All  are  potentially 
susceptible  to  the  development  of  atopic  sen- 
sitivity and  most  of  them  do  show  atopic  sen- 
sitivity to  greater  or  less  degree  at  some  time  in 
their  lives.  Many  atopies  acquire  superimposed 
bacterial  infection  of  the  respiratory  tract  fairly 
early  in  life  and  go  on  to  the  intractable  stage. 
Other  potential  asthmatics  who  have  a high 
tolerance  toward  sensitization  by  atopens,  later 
in  life  acquire  bacterial  infection  of  the  respira- 
tory tract,  develop  bacterial  hypersensitiveness 
and  go  on  to  the  intractable  stage. 


The  pathologic  findings  in  chronic  asthma  are 
based  on  changes  which  occur  in  the  mucous 
membrane  lining  the  bronchial  tree.  As  the  re- 
sult of  frequent  and  long  continued  edema  of  the 
respiratory  mucosa,  either  due  to  atopic  sen- 
sitivity alone  or  this  plus  superimposed  infection, 
the  mucosa  becomes  redundant  and  polypoid. 
Coincident  with  polypoid  change  in  the  mucosa 
there  occurs  hypersecretory  activity  of  the 
mucous  glands,  which  produce  excessive  amounts 
of  thick,  glairy  mucus.  This  mucus  fills  the 
lumen  of  the  smaller  bronchi  and  bronchioles,  be- 
comes inspissated  by  the  evaporation  of  its 
moisture  and  tends  to  form  tenacious,  adherent 
plugs.  Hypertrophy  of  the  bronchial  muscula- 
ture occurs.  Formerly  this  was  attributed  to 
broncho-spasm,  but  we  know  now  that  it  repre- 
sents a “work  hypertrophy”  from  the  effort  to 
expel  the  occluding  secretions  from  the  bronchi. 
It  should  also  be  emphasized  that  the  polypoid 
changes  and  hyperplasia  occurring  in  the  mucosa 
lining  the  nose  and  accessory  sinuses  in  chronic 
asthma,  simply  parallel  the  changes  taking  place 
in  the  bronchial  mucosa.  The  mucous  membrane 
lining  the  respiratory  tract,  both  upper  and 
lower,  responds  in  the  same  way  to  the  effect  of 
allergens  plus  superimposed  infection.  This  ac- 
counts for  the  failure  to  influence  the  pathologic 
processes  occurring  in  the  bronchial  tree  in 
chronic  asthma,  by  surgical  removal  of  the 
hyperplastic  membranes  of  the  nasal  sinuses. 

As  the  result  of  occlusion  of  smaller  bronchi 
and  bronchioles  by  edema  and  mucus  plugs,  ob- 
structive emphysema  is  brought  about,  and  it  is 
the  degree  of  emphysema  present  which  largely 
determines  the  work  capacity  of  the  chronic 
asthmatic.  Also,  as  pointed  out  by  Balyeat,1  two 
types  of  so-called  “asthmatic  bronchiectasis” 
occur.  One  is  tubular  in  character,  involving 
the  medium  sized  bronchi,  and  the  dilated 
branches  are  larger  than  their  stem,  thus  inter- 
fering with  the  drainage  of  their  thick  muco- 
purulent secretions.  The  other  is  saccular  in 
character,  consisting  of  collections  of  muco  pus 
in  the  large,  coalesced  emphysematous  sacs  at 
the  termination  of  the  bronchioles.  In  chronic 
asthma,  these  forms  of  bronchiectasis  are  largely 
responsible  for  the  perpetuation  of  the  chronic 
infectious  processes. 

Sooner  or  later  in  the  larger  bronchi  complete 
obstruction  is  brought  about  by  inflammatory 
swelling  and  adherent  mucous  plugs.  This  leads 
to  lobular  and  even  lobar  atelectasis.  Unless  the 
obstruction  is  soon  relieved,  pneumonitis  occurs 
in  the  atelectatic  areas,  large  or  small.  This  ex- 
plains clinically  the  recurring  attacks  of  atypical 
pneumonia  to  which  chronic  asthmatics  are  sub- 
ject. Eventually  organization  and  connective 
tissue  formation  occur  in  these  pneumonic  areas, 
thus  forever  destroying  the  functional  capacity 
of  the  parenchyma  involved.  In  the  chronic 
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asthmatic,  death  may  occur  from  pneumonia, 
from  asphyxiation  during  an  acute  attack,  or 
from  chronic  sepsis  and  inanition,  the  result  of 
toxic  absorption  from  the  pus  filled  bronchiec- 
tatic  reservoirs. 

The  mechanism2  underlying  the  peculiar  var- 
iety of  dyspnoea  characteristic  of  an  asthmatic 
attack  becomes  clear  when  the  above  described 
pathologic  changes  are  taken  into  account.  Two 
factors  are  responsible.  One  is  partial  bronchial 
obstruction  from  either  muscular  spasm  or  edema 
of  the  mucosa,  or  both.  Some  authorities  deny 
the  existence  of  bronchospasm  in  man,  attribut- 
ing bronchial  obstruction  to  edema  alone.  This 
disputed  question  need  not  concern  us  here:  The 
important  thing  is  recognizing  the  possibility  of 
both  muscle  spasm  and  edema.  The  other  factor 
is  mechanical  plugging  of  bronchi  and  bronchi- 
oles by  mucus  plugs  and  purulent  secretions. 
These  two  factors  lead  to  widespread  narrowing 
or  occlusion  of  lumen  throughout  the  bronchial 
tree.  Since  the  inspiratory  forces  are  four  times 
more  powerful  than  the  expii-atory,  this  gives 
rise  to  the  prolonged  expiration  characteristic  of 
asthmatic  dyspnea. 

The  treatment  of  chronic  asthma  is  based  on  a 
rational  understanding  of  the  various  etiological 
factors  involved.  Time  will  not  permit  any  de- 
tailed discussion  of  treatment:  I shall  simply 
attempt  to  point  out  certain  general  principles. 

1.  Measures  to  overcome  specific  atopic  sen- 
sitivity. This  includes  first  of  all  a careful  his- 
tory, a thorough  physical  examination  with  the 
usual  routine,  laboratory  investigations,  and 
lastly  adequate  skin  testing.  Rigorous  elimina- 
tion of  substances  to  which  the  patient  is  sen- 
sitive must  be  carried  out.  Desensitization  is 
necessary  in  nearly  all  cases  since  usually  there 
are  substances  which  cannot  be  avoided  or 
eliminated. 

2.  Removal  of  infectious  foci  in  upper  res- 
piratory tract.  Suppuration  in  any  of  the  nasal 
accessory  sinuses  should  be  drained  surgically  in 
order  to  prevent  further  infection  of  the  bron- 
chial tree,  and  to  prevent  toxic  absorption.  The 
indications  for  surgery  are  the  same  as  for  a 
non-asthmatic  person  with  sinus  suppuration.  On 
the  other  hand,  so-called  radical  sinus  operations 
for  the  removal  of  hyperplastic  membrane  are 
rapidly  falling  into  the  discard.  Such  hyper- 
plastic sinus  mucosa  is  merely  part  and  parcel 
of  the  hyperplasia  affecting  the  entire  respira- 
tory mucosa:  Its  removal  cannot  alter  the  path- 
ological changes  in  the  bronchial  tree. 

3.  Vaccines.  The  use  of  vaccines  in  chronic 
asthma  caused  or  complicated  by  bacterial  in- 
fection is  on  the  whole,  disappointing.  There  are 
many  explanations  for  this  failure  to  secure  good 
results:  One  main  reason  is  that  the  immuno- 
logical mechanism  of  bacterial  hypersensitive- 


ness is  quite  different  from  the  better  under- 
stood atopic  hypersensitiveness.  When  possible 
to  obtain,  autogenous  vaccines  based  on  care- 
fully performed  skin  tests  are  worth  a trial,  as 
shown  by  Dorst3  through  his  work  at  the  Uni- 
versity of  Cincinnati.  Stock  vaccines  merely 
represent  another  form  of  non-specific  protein. 
They  are  usually  given  in  too  large  dosage  and 
usually  serve  only  to  stir  up  violent  local  or  gen- 
eral reactions. 

4.  Measures  to  overcome  the  mechanical  fac- 
tor of  plugged  bronchi.  In  chronic  asthma,  the 
mechanical  plugging  of  the  finer  bronchi  by  re- 
tained secretions  is  the  paramount  factor  in 
keeping  up  symptoms.  At  present  there  are  two 
methods  at  our  disposal  for  overcoming  this 
difficulty:  First,  bronchoscopy,  and  secondly,  the 
intratracheal  instillation  of  iodized  oil. 

Bronchoscopy  is  of  value  for  the  removal  of 
secretions  through  suction  followed  by  saline 
irrigation.  Preliminary  bronchoscopy  is  valuable 
as  a diagnostic  agent  in  visualizing  the  tracheo- 
bronchial tree  for  the  presence  of  new  growths, 
enlarged  glands,  substernal  thyroids,  etc.  It  is 
also  of  value  in  dilating  inflammatory  strictures 
of  the  larger  bronchi  which  may  lead  to  lobar 
atelectasis  and  subsequent  pneumonitis.  Where 
plugging  of  a main  bronchus  is  suspected,  bron- 
choscopic  investigation  should  always  be  made. 
The  value  of  bronchoscopy  is  limited  however, 
by  the  scarcity  of  skilled  bronchoscopists,  by  the 
expense  of  repeated  manipulations,  and  by  the 
patient’s  unwillingness  to  undergo  the  procedure 
as  frequently  as  necessary. 

The  intratracheal  instillation  of  iodized  oil  ac- 
complishes much  the  same  puiqiose  as  broncho- 
scopy without  the  above  mentioned  disadvant- 
ages. Being  of  higher  specific  gravity  than  the 
bronchial  secretions,  it  penetrates  the  small 
bronchial  tubes,  cutting  loose  the  mucus  and 
filling  the  bronchiectatic  areas,  thereby  floating 
the  secretions  up  into  the  large  bronchi  so  the 
patient  can  raise  them.  The  action  of  the  oil  is 
entirely  mechanical  since  it  is  a stable  com- 
pound of  iodine  in  vegetable  oil.  Its  use  is  in- 
dicated in  any  case  of  chronic  asthma  where  in- 
fection is  present,  and  particularly  those  cases 
where  mechanical  plugging  of  the  bronchi  is 
obvious.  Iodized  oil  should  not  be  given  to;  (a) 
a patient  who  has  an  idiosyncrasy  to  iodides; 
(b)  a febrile  or  cachectic  patient;  (c)  a case  of 
active  tuberculosis,  or  (d)  a patient  with  cardiac 
decompensation.  Time  does  not  permit  giving 
the  details  of  administration  or  further  discus- 
sion concerning  the  use  of  iodized  oil  in  in- 
tractable asthma.  The  subject  is  well  covered  by 
the  excellent  articles  of  Balyeat4  and  Anderson.5 
Suffice  it  to  say  that  I am  most  grateful  for  this 
addition  to  our  measures  used  in  relieving 
chronic  asthma.  Perhaps  some  other  means  will 
eventually  appear  to  help  the  patient  rid  himself 
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of  retained  muco-purulent  secretions,  but  at 
present  iodized  oil  is  our  chief  aid. 

5.  Climatic  change.  Change  of  climate  is 
beneficial  in  those  cases  in  which  bacterial  in- 
fection predominates  and  especially  if  there  is 
much  pulmonary  pathology.  No  case  should  ever 
be  advised  to  change  climate  until  thoroughly 
studied  from  the  standpoint  of  allergic  sensiti- 
vity; this  applies  particularly  to  children  and 
younger  adults.  In  such  persons  the  infectious 
factor  often  clears  up  remarkably  under  proper 
allergic  management.  If  climatic  change  is  ad- 
visable, the  Southwestern  area  of  the  United 
States  is  preferable  because  of  its  low  relative 
humidity  and  comparatively  annual,  equable  tem- 
perature. 

CONCLUSION 

An  attempt  has  been  made  to  show  that  all 
asthmatics  have  one  factor  in  common — the  so- 
called  allergic  constitution.  Intrinsic  or  bacterial 
asthma  is  thus  shown  to  have  no  essential  char- 
acteristics. distinguishing  it  from  atopic  asthma. 
The  evolution  of  the  chronic  case  has  been 
traced,  and  the  pathologic  changes  outlined 
which  bring  about  chronicity.  Finally,  certain 
general  principles  of  treatment  have  been  enum- 
erated for  the  management  of  chronic  asthma, 
based  on  a rational  understanding  of  the  factors 
involved. 
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Doctors  in  Politics 

Unquestionably  there  is  ground  for  the  criti- 
cism often  heard  both  within  and  without  the  pro- 
fession that  doctors  do  not  pull  together  as  they 
should.  The  very  nature  of  our  work  makes  us 
individualists;  but  this  should  not  keep  us  from 
working  together  as  an  organization.  The  poten- 
tial influence  of  the  doctors  of  any  community, 
state,  or  of  the  nation  is  tremendous;  but  to  be 
transformed  into  actual  influence  it  is  necessary 
for  a working  majority  of  them  to  unite  and  agree 
upon  a policy.  In  this  way  will  the  medical  pro- 
fession accomplish  more  and  become  more  of  a 
political  power  than  a few  individuals  could  pos- 
sibly do  by  sacrificing  their  professional  careers 
and  to  some  extent  their  professional  ideals  by 
entering  politics  actively  as  office  seekers. — Win- 
gate M.  Johnson,  M.D.,  Page  72,  “The  True  Phy- 
sician”, The  Macmillan  Co.,  1936. 


Pulsus  Alternans 

Pulsus  alterans  is  not  a very  common  arrhyth- 
mia, though  it  may  be  found  more  frequently  if 
we  will  but  look  carefully  for  it.  It  consists  of  a 
variation  in  the  volume  of  the  pulse  so  that  there 
is  an  alternate  strong  and  weak  beat.  The  in- 
tei’vals  between  the  beats  are  regular,  and  it 
should  not  be  confused  with  the  pseudo-alterna- 
tion that  occurs  with  pulsus  bigeminus.  It  may 
be  possible  to  detect  this  variation  with  the  pal- 
pating finger,  but  most  frequently  it  can  only  be 
demonstrated  with  the  use  of  the  sphygmomano- 
meter. After  the  pulse  has  been  obliterated  by 
pressure  in  the  cuff,  when  the  pressure  is  slowly 
released  only  one  half  of  the  pulse  beats  are  felt 
to  come  through,  and  when  the  pressure  is 
further  released  the  full  number  of  pulse  beats 
is  felt.  The  sounds  over  the  brachial  artery  will 
alternate  in  intensity  just  after  they  become 
audible,  or  only  the  strong  ones  will  be  heard  at 
this  point.  With  a further  release  of  pressure 
the  alternate  intensity  will  usually  become 
audible.  This  type  of  examination  should  be 
routine  in  suspected  or  definite  cardiac  disease. 
Sometimes  the  alternation  may  be  heard  and  felt 
only  after  premature  contractions,  but  this  has 
the  same  significance  as  the  constant  type. 

In  regularly  beating  hearts,  not  with  paroxys- 
mal tachycardia,  pulsus  alternans  indicates  heart 
muscle  damage  of  a serious  nature.  It  is  not 
seen  in  normal  hearts.  It  is  very  common  in 
hypertensive  heart  disease,  disease  of  the  coro- 
nary vessels,  and  valvular  heart  disease.  It  gen- 
erally occurs  with  rates  over  90  per  minute  and 
disappears  when  the  rate  approaches  70  per 
minute.  Its  mechanism  is  thought  to  be  due  to 
myocardial  fatigue  as  a result  of  damage,  pro- 
ducing variations  in  the  strength  of  contractions. 

The  prognosis  with  pulsus  alternans  is  serious. 
Usually  such  patients  have  a life  expectancy  of 
one  or  two  years,  though  exceptional  cases  may 
live  for  five  years  or  more. 

In  the  absence  of  cardiac  failure  patients  with 
pulsus  alternans  should  be  carefully  regulated 
as  to  activity.  The  coronary  vasodilators  such  as 
theophylline  (aminophylline  IV2  grains  (0.10 
gm.)  three  times  daily)  or  theobromine  (5  grains 
(0.3  gm.)  three  times  daily),  are  recommended. — 
Willard  R.  Wirth,  M.D.,  New  Orleans;  New 
Orleans  Med.  & Surg.  Jour.  Vol.  89:9,  Mar.,  1937. 


When  the  cure  for  cancer  is  discovered,  it  will 
withstand  critical  examination,  as  has  been  true 
of  all  genuine  therapeutic  advances  in  the  past. 
The  best  interests  of  Medicine  are  identical  with 
the  best  interests  of  the  patients  and  the  public. 
— H.  T.  K.,  in  the  Cleveland  Academy  Bulletin. 
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WHILE  pyuria  is  one  of  the  most  frequent 
conditions  which  the  pediatrist  is  called 
upon  to  treat,  there  has  been  surpris- 
ingly little  published  concerning  this  disease  as 
seen  in  the  age  group  under  one  month  of  age. 
This  came  to  my  attention  when  I ran  across  two 
cases  while  seeking  possible  causes  for  so-called 
inanition  fever  in  the  newborn.  In  an  exhaustive 
search  of  the  literature  I was  able  to  find  35  case 
reports  of  this  condition.  In  addition  to  the  case 
reports,  I was  able  to  find  a discussion  of  61 
cases  of  baeilluria  in  the  newborn  which  Craig1 
recently  collected  at  two  large  London  hospitals. 
I was  also  able  to  collect  from  the  records  of  the 
Infants  Hospital  in  Boston  12  cases  where 
a considerable  amount  of  pus  was  discovered  in 
the  urine  before  the  end  of  the  first  month  of 
life.  This  gives  a total  of  108  cases.  I have  data 
for  analysis  of  47  of  these  cases  and  the  others 
were  analyzed  by  Craig. 

SYMPTOMATOLOGY 

Of  these  47  cases,  19  were  males,  13  females 
and  in  15  cases  the  sex  was  not  mentioned  in  the 
report.  It  is  thus  seen  that  the  usual  predomi- 
nance of  females  with  pyuria  apparently  does  not 
appear  in  the  newly  born  group.  As  regards  pre- 
senting symptoms,  fever  was  mentioned  in  28 
cases  or  60  per  cent,  failure  to  gain  in  19  or  40 
per  cent,  vomiting  in  13  cases  or  28  per  cent, 
diarrhea  in  eight  or  17  per  cent,  and  feebleness 
or  weakness  in  four  or  9 per  cent.  Two  patients 
were  asymptomatic  and  the  disease  discovered  on 
routine  urine  examination.  Convulsions  occurred 
in  three  patients  without  adequate  explanation 
other  than  as  a result  of  the  urinary  infection. 
The  kidneys  were  palpable  in  several  cases  but 
this  is  possible  in  a normal  newborn.  In  Craig’s 
report  these  same  symptoms  occurred  in  some- 
what a different  proportion,  but  a detailed  analy- 
sis of  symptoms  is  absolutely  profitless  since  as 
can  be  seen,  none  of  them  are  specific.  Craig 
stresses  oliguria  as  a symptom  but  this  also 
seems  to  me  non-specific,  since  we  see  it  fre- 
quently as  a symptom  at  the  onset  of  many 
acute  infections. 

In  nine  cases  or  19  per  cent,  the  pyuria  was 
associated  with  other  diseases.  In  five  of  these 
patients,  the  pyuria  was  a part  of  what  was 
probably  a general  sepsis.  Two  patients  had 
pneumonia,  two  skin  infections,  one  a recto- 
vaginal fistula  and  one  severe  thrush. 

It  is  interesting  to  note  that  in  12  cases  where 

Read  before  the  Section  on  Pediatrics,  Ohio  State  Medical 
Association,  at  the  91st  Annual  Meeting,  Dayton,  Ohio, 
April  28  and  29,  1937. 


pyuria  was  discovered  in  the  first  week  of  life,  all 
had  fever.  It  would  have  been  easy  to  have 
missed  the  pyuria  and  have  diagnosed  inanition 
fever  had  not  the  urine  been  examined. 

URINARY  FINDINGS 

The  urine  showed  a variable  amount  of  albumin 
in  many  cases  but  this  is  a common  finding  in  the 
newborn.  In  some  cases  red  blood  cells  and  a 
few  casts  were  seen  but  pus  cells  were  the  essen- 
tial findings  on  which  the  diagnosis  was  made  in 
this  series,  five  or  more  pus  cells  per  high 
powered  field  in  the  absence  of  vaginitis  being 
the  criterion.  Craig  presents  three  cases  with 
severe  symptoms  of  infection  and  fever  showing 
no  pus  cells  but  showing  B.  Coli  on  urine  culture. 
This  type  of  case  is  not  especially  rare  in  older 
children  and  certainly  must  be  accepted  if  large 
numbers  of  organisms  are  found,  but  this  series 
has  no  such  cases.  The  urine  was  cultured  in  30 
cases  and  in  every  case  there  was  growth,  mostly 
of  organisms  of  the  B.  Coli  group,  either  alone  or 
together  with  non-hemolytic  streptococcus  or 
staphalococcus  aureus.  In  the  cases  not  showing 
a colon  bacillus,  non-hemolytic  streptococcus  and 
staphalococcus  aureus  occurred  in  pure  culture. 
Just  as  in  pyuria  in  older  children,  the  question 
as  to  whether  B.  Coli  is  or  is  not  primary,  can  be 
raised. 

PROGNOSIS 

Twenty-six  patients  or  55  per  cent,  made  a 
complete  recovery.  In  these  patients  recovering, 
the  duration  period  of  the  pyuria  varied  from 
four  days  to  eleven  weeks.  Twelve  patients  or  26 
per  cent,  died  either  from  the  associated  diseases 
such  as  sepsis  and  pneumonia,  from  incidental 
infections,  or  from  marasmus  due  to  long  con- 
tinued infection.  In  no  case  was  death  attribut- 
able to  pyuria  alone.  Nine  patients  or  19  per  cent 
were  discharged  with  persistent  pyuria  and  lost 
sight  of,  one  patient  still  had  pyuria  at  six 
months  of  age  and  one  the  result  was  not  re- 
ported. 

OTHER  LABORATORY  FINDINGS 

The  white  blood  counts  were  variable  and  of  no 
prognostic  importance.  They  varied  from  9,500 
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to  43,000.  N.P.N.’s  were  determined  on  two  cases. 
In  one  it  was  33  and  this  patient  was  discharged 
with  persistent  pyuria  and  lost;  the  other  had  a 
N.P.N.  of  80  and  died.  However  these  figures 
may  be  reflections  of  varying  degrees  of  dehydra- 
tion and  do  not  seem  important. 

Cystograms  were  done  on  two  chronic  cases. 
In  one  of  these  there  was  reflux  into  a right 
dilated  ureter  and  in  one  a normal  bladder  with 
no  reflux. 

AUTOPSY  FINDINGS 

Autopsies  were  performed  on  seven  patients 
-out  of  the  twelve  who  died.  All  these  patients 
showed  inflammatory  lesions  in  the  kidney  sub- 
stance, varying  from  a slight  infiltration  of 
leukocytes  around  the  collecting  tubules  and  a 
few  interstitial  hemorrhages  to  frank  gross  sup- 
puration and  abscess  formation.  In  no  case 
autopsied  was  the  pyuria  due  to  a pyelitis  or 
pelvis  infection.  Only  one  patient  showed  mega- 
loureter  and  this  was  unilateral.  This  was  one 
which  I followed  personally  in  the  Infants  Hos- 
pital in  Boston  and  which  deserves  further  con- 
sideration : 

This  baby,  a male,  entered  the  hospital  on  the 
thirteenth  day  of  life  with  bleeding  from  the 
umbilicus,  purpuric  lesions  of  the  skin  and 
melina.  A pneumococcus  was  cultured  from  the 
blood.  The  urine  was  loaded  with  pus  and  a B. 
Coli  was  cultured  therefrom.  The  baby  was  re- 
peatedly transfused  and  the  septicemia  cleared 
up.  He  then  developed  a severe  furunculosis 
which  also  cleared  up.  The  urine  continued  to 
show  pus  and  the  baby  failed  to  gain.  At  six 
weeks  a cystogram  was  done  and  showed  a right 
megaloureter  with  dilated  calyces.  A nephrotomy 
was  - done  later  but  there  was  no  improvement. 
The  baby  lived  for  seven  months  without  much 
weight  gain  and  died  from  marasmus  and  a term- 
inal pneumonia.  I mention  this  case  to  bring 
out  the  fact  that  in  the  one  case  in  this  series 
showing  a megaloureter  the  course  of  the  illness 
would  seem  to  indicate  that  the  condition  was 
acquired  and  not  congenital,  that  is,  due  to  the 
infection  and  not  the  cause  of  it.  Autopsy  re- 
vealed a right  pyelonephritis  with  pyoureter. 

Craig  reports  six  autopsies  in  the  nine  fatali- 
ties in  his  series.  There  was  an  early  suppurative 
nephritis  in  one  case  and  in  the  rest  there  was 
only  congestion  of  the  apices  and  pus  in  and 
around  the  collecting  tubules.  There  were  no 
cases  of  megaloureter  in  his  series. 

Two  cases  which  came  to  autopsy  in  the  present 
series  showed  stenosis  of  the  ureters  but  since 
both  these  cases  are  from  literature  I am  unable 
to  tell  the  extent  of  the  stenosis.  However  since 
both  these  patients  also  showed  multiple  ab- 
scesses in  both  kidneys,  and  in  one  B.  Coli  was 
cultured  from  the  blood  and  from  the  peritoneum, 
I cannot  but  feel  that  the  stenosis  was  either 
secondary;  or  else,  if  congenital,  played  only  a 
minor  role,  if  any,  in  production  of  the  disease. 
None  of  Craig's  diseases  showed  stenosis  of  the 
ureters. 


DISCUSSION 

The  incidence  of  pyuria  seems  to  be  about 
equally  divided  between  the  males  and  females, 
in  contrast  to  the  disease  in  older  children  in 
which  the  females  predominate.  Symptoms  are 
not  always  present,  and  when  present  are  those 
of  any  acute  infection  in  this  age  group.  All 
cases  which  come  to  autopsy  showed  inflamma- 
tion in  the  kidney  substance  and  none  in  the 
pelvic  walls.  In  no  case  could  congenital  anom- 
ilies  of  the  ureter  be  said  to  play  a major  part 
in  the  original  etiology;  and  even  in  the  few 
cases  which  showed  stenosis  and  megaloureter, 
every  indication  seemed  to  indicate  that  they 
were  secondary  to  the  infection,  or  incidental. 

The  pathological  observations  on  these  patients 
seem  to  match  observations  made  by  Helmholz12 
on  rabbits  infected  by  the  hematogenous  route. 
The  equal  distribution  among  males  and  females, 
and  the  five  cases  in  which  the  disease  was  a 
part  of  a generalized  sepsis  lead  one  to  the  same 
conclusion,  that  is,  that  pyuria  in  the  new-born 
is  a so-called  descending  infection,  most  prob- 
ably hematogenous  in  the  majority  of  cases. 

DIAGNOSIS  AND  TREATMENT 

The  considerations  above  lead  us  to  the  fol- 
lowing conclusions  in  regard  to  the  handling  of 
the  condition. 

Pyuria  probably  accounts  for  a certain  number 
of  cases  diagnosed  inanition  fever  without  a 
urinary  examination  being  done.  It  also  occurs 
in  the  absence  of  symptoms.  Therefore  an  ex- 
amination of  the  urine  should  be  done  on  every 
newborn  as  a part  of  the  routine  examination. 
Since  there  is  no  way  telling  whether  the  con- 
dition is  benign  or  is  going  to  result  in  chronic 
suppuration  of  the  kidneys  with  or  without  a 
secondary  urinary  tract  malformation,  every  pa- 
tient should  be  followed  until  the  urine  is  clear. 
In  case  the  urine  remains  infected  two  months 
then  a cystogram  is  indicated.  If  there  is  no 
reflux,  intravenous  pyelography  can  be  tried 
but  it  is  usually  unsatisfactory  in  small  infants. 
Cystoscopy  should  then  be  resorted  to  if  the  de- 
sired information  is  not  obtained  by  more  con- 
servative means,  and  pyuria  persists.  In  very 
young  babies  cystoscopy  usually  involves  cysto- 
tomy and  other  methods  seem  to  me  more  ac- 
ceptable, if  they  yield  the  desired  information. 

As  regard  medical  treatment,  the  most  im- 
portant consideration  is  to  promote  a diuresis 
and  the  most  effective  method  is  to  give  fluid  by 
mouth  and  the  glucose  solution  intravenously  in 
rather  large  quantities  if  there  is  vomiting. 
There  is  also  the  item  to  be  considered  that  the 
newly  born  babies  seem  to  have  very  little  re- 
sistance to  B.  Coli  as  compared  to  adults.  This 
theoretical  consideration  together  with  the  fact 
that  transfusion  seems  empirically  to  be  bene- 
ficial in  infections  in  the  newly  born  make  trans- 
fusion indicated.  This  should  not  be  done  in  a 
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haphazard  manner  such  as  giving  the  blood  in- 
tramuscularly or  intraperitoneally,  but  should 
be  given  intravenously  since  the  best  clinical 
results  in  infections  of  the  newly  born  are  ob- 
tained in  this  manner.  If  the  patient  survives 
the  neo-natal  period  and  the  pyuria  persists, 
then  the  same  considerations  hold  for  investiga- 
tion and  treatment  as  in  any  baby  with  pyuria 
of  comparable  age. 

SUMMARY 

(1)  Forty-seven  cases  of  pyuria  of  the  new- 
born from  the  literature  and  from  the  files  of 
the  Infants  Hospital  in  Boston  are  reviewed  and 
analyzed,  and  the  conclusions  are  drawn  from 
these  cases  as  regards  the  pathogenesis  of  the 
disease. 

(2)  Urinary  examination  is  urged  as  a pro- 
cedure in  the  explanation  of  symptoms  of  in- 
fection in  the  newborn  and  as  a routine  pro- 
cedure in  the  well  baby  care  of  the  newborn. 

(3)  The  pathogenesis  of  this  condition  is  dis- 
cussed and  a program  of  treatment  recom- 
mended. 
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DISCUSSION 

John  E.  Brown,  Jr.,  M.D.,  Columbus,  Ohio:— 
In  my  opinion,  the  most  important  lesson  to  be 
learned  from  Dr.  Miller’s  excellent  paper  is  that 
pyuria  of  the  new-born  is  a definite  entity  that 
occurs  often  enough  to  warrant  urinalysis, 
routinely  when  possible,  and  certainly  in  every 
case  where  there  is  evidence  of  infection  or  a 
deranged  metabolism.  On  several  occasions,  I 
have  seen  X-rays  of  the  chest,  castor  oil,  Was- 
sermanns,  and  even  spinal  punctures  ordered  in 
the  presence  of  fever  in  the  new-born  before  the 
lowly  urinalysis  was  even  considered.  Certainly, 
many  of  our  cases  of  so-called  “inanition  fever,” 
which  subside  in  a few  days  with  extra  water 
between  feedings  and  an  occasional  hypodermo- 
elysis,  may  well  be  the  transient  pyuria  which 
Dr.  Miller  has  described. 


It  might  be  well  to  mention  again  that,  for  the 
diagnosis  of  pyuria,  we  must  find  at  least  five 
polymorphonuclear  cells  per  high  power  field  in 
our  uncentrifuged  specimen.  Red  blood  cells  and 
albumin  are  not  essential  in  the  syndrome,  as 
blood  is  found  not  infrequently  with  hemor- 
rhagic disease  and  with  the  pelvic  engorgement 
that  is  seen  so  often  in  female  infants  about  the 
fourth  day  of  life;  and  transient  albuminuria  is 
quite  common  even  in  normal  infants  in  the  first 
week  or  ten  days.  During  the  first  few  days, 
when  the  fluid  intake  of  our  new-born  is  limited, 
and  his  output  scanty,  epithelial  cells,  granular 
and  hyalin  casts,  and  albumin  may  often  be 
found.  With  jaundice  of  the  new-born,  the  urine 
characteristically  is  deep  yellow  to  brown  in 
color,  and  the  sediment  has  a characteristic 
pinkish  tinge  from  the  large  numbers  of  uric  acid 
crystals  present.  In  none  of  these  conditions  are 
true  “pus”  cells  present  in  any  appreciable  num- 
ber, although  epithelial  cells  are  not  uncommon. 

In  addition  to  the  outline  of  therapy  already 
presented  by  Dr.  Miller,  I should  like  to  suggest 
the  desirability  of  mandelic  acid.  The  causative 
organism  is  usually  a member  of  the  colon 
group,  and  mandelic  acid  has  proved  very  valu- 
able in  older  children  and  adults  with  this  type 
of  genito-urinary  infection. 

Newns  and  Wilson,  in  the  “Lancet”,  November 
7,  1936,  state  that  “infants  have  been  treated 
without  harm,”  and  “pyrexia  and  albuminuria 
are  not  contra-indications.”  These  authors 
recommend  30  grains  for  infants  up  to  six 
months  of  age.  Helmholtz,  one  of  the  pioneers  in 
mandelic  acid  in  this  country,  recommends  ap- 
proximately the  same  dosage,  administered  in  a 
40  per  cent  syrup  containing  ammonium  chloride. 

Unfortunately  no  new-born  infants  with  pyuria 
have  come  to  my  attention  in  the  past  few  months, 
so  that  I have  been  unable  to  try  personally  such 
a type  of  therapy  in  this  age  group.  However, 
Dr.  Everhart,  Medical  Resident  at  the  Columbus 
Children’s  Hospital  and  I determined  to  admin- 
ister the  recommended  dosages  to  several  of  the 
youngest  babies  at  our  disposal,  and  discover  how 
well  the  drug  was  tolerated,  and  whether  the  PH 
of  the  urine  could  be  easily  lowered  to  5-5  or  be- 
low. Five  infants  were  chosen:  Three,  three 

months  old;  one,  four  months;  and  one,  seven 
months.  These  babies  of  course  had  no  genito- 
urinary disease.  Preliminary  urinalyses  showed 
two  specimens  to  be  acid,  but  above  5.5,  and  three 
alkaline.  Twenty  grains  were  administered  to 
each  infant  at  6:00  a.  m.  and  ten  grains  at  10:00 
a.  m.  daily  for  a period  of  five  days.  This  was 
prescribed  in  the  form  of  the  40  per  cent  syrup 
with  ammonium  chloride,  and  was  given  by  spoon, 
and  followed  by  the  bottle.  Two  urine  specimens 
were  collected  daily,  and  all  tested  below  5.5,  in- 
cluding those  collected  after  11:00  a.  m.  of  the 
initial  day  on  which  medication  was  started.  There 
were  no  gastro-intestinal  upsets,  and  the  urine 
specimens  showed  essentially  no  cellular  elements 
or  albumin.  Testing  of  the  PH  was  carried  out 
by  the  addition  of  5 drops  of  Methyl  Red  indi- 
cator to  2 ccs.  of  urine  with  a red  result  indicat- 
ing a PH  of  5.5  or  below. 

From  the  above,  even  though  the  series  is 
small,  we  can  conclude  that  mandelic  acid  therapy 
may  safely  be  attempted  even  in  young  infants, 
that  the  drug  is  well  tolerated,  and  that  sufficient 
acidification  may  usually  be  attained  with  the  40 
per  cent  syrup  now  on  the  market,  under  various 
trade  names. 


THE  X-RAY  STUDY  OF  THE  NECK 

By  SAMUEL  BROWN,  M.D.,  and  ARCHIE  FINE,  M.D.,  Cincinnati,  Ohio 


Otolaryngologists  do  not  as  fre- 
quently avail  themselves  of  the  X-ray 
facilities  in  the  study  of  the  neck  as  they 
do  in  the  case  of  the  nasal  accessory  sinuses  and 
the  mastoids.  Possibly  the  reason  for  this  is  that 
in  the  former  visual  inspection  of  the  air  and 
food  passages  is  usually  easy  to  obtain,  while  in 
the  latter  it  is  not.  However,  is  not  the  X-ray 
but  another  form  of  inspection,  and  as  such, 
could  it  not  be  used  to  advantage  in  supplement- 
ing the  natural  sight?  It  is  our  opinion  that 
the  use  of  the  X-ray  in  the  study  of  the  soft 
structures  of  the  neck  will  yield  information 
which  cannot  be  obtained  in  the  usual  way.  By 
combining  both  methods,  we  believe  one  may  ac- 
quire a more  accurate  knowledge  of  the  morbid 
processes  than  is  possible  by  either  alone. 

The  X-ray  study  of  the  neck  has  received  at- 
tention on  the  part  of  physicians  since  its  dis- 
covery. At  first  the  diagnosis  of  foreign  bodies 
lodged  in  the  air  and  food  passages  attracted 
chief  attention,  but  as  the  improvement  in  ap- 
paratus progressed,  more  and  more  interest  de- 
veloped in  the  elucidation  of  abnormal  changes 
in  the  soft  parts  of  the  neck. 

At  the  present  time  there  are  a considerable 
number  of  scientific  contributions  dealing  with 
X-ray  technique;  the  Roentgen  anatomy  and 
physiology  of  the  organs  of  the  neck  which  are 
concerned  with  respiration,  phonation,  and  de- 
glutition both  under  normal  and  abnormal  con- 
ditions; and  the  description  of  morbid  processes 
as  revealed  by  the  X-ray.  On  the  wliole,  they 
represent  a solid  foundation,  but  by  no  means, 
have  they  exhausted  all  the  possibilities  for  im- 
provement in  our  knowledge  of  this  subject. 

One  of  the  most  essential  prerequisites  for  a 
thorough  understanding  of  the  subject  is  a 
knowledge  of  the  anatomy  and  physiology  of  the 
neck  as  revealed  by  the  Roentgen  rays.  For  this 
purpose  a brief  review  will  be  included. 

Both  the  fluoroscope  and  roentgenogram  are 
necessary  for  a complete  study.  The  former  en- 
ables one  to  study  the  organs  of  respiration, 
phonation,  and  deglutition  during  activity,  while 
the  latter  offers  a permanent  record  for  the 
more  deliberate  study  of  the  structures  as  re- 
gards their  position,  shape,  size,  relation  and 
contour. 

The  neck  resembles  an  oblique  cylinder  link- 
ing together  the  head  and  thorax.  It  consists  of 
soft  tissue  surrounding  a bony  axis,  the  cervical 
spine.  The  pharynx,  trachea,  and  esophagus  in 
which  we  are  chiefly  interested  lie  in  front  of 
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the  spine.  In  the  antero-posterior  roentgeno- 
gram of  the  neck  only  the  trachea  can  be  out- 
lined because  it  is  an  air  containing  body.  It  is 
located  in  the  median  plane  commencing  op- 
posite the  body  of  the  sixth  cervical  vertebra 
and  extending  downward  into  the  thorax.  The 
upper  end  of  the  trachea  has  the  shape  of  a 
cone,  the  apex  of  which  corresponds  to  the  true 
vocal  cords.  Below  the  cone  the  walls  of  the 
trachea  are  more  or  less  parallel  to  each  other. 
In  adults  it  is  often  possible  to  recognize  the 
alae  of  the  thyroid  cartilage  at  the  periphery  of 
the  spine  when  they  are  ossified. 

In  the  lateral  roentgenogram  of  the  neck  the 
pharynx,  larynx,  trachea  and  esophagus  are 
easily  differentiated.  The  pharynx  lies  anteriorly 
to  the  bodies  of  the  upper  six  cervical  vertebrae, 
being  separated  from  them  by  the  prevertebral 
fascia.  The  posterior  wall  of  the  pharynx  is 
intact  and  can  be  differentiated  from  the  pre- 
vertebral fascia  only  in  the  presence  of  free  air 
in  the  fascial  plane.  The  anterior  wall  of  the 
pharynx  is  interrupted  by  communications  with 
the  nasal,  oral,  and  laryngeal  cavities.  Between 
the  naso-  and  oro-pharynx  there  is  the  soft 
palate  and  uvula  which  rest  upon  the  dorsum  of 
the  tongue.  During  the  act  of  swallowing  the 
soft  palate  rises  up  and  prevents  food  from  en- 
tering the  naso-pharynx.  Below  and  in  front  of 
the  soft  palate  and  uvula  is  the  root  of  the 
tongue  which  forms  the  anterior  boundary  of  a 
depression  between  it  and  the  epiglottis  and  is 
known  as  the  vallecula.  The  latter  is  partially 
divided  into  two  portions  by  the  glosso-epiglottic 
fold.  This  can  often  be  demonstrated  in  the 
antero-posterior  position  during  swallowing  of 
an  opaque  mixture.  The  pharyngeal  cavity  with 
the  exception  of  the  naso-pharynx  varies  in  size 
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and  shape.  Thus  during  swallowing  the  cavity 
is  almost  entirely  obliterated  as  a result  of  con- 
traction of  the  pharyngeal  muscles,  backward 
displacement  of  the  tongue,  and  elevation  of  the 
larynx.  During  phonation  of  certain  vowels  such 
as  E and  O the  cavity  dilates  considerably.  Dur- 
ing a Valsalva  experiment,  which  consists  in 
taking  a deep  breath  and  expelling  it  forcibly 
with  the  nose  and  mouth  closed,  the  cavity 
dilates  markedly.  In  addition  air  is  noted  in  the 
esophagus  down  to  the  crico-pharyngeous  muscle. 

The  larynx  consists  of  several  cartilages,  the 
thyroid,  cricoid,  arytenoid,  corniculate,  cunei- 
form, and  epiglottis.  Of  these  the  epiglottis  is 
always  distinctly  outlined.  The  others  depend 
upon  their  degree  of  ossification.  However,  even 
in  the  young,  one  can  recognize  the  outline  of 
the  larynx  in  a good  roentgenogram.  The  laryn- 
geal ventricle  and  its  true  and  false  cords  are 
readily  distinguished.  During  phonation  of  the 
vowel  E the  interval  between  the  cords  is  often 
widened.  The  pharynx  expands  considerably  with 
the  base  of  the  tongue  and  epiglottis  pushed  for- 
ward allowing  a more  satisfactory  view  of  the 
entire  region. 

The  ossification  of  the  laryngeal  cartilages 
takes  place,  as  a rule,  at  the  end  of  the  second 
decade,  but  there  is  too  wide  a variation  in  time, 
degree  and  manner  to  enable  one  to  draw  any 
definite  conclusions.  In  the  male  the  ossification 
is  apt  to  be  more  regular  in  outline  than  in  the 
female.  The  arytenoid  cartilages  are  located 
posteriorly  above  the  cricoid  and  project  up- 
ward in  the  shape  of  an  acute  triangle  with  the 
apex  pointing  upward  toward  the  epiglottis 
with  which  it  is  connected  by  the  ary-epiglottic 
fold. 

The  epiglottis  is  a leaf-like  plate  of  cartilage 
arising  above  the  anterior  margin  of  the  thyroid 
cartilage  and  is  directed  upward  toward  the  base 
of  the  tongue.  It  is  freely  movable,  changing  its 
position  during  swallowing  and  phonation.  It  is 
quite  instructive  to  watch  the  action  of  the 
epiglottis  during  swallowing.  As  soon  as  the 
food  reaches  the  vallecula  the  epiglottis  is 
thrown  backward  directing  the  bolus  posteriorly 
and  downward.  At  the  same  time  the  larynx 
ascends  resulting  in  closer  approximation  be- 
tween the  larynx  and  epiglottis  thus  preventing 
food  from  entering  the  laryngeal  cavity. 

The  trachea  is  easily  outlined  because  it  is  an 
air  containing  structure.  The  cartilagenous  rings 
when  ossified  are  readily  recognized.  The  length 
and  calibre  of  the  trachea  may  vary  to  some  de- 
gree depending  upon  the  position  of  the  head 
and  the  larynx.  The  cervical  portion  of  the 
esophagus  lies  behind  the  trachea.  The  lumen 
can  only  be  recognized  when  barium  or  any  other 
opaque  substance  is  swallowed.  The  width  of 
the  esophageal  space  between  the  trachea  and 
spine  usually  does  not  exceed  more  than  one  cm. 

The  tonsils  are  occasionally  outlined  in  the 


pharyngeal  region  between  the  angle  of  the 
mandible  and  spine.  Their  shape  is  more  or  less 
oval. 

The  thyroid  gland  lies  on  the  side  and  in  front 
of  the  upper  end  of  the  trachea.  As  a rule  it 
cannot  be  differentiated  under  normal  conditions. 

DISEASES  OF  THE  NECK 
Pharyngitis,  Acute  and  Chronic. 

In  pharyngitis  the  pharynx  and  especially  its 
posterior  wall  becomes  edematous  so  there  is  en- 
croachment upon  the  lumen.  The  epiglottis  is 
often  involved  in  the  same  process  and  becomes 
thickened.  During  swallowing  there  is  a delay 
in  the  passage  of  food.  Retro-pharyngeal  ab- 
scess, acute  or  chronic,  can  readily  be  demon- 
strated on  the  roentgenogram  by  a widening  of 
the  space  between  the  spine  and  posterior 
pharyngeal  wall.  The  pharynx  and  often  the 
larynx  and  trachea  are  displaced  forward.  Oc- 
casionally the  retro-pharyngeal  abscess  may  ex- 
tend into  the  superior  mediastinum  and  even  the 
posterior  one  producing  a mediastinal  abscess. 
Chronic  retro-pharyngeal  abscess  is  usually 
tuberculous  in  origin.  Differentiation  is  made  by 
the  study  of  the  spine  which  may  reveal  a tuber- 
culous lesion  of  the  vertebrae. 

Cellulitis  of  the  neck  is  not  frequently  en- 
countered. In  its  appearance  it  resembles  a 
retro-pharyngeal  abscess  from  which  it  cannot 
be  differentiated  roentgenologically. 

Pharyngeal  or  tonsillar  tumors  whether  be- 
nign or  malignant  will  obscure  the  transparent 
space  of  the  pharyngeal  cavity.  The  exact  nature 
of  the  tumors  cannot  be  determined-  by  the 
X-rays. 

Acute  or  chronic  laryngitis  is  recognized  by 
the  thickening  of  the  constituent  parts  of  the 
larynx.  In  the  presence  of  edema  of  the  glottis 
the  larynx  is  found  greatly  swollen  and  the  out- 
line of  the  various  parts  cannot  be  made  out. 
The  pharyngeal  cavity  is  usually  found  greatly 
dilated.  In  tuberculous  laryngitis  the  outline  of 
the  laryngeal  cartilages  is  poorly  defined.  The 
ossified  cartilages  appear  more  or  less  frag- 
mented. 

In  malignant  tumors  of  the  larynx  the  laryn- 
geal walls  show  areas  of  absorption  and  the  out- 
line is  more  or  less  distorted.  Benign  tumors 
may  often  be  outlined  without  difficulty  provided 
that  there  is  no  excess  ossification  of  the  car- 
tilages. In  one  of  our  cases  it  was  possible  to 
demonstrate  a papilloma  of  the  lower  cord  only 
after  the  enunciation  of  the  vowel  E which 
opened  the  ventricle. 

Abnormal  changes  in  the  trachea  are  readily 
recognized  because  of  the  clearness  of  its  out- 
line, but  the  intrinsic  lesions  of  the  trachea  are 
few.  Most  often  the  trachea  is  affected  second- 
arily by  changes  of  the  thyroid  gland.  Thus  the 
trachea  may  be  found  displaced  laterally,  back- 
ward, or  forward.  The  lumen  of  the  trachea 
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may  be  found  compressed  and  even  distorted  as 
a result  of  pressure  from  the  outside. 

The  thyroid  gland  when  enlarged  can  readily 
be  made  out  on  the  roentgenogram.  Calcareous 
changes  are  readily  recognized. 

The  cervical  portion  of  the  esophagus  is  oc- 
casionally involved  by  a new  growth,  which  can 
be  demonstrated  by  ingestion  of  an  opaque  meal. 
The  neoplasm  may  be  so  extensive  that  it  may 
cause  almost  complete  obstruction.  As  a rule  in 
such  cases  the  retro-tracheal  space  is  widened 
indicating  the  presence  of  a new  growth. 

Pharyngeal  diverticula  which  usually  arise  at 
the  junction  between  the  pharynx  and  esophagus 
are  readily  diagnosed  by  the  ingestion  of  an 
opaque  medium.  There  is  occasionally  noticed  a 
fluid  level  and  air  in  the  diverticulum  even  before 
the  administration  of  barium.  The  trachea  is 
invariably  displaced  forward. 

FOREIGN  BODIES,  OPAQUE  AND  NON-OPAQUE 

The  diagnosis  of  foreign  bodies  which  are 
opaque  to  the  X-ray  offers  no  difficulty.  How- 
ever, those  which  are  semi-opaque  or  non-opaque 
may  be  readily  overlooked.  We  have  found  the 
ingestion  of  barium,  or  one  of  the  iodine  prepara- 
tions in  oil,  very  helpful  in  demonstrating  for- 
eign bodies  by  the  fact  that  they  become  coated 
by  the  opaque  mixture  and  thus  are  rendered 
visible  on  the  roentgenogram.  Another  helpful 
method  is  to  have  the  patient  ingest  small 
pledgets  of  cotton  soaked  in  an  opaque  material. 
They  usually  lodge  at  the  point  of  obstruction. 
This  is  a much  more  useful  procedure  than  the 
administration  of  an  opaque  capsule  which  is 
difficult  to  swallow. 

CONCLUSION 

The  X-ray  examination  of  the  neck  has  proved 
to  be  of  considerable  value  to  oto-laryngologists 
in  enabling  them  to  make  a more  accurate  diag- 
nosis of  the  soft  parts  than  is  possible  by  visual 
inspection  alone.  Attention  is  called  to  the  im- 
portance of  a knowledge  of  the  anatomy  and 
physiology  of  the  neck  as  revealed  by  the  X-ray. 
The  position,  shape,  size,  relation  and  contour 
of  the  pharynx,  larynx,  trachea  and  esophagus 
are  described.  The  X-ray  appearance  of  the 
morbid  processes  of  the  neck  are  discussed.  The 
value  of  the  X-ray  in  the  diagnosis  of  foreign 
bodies,  opaque  and  non-opaque,  is  emphasized. 
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discussion 

Samuel  Iglauer,  M.D.,  Cincinnati,  Ohio:  These 
X-ray  studies  are  not  only  valuable  in  demon- 
strating the  anatomy  and  physiology  of  the 
strutures  of  the  neck,  but  they  also  have  great 
clinical  value  and  constitute  an  important 
adjunct  to  our  diagnostic  procedures.  The  sub- 
ject of  ossification  is  important  because  a 
knowledge  of  this  subject  will  _ prevent  the 
error  of  mistaking  the  ossified  cartilage  for 
a foreign  body.  I do  not  quite  agree  with  the 
essayist  when  ha  states  that  ossification  does  not 


proceed  in  a regular  manner.  In  my  opinion 
ossification  usually  begins  about  the  twentieth 
year  of  life  and  gradually  increases  throughout 
the  years  and  this  process  is  more  marked  in 
males  than  in  females,  so  that  in  doing  a laryngo- 
fissure  on  an  older  man  it  is  often  necessary  to 
divide  the  thyroid  cartilage  with  a bone  shears. 
The  anatomic  relations  of  the  various  structures 
are  beautifully  delineated  in  the  X-ray  films 
which  show  to  much  better  advantage  than  the 
lantern  slides. 

X-ray  is  almost  indispensable  in  studying 
stenosis  of  the  larynx  and  the  placement  of  ap- 
pliances for  the  relief  of  stenosis. 

In  retropharyngeal  abscess,  especially  in  in- 
fants, the  X-ray  shows  the  site  and  extent  of  the 
abscess,  and  in  my  opinion  the  film  should  be 
taken  before  the  infant  is  excited  or  disturbed 
in  any  other  manner.  Gravitation  of  the  abscess 
or  cellulitis  of  the  mediastinum  can  readily  be 
shown. 

In  perforation  of  the  esophagus,  the  presence 
of  air  in  the  surrounding  tissues  can  readily  be 
demonstrated  on  the  films  and  is  of  great  diag- 
nostic value  because  this  sign  may  be  apparent 
even  in  the  absence  of  any  subcutaneous  emphy- 
sema palpable  in  the  neck. 

In  studying  tuberculosis  or  cancer  of  the 
larynx,  the  roentgenogram  gives  an  indication  of 
the  degree  of  extension  of  the  disease  process 
and  sometimes  may  be  a determining  factor  in 
carcinoma  in  deciding  upon  the  operability  of  a 
given  case. 

Samuel  Seitz,  M.D.,  Cincinnati,  Ohio: — The 
essayist  has  definitely  shown  us,  I am  sure  you 
all  agree,  that  there  is  a very  definite  place  in 
the  otolaryngologist’s  practice  for  frequent  use 
of  X-ray  in  neck  cases.  I make  it  a routine  to 
X-ray  all  cases  of  infection  of  the  neck  and 
throat  and  have  frequently  found  pathology  I 
would  not  have  seen  clinically. 

It  is  of  particular  value  in  infections  of  the 
retro-pharyngeal  space,  which  are  very  common 
and  the  question  of  the  type  of  drainage  arises. 
Shall  it  be  opened  through  the  mouth  or  by  ex- 
ternal incision?  Some  years  ago  I reported  a 
case  of  an  adult  with  a retro-pharyngeal  abscess 
following  a local  tonsillectomy,  with  all  the 
usual  signs  of  such  an  infection.  Due  to  the 
marked  extent  of  the  swelling  in  the  pharynx  it 
was  deemed  advisable  to  take  an  X-ray  of  the 
neck  and  this  showed  a tremendous  retropharyn- 
geal swelling  extending  well  below  the  level  of 
the  larynx.  Because  of  this  an  incision  was  made 
behind  the  sterno-mastoid  muscle  and  the  abscess 
was  drained.  The  patient  made  an  uneventful 
recovery  after  a rather  stormy  course.  I do  not 
think  it  wise  to  drain  such  extensive  retro- 
pharyngeal infections  by  way  of  the  mouth. 

Dr.  Brown  showed  X-rays  of  a patient  in  the 
act  of  swallowing  barium,  which  demonstrated 
the  act  of  swallowing  beautifully.  This  patient 
had  a marked  acute  pharyngitis  with  swollen 
cervical  lymph  glands,  being  suspicious  of  pos- 
sible retropharyngeal  involvement.  Pictures  of 
the  neck  did  not  reveal  any  pathology  in  the 
retropharyngeal  space  and  the  patient  was  given 
deep  X-ray  exposure  to  the  glands  of  the  neck. 
He  promptly  began  to  improve,  the  glands  re- 
ceding within  48  hours. 

It  is  not  possible  to  tell  whether  a swelling  of 
the  retropharyngeal  space  is  a cellulitis  or  an 
abscess  and  the  latter  differentiation  can  only 
be  made  by  incision  into  the  space. 

In  children,  where  co-operation  is  not  always 
good,  pictures  are  a great  aid  in  diagnosis. 
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IN  view  of  the  frequency  with  which  urologi- 
cal symptoms,  recognized  or  unrecognized, 
are  present  in  gynecological  and  obstetrical 
patients,  it  occurred  to  me  that  it  might  be 
helpful  at  this  time  to  call  to  your  attention 
briefly  some  of  the  more  frequent  common 
symptoms  of  such  patients. 

Although  it  is  unfortunately  true  that  urologi- 
cal conditions  are  often  overlooked  and  their 
symptoms  ascribed  to  some  disorder  of  the  re- 
productive tract,  the  converse  is  equally  true,  in 
that  gynecological  conditions  are  not  infre- 
quently diagnosed  and  treated  as  urological  ail- 
ments. 

It  is  often  quite  impossible  to  draw  any  sharp 
line  of  demarcation  between  urology  and  gynec- 
ology, since  so  very  frequently  there  is  a marked 
overlapping  of  pathology  and  symptoms  of  the 
urinary  and  reproductive  tracts.  Any  attempt 
to  classify  certain  conditions  as  belonging  ex- 
clusively to  either  specialty  would  be  impossible, 
so  that  it  is  evident  for  the  welfare  of  the 
patient  and  our  own  satisfaction  that  the  gynec- 
ologist and  obstetrician  must  be  a competent 
urologist  to  his  patients,  and  that  the  urologist 
should  have  a comprehensive  knowledge  of  the 
pathology  of  woman’s  reproductive  tract. 

No  thorough  gynecological  examination  is  com- 
plete without  a careful  urine  examination,  and 
this  should  include  not  only  the  usual  tests  for 
albumin,  sugar,  pus,  blood,  casts,  and  so  forth, 
but  also,  where  indicated,  renal  function  estima- 
tions and  blood  chemistry  for  nitrogen  retention. 
The  manner  of  collection  of  the  urine  specimen 
in  women  is  all  important  and  frequently  over- 
looked. Due  to  the  frequency  of  leucorrhoea  and 
bloody  vaginal  discharges,  without  at  least  a 
thorough  vulvar  cleansing  and  vaginal  douche, 
these  discharges  will  be  mixed  with  the  voided 
urine  and  serious  mistakes  made  in  interpreting 
the  results  of  the  examination.  Only  carefully 
catheterized  specimens  are  entirely  dependable 
and  they  are  rarely  contra-indicated. 

It  might  be  appropriate  to  first  say  a few 
words  about  the  care  of  the  bladder  postpartum 
and  postoperatively.  Adequate  drainage  is  es- 
sential to  avoid  most  distressing  consequences, 
and  this  fact  is  often  neglected.  Primiparas, 
especially  those  who  have  had  extensive  perineal 
lacerations  or  episiotomies,  are  often  unable  to 
void  for  several  days,  due  to  a physiological 
block,  or  to  a direct  or  indirect  reflex  traumatic 
paralysis.  Following  pelvic  operations,  especially 
where  the  bladder  has  been  traumatized,  muscu- 
lar function  is  either  weak  or  inhibited,  and 
renal  activity  is  interfered  with.  In  such  cases 
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as  these,  it  is  most  essential  that  the  bladder  is 
not  allowed  to  become  over-distended,  with  re- 
sulting paralysis,  retention,  and  subsequent  in- 
fection. I have  found  it  an  excellent  plan  in 
most  primiparas  to  introduce  a retention  catheter 
immediately  after  delivery,  and  allow  it  to  re- 
main in  place  for  three  days.  The  patients  are 
far  more  comfortable  than  with  frequent  cath- 
eterization, and  perfect  drainage  is  assured.  The 
postoperative  cases  may  be  treated  in  a similar 
manner,  or  should  have  their  bladders  drained 
by  catheterization  every  six  hours  until  they 
void  voluntarily,  and  until  there  is  not  more 
than  30  cc.  of  residual  urine,  and  no  infection. 
It  is  quite  simple  to  irrigate  the  bladder  twice 
daily  with  a boric  and  saline  solution,  and  where 
indicated  by  any  infection,  instillations  .of  a .5 
ounce  of  a 5 per  cent  argyrol  solution  are  readily 
made. 

Since  at  least  30  per  cent  of  all  gynecological 
patients  have  one  or  more  urological  symptoms, 
the  necessity  of  a careful  history  and  examina- 
tion, with  a correct  differential  diagnosis  is 
essential.  Such  conditions  as  gonorrhoea,  syph- 
ilis, tuberculosis,  and  cancer,  may  involve  the 
genital  and  urinary  tracts  at  the  same  time.  The 
complexity  and  frequent  overlapping  of  symp- 
tomatology demand  our  keenest  attention  in 
order  to  avoid  serious  mistakes.  Preoperative 
cystoscopy  and  a correct  evaluation  of  the  find- 
ings, will  eliminate  many  useless  gynecological 
operations,  and  a thorough,  complete,  and  cor- 
rectly interpreted  pelvic  examination  will  often 
save  the  patient  prolonged,  needless  and  pain- 
ful urological  treatment.  It  should  also  be 
constantly  borne  in  mind  that  a woman  may 
have  both  urological  and  gynecological  path- 
ology at  the  same  time,  with  specific,  as  well  as 
overlapping  symptoms  of  each  condition. 

I have  made  a chart  (Fig.  1)  of  some  of  the 
more  common  gynecological  and  obstetrical  con- 
ditions and  indicated  on  it  their  most  frequently 
exhibited  urological  symptoms.  The  magnitude 
of  the  subject  and  time  limit  prevents  a corn- 
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plete  discussion,  so  I have  selected  only  a few 
conditions  to  take  up  with  you  more  in  detail. 

Uterine  pregnancy  is  frequently  associated 
with  a multitude  of  diverse  symptoms  and  find- 
ings referable  to  the  urinary  tract.  Frequently, 
dysuria,  incontinence,  albuminuria  and  pyuria 
are  among  the  more  common.  The  enlarging 
uterus  with  increasing  pressure  on  the  distended 
bladder,  and  the  increased  vascularity  and  edema 
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the  anatomic  ureteral  change  in  pregnancy  and 
that  produced  by  pelvic  tumors. 

A varying  degree  of  dilatation  of  the  ureters 
and  kidney  pelves  occurs  in  at  least  80  per  cent 
of  all  pregnant  women.  The  right  side  is  more 
often  affected  than  the  left,  this  probably  being 
due  to  the  fact  that  the  right  ureter  crosses  the 
iliac  vessels  at  almost  a right  angle,  the  left 
much  more  acutely.  The  left  side  is  also  pro- 
tected by  the  sigmoid.  The  dilatation  starts  ear- 
lier in  multiparas  than  in  primiparas  and  may 
often  be  seen  before  the  sixteenth  week.  It  is 
progressive  to  delivery  and  then  rapidly  returns 
to  normal,  even  very  marked  dilatations  dis- 
appearing in  from  one  to  eight  weeks  postpar- 
tum. The  ureters  usually  appear  elongated,  tor- 
tuous and  kinked,  especially  just  below  the  kid- 
ney pelvis,  and  there  is  a lateral  displacement 
of  the  ureter  in  the  lumbar  region.  The  position 
and  presentation  of  the  fetus  do  not  seem  im- 
portant. Intravenous  dye  and  pyelograms  are  a 
simple,  harmless  and  easy  means  of  diagnosis. 

Pain  in  the  loin,  tenderness  to  deep  palpation, 
and  fist  percussion  over  the  kidney  posteriorly, 
pyuria,  chills  and  septic  temperature,  definitely 
point  to  a pyelitis,  especially  in  the  last  tri- 
mester of  pregnancy.  Pyelitis  is  much  more  com- 
mon in  women  than  in  men,  in  female  infants 
than  in  young  boys,  and  this  is  probably  due  to 
diaper  contamination  and  ascending  infection. 
There  is  every  probability  that  the  infection  may 
be  more  or  less  chronic  and  dormant  for  years; 


Fig.  1.  Chart  of  several  gynecological  and  obstetrical 
conditions  and  their  frequently  associated  urological 
symptoms. 

of  the  pelvis,  readily  explain  some  of  these 
symptoms  which  are  literally  unavoidable. 

For  a hundred  years  dilatation  of  the  kidney 
pelvis  and  ureter  during  pregancy  has  been 
known,  (Fig.  2)  and  many  theories  have  been 
advanced  as  to  its  etiology.  Pressure  of  the 
enlarging  uterus  on  the  ureter  as  it  crosses  the 
pelvic  brim  seems  a plausible  explanation,  but 
alone,  has  many  weak  points.  We  know  of  the 
closely  related  embryological  origin  of  the  uterus, 
bladder,  ureters  and  vagina,  and  we  now  recog- 
nize the  great  importance  of  endocrine  activity 
on  uterine  development,  both  before  and  after 
pregnancy  has  occurred.  Quite  recently  Hundley1 
and  co-workers,  in  an  excellent  paper  with  litera- 
ture to  date,  have  shown  that  this  endocrine 
stimulation  of  muscular  hypertrophy  is  not 
limited  to  the  uterus  but  affects  markedly  the 
smooth  muscle  fibers  and  connective  tissue, 
(Sheath  of  Waldeyer),  of  the  lower  end  of  the 
ureter,  which  results  in  a marked  thickening  at 
this  point,  with  narrowing  of  the  lumen,  espe- 
cially through  a spasticity  or  hypertonicity. 
(Fig.  3.)  It  is  probable  that  these  factors,  as 
well  as  pressure  of  the  enlarging  uterus  on  an 
atonic  softened  ureter,  are  all  responsible  for 


Fig.  2.  (a)  Hydronephrosis  associated  with  pregnancy. 

(b)  Effect  of  ureteral  retention  catheter  after  48  hours. 

(c)  Aiter  72  hours. 


then,  years  later,  with  the  advent  of  pregnancy 
and  the  factors  already  mentioned,  an  acute 
exacerbation  occurs. 

All  cases  of  pyelitis  during  pregnancy  show 
ureteral  and  pelvic  dilatation.  The  obstruction 
and  dilatation  occurs  first,  and  infection  later 
supervenes.  Without  obstruction,  drainage  would 
be  adequate,  and  dilatation  and  infection  less 
likely  to  occur.  Either  with  or  without  infection, 
the  ureteral  and  pelvic  dilatation  has  been  shown 
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to  rapidly  disappear  upon  the  establishment  of 
adequate  drainage  by  means  of  the  indwelling 
catheter.  (Fig.  2.)  In  the  presence  of  infection, 
if  the  symptoms  do  not  rapidly  improve  with 
palliative  measures,  such  as  increased  fluid  in- 
take, change  in  body  position,  especially  the 
knee-chest  position,  acidulation  or  alkalinization 
of  the  urine,  and  the  use  of  the  ordinary  anti- 


Fig.  3.  (d)  (e)  Sections  of  normal  ureter  close  to 

bladder  showing  ordinary  Sheath  of  Waldeyer. 

(Preg.)  Marked  hypertrophy  of  the  sheath  in  preg- 
nancy. 

(Ect.)  Hypertrophy  of  the  sheath  in  ectopic  preg- 
nancy. This  shows  the  unquestioned  result  of  endocrine 
stimulation. 

septics,  a cystoscopy  should  be  done;  and  after 
this  investigation,  an  indwelling  catheter  should 
be  left  in  any  dilated  or  obstructed  ureter.  The 
catheter  may  be  left  in  place  for  five  days  to  a 
week,  giving  free  drainage  and  permitting  of 
irrigations  of  saline  solution  and  instillations  of 
10  per  cent  argyrol  or  .5  per  cent  silver  nitrate. 
Such  treatment  is  usually  followed  by  a prompt, 
marked,  and  lasting  improvement.  The  pro- 
cedure may  be  repeated  if  necessary.  Emptying 
the  uterus  is  indicated  if  the  pyelitis  cannot  be 
controlled  by  these  measures. 

The  great  majority  of  women  with  pregnancy 
toxemias,  toxic  vomiting  and  eclampsia,  show  a 
marked  dilatation  of  their  upper  urinary  tracts, 
and  Hayes2  and  others,  believe  that  the  reab- 
sorption of  urinary  waste  products  in  these 
cases  is  responsible  for  such  toxic  states. 

The  presence  of  an  infected  focus  is  a poten- 
tial danger  at  the  time  of  delivery  when  every 
care  should  be  taken  to  avoid  a puerperal  in- 
fection. A chronic  pyelitis  is  always  a risk  in  so 
far  as  more  serious  kidney  infections  are  con- 
cerned, as  well  as  provoking  the  formation  of 
stones  and  impairing  renal  function.  Needless  to 
say,  the  condition  requires  prompt  recognition 
and  treatment  by  the  obstetrician. 

Fibroid  tumors  of  the  uterus  and  ovarian 
tumors  have  been  found  to  cause  a ureteral  and 
pelvic  dilatation  quite  similar  to  that  occurring 
during  pregnancy.  The  tumors,  until  the  size  of 
a three  to  four  months’  pregnancy,  produce  little 


or  no  obstruction,  but  when  larger,  actual  pres- 
sure and  increased  vascularity  are  the  chief 
etiological  factors,  the  endocrine  element  being 
of  little  importance.  The  dilatation  may  be 
quite  as  pronounced,  though  pyelitis  is  less  com- 
mon than  in  pregnancy.  Return  to  normal  is 
prompt  and  apparently  complete  after  removal 
of  the  obstructing  factor.  (Fig.  4.) 

From  these  facts  it  is  clear  that  in  the  pres- 
ence of  pregnancy  or  pelvic  tumors,  the  urologist 
should  understand  the  etiological  factors  of  a 
pyelitis  or  hydronephrosis  and  not  continue  to 
treat  a result  rather  than  the  cause  of  the 
trouble,  nor  should  the  gynecologist  and  ob- 
stetrician overlook  these  important  urological 
conditions. 

In  addition  to  ureteral  obstructions,  fibroid 
tumors  of  the  uterus  are  productive  of  many 
urological  symptoms  which  are  frequently 
treated  by  the  urologist  over  a long  period  of 
time  without  beneficial  results.  The  size  of  the 
tumors  are  of  less  importance  than  their  loca- 
tion. Small  tumors  in  the  lower  anterior  uterine 
wall  impinge  on  the  trigone  and  give  rise  to  a 
congestion  and  lowgrade  inflammation  in  this 
area,  with  accompanying  frequency,  dysuria  and 
tenesmus.  Larger  tumors,  by  direct  pressure, 
are  often  responsible  for  chronic  congestive 
cystitis,  with  the  symptoms  of  such  condition. 


Fig-.  4.  (d)  Bilateral  hydronephrosis  and  ureteral  dila- 

tation seen  in  case  of  obstructing  fibroid  tumor. 

(e)  Showing  return  to  normal  28  days  after  hysterec- 
tomy. 

Prolapse  of  the  urethra  and  caruncles,  usually 
seen  in  gynecological  patients,  are  to  be  differen- 
tiated from  carcinoma.  Their  prompt  recognition 
and  proper  treatment  relieves  the  dysuria,  fre- 
quency and  dyspareunia. 

Strictures  of  the  urethra,  though  not  common 
in  women,  do  occur  sufficiently  often  to  always 
be  considered  when  there  is  pain  or  difficulty  on 
urination  and  the  emptying  time  prolonged. 
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Chronic  inflammation,  gonorrhoea,  healed  non- 
specific luetic  ulcers  and  birth  injuries,  are  the 
usual  causes.  Any  contraction  to  less  than  8 
millimeters  should  be  gradually  dilated. 

Ureteral  strictures  are  common  in  women. 
Congenital  stenoses  or  excessive  narrowing  at 
the  usually  narrower  sections  and  injuries  at 
operation  or  delivery,  are  etiological  factors. 
Pelvic  inflammatory  conditions,  endometriosis, 
and  the  extension  of  uterine  or  ovarian  car- 
cinoma may  produce  strictures  which  are  also 
found  due  to  the  dense,  contracted,  fibrous  tissue 
formation  following  radiation  for  malignant  or 
benign  pelvic  tumors.  Distant  foci  of  chronic 
infection,  particularly  the  teeth,  may  give  rise 
to  metastatic  ureteritis,  with  the  formation  of 
increased  connective  tissue  surrounding  the 
ureter,  which  upon  contraction,  gives  rise  to 
stricture  formation.  Common  symptoms  are  pain 
in  the  pelvis  or  lower  abdomen,  backache  and 
bladder  discomfort.  Frequency,  dysuria,  nausea, 
indigestion,  irritability  and  nervousness  are  fre- 
quent symptoms.  The  pain  may  be  dull  or  acute, 
constant  or  intermittent.  It  often  radiates  from 
the  flank  down  along  the  course  of  the  ureter  to 
the  bladder  and  genitals.  Exacerbations,  pre- 
menstrual and  during  the  flow,  are  common. 
There  is  usually  tenderness  in  the  kidney  region, 
and  the  ureters  palpated  through  the  abdomen 
as  they  cross  the  pelvic  brim,  or  vaginally, 
lateral  to  the  cervix,  are  excessively  sensitive. 
The  urinary  findings  may  be  negative,  or  there 
may  be  pyuria,  hematuria,  albuminuria,  bacterial 
infection  and  accompanying  cystitis. 

It  is  quite  evident  that  the  utmost  care  is 
necessary  to  avoid  attributing  these  symptoms 
to  some  gynecological  condition  which  may  be 
of  little  or  no  importance.  The  diagnosis  and 
treatment  of  ureteral  strictures  is  well  under- 
stood, but  lack  of  time  prevents  any  further  dis- 
cussion of  the  subject. 

Pelvic  inflammatory  disease,  gonorrhoeal  or 
puerperal,  and  especially  if  tubercular  in  origin, 
endometriosis  and  ectopic  pregnancy,  are  usually 
associated  with  some  vesicle  symptoms,  of  which 
frequency,  dysuria  and  tenesmus,  are  the  most 
common.  There  is  very  often  an  associated 
cystitis,  trigonitis,  urethritis,  ureteritis  or  pye- 
litis. The  pain  is  referred  to  the  lower  ab- 
domen or  pelvis  and  may  be  unilateral  or  bila- 
teral. It  is  accentuated  by  jolting  or  jarring, 
and  particularly  by  bimanual  pelvic  examination. 
It  may  be  a dull,  constant  ache,  or  quite  sharp 
and  severe,  and  increased  at  defecation.  Back- 
ache, and  pains  radiating  into  the  thighs,  are 
common.  With  acute  infections  there  is  hyper- 
pyrexia, prostration,  elevation  of  the  pulse  rate, 
and  a leucocytosis. 

Such  conditions  are  to  be  differentiated  from 
the  more  severe  acute  and  chronic  pyogenic  in- 
fections of  the  kidney  and  bladder.  A careful 
history  and  physical  examination,  and  particu- 


larly a thorough  pelvic  examination,  if  made, 
will  help  differentiate  these  conditions  and  avoid 
unnecessary  delay  and  costly  mistakes. 

With  modern  improvement  in  obstetrical  care 
and  technique,  injuries  to  the  bladder  and  ure- 
ters at  the  time  of  delivery  are  less  common  than 
formerly.  Fistulae  from  these  tracts  to  the 
vagina  are  occasionally  seen  and  should  be  sus- 
pected whenever  there  is  a constant  dribbling 
from  the  vagina.  Gross  destruction  of  the 
urethra  is  occasionally  seen  from  obstetrical  in- 
juries or  ulcerations  of  luetic  or  lymphopathia 
venereum  origin.  The  plastic  repair  of  such  a 
defect  is  technically  difficult. 

With  the  increasing  frequency  with  which 
hysterectomy,  and  especially  panhysterectomy, 
is  done,  operative  injury  to  the  bladder  and 
ureters  is  proportionately  more  common.  Ac- 
cidentally opening  the  bladder,  or  cutting  or 
tying  the  ureters,  may  practically  always  be 
avoided  by  good  operative  technique  and  proper 
precautions.  May  I suggest  the  introduction  of 
ureteral  catheters  immediately  prior  to  pelvic 
operations  which  involve  the  peri-ureteral  struc- 
tures. This  may  be  quickly  and  easily  done.  The 
identification  of  the  ureters  during  operation  is 
then  very  simple,  and  any  injury  inexcusable. 
Should  a ligature  be  accidentally  placed  around 
such  a ureter  during  operation,  the  catheter  will 
be  held  in  place  on  attempted  removal  and  can 
be  left  in  situ  until  the  suture  has  absorbed, 
giving  free  drainage  and  avoiding  otherwise 
serious  consequences. 

Should  the  bladder  be  accidentally  opened, 
immediate  closure  should  be  done  by  approved 
methods.  If  the  ureter  is  cut  or  clamped,  the 
operator  should  be  capable  of  immediate  repair 
or  transplantation  of  the  ureter  to  the  bladder 
or  bowel. 

With  an  anuria  exceeding  24  hours  post- 
operative, ureteral  obstruction  should  always  be 
thought  of  and  immediately  investigated.  If  an 
obstruction  is  found,  a pyelotomy  is  usually  in- 
dicated and  subsequently  the  condition  be 
properly  dealt  with,  depending  upon  the  cause. 

A thorough  knowledge  of  pelvic  anatomy  and 
gynecological  technique,  hemastasis,  and  the  care- 
ful identification  of  structures  before  cutting, 
clamping  or  suturing,  will  avoid  operative  ac- 
cidents. It  is  essential,  however,  that  the  gyne- 
cologist be  prepared  to  deal  with  such  emer- 
gencies and  also  that  the  consulting  urologist 
always  has  in  mind  such  complications. 

Following  radiation  of  the  pelvis  by  Roentgen 
rays  or  radium,  posti’adiation  complications  are 
sometimes  seen  involving  the  urinary  tract. 
Malignancies  of  the  uterus  or  ovaries  are  the 
most  common  indication  for  such  radiation,  and 
unfortunately,  to  be  maximally  efficient,  must  be 
given  of  maximum  intensity. 

Although  transient  bladder  and  rectal  irrita- 
tion within  a few  days  or  weeks  after  radiation 
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is  common,  the  most  annoying  urinary  com- 
plication is  a chronic,  lowgrade  cystitis,  some- 
times ulcerative,  which  may  not  appear  for  as 
late  as  five  years  after  treatment,  and  is  prob- 
ably due  to  trophic  disturbances  in  the  bladder 
wall  induced  by  slow  connective  tissue  forma- 
tion. Frequency,  tenesmus,  discomfort  supra- 
pubically,  hematuria  and  pyuria,  are  the  most 
common  symptoms.  Palliative  measures  are 
indicated  and  recovery,  though  slow,  is  usually 
complete.  I might  add  that  stricture  of  the  sig- 
moid or  rectum  induced  by  the  same  process 
may  lead  to  complete  obstruction  of  the  bowel 
and  require  surgical  relief. 

Carcinoma  of  the  uterus,  especially  of  the 
cervix,  either  by  direct  extension  or  metastases 
to  the  retro-peritoneal  pelvic  glands  which  lie 
along  the  ureters,  often  encroaches  upon  and 
obstructs  one  or  both  ureters.  This  results  in 
the  development  of  a hydronephrosis,  lowered 
kidney  function,  and  finally  complete  obstruc- 
tion and  uremic  death.  Symptoms  of  a hydrone- 
phrosis, pain  in  the  loin  or  pelvis,  elevation  of 
temperature,  anemia,  and  evidences  of  renal  in- 
sufficiency, should  always  call  to  mind  this  pos- 
sibility in  those  who  have  or  have  had  a pelvic 
malignancy.  Treatment  will  vary  with  the  cir- 
cumstances, but  at  best  is  only  palliative. 

With  these  few  general  remarks,  I hope  that 
I may  have  at  least  recalled  to  your  attention 
the  close  relationship  of  the  reproductive  and 
urinary  tracts  in  women,  and  the  frequency  of 
overlapping  symptoms  from  pathology  in  these 
locations.  By  always  bearing  these  facts  in 
mind,  both  the  gynecologist  and  the  urologist 
will  avoid  many  embarrassing  mistakes,  their 
patients  be  benefited  and  spared  much  suffering 
and  expense. 

* I wish  to  acknowledge  my  grateful  appreciation  to 
Dr.  J.  Mason  Hundley  for  his  kind  permission  to  use 
several  of  his  original  illustrations. 

1508  Keith  Building. 
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Hypocalcemia 

The  positive  hormonic  signs  of  hypocalcemia 
associated  with  parathyroid  deficiency  resulting 
in  spasmophilia  or  tetany  are: 

1.  A history  of  characteristic  localized  spasms 
and  convulsions. 

2.  Reproductibility  of  localized  • or  general 
muscular  contractures  by  mechanical  or  galvanic 
stimulation  during  the  symptomless  interval. 

3.  Decreased  blood  calcium,  ranging  below  8.5 
mg.,  and  hyperphosphatemia. 

4.  Disturbed  calcium  balance. — R.  E.  Maresh, 
M.D.,  Houston,  Tex.,  Tex.  State  Jour.  Med. 
XXXII;  12,  April,  1937. 


Hypertension 

High  blood  pressure  is  frequently  a symptom. 
The  high  pressure  in  certain  cases  of  supra- 
renal tumors  may  be  considered  a symptom  of 
suprarenal  hyper-activity,  red  hypertension  as  a 
symptom  of  general  or  splanchnic  sclerosis,  while 
in  malignant  sclerosis  the  pale  hypertension  is 
not  a mere  symptom,  but  the  cause  of  the  fatal 
disease;  it  is  the  cause  of  the  contracted  kidney. 
It  is  therefore,  in  itself,  in  the  late  stages,  also 
not  a compensatory  phenomenon.  In  real  hyper- 
tension, if  one  accepts  the  assumption  of  a de- 
creased arterial  dilatability  as  the  cause  of  the 
pressure  elevation,  the  blood  pressure  increase 
becomes  significant  as  a compensatory  mechan- 
ism. Through  it  is  secured  a normal  nutrition  of 
the  organs  involved.  As  Volhard  asks,  is  it  not 
the  cause  of  the  favorable  span  of  life  and  the 
practically  normal  capacity  of  these  individuals  ? 
Would  not  the  blood  supply  to  the  kidneys  as 
well  as  to  other  organs  suffer  if  the  insufficiency 
of  the  peripheral  pumping  mechanism  of  the 
small  arteries  were  not  compensated  for  by  a 
high  pressure  and  increased  work  by  the  heart? 
As  Volhard  states,  the  vascular  resistance  of  the 
kidney  can  be  appreciably  raised.  As  the  renal 
vessels  form  more  and  more  elastic  tissue  to 
replace  disappearing  musculature,  they  become 
less  and  less  capable  of  dilatation  and  the  free 
vasomotor  play  diminishes;  the  renal  blood 
supply  will  more  and  more  depend  on  the  blood 
pressure  which  becomes  more  stable  at  a high 
level.  Volhard  believes  that  the  utility  of  this 
apparent  compensatory  arrangement  .becomes 
doubtful  when  one  considers  the  minor  vascular 
changes  in  the  kidneys  to  be  the  result  of  the 
wear  under  normal  pressure,  and  their  further 
development  and  the  increased  tone  of  the 
arterioles  to  be  the  result  of  the  vascular 
hyperdistension.  There  is,  therefore,  a vicious 
circle  rather  than  a compensatory  mechanism. 
But,  granting  that  at  the  end  a vicious 
circle  is  being  dealt  with,  I venture  to  say  that 
practically  ail  elevated  blood  pressures  are  in 
their  beginnings,  and  up  to  reasonably  near  the 
end,  examples  of  the  heart  and  vasomotor  system 
attempting  to  compensate  and  to  stabilize  at 
new  and  higher  levels. — Henry  Laurens,  M.D., 
New  Orleans;  New  Orleans  Med.  & Surg.  Jour. 
Vol.  89:9,  Mar.,  1937. 


Tumors  of  the  Sternum 

In  the  absence  of  aortic  aneurysm  and  demon- 
strable neoplastic  changes  in  the  thyroid,  a 
pulsating  sternal  mass  should  be  strongly  sus- 
pected as  metastatic  hypernephroma  even  though 
clinical  evidence  of  a primary  kidney  tumor  is 
wanting. — Roth,  L.  J.,  and  Davidson,  H.  B.; 
Jour.  Urol.,  April,  1937:  37.  280-489. 


THE  AMERICAN  DISEASE 

Bv  J.  FREMONT  BATEMAN,  M.D.,  Columbus,  Ohio 


FIRST  of  all  it  is  necessary  that  a disease 
should  be  named;  this  however  entails 
certain  very  definite  disadvantages.  The 
title  chosen  may  lead  one  to  believe  that  this  is  a 
disease  peculiar  only  to  American  people,  or  that 
its  origin  is  in  America.  On  the  contrary  it  is 
a universal  disease,  especially  prevalent  in  the 
temperate  zones,  but  particularly  rampant  in 
America  today. 

The  American  disease  may  be  anything  the 
writer  chooses  to  write  about.  However  the 
basic  cause  of  this  disease  is  over-civilization 
which  disturbs  the  balance  between  nerve  waste 
and  nerve  repair  and  results  in  a weakened  and 
unstable  nervous  system. 

The  disease  is  not  new.  In  American  literature 
some  of  the  earlier  descriptions  can  be  found  in 
the  writings  of  the  Eighteenth  Century,  but 
more  detailed  in  the  earlier  publications  of  Ben- 
jamin Rush,  particularly  his  book  on  “Diseases 
of  the  Mind”  which  was  written  125  years  ago. 

Only  within  recent  years  have  we  become  con- 
scious of  over-civilization,  and  recognized  its 
effects  in  disturbing  the  balance  between  nerve 
waste  and  nerve  repair.  We  have  always  been 
conscious  and  fearful  of  disease  and  much  has 
been  done  to  eradicate  the  common  infectious 
and  communicable  diseases.  The  American  dis- 
ease continues  to  increase  at  an  alarming  rate. 
The  American  disease  is  a parasitic  growth  upon 
scientific  medicine.  It  is  a dissociation  of  the 
functional  unity  of  the  body  as  a whole.  The 
dissociation  and  not  the  thing  that  brings  it 
about  is  the  disease.  The  mere  presence  of 
typhoid  bacilli  in  the  gall  bladder  or  colon,  does 
not  mean  that  the  patient  is  suffering  from 
typhoid  fever.  An  individual  may  harbor  var- 
ious bacteria,  new  growths,  and  foreign  bodies 
for  indefinite  periods  of  time  and  show  no  evi- 
dence of  disease  until  the  functional  unity  of  the 
body  becomes  disrupted. 

Man  is  immersed  in  a continuous  bath  of  in- 
ternal and  external  or  environmental  stimuli. 
Some  are  beneficial  and  pleasant,  but  the  ma- 
jority are  harmful.  The  ability  to  avert  the  un- 
pleasant circumstances  of  every-day  life  is  in- 
dicative of  a well  equipped  nervous  system.  Man 
must  be  conceived  as  a unity  and  the  central  and 
peripheral  nervous  system  must  be  regarded  as 
the  instrument  of  precision  for  the  integration 
of  the  various  physiological  divisions  into  this 
functional  unity  and  for  the  re-enforcement  of 
their  powers. 


Read  before  the  Second  General  Session,  Ohio  State 
Medical  Association,  at  the  91st  Annual  Meeting,  Dayton, 
Ohio,  April  28  and  29,  1937. 
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The  origin,  development,  pathology  and  mode 
of  transmission  of  the  majority  of  diseases  to- 
day are  not  satisfactorily  understood.  So  many 
human  machines  simply  wear  out,  the  body 
ceases  to  perform  as  a functional  unity  and  all 
our  refined  clinical  and  pathological  techniques 
fail  to  understand.  We  must  not  lose  sight  of 
the  older  connotation  of  the  human  body  as  a 
machine.  Like  any  piece  of  machinery  which  is 
subject  to  dissolution  through  the  outside  forces 
of  nature,  so  is  the  human  body  by  the  per- 
petual bombardment  of  environment  stimuli. 

A healthy  individual  is  a dynamic  entity  with 
an  elastic  though  limited  quotient  of  energy.  To 
obtain  a maximum  influence  upon  the  environ- 
ment with  a limited  quotient  of  energy  and  re- 
sources is  utterly  impossible  without  throwing 
the  nervous  system  into  a state  of  unrest.  I 
hope  not  to  raise  the  age  old  philosophical  ques- 
tion of  “mechanism”  versus  “vitalism”,  which 
stated  briefly,  is  as  follows:  The  “mechanists” 
regarded  the  human  body  as  a machine,  like  a 
clock  for  example,  and  so  long  as  its  parts  or 
cellular  constituents  are  in  perfect  apposition  or 
normally  active  and  it  is  kept  wound  up  or  fed 
as  the  case  may  be,  the  machine  or  body  will 
continue  to  live.  Any  alterations  in  the  behavior 
of  a machine  or  body  must  be  due  to  maladjust- 
ment of  parts  or  some  defect  in  its  cells.  The 
“vitalists”  looked  upon  all  living  matters  as 
possessing  some  inherent  force  or  vital  principle 
which  impressed  itself  upon  the  general  make-up 
of  the  organism.  The  human  body  is  a little 
different  type  of  machine.  Neither  a threshing 
machine  nor  a bicycle  can  fly,  but  each  can  do 
all  that  is  involved  in  its  nature.  Abilities  are 
inherent  in  design,  and  when  put  into  action  will 
produce  all  the  results  possible  for  that  design. 
So  it  is  with  the  structure  of  human  conscious- 
ness. We  are  endowed  with  the  mightiest  of  all 
mechanisms,  an  instrument  bred  in  adaptation 
to  the  needs  of  man’s  life  by  a process  of  selec- 
tion. In  addition  we  have  some  super  quality 
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within  which  gives  us  a certain  amount  of  power 
to  direct  our  activities.  But  we  are  still  con- 
fronted with  definite  limitations.  Man  cannot  fly 
nor  can  he  live  under  the  sea  like  a shark.  Nor 
can  he  without  sickness  live  long  in  a social 
order  whose  environmental  customs,  rules  and 
regulations  are  contrary  to  the  needs  of  his 
body.  He  can  live  thus  for  a short  time  but  if 
unfavorable  circumstances  are  prolonged,  disease 
is  sure  to  exist. 

This  brings  up  the  question  of  the  nature  of 
the  American  disease.  Does  structure  determine 
function  or  does  function  determine  structure? 
The  trend  of  modern  opinion  is  toward  the 
mechanistic  view.  But  whatever  are  your  views 
they  are  by  no  means  contradictory,  for  a ma- 
chine or  a human  body  may  be  profoundly  in- 
fluenced by  what  are  called  environmental  con- 
ditions or  if  you  like,  cosmic  forces.  It  is  a well 
known  fact  that  the  human  body  can  never  be 
separated  from  its  field  of  environment.  It  must 
not  be  forgotten  that  the  human  body  does  as 
much  for  its  environment  as  the  environment 
does  for  it.  But  what  really  happens  is  that 
there  are  stresses  or  tensions  or  some  faulty 
interaction  between  different  centers  of  energy, 
and  the  functional  unity  of  the  body  is  disturbed 
and  this  is  what  we  may  call  disease. 

In  our  hustle  and  bustle  of  every-day  Ameri- 
can life,  man  is  constantly  striving  in  commerce 
and  invention  to  improve  his  methods  of  re- 
ducing the  waste  of  power  and  of  extending  the 
control  of  power.  This  constant  striving  is  to 
be  seen  in  the  individual’s  refinement  of  his  own 
personality.  If  the  individual  is  one  who  ex- 
pends a minimum  amount  of  energy,  conserves 
his  resources,  and  assumes  a maximum  amount 
of  skill,  without  throwing  his  nervous  system 
into  a state  of  unrest,  this  is  health.  On  the 
other  hand,  if  there  is  abnormal  functioning  as 
a result  of  this  interaction,  then  there  must  be 
alteration  of  structure  however  minute,  and  this 
is  disease. 

It  might  be  objected  that  such  a disease  as 
Grave’s  disease  may  begin  purely  as  what  is 
known  as  a functional  disease.  In  this  disease 
impressions  which  excite  fear,  stimulate  the 
adrenals  and  other  glands  whose  secretions  when 
thrown  into  the  blood  stream  produce  tremors, 
rapid  pulse,  dilated  pupils,  hyperhidrosis,  diar- 
rhea and  so-called  nervous  indigestion.  This 
symptom  complex  has  been  described  as  a 
“fixation  of  the  normal  effects  of  fear”.  The 
faulty  interaction  between  the  patient  and  the 
environment,  (in  this  instance  whatever  gave 
rise  to  the  impression  of  fear)  may  be  due  to 
some  faulty  construction  or  weakness  of  the 
receptive  organs  of  the  body. 

In  patients  with  nervous  indigestion  their 
symptoms  are  as  real  and  as  distressing  as  are 
those  produced  by  many,  if  not  all  organic  dis- 


eases. Insight,  tact,  patience  and  sympathy  are 
required  in  the  treatment  of  nervous  indigestion. 

The  physical  aspects  of  anorexia  nervosa  sug- 
gest an  underlying  hypo-function  of  the  anterior 
pituitary;  yet  the  modern  conception  of  the  dis- 
ease is — that  the  loss  of  appetite  begins  in  re- 
sponse to  some  psychological  need,  and  once 
established  is  perpetuated  as  an  hysterical  con- 
dition. This  conception  is  borne  out  by  the  fact 
that  physical  treatment  for  the  anorexia  is  out 
of  place,  the  patients  being  able  to  recover  their 
appetites  with  suitable  psychological  help  alone. 
A common  emotional  cause  will  explain  both  the 
anorexia  and  the  amenorrhoea  often  associated 
with  it. 

In  the  American  disease  it  makes  little  dif- 
ference whether  the  changes  are  in  the  body  or 
in  its  environment,  the  disturbance  of  function 
as  a result  of  the  uncontrollable  nervous  energy 
and  the  restless  urge  of  the  American  people  is 
giving  rise  to  a variety  of  vague  symptoms. 

The  language  of  the  American  disease  pos- 
sesses infinite  possibilities.  Not  a single  disease 
exists  without  direct  or  indirect  involvement  of 
the  nervous  system.  Symptomatology  whether 
somatic,  sensory  or  psychic  is  the  direct  result 
of  interrupted  and  expended  nerve  energy.  We 
commonly  speak  of  nervous  indigestion,  nervous 
headache,  nervous  heart,  nervous  temperament, 
nervous  constitution,  nervous  exhaustion,  nervous 
breakdown,  and  that  disease  so  common  in  gov- 
ernmental practice  of  medicine — neurocirculatory 
asthenia.  There  is  of  course  the  57  varieties  of 
neuroses,  not  to  mention  the  multitude  of 
psychoses. 

The  fads  and  fancies  of  the  American  disease 
would  make  an  interesting  chapter  in  medical 
history.  This  decade  we  become  tooth  or  tonsil 
conscious,  as  another  time  it  is  high  blood  pres- 
sure or  colitis  and  at  the  present  time  we  are 
either  psychoanalytically  conscious  or  our  nur- 
ture is  bewitched  by  the  elusive  vitamins.  Every 
new  idea  in  science  and  medicine,  mechanics  and 
psychology,  adds  something  more  to  fuss  about, 
some  new  symptom  of  the  American  disease. 
Life  would  be  free  of  nine-tenths  of  its  trouble, 
nine-tenths  of  its  queerness  and  abnormality,  if 
the  values  we  pattern  about  and  the  attitudes 
we  so  conscientiously  defend  were  thrown  on  the 
rubbish  heap.  We  Americans  are  grade  A con- 
scious, and  silk  stocking  minded.  The  fillings  in 
our  teeth,  the  frames  on  our  spectacles  and  the 
buttons  on  our  pants  must  comply  to  some  im- 
posed standard,  else  should  we  die  among  stran- 
gers and  be  found  out,  we  would  die  again  of 
chagrin.  With  all  our  petty  idiosyncrasies  we  are 
only  simulators  who  base  our  conduct  on  the 
social  fallacies  of  our  environmental  experience. 
Had  we  not  been  born  in  America  the  nonsense 
of  hurrying  would  not  be  a characteristic  trait. 

Every  young  man  in  America  today  will  be 
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biased  in  one  direction  or  another  before  he 
reaches  maturity.  They  will  be  unable  to  free 
themselves  of  imprisoning  negatives,  unable  to 
be  natural  and  thus  blind  themselves  with  ism 
after  ism.  It  seems  we  do  not  become  adults 
until  we  hide  behind  the  screen  of  adulterated 
isms.  Ism  is  the  great  American  substitute  for 
culture.  The  Puritans  never  spread  such  per- 
fectionism as  is  rampant  in  America  today.  If  it 
isn’t  negativism,  it  is  egotism,  or  literalism, 
criticism,  practicalism,  intellectualism,  conservat- 
ism, but  most  likely  parasitism.  Personality  is 
the  highest  gift  of  being,  yet  personalism  is  a 
puerile  manifestation  of  selfishness.  In  Ameri- 
can medicine  today  specialism  is  on  the  rampant 
and  in  no  small  measure  it  becomes  fanatical. 
It  serves  to  protect  us  conveniently  from  dis- 
covering our  weakness.  We  feel  with  slogans 
and  talk  in  clinches  and  those  who  read  the 
newspapers,  attend  movies,  and  listen  to  the 
radio  especially  our  political  orators,  recognize 
the  stereotypes  of  appeal.  It  is  just  this  mode 
of  life  today  that  is  contributing  to  our  great 
army  of  neurasthenics,  senile  dements  and  social 
ineffectives. 

What  are  we  doing  and  where  are  we  going? 
We  talk  of  industrialism,  nationalism,  the  new 
political  science,  the  expansion  of  medical  science, 
the  establishment  of  mental  hygiene;  but  none 
will  meet  the  isues  of  our  day,  or  answer  your 
problem  or  mine  unless  it  brings  to  us  a solu- 
tion of  our  own  mental  and  emotional  difficulties. 
Why  be  self-conscious?  Why  hang  our  heads  in 
shame  for  we  are  not  responsible  for  the  blood 
stream  on  which  we  floated  into  being.  Yet  half 
the  world’s  sorrow  is  the  result  oft  his  popular 
delusion.  The  present  social  attitudes,  pet  be- 
liefs, convictions  and  standards  were  all  chisel- 
ing humanity  long  before  our  day.  Age-old  im- 
pulses and  attitudes  will  continue  to  chisel  us 
if  the  “rest  of  us”  retain  our  sentimental  fix- 
ations. You  know  there  are  three  groups  of 
people  in  this  country.  The  third  group  is  the 
“rest  of  us.”  The  “rest  of  us”  comprises  most  of 
us  who  have  a mighty  conflict  between  repres- 
sion and  indulgence,  a basic  symptom  of  the 
American  disease. 

Statistics  show  that  nervousness  is  not  only 
alarmingly  prevalent,  but  is  sapping  the  vitality 
of  the  present  generation  at  a great  rate,  and  its 
influence  on  the  coming  generation  may,  in  the 
ordinary  course  of  events  be  transmitted.  Modern 
nervousness  is  the  most  common  of  all  diseases 
and  mental  disease  is  increasing  at  the  rate  of 
14,000  annually.  At  the  present  time  there  are 
approximately  460,000  patients  in  hospitals  for 
mental  disease,  nearly  150,000  are  admitted 
yearly.  Modern  nervousness  and  mental  disease 
is  a more  serious  public  health  problem  than  any 
communicable  disease.  It  has  been  etsimated 
that  of  the  7,000  infants  born  each  day  in  the 


United  States,  270  or  one  in  twenty-six  event- 
ually becomes  incapacitated  by  abnormalities  of 
the  mind.  Is  it  not  alarming  that  of  the 
26,000,000  children  now  in  the  United  tSates  be- 
tween the  ages  of  five  and  fifteen  years,  that 
3,142,000  will  develop  some  form  of  emotional 
disturbance  that  will  require  professional  as- 
sistance? It  has  been  shown  that  in  16  per  cent 
of  all  the  children  admitted  to  children’s  clinics 
that  the  parents  were  the  emotional  cause  of  the 
child’s  disorder;  and  in  46  per  cent  more  the 
medical  problem  of  the  child  was  aggravated  by 
adult  personalities. 

This  country  is  spending  millions  of  dollars 
daily  to  care  for  its  people  who  become  de- 
pendent through  disease  of  the  nervous  system 
directly,  or  through  some  inherent  developmental 
defect.  Our  hospitals  for  mental  disease,  mental 
defectives,  epilepsy,  our  homes  for  the  deaf  and 
blind  and  our  prisons  are  filled  beyond  capacity. 
This  is  the  parasitic  growth  on  scientific  medi- 
cine. We  live  too  fast.  We  are  one  big  proces- 
sion of  hustling,  rushing,  jostling  men  and 
women.  Our  daily  routine  is  hurrying  through 
one  thing  in  order  to  hurry  through  another.  It 
is  just  such  unnecessary  hurrying  that  causes 
our  many  functional  disturbances  of  the  nervous 
system. 

A patient  called  on  a physician  and  made  the 
following  statement  regarding  his  condition.  “I 
have  been  suffering  all  day  from  an  acute  at- 
tack of  (hurry  of  mind);  I can  do  nothing  thor- 
oughly at  ease”.  The  physician  immediately 
recognized  the  symptom  and  advised  change  of 
scene  and  rest.  Such  symptoms  are  of  grave 
omen,  they  indicate  irritation  of  the  brain. 

Our  plan  of  life  is  wrong  and  our  business  re- 
quires a great  deal  less  haste  than  is  given  to 
it.  It  is  true  that  we  as  American  people  admire 
alertness,  but  not  the  type  of  alertness  that  in- 
creases our  army  of  neurasthenics  and  senile  de- 
ments. Our  forefathers  were  not  nervous  because 
they  lived  under  a system.  They  exercised,  they 
got  plenty  of  fresh  air,  they  lived  on  plain  and 
simple  foods  and  were  not  bothered  by  calories 
or  the  elusive  vitamins.  There  is  enough  animal 
life  in  us  all  to  appreciate  freedom,  yet  the 
daily  routine  of  American  life  keeps  us  corseted 
as  once  were  women’s  waists. 

Our  overcrowded  hospitals  for  mental  disease 
and  our  prisons  for  moral  disease  are  but  the  end 
of  the  American  disease.  The  medical  profession 
is  coming  more  and  more  to  realize  that  very  few 
if  any  common  diseases  exist  without  some  in- 
volvement of  nerve  tissue.  Pain  or  discomfort  of 
any  kind  results  from  nerve  irritation.  Any 
physician  of  any  specialty  of  medicine  must  ad- 
mit that  the  greater  part  of  his  time  and  energy 
consists  in  rationalizing,  satisfying  and  comfort- 
ing the  patient.  There  is  something  else  to  do 
after  the  fracture  repair  or  the  removal  of  a gall 
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bladder.  Patients  rarely  fear  disease  of  any 
kind  unless  there  is  some  abnormality  of  mind. 
They  fear  the  consequences  of  disease.  The 
financial,  industrial  and  social  obligations  in- 
curred during  their  illness  causes  far  greater 
anxiety  and  uneasiness  and  concerns  the  patient 
far  more  than  the  disease  itself.  Walk  through 
any  hospital,  question  the  bed-ridden  and  you 
will  find  almost  the  same  stereotyped  answers 
and  appeals.  They  are  uneasy  about  their  home 
and  environmental  affairs.  They  want  to  hurry 
and  get  out  in  order  to  hurry  through  certain 
plans  in  order  to  hurry  up  others.  If  it  were  not 
for  the  uncontrollable  nervous  tension  and  the 
restless  urge  of  the  American  people,  a great 
many  practitioners  might  starve  to  death.  Don’t 
forget  that  your  counsel  does  far  more  for  the 
patient  than  your  medicine.  They  become 
alarmed  about  the  consequences  attending  their 
illness.  Complexes  of  higher  consciousness  are 
involved  and  the  patient  then  consults  the  physi- 
cian. This  is  evident  as  you  will  agree,  that  few 
are  they  who  consult  the  physician  before  the 
disease  is  well  advanced.  Confidence  in  the  phy- 
sician is  one  of  the  best  sedatives  for  the  Ameri- 
can disease. 

When  you  meet  a friend  your  perception  of 
him  includes  not  only  the  image  of  his  face,  but 
the  sound  of  his  voice  and  the  warm  contact  of 
his  hand.  Thus  thermal,  tactal,  auditory  and 
visual  sensations,  man’s  only  contact  with  his 
environment,  are  registering  their  report  in 
higher  consciousness.  Any  disturbance  in  this 
balance  of  nerve  waste  and  nerve  repair  or  in 
higher  consciousness  which  so  well  characterizes 
the  American  disease,  is  of  greatest  concern  to 
the  physician. 

The  neuroses  have  rapidly  creeped  into  all  the 
specialties  of  medicine;  or  should  we  say  that  the 
various  branches  of  medicine  are  recognizing  the 
extent  to  which  nerve  waste  is  disrupting  the 
functional  unity  of  the  body.  The  nervous  symp- 
toms of  heart  disease  which  is  one  of  the  57 
varieties,  will  fill  many  volumes.  The  neuropsy- 
chic factors  in  the  physiopathogenesis  of  dyspnea, 
headache,  tachycardia,  nausea,  and  pain,  which 
are  some  of  the  more  common  symptoms  of  dis- 
ease, should  be  carefully  analyzed  and  considered 
in  the  management  of  the  patient. 

From  our  point  of  view  as  practicing  physi- 
cians, is  it  not  time  that  a wider  view  should  be 
taken  of  this  dissociated  functional  unity,  this 
waste  of  nerve  energy  and  mental  restlessness 
so  common  in  America  today.  The  tendency  too 
prevalent  in  recent  years  towards  a narrow 
specialism  is  the  negation  of  the  wholeness  of 
the  human  organism.  This  encourages  the  Amer- 
ican disease.  Such  a tendency  can  only,  in  the 
long  run,  impede  the  development  of  the  medical 
art,  and  increase  this  parasitic  growth  on 
scientific  medicine. 


SUMMARY 

The  above  statements  regarding  the  American 
disease,  necessarily  inadequate,  may  serve  to 
provoke  thought  and  discussion.  In  a broad 
biological  sense  an  attempt  is  made  to  visualize 
a disease  which  is  sapping  our  vitality  at  an 
alarming  rate.  The  American  disease,  so-called, 
is  the  most  common  disease  in  America  today. 
It  is  a disease  of  the  nervous  system.  It  enters 
every  specialty  of  medicine.  It  is  caused  by  the 
many  unconscious  demands  of  society  due  to 
over-civilization,  which  disturbs  the  balance  be- 
tween nerve  waste  and  nerve  repair.  It  is  a 
dissociation  of  the  functional  unity  of  the  nerv- 
ous system  as  a result  of  uncontrollable  and 
wasted  nervous  energy.  It  is  a conflict  between 
repression  and  indulgence,  not  only  in  the  simple 
emergencies  of  every-day  life,  but  in  the  57 
varieties  of  neuroses  as  well  as  the  multitude  of 
psychoses.  Our  mental  hospitals  and  our  prisons 
are  the  end  results  of  the  American  disease. 
This  is  the  parasitic  growth  on  scientific  medi- 
cine. 


Silicosis  and  Tuberculosis 

In  addition  to  the  local  symptoms,  there  is 
always  severe  constitutional  disturbance  as  evi- 
denced by  fever,  loss  of  weight,  loss  of  appetite, 
weakness  and  profuse  sweating.  Fever  is  a pre- 
dominant feature  of  this  form.  It  is  present 
throughout  the  entire  course  of  the  disease  and 
is  septic  in  type,  the  afternoon  temperature 
reaching  103  or  104  F.  in  the  majority  of  pa- 
tients. Repeated  and  profuse  haemoptyses  occur 
in  many  instances. 

The  diagnosis  of  uncomplicated  anthracosili- 
cosis  presents  no  special  problem  but  to  deter- 
mine whether  or  not  tuberculosis  coexists  is  very 
often  a difficult  task.  The  following  points  should 
be  considered: 

1.  Discovery  of  tubercle  bacilli  in  the  sputum. 
However,  extensive  tuberculous  disease  may  be 
present  with  consistently  negative  sputum,  or 
occasionally  the  bacilli  may  be  present  in  inter- 
mittent showers. 

2.  Serial  roentgenographic  studies  (less  valu- 
able in  advanced  pneumonoconiosis). 

3.  Marked  constitutional  disturbance. 

4.  Physical  examination  (not  usually  helpful). 

5.  Frank  haemoptysis. 

6.  Pleural  effusion  (absent  in  uncomplicated 
anthracosilicosis). 

7.  Tuberculosis  in  other  organs. — Anthraco- 
silicosis and  Tuberculosis,  Martin  J.  Sokoloff,  Am. 
Rev.  of  Tuberc.,  Nov.,  1936. 


FEMALE  SEX  HORMONES 

By  ROBERT  C.  KIRK.  M.D.,  New  York  City 


A REVIEW  of  this  kind  although  limited  to 
a discussion  of  only  two  hormonal  de- 
ficiency states,  namely  those  of  the  gona- 
dotropic factors  of  the  anterior  pituitary  and 
the  female  sex  hormone,  cannot  divorce  itself 
entirely  from  other  hormonal  deficiencies.  A 
brief  statement  of  their  generally  accepted 
physiology  and  their  regulators  will  serve  to 
emphasize  this  statement. 

At  the  present  time  it  is  held,  subject  of  course 
to  the  changes  which  the  physiologists  and 
chemists  are  constantly  interjecting,  that  during 
childhood  the  anterior  pituitary  growth  (eosino- 
philic) hormone  holds  the  anterior  pituitary  sex 
(basophilic)  hormone  in  abeyance.  At  puberty 
the  anterior  pituitary  sex  hormone  comes  into 
predominance  and  stimulates  the  ovarian  pri- 
mordial cells  to  activity,  resulting  in  the  ma- 
turing of  the  graafian  follicle  with  subsequent 
ripening  of  the  ovum.  The  secretion,  female  sex 
hormone,  of  these  interstitial  ovarian  cells 
brings  about  the  secondary  sex  characteristics. 
The  induction  of  normal  menstruation  is  believed 
to  be  somewhat  similar  to  the  following  scheme: 
The  follicle  maturing  hormone  from  the  an- 
terior pituitary,  labeled  Prolan  A by  Zondek, 
initiates  the  production  of  the  follicular  hor- 
mone (Estrin-Theelin* *-Progynon,  etc.)  of  the 
ovary1  which  causes  the  hypertrophic  and  proli- 
ferative changes  in  the  uterine  mucosa  and 
brings  about  rhythmical  contractions  of  its  mus- 
culature. 

The  secretion  of  a luteinizing  hormone  of  the 
anterior  pituitary,  called  Prolan  B by  Zondek, 
brings  about  the  luteinization  of  the  granulosa 
and  theca  interna  cells  and  the  subsequent  form- 
ation of  the  luteal  hormone  (progestin,  proges- 
terone, proluton),  which  then  acts  on  the 
hypertrophic  endometrium  and  induces  the  secre- 
tory hyperemia  and  progestational  softening. 
With  its  cessation,  collapse  of  these  structures 
and  bleeding  occurs.  In  the  event  of  fertilization 
and  implantation,  the  corpus  luteum  continues  to 
grow  and  exert  its  influence,  aided  by  estogenic 
substances  from  the  placenta,  by  inhibiting  fur- 
ther ovulation  and  inhibiting*  the  posterior 
pituitary’s  smooth  muscle  contraction  effect. 
Prolan  B also  has  a trophic  influence  on  the 
external  genitalia,  uterus,  and  decidual  forma- 
tion. At  the  onset  of  parturition  the  oestrin 


The  author  wishes  to  express  his  grateful  appreciation 
to  Drs.  E.  Schorr  and  H.  B.  Richardson  for  their  con- 
structive criticism  of  this  work. 

* Kamm  and  Marker2  have  synthesized  theelin  from 
ergosterol. 

* J.  M.  Robson — British  Medical  Journal — Mar.  6,  1937. 
Page  513,  believes  that  no  actual  inhibition  can  be  shown, 
but  that  the  “Quieting  Effect”  is  due  to  the  disappearance 
of  the  muscle  activiting  influence  of  oestrin. 
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increases  in  concentration  and  sensitizes  the 
uterus  to  the  oxytocin  of  the  posterior  pituitary 
and  the  powerful  contractions  of  labor  ensue. 

It  must  be  emphasized  that  in  spite  of  the 
most  extensive  studies  which  have  been  and  are 
being  carried  on  in  the  physiology  of  the  female 
reproductive  cycle,  there  is  no  unanimity  of 
opinion  about  these  processes  and  the  foregoing 
schematic  representation  is  presented  merely  as 
an  aid  in  piecing  together  the  many  scattered 
and  oftentimes  contradictory  bits  of  evidence  in 
this  field. 

AMENORRHOEA — HYPO-ESTRINISM 

This  condition  of  primary  hypo-estrinism  is 
represented  in  its  simplest  form  by  the  surgical 
or  radiological  castrate  or  the  physiologically 
menopausal  woman.  Its  most  striking  symptom 
is  amenorrhea.  This  is  accompanied  by  a gradual 
involution  of  the  internal  and  external  genital 
tract.  Locally,  there  is  a shrinkage  of  the  labia 
minora,  with  a diminution  of  the  sebacious  and 
mucus  secretions.  The  cervix  diminishes  in  size. 
Obese,  flaccid  women  may  gain  in  weight.  The 
majority  of  patients  complain  of  neuro-vascular 
symptoms  which  are  included  under  flashes  and 
sweats.  As  a rule,  the  more  apprehensive,  the 
more  nervous,  and  the  more  maladjusted  the 
patient  is  before  the  menopause,  the  more  severe 
the  symptoms.4  This  state  is  further  character- 
ized by  an  absence  of  oestrin  in  the  blood  and 
urine  whereas  there  is  an  increase  in  the  gonad- 
otropic hormone  due  to  the  unopposed  action  of 
the  anterior  pituitary  when  ovarian  function  has 
been  abolished. 

Diagnosis  and  rational  therapy  depend  upon 
certain  laboratory  procedures  which  are  available 
to  most  clinicians. 

The  quantitative  determination  of  urinary 
oestrin  may  be  done  by  several  methods,  that  of 
Smith  and  Smith5  seems  satisfactory.  From  200 
to  800  cc.  of  a 24  hour  volume  of  acid  urine  are 
measured  into  an  Erlenmeyer  flask  and  15 
volumes  per  cent  of  concentrated  HC1  added,  and 
the  mixture  boiled  vigorously  for  ten  minutes. 
It  is  then  transferred  to  a large  extraction  flask 
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and  extracted  with  benzene  for  24  hours.  Six 
cubic  centimeters  of  olive  oil  are  added  and  the 
benzene  evaporated.  This  mixture  is  then  in- 
jected into  immature  female  rats  starting  at 
0.75  cc.  until  the  minimum  dose  that  will  produce 
oestrus  in  half  the  animals  is  discovered. 

(24  hr.  volume  cc.  extracted)  x6 

= Rat  Units  in 

24  hr.  Volume 

R (smallest  amount  of  extract 
that  will  produce  oestrus) 

In  their  most  recent  paper8  they  state  that 
they  are  obtaining  even  more  satisfactory  re- 
moval of  oestrin  by  a revision  in  the  technique 
of  hydrolysis  but  that  their  original  method 
gives  them  a uniformity  of  curves  which  makes 
them  appear  of  physiological  significance. 

An  equally  or  even  more  satisfactory  method 
for  determining  oestrin  deficiency  makes  use  of 
Papanicolaou’s7  vaginal  smear  method.  As  used 
by  him  and  Shorr8  in  their  endocrine  clinic  at 
the  New  York  Hospital,  it  consists  of  taking  a 
number  of  control  vaginal  smears  to  establish 
the  smear  type.  The  patients  were  supplied  with 
a glass  pipette,  a number  of  dated  slides,  and  a 
jar  containing  equal  parts  of  95  per  cent  alcohol 
and  ether.  Paper  clips  were  attached  to  the 
slides  to  prevent  rubbing  while  in  the  jar.  The 
subjects  were  instructed  to  prepare  their  own 
smears  and  drop  the  slides  immediately  into  the 
alcohol-ether  mixture.  Weekly  slides  seemed  to 
be  sufficient.  When  brought  in  they  were  stained 
with  hematoxylin,  eosin  and  waterblue.  A 
typical  menopausal  smear  contains  many  leuco- 
cytes, many  erythrocytes,  abundant  deep  compact 
round  vaginal  cells  with  large  round  nuclei 
which  stain  deeply.  Mucus  is  usually  scant  and 
the  bacterial  flora  rich,  giving  a dirty  appearance 
to  the  smear.  Following  adequately  successful 
therapy  a pre-menopausal  smear  is  obtained 
which  is  quite  characteristic,  showing  a dis- 
appearance of  leucocytes  and  erythi'ocytes  and 
the  replacement  of  all  other  cells  with  large,  flat, 
well-outlined,  often  isolated  epithelial  cells,  with 
small  pyknotic  nuclei. 

Therapy  in  these  oestrin  deficiencies  is  still 
in  an  experimental  stage  but  several  recent 
papers  have  reported  careful  work-ups  and  most 
encouraging  results  with  adequate  therapy.8 
Using  vaginal  smears7  to  control  their  therapy, 
Papanicolaou  and  Shorr8  report  in  50  women 
with  the  menopausal  syndrome  a good  correla- 
tion between  the  degree  of  smear  change  and  the 
extent  of  symptomatic  relief,  particularly  in  the 
severe  cases.  The  usual  effective  dose  lies  be- 
tween 500  and  2000  R.  U.  of  either  amniotin  in 
oil  (ketohydroxyestrin)  or  Progynon-B  (the 
benzoic  acid  ester  of  dihydrooestrin).  These 
authors  emphasize  the  advantages  of  daily  treat- 
ment with  the  interruption  of  intensive  treatment 
at  intervals  of  four  to  six  weeks.  These  inter- 


ruptions prevent  the  uterine  hyperplasia  from 
becoming  excessive  by  permitting  periodic  re- 
gressions of  the  endometrium.  Treatment  may 
again  be  resumed  when  the  recurrence  of  symp- 
toms warrants  it.  Medication  by  mouth  was 
successful  only  when  15  to  20  times  the  hypoder- 
mic doses  were  given.  Elder10  states  that  10,000 
to  50,000  I.U.*  weekly  reduces  the  severity  of 
menopausal  symptoms  and  adds  that  similar 
dosages  are  quite  effective  in  senile  vaginitis. 
Frank,  Goldberger  and  Salmon1  treated  33  cases 
of  menopausal  symptoms  in  all  of  whom  gonad- 
otropic hormone  was  found  in  increased  amounts 
in  both  blood  and  urine  due  to  the  unopposed 
action  of  the  anterior  pituitary  when  ovarian 
function  is  abolished.  These  cases  were  treated 
with  approximately  two  ampules  or  4000  R.U.  of 
Progynon-B  intra-muscularly  every  two  days  for 
two  weeks.  With  the  prompt  disappearance  of 
gonadotropic  factors  there  was  a prompt  dis- 
appearance of  the  flashes,  sweats,  headaches,  and 
frequently  subsidence  of  arthritic-like  joint 
pains.  Recurrence  of  symptoms  took  place  four 
to  eight  weeks  after  cessation  of  therapy.  Mazer 
and  Goldstein11  believe  estrogenic  substances  in 
adequate  doses  are  useful  in  the  treatment  of 
certain  genital  hypoplasias  of  not  too  long 
standing,  of  selected  cases  of  amenorrhea,  and 
for  vasomotor  menopausal  relief.  Novak’s1-  most 
recent  epitome  suggests  dosages  on  the  whole 
much  lower  than  those  already  given  which 
probably  accounts  for  his  lack  of  enthusiasm  in 
this  field  of  gynecological  endocrinology.  Kuz- 
rok13  treated  six  patients  with  undeveloped  sec- 
ondary sex  characteristics  only  one  of  whom 
showed  oestrin  in  her  urine.  In  general,  it  re- 
quired about  50,000  R.U.  of  Progynon-B  to  pro- 
duce appreciable  growth  of  the  breasts,  and 
100,000  R.U.  to  bring  about  bleeding.  The  libido 
appeared  for  the  first  time  and  patients  and 
authors  were  most  satisfied  with  the  clinical 
response. 

No  oestrin  therapy  review  is  complete  without 
a few  words  about  gonorrheal  vaginitis  in  pre- 
adolescent girls.  Encouraging  results  continue  to 
be  recorded  since  Lewis’14*  original  contribution. 
Brown15  effected  therapeutic  cures  of  all  seven  of 
his  cases  with  from  8 to  31  injections  of  theelin 
(50  R.U.)  in  oil.  Allen  and  Diddle16  sacrificed 
three  monkeys  (Macacus  Rhesus)  treated  with 
similar  amounts  and  found  no  harmful  effects  on 
the  ovaries.  Phillips17  successfully  obtained 
negative  vaginal  smears  but  was  bothered  by 
recurrences  four  to  six  weeks  after  discontinuing 
therapy.  Gelatine  vaginal  suppositories  1000  I.U. 
nightly,  give  the  best  results.141*  Acidification  of 
the  vaginal  secretions  is  the  important  factor, 


* The  international  unit  (I.U.)  as  set  by  the  health 
section  of  the  League  of  Nations  is  a weight  unit  and  is 
defined  as  0.1  gamma  or  1/10  millionth  of  a gram  of  a 
keto-hydroxy  form  of  the  follicular  hormone  and  the  ratio 
to  the  rat  unit  (R.U.)  is  said  to  be  1:3  but  most  observers 
believe  it  is  closer  to  1 : 10  or  1 : 30. 
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and  its  measurement  is  a sure  guide  for  adequate 
dosage. llc 

Completely  negative  results18, 19  continue  to 
be  obtained  with  the  administration  of  various 
types  of  female  sex  hormones  in  the  treatment 
of  haemophilia.  Thus,  what  seemed  to  be  a 
spectacular  advance  in  the  treatment  of  this 
disease  has  proved  to  be  a fiasco. 

Foss20  has  treated  eight  cases  of  kraurosis 
vulvae  for  14  months  with  injections  of  approxi- 
mately 200,000  I.B.U.  of  Progynon-B  in  oil,  bi- 
weekly at  first  and  gradual  reductions  in  the 
dose  with  complete  relief  of  symptoms  in  six 
(two  did  not  complete  the  course).  Biopsy  seven 
weeks  after  treatment  was  begun  showed  a 
return  to  normal  histological  structure  in  the 
only  case  so  studied. 

Before  leaving  this  aspect  of  endocrinology, 
which  is  the  most  satisfactory  from  the  thera- 
peutic standpoint,  it  may  not  be  amiss  to  point 
out  that  the  continued  use  of  follicular  hormone 
in  oil  solutions  is  actually  introducing  vegetable 
oils  in  considerable  amounts  under  the  skin 
where  they  act  as  a foreign  body  and  clinicians 
using  them  routinely  must  fully  realize  this. 

anterior  pituitary  deficiencies 

In  dealing  with  the  anterior  pituitary  de- 
ficiencies increasingly  complicated  factors  are  at 
play.  Thus,  the  most  recent  work21, 22,  divides 
the  action  of  the  various  anterior  pituitary 
factors  into  the  following  specific  effects: 

(1)  Growth  factor  (antagonistic  to  the  sex 
factor  during  early  life). 

(2)  Follicle  stimulating  factor  (stimulates 
growth  and  maturation). 

(3)  Luteinizing  factor. 

(4)  A factor  which  induces  uterine  bleeding 
in  monkeys. 

(5)  Mammary  proliferation  and  lactation  fac- 
tor (Riddle)23. 

(6)  Maintenance  of  corpus  luteum  during 
pregnancy. 

(7)  Production  of  marked  hypertrophy  of  the 
seminal  vesicles  and  descent  of  the  testicles, 

(same  as  (2). 

(8)  Thyreotropic  hormone  (causing  experi- 
mental exopthalmos)24. 

(9)  Diabetogenic  hormone  (Houssay)25. 

(10)  Adrenotropic  hormone. 

(11)  Fat  metabolism  factor.  (Anselmo). 

There  are  several  well  known  clinical  syn- 
dromes illustrating  the  loss  of  various  ones  of 
these  factors,  the  best  known  of  which  is  prob- 
ably Simmond’s  Disease  (Cachexia  hypophyseo- 
priva).  Its  signs  and  symptomatology  as  given  by 
Silver26  are: 

(1)  Insidious  onset,  often  after  complicated 
labor,  or  frequent  pregnancies. 

(2)  More  common  in  women. 

(3)  Marked  cachexia. 

(4)  Premature  ageing  with  wrinkled  skin, 
atrophied  lower  jaw,  loss  of  teeth  with  caries. 

(5)  Recession  of  secondary  sex  characteristics. 

(6)  Apathy  and  fatiguability. 


(7)  Dizziness  and  fainting  with  occasional  dis- 
orientation. 

(8)  Headaches  and  vomiting. 

(9)  Hypothermia. 

(10)  Hypotension — bradycardia  and  secondary 
anemia. 

(11)  Eosinophilia  may  be  striking. 

(12)  Marked  depression  of  B.M.R. 

(13)  Achylia  gastrica. 

(14)  Microsplanchnia. 

To  this  Houssay27  adds  that  in  the  advanced 
stages  of  confirmed  pituitary  insufficiericy  there 
is  a neuro-muscular  asthenic  syndrome  resulting 
from  functional  changes  in  the  central  nervous 
system  seeming  to  come  from  metabolic  changes 
(decreased  blood  sugar,  increased  sensitivity  to 
insulin  and  decreased  endogenous  nitrogen  cata- 
bolism) and  not  from  any  associated  adrenal  in- 
sufficiency. 

For  many  years  Frohlich’s  Syndrome  of 
dystrophy-adiposo-genitalis  has  been  considered 
a hypo-pituitary  syndrome,  but  careful  work  by 
Smith28  on  experimental  animals  shows  that  it 
is  probably  due  to  a lesion  of  the  tuber  cinereum 
and  it  will  not  be  further  discussed  here. 

Pituitary  dwarfism  is  the  best  known  example 
of  hypopituitarism.  This  state  is  characterized 
by  infantilism  and  failure  of  growth  in  stature, 
although  individuals  so  affected  have  normal 
dentition  and  normal  osseous  centers.  If  they 
have  low  mentality  it  is  a result  of  a lack  of 
thyro-tropic  hormone,  and  this  condition  might 
be  said  to  be  a panhypopituitarism. 

A very  rare  syndrome  is  that  of  Laurence- 
Moon-Biedl,40  which  is  characterized  by: 

(1)  Dystrophy  adiposogenitalis. 

(2)  Atypical  retinitis  pigmentosa. 

(3)  Mental  deficiency. 

(4)  Familial  occurrence  (autosomal  recessive). 

(5)  Skeletal  abnormalities. 

(6)  Polydactylism. 

The  Prolan  deficiency  states  have  been  left  until 
last  because  they  are  the  most  controversial  of 
the  anterior  pituitary  functions.  Clinically,  there 
is  hypo-estrinism  secondary  to  pituitary  hypo- 
function.  “That  large  group  of  individuals  who 
gain  considerable  weight  and  whose  intervals 
(menstrual)  become  longer  and  longer  and  whose 
periods  become  scantier  and  scantier  and  finally 
cease  probably  belong  to  this  group.  It  may  be 
distinguished  from  a primary  hypo-estrinism  by 
a lack  of  hot  flashes  and  other  neurovascular 
symptoms  associated  with  the  true  menopause.’’30 

The  determination  of  Prolan  A is  performed  by 
the  method  of  Katzman  and  Doisy.31  Cold  urine 
is  acidified  to  p-H  of  5 with  acetic  acid  and  for 
each  liter,  75  cc.  of  acetone  saturated  with  ben- 
zoic acid  are  added  with  vigorous  stirring.  The 
precipitated  benzoic  acid  is  collected  on  a 
Buchner  funnel,  washed  with  a saturated  aqueous 
solution  of  benzoic  acid  and  dissolved  in  cold 
acetone.  The  acetone— insoluble  material  which 
may  be  collected  either  by  centrifugation  or  sue- 
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tion  filtration  on  a small  funnel — is  washed  with 
acetone  and  dissolved  in  dilute  NaOH.  The  p-H 
is  not  permitted  to  exceed  9.  Any  insoluble  ma- 
terial is  removed  by  centrifugation  and  the  ex- 
tract neutralized  to  p-H  of  7 or  8 with  dilute 
acetic  acid.  The  extract  may  be  concentrated 
by  adding  10  volumes  of  cold  acetone,  collecting 
the  precipitate,  freeing  it  from  acetone,  and  dis- 
solving in  the  desired  volume  of  HA). 

Assay  injections  are  made  at  9 a.  m.  and  4 
p.  m.  on  three  successive  days.  Rats  20  days  of 
age  are  used.  If  a cornified  smear  does  not  ap- 
pear before  the  29th  day,  less  than  one  rat  unit 
has  been  injected.  The  chemical  determinations 
or  assays  of  other  factors  have  been  purposely 
omitted  as  this  paper  deals  essentially  with  the 
gonadotropic  hormone. 

Before  discussing  therapy,  it  seems  best  to 
clarify  the  confusion  that  exists  with  regard  to 
the  use  of  two  kinds  of  “anterior  pituitary”  sub- 
stances. There  are  the  anterior  lobe  sex  ex- 
tracts (antuitrin,  gynantrin,  prephysin)  and 
there  are  the  gonadotropic  hormones  derived 
from  pregnancy  urine  (follutein,  A.P.L.,  antophy- 
sin,  antuitrin-S).  Evans32  says  the  gonad  stimu- 
lating hormone  is  present  in  the  hypophysis  in 
an  active  state.  The  active  substance  is  formed 
from  this  “prohormone”  by  an  activator.  This 
activator  is  found  in  the  most  concentrated  form 
as  prolan  in  the  urine  of  pregnant  women. 

Therapy  with  the  foregoing  substances,  al- 
though the  subjects  of  hundreds  of  communica- 
tions* in  the  past  five  or  six  years,  is  nonetheless 
tremendously  controversial. 

Reilly  and  Lisser29  in  their  review  of  77  cases 
of  Lawrence-Moon-Biedl  syndrome  found  very 
little  beneficial  effect  obtained  from  pituitary  or 
thyroid  substances. 

In  the  cases  of  Simmond’s  disease  reported  by 
Riecker  and  Curtis,33  Calder,34  and  Bulger  and 
Barr,35  specific  treatment  with  anterior  pituitary 
substances  had  no  demonstrable  effect.  Evans38 
who  is  probably  the  leading  student  in  this  coun- 
try of  the  anterior  pituitary  says  that  antuitrin-G 
has  no  effect  whatsoever  but  that  an  occasional 
remission  has  been  reported  with  antuitrin-S.  It 
should  be  pointed  out  that  in  my  experience  as 
well  as  in  the  case  of  Bulger  and  Barr,  patients 
placed  on  an  adequate  attractive  diet,  rest,  and 
good  nursing  care  oftentimes  respond  by  gain  in 
weight  and  improvement  in  their  general  con- 
dition quite  as  dramatically  as  do  those  receiving 
so-called  specific  therapy  with  anterior  lobe  ex- 
tracts. 

This  same  situation  may  be  said  to  exist  in 
pituitary  dwarfism  although  Engelbach  and 
Schaeffer37  obtained  increases  in  stature  from 
three  to  six  inches  in  seven  dwarfs,  using 


* C.  F.  Fluhman  in  the  American  Jour,  of  Obs.  and 
Gyn.,  26-764,  1933,  cites  200  references  to  gonadotropic 

hormones  in  the  two  years  between  1931  and  1933. 


thyroid  substance  in  addition  to  antuitrin-G. 
(Growth)  (P.  D.  & Co.) 

Clinical  application  of  the  hormones  of  the 
anterior  pituitary  and  of  anterior  pituitary-like 
substances  can  best  be  summed  up  by  referring 
to  two  recent  editorials  on  the  subject.  One  is 
by  E.  L.  Sevringhaus,  a noted  worker  in  the  field 
who  states  in  Endocrinology38  that  “Commercial 
preparations  (anterior  pituitary)  have  not 
reached  a standard  condition  and  dosage  is  still 
problematical.  This  field  ought  to  be  reserved 
for  clinical  experiments  of  a careful  sort.  The 
widespread  use  of  A.P.L.  in  recent  years  has  not 
been  discriminating.  The  reports  about  clinical 
results  are  confusing.” 

The  J.A.M.A.39  warns  more  pointedly.  “A 

pituitary  fraction  that  had  produced  hypertrophy 
of  rat  testes  inexplicably  produced  atrophy  of  the 
testes.  While  disturbing,  this  was  not  serious — - 
rats  have  no  lawyers  to  sue  for  malpractice”; 
and  the  report  of  an  endocrinologist  who  in- 
jected an  extract  into  a 15  year  old  girl  for 
dysmenorrhea.  “The  size  of  her  ovaries  seemed 
normal  before  the  injections  were  given;  at  the 
conclusion  of  the  injections  acute  appendicitis 
developed  and  at  operation  the  surgeon  found 
bilateral  cystic  ovaries  the  size  of  oranges.” 

It  is  not  necessary  to  be  a therapeutic  nihilist 
on  the  one  hand  or  to  be  like  those  whom  Cush- 
ing refers  to  as  “recklessly  under  full  sail,  plow 
through  a fog  bank  of  therapeutics,  their  horns 
tooting”.  There  is  a safer  middle  course  which 
depends  upon  waiting  for  the  careful  work  of 
experienced  men  in  accredited  laboratories  and 
hospitals.  There  we  should  all  find  ourselves 
until  these  vast  intricacies  of  glandular  physi- 
ology are  further  elucidated. 
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Postoperative  Visualization  of  the 
Biliary  Tract 

The  injection  of  radiopaque  medium  such  as 
brominol  is  a practical  method  of  postoperative 
visualization  of  the  biliary  tract. 

The  development  of  the  use  of  this  medium  is 
traced  historically. 

Technique  of  injection  under  roentgenoscopic 
control,  the  number  of  roentgenograms  made  and 
points  to  be  watched  in  their  interpretation  are 
all  outlined. 

Six  case  reports  are  given  from  a series  of  45 
in  which  radiopaque  medium  was  used  for  the 
postoperative  study  of  the  biliary  tract. 

These  six  cases  serve  to  illustrate  the  practical 
application  of  this  type  of  examination  in  the 
various  contingencies  of  biliary  tract  surgery. 

The  value  of  the  information  obtainable  from 
this  method  of  examination  of  the  postoperative 
biliary  tract  would  seem  to  recommend  it  for 
more  general  use  in  gall-bladder  and  common 
duct  surgery.  It  is  by  no  means  to  be  considered 
a substitute  for  the  usual  clinical  methods  of  de- 
termining the  course  of  the  postoperative  care  of 
common  duct  drainage  cases,  but  rather  a 
valuable  adjunct  to  these  ordinary  procedures. 

The  visualization  of  the  common  duct,  giving 
accurate  knowledge  of  its  caliber,  possible  stones 
or  strictures,  and  its  patency,  provides  a sense  of 
assurance  to  the  surgeon  which  has  been  largely 
wanting  in  the  past. 

An  early  determination  of  these  facts,  made 
possible  by  a method  which  can  in  no  way  bring 
harm  to  the  patient  if  the  proper  technique  is 
used,  will  in  many  instances  prevent  the  prema- 
ture removal  of  the  common  duct  drainage  tube 
and  obviate  the  probable  necessity  of  reoperation. 
In  the  event  that  free  patency  of  the  common 
duct  is  determined  early,  hospitalization  and 
drainage  tube  continuation  may  be  definitely 
shortened. — C.  E.  Hufford,  M.D.,  Toledo,  Ohio; 
Am.  Jour.  Roentgenology  and  Radium  Therapy, 
XXXVII:  2,  February,  1937. 


Sensitization  to  Pituitary  Extract 

A woman,  age  40,  who  five  months  previously 
at  the  time  of  the  delivery  of  her  last  baby,  was 
given  injections  of  posterior  pituitary  extract  for 
the  control  of  uterine  contraction  and  “gas  pains,” 
and  who  was  otherwise  in  good  health,  was  given 
injections  of  posterior  pituitary  extract  as  treat- 
ment for  herpes  zoster.  Six  days  following  the 
last  injection  (month  from  the  first)  she  suffered 
an  attack  of  shock,  characterized  by  nausea, 
vomiting,  fall  in  blood  pressure,  rapid,  thready 
pulse,  painful  joints,  and  generalized  giant 
urticaria.  She  was  treated  by  injections  of 
epinephrin  and  after  four  days  of  intense  suffer- 
ing made  a recovery. — R.  A.  Kocher,  M.D.,  Calif.. 
and  West.  Med.,  262,  April,  1937. 


PROTEIN  INSUFFICIENCY  OF  CLINICAL  IMPORTANCE  IN 
SURGERY  UPON  THE  LIVER 

By  ANTON  W.  OELGOETZ,  M.D.,  PAUL  A.  OELGOETZ,  B.A.,  and  J.  WITTEKIND,  R.N.,  Columbus,  Ohio 
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FOR  the  past  six  years  the  writers  have  been 
engaged  in  a study  of  food  allergy.  It 
was  early  noted  that  the  livers  of  chickens 
on  a starvation  diet  soon  became  soft,  so  soft  that 
the  entire  organ  could  be  crushed  with  the  hand. 
Whereas  the  normal  liver  is  of  a firm  con- 
sistency, the  starvation  liver  feels  to  the  touch 
as  if  it  was  largely  digested.  The  slightest 
manipulation  causes  visable  damage  to  the  liver 
parenchyma. 

This  observation  was  followed  up  on  rabbits 
and  it  was  found  that  the  liver  of  starved  animals 
will  often  lose  as  much  as  50  per  cent  by  weight, 
whereas  no  comparable  loss  takes  place  in  any 
other  organ.  The  percentage  of  weight  loss  and 
the  degree  of  softness  depends  upon  the  length 
of  time  during  which  protein  food  is  withheld. 
The  concentration  of  proteolytic  enzymes  and 
amino  acids  is  normal. 

It  is  known  that  when  carbohydrates  are  with- 
held for  a few  days,  glycogen  quickly  disap- 
pears from  the  liver.  Fat  accounts  for  approxi- 
mately 35  per  cent  of  the  total  weight  of  the 
liver  as  determined  by  extraction  with  ether. 
The  remainder  of  the  loss  from  starvation  is 
therefore  due  to  an  actual  loss  of  native  liver 
protein.  Further  observations  with  fattened  ani- 
mals disclosed  that  the  loss  of  native  liver  pro- 
tein takes  place  in  the  presence  of  an  abundant 
supply  of  deposit  fat.  Abundant  deposit  fat 
therefore  is  not  indicative  of  protein  sufficiency. 

CLINICAL  APPLICATIONS 

The  liver  of  a normal  animal  receiving  suffi- 
cient protein  to  maintain  protein  equilibrium  is 
firm,  and  the  gall  bladder  can  be  dissected  from 
its  attachments  in  the  normal  line  of  cleavage 
without  injury  to  the  liver.  The  liver  of  an  animal 
on  a reduced  protein  intake  soon  becomes  so  soft 
that  it  is  easily  damaged  by  the  slightest  manipu- 
lation. Instead  of  separating  in  the  normal  line 
of  cleavage,  bits  of  tissue  are  torn  from  the  liver. 
In  this  manner  injury  to  the  liver  parenchyma 
takes  place  permitting  bile  to  be  secreted  into 
the  operative  area  necessitating  drainage.  The 
loss  of  normal  liver  secretions  (not  infective 
material)  resulting  from  prolonged  drainage,  to- 
gether with  injury  to  the  liver  parenchyma  is 
undoubtedly  an  important  factor  in  morbidity 
and  mortality  following  operations  about  the 
liver. 

We  have  found  that  the  soft  liver  resulting 
from  inadequate  protein  intake  can  be  quickly 
corrected  by  the  administration  of  sufficient  pro- 
tein. Since  patients  suffering  from  biliary  dis- 


ease in  many  instances  are  unable  to  take  food 
because  of  vomiting,  it  is  necessary  to  resort  to 
soluble  or  predigested  proteins.  In  this  form,  the 
protein  balance  can  quickly  be  restored.  If  vomit- 
ing is  troublesome,  soluble  protein  can  be  given 
per  rectum. 

1025  East  Whittier  Street. 


Tuberculosis  With  Asthma 

In  a review  of  the  recent  literature,  D.  H. 
Ballon  reports  three  cases  of  pulmonary  tubercu- 
lous all  manifesting  asthmatoid  symptoms.  Bron- 
choscopy performed  on  each  revealed  the  pres- 
ence of  a bronchial  obstruction.  In  two  of  these 
cases  tuberculosis  granulation  tissue  was  re- 
moved. One  of  this  series  was  bronchoscoped  on 
several  occasions,  dilatation  of  the  stenotic  area 
was  instituted  with  aspiration  of  septic  material 
distal  to  the  stenosis.  The  patient  experienced 
amazing  relief  from  the  asthmatic  symptoms  and 
showed  definite  local  improvement  in  the  affected 
lung.  Similar  cases  have  been  cited  by  Mac- 
Conkey,  Crimm  and  Strayer,  and  by  Faust. 

On  the  basis  of  accumulating  evidence  and 
favorable  comment  it  should  become  apparent 
that  all  cases  of  chronic  pulmonary  tuberculosis 
exhibiting  signs  and  symptoms  of  a possible 
tracheal  or  bronchial  stenosis  the  presence  or 
nature  of  the  stenosis  remaining  in  doubt  should 
be  bronchoscoped  whenever  possible.  Further,  all 
cases  of  known  pulmonary  tuberculosis  com- 
plicated by  signs  and  symptoms  of  bronchial 
asthma,  should  have  the  benefit  of  a diagnostic 
bronchoscopy  before  resorting  to  a lengthy,  time 
consuming  and  expensive  sensitization  study  for 
allergy,  the  specificity  of  which  is  too  often 
equivocal  even  if  a positive  test  is  obtained. — 
Harry  B.  Stokes,  M.D.,  Omaha,  Neb.  The  Neb. 
State  Med.  Jour.,  Vol.  22:3,  March,  1937. 
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CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS* 

In  the  Management  of  Pulmonary  Tuberculosis 
By  HARRY  L.  REINHART,  M.D. 


A 25-YEAR  old  white  housewife  was  hos- 
pitalized complaining  of  a “productive 
cough.”  The  onset  of  her  illness  was  about 
four  years  ago  with  repeated  colds  and  pleurisy. 
She  was  married  about  this  time  and  three 
months  later  developed  “influenza”  with  a pro- 
ductive cough,  and  blood  streaks  in  her  sputum; 
she  had  a low  grade  afternoon  fever  and  lost 
about  eight  pounds  in  weight.  The  sputum  re- 
vealed tubercle  bacilli.  She  entered  a sanatorium 
where  pneumothorax  of  the  left  chest  was  in- 
stituted but  was  discontinued  following  a spon- 
taneous hydrothorax  about  one  year  ago.  The 
patient  was  ambulatory  throughout  her  treat- 
ment. 

The  past  history  revealed  definite  contact  with 
a tuberculous  relative  12  years  ago.  At  the  age 
of  15,  she  had  measles  followed  by  “pleurisy  and 
possibly  broncho-pneumonia.”  She  has  had  one 
miscarriage,  at  2%  months. 

Physical  examination  revealed  a well-developed 
and  well-nourished  white  female.  T.  99.4,  P.  100, 
R.  23,  and  B.P.  142/88.  There  was  limitation  of 
motion  of  the  left  chest,  flatness  bilaterally  at 
the  base,  and  amphoric  breathing  and  moist  fine 
rales  audible  at  the  apices. 

Course  in  Hospital:  Two  days  after  entrance 
she  had  a moderate  pulmonary  hemorrhage.  Even 
after  a month  of  absolute  bed  rest,  slight  hem- 
optyses  and  streaking  of  the  sputum  persisted. 
Thoracoplasty  was  begun  on  the  left  side  47 
days  after  admission.  The  first  stage  was  con- 
servative. The  second  stage  followed  two  weeks 
later  on  the  61st  day.  Her  postoperative  con- 
valescence was  relatively  good.  A third  stage 
thoracoplasty  was  accomplished  after  another  in- 
terval of  two  weeks,  on  the  75th  day.  Following 
this  a shifting  of  the  mediastinum  with  evident 
dyspnea  was  noted.  The  dyspnea  was  relieved  by 
intranasal  oxygen.  Substernal  pain  developed. 
Physical  examinations  as  well  as  X-ray  films 
showed  that  the  right  chest  was  being  en- 
croached upon  by  the  shifting  mediastinum. 
Also  evidence,  particularly  from  the  X-ray  films 
indicated  the  presence  of  a “blocked  pulmonary 
cavity”  at  the  right  apex.  The  left  chest  was 
“flat”  to  percussion. 

One  month  subsequent  to  the  last  thoraco- 
plasty, on  the  119th  hospital  day,  paroxysms  of 
coughing  appeared  and  increased  over  a period 
of  two  weeks.  A considerable  amount  of  thick, 
gummy,  foul-smelling  sputum  was  expectorated. 
This  was  quite  different  from  that  ordinarily  pro- 
duced and  contained  numerous  tubercle  bacilli. 
Subsequently,  the  physical  signs  of  cavitation 
were  noted  in  the  right  apex,  and  confirmed  by 
X-ray  films.  There  was  no  hemoptysis.  Her 
condition  gradually  improved  and  approximately 
three  months  after  the  completion  of  the  thoraco- 
plasty (180th  hospital  day)  she  was  up  in  a 
wheel  chair  for  short  intervals.  Nine  days  later 
she  was  again  confined  to  bed  because  of  severe 


This  is  the  eighteenth  of  s,  series  of  cases  to  be  pub- 
lished under  the  heading,  “Case  Record  Presenting  Clinical 
Problems, ’’  The  cases  presented  are,  selected  by  Dr.  Harry 
L.  Reinhart  as  the  most  instructive  among  those  discussed 
at  the  weekly  pathologic  conferences  at  Starling- Loving 
Hospital,  Ohio  State  University,  Columbus,  Ohio. 


left  chest  pain.  During  the  following  month 
fever  was  noted  in  the  afternoon.  Eight  months 
after  surgery  her  vital  capacity  which  had  been 
reduced  35  per  cent  by  thoracoplasty,  had  re- 
turned to  the  preoperative  volume.  About  ten 
months  after  surgery  (389th  hospital  day) 
pleurisy  at  the  base  of  the  contralateral  lung  was 
followed  by  fever  and  evidence  of  extension  to 
the  lower  lobe  of  the  right  lung. 

Approximately  12  months  after  surgery  a 
severe  pulmonary  hemorrhage  occurred  with  the 
loss  of  about  500  cc.  of  blood.  General  weakness 
was  an  outstanding  symptom,  with  paroxysms  of 
coughing  and  subsequent  dyspnea.  Three  weeks 
later,  marked  pulmonary  hemorrhages  recurred. 
Her  condition  grew  rapidly  worse  and  she  ex- 
pired on  her  455th  hospital  day. 

Blood  findings  on  admission:  Hbg.  88  per 

cent;  R.B.C.  6,040,000;  W.B.C.  13,400;  PMN.  Seg. 
42,  Band  17,  = 59;  lymphocytes  29;  monocytes  5; 
and  eosinophiles  7. 

Urines — not  remarkable.  Sputum — Acid  fast 
bacilli  were  constantly  present!  Vital  capacity 
1405  cc.  on  entrance.  Fell  to  960  (lowest  value 
immediately  following  surgery)  and  increased  to 
1425  cc.  eight  months  after  surgery  and  receded 
to  1042  one  month  prior  to  death.  The  X-ray 
films  on  entrance  revealed  evidence  of  bilateral 
apical  cavitation  and  a left  hydropneumothorax. 
The  heart  was  displaced  to  the  left. 

Throughout  the  course  of  her  illness  the  pa- 
tient’s temperature  curve  was  characterized  by 
a low-grade  diurnal  increase,  usually  in  the 
afternoons,  seldom  reaching  as  high  as  100  de- 
grees. The  highest  temperature  was  102.2. 

Anatomic  Diagnosis: 

1.  Bilateral  pulmonary  tuberculosis. 

2.  Atelectasis  of  left  lung  with  multiple  col- 
lapsed cavities. 

3.  Tuberculous  empyema,  left  thorax. 

4.  Multiple  tuberculous  cavities  and  tuber- 
culous pneumonia,  right  lung. 

5.  Chronic  adhesive  pleuritis,  bilateral. 

6.  Healed  thoracoplasty,  left  thorax. 

Thus  is  presented  the  end  stage  of  a process 
extending  over  a period  of  455  days  in  this  hos- 
pital and  two  years  in  a sanatorium,  which  prob- 
ably originated  at  about  the  age  of  15  subse- 
quent to  intimate  and  repeated  exposures  from  a 
tuberculous  relative.  Since  in  this  country  pul- 
monary tuberculosis  is  usually  contracted  by  in- 
timate contact  with  sputum  positive  tuberculous 
individuals,  the  principal  problem  in  the  control 
of  pulmonary  tuberculosis  is  fundamentally  that 
of  early  diagnosis  and  control  of  these  “sowers 
of  the  seed.” 

Early  diagnosis  demands  tuberculin  testing  of 
all  individuals  known  to  have  had  a contact  with 
active  tuberculosis,  careful  X-ray  studies  of  the 
lungs  of  all  cases  primitive  to  the  tuberculin  test, 
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and  repeated  examinations  of  the  sputum  of  all 
cases  presenting  X-ray  evidence  of  tuberculosis. 
Intelligent  control  of  early  tuberculosis  may  then 
be  instituted  on  the  basis  of  the  information  ob- 
tained from  these  examinations.  Society  may  as 
logically  demand  protection  from  an  individual 
with  tubercle  bacilli  in  his  or  her  sputum  as 
from  an  individual  with  any  other  communicable 
disease.  Not  only  is  such  an  individual  a par- 
ticular menace  to  the  health  of  friends,  family, 
attendants  and  associates,  but  also  becomes  an 
economic  liability  to  society.  Today,  the  control 
of  tuberculosis  is  largely  the  individual  problem 
of  the  physician.  If  it  is  impossible  for  individual 
physicians  to  control  the  tuberculous  patient,  and 
the  consequent  spread  of  tuberculosis,  society 
may  demand  its  control  by  other  means.  An  in- 
vestigation of  the  practicability  of  the  elimina- 
tion of  pulmonary  tuberculosis  is  being  con- 
ducted in  one  of  our  large  cities.  The  results  of 
this  investigation  will  perhaps  determine  the 
next  move  of  society  in  the  campaign  against 
this  dread  disease. 

Repeated  examinations  of  the  sputum  and  re- 
peated X-ray  chest  films  in  tuberculin  positive 
cases  are  a necessity.  It  is  medically  and  eco- 
nomically impractical  to  wait  for  the  classical 
symptoms  of  late  tuberculosis  as  revealed  by 
physical  examination  and  incipient  invalidism 
before  taking  the  positive  steps  necessary  to  con- 
trol the  tuberculous  patient.  The  course  of  the 
disease  as  outlined  in  this  history  is  familiar  to 
every  general  practitioner: — Repeated  exposures 
to  active  pulmonary  tuberculosis;  marriage  dur- 
ing the  early  (?)  stages  of  the  active  disease; 
a late  diagnosis,  and  pregnancy  during  an  active 
pulmonary  tuberculosis;  hesitation  as  to  the  use 
of  suitable  collapse  therapy;  and  the  eventual 
development  of  bilateral  disease  with  cavitations, 
with  a subsequent  poor  prognosis,  even  with  the 
late  use  of  collapse  therapy. 

In  the  last  analysis  the  problem  of  the  control 
of  tuberculosis  is  not  what  the  patient  can  afford 
or  the  physician  considers  practical,  but  what 
society  can  afford  or  will  tolerate.  Our  over- 
crowded sanatoria  and  the  deficiency  of  funds 
for  the  control  of  indigent  cases  are  ample  proof 
that  society  cannot  afford  to  neglect  any  tuber- 
culous patient. 

Dr.  George  M.  Curtis,  Commentator: 

This  resume  of  the  history  and  eventual  find- 
ings in  a thoroughly  studied  case  of  pulmonary 
tuberculosis  presents  many  points  of  interest.  I 
wish  to  consider  particularly  three  of  these:  The 
“blocked  pulmonary  cavity”  originally  present  at 
the  right  apex,  the  empyema  which  developed  in 
the  original  left  pneumothorax,  and  collapse 
therapy  in  the  control  of  the  disease. 

The  important  studies  of  Cadden,  Salkin  and 
their  associates  at  the  Hopemont  Sanatorium,  in 


West  Virginia,  have  added  greatly  to  our  knowl- 
edge of  the  “blocked  pulmonary  cavity.”  When 
this  patient  was  first  examined  the  physical 
signs  of  cavity  at  the  right  apex  were  equivocal, 
although  the  X-ray  picture  was  more  evident. 
Apparently  at  that  time  the  cavity  was  blocked, 
and  was  filled  with  a thick,  gummy  material  con- 
taining tubercle  bacilli.  In  smaller  cavities  this 
process  is  presumably  concerned  with  the  mech- 
anism of  healing.  Eventually  this  patient 
emptied  the  cavity,  raising  considerable  quan- 
tities of  a foul,  even  nauseating  sputum.  After 
evacuation  the  physical  signs  of  cavity  became 
evident. 

There  has  long  been  considerable  discussion 
concerning  the  “annular  shadows”  or  “ring 
shadows”  in  X-ray  films  of  patients  with  tuber- 
culosis of  the  lung.  Doubtless  some  of  these 
represent  “blocked  pulmonary  cavities,”  which 
may  heal  or  which  may  be  eventually  emptied. 
In  this  manner  may  occur  an  exacerbation  of  the 
sputum  production  with  the  expectoration  of  an 
unusual  form  of  sputum,  which  usually  contains 
tubercle  bacilli. 

This  patient  eventually  developed  an  empyema 
on  the  operated  side,  in  the  original  pneumo- 
thorax cavity.  Even  after  complete  healing  of 
the  thoracoplasty  there  was  residual  pain  in 
this  area.  This  represents,  of  course,  one  of  the 
hazai'ds  of  pneumothorax.  The  empyema  de- 
veloping within  the  pleural  cavity  is  usually 
tuberculous.  It  is  well  to  consider  this  possi- 
bility when  thoracoplasty  is  planned,  since  the 
manipulations  of  this  form  of  collapse  ‘therapy 
may  predispose  to  infection  of  the  open  pleural 
space.  Too,  thin-walled  and  peripheral  cavities 
may  even  rupture  into  it.  Consequently,  it  is 
well  to  aspirate  as  much  air  as  possible  pre- 
operatively,  even  then  empyema  may  subsequently 
develop,  and  require  suitable  management. 

This  case  shows  that  collapse  therapy,  and 
even  thoracoplasty,  may  be  accomplished  in  pa- 
tients with  bilateral  disease.  However,  it  is 
usually  more  effective  in  earlier  stages  when  the 
simpler  forms  are  applicable.  The  vital  capacity 
is  an  important  factor  in  evaluating  the  type  of 
management  to  be  followed.  Where  more  exten- 
sive collapse  therapy,  and  particularly  phrenic 
evulsion  or  thoracoplasty,  are  applied  vital  capa- 
city is  permanently  lost.  In  these  instances  the 
end  result  may  be  a vital  capacity  so  low  as  to 
cause  invalidism  or  a hazard  to  overworked  resi- 
dual lung. 

Collapse  therapy  is  a genuine  contribution  to 
the  treatment  of  pulmonary  tuberculosis.  Too, 
its  preventive  value  is  becoming  more  widely 
known  and  consequently  the  more  appreciated. 
The  rest  due  to  immobilization,  as  well  as  the 
relaxation  following  pneumothorax  or  a tem- 
porary paralysis  of  the  phrenic  nerve,  are  often 
sufficient  to  arrest  the  early  disease  and  prevent 
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cavity  formation.  Consequently  collapse  therapy 
is  to  be  considered  in  the  management  of  the 
early  forms. 

In  the  advanced  forms  of  pulmonary  tuber- 
culosis surgical  collapse  therapy  offers  real  hope, 
both  to  the  patient  and  to  society.  After  years 
of  the  best  of  medical  management  the  patient 
may  still  be  confined  to  a sanatorium  owing  to 
the  production  of  considerable  amounts  of  highly 
infected  sputum.  The  thick-walled,  open  cavity 
refuses  to  heal  in  spite  of  all  effort.  The  simpler 
forms  of  collapse  therapy;  pneumothorax,  pneu- 
monolysis if  adhesions  were  present,  or  phrenic 
paralysis  may  all  have  failed.  To  these  patients 
thoracoplasty  offers  a new  hope. 

Thoracoplasty  is  a more  formidable  procedure. 
It  is  effected  by  removing  varying  segments  of 
the  ribs.  There  ensues  collapse  of  the  then 
flaccid  chest  wall  and  closure  of  the  cavities  by 
compression  of  the  underlying  lung.  Immobiliza- 
tion of  the  chest  wall  also  follows.  It  is  to  be 
considered  only  after  other  simpler  measures 
have  been  tried  and  have  failed.  In  certain  in- 
stances it  may  follow  pneumothorax  treatments, 
when  these  have  failed  due  to  the  formation  of 
extensive  adhesions. 

There  are  a number  of  conditions  which  should 
be  fulfilled  before  advising  thoracoplasty.  The 
patient  should  show  evidence  of  the  ability  to 
heal  pulmonary  tuberculosis.  Such  facts  are  ob- 
tainable. The  outlook  is  brightest  in  those  pa- 
tients with  but  one  lung  involved.  Nevertheless 
thoracoplasty  may  be  accomplished  in  certain 
selected  patients  with  bilateral  disease. 

Thoracoplasty  is  a more  recent  collapse  pro- 
cedure. Its  results  are  excellent.  It  has  become 
safer  owing  to  the  division  of  the  entire  opera- 
tion into  a series  of  lesser  procedures  called 
“stages.”  Two-thirds  of  the  patients  for  whom 
it  is  indicated  and  carried  out,  are  improved. 
One-third  are  even  able  to  return  to  work.  There 
is,  thus,  reclaimed  to  society,  a group  of  in- 
dividuals otherwise  permanently  invalided. 

Collapse  therapy  is  not  only  curative  to  the 
patient,  but  it  is  also  preventive  to  society.  The 
sputum  producing  patient  with  pulmonary  tuber- 
culosis is  a menace  to  himself,  to  his  friends, 
family  and  attendants.  Sputum  producing  pa- 
tients are  truly  “sowers  of  the  seed.”  Collapse 
therapy  results,  as  a rule,  in  the  lessening  of 
sputum  production  and  often  in  its  complete 
cessation.  This  benefit  is  obvious. 

Recent  clinical  and  experimental  work  yields 
added  hope  that  the  actual  removal  of  portions 
of  a diseased  lung  is  to  become  a safe  procedure. 
The  consequent  surgical  advance  challenges  our 
imagination.  Pneumonectomy  will  not  be  a form 
of  collapse  therapy.  It  will  actually  remove  the 
disease. 

In  closing,  may  I repeat  that  the  ideal  treat- 
ment of  tuberculosis  is  eradication.  Prevention 


is  of  fundamental  significance.  The  physician  is 
often  able  successfully  to  cope  with  the  disease. 
Nevertheless,  collapse  therapy  is  a most  valu- 
able accessory.  Also,  surgery,  by  this  method, 
now  offers  new  hope  to  a class  of  patients  upon 
whom  the  best  of  medical  management  has  failed. 


We  Sometimes  Forget  - - - 

That  secretion  in  the  eyes  of  a four  or  five  day 
old  baby  may  be  due  to  silver  nitrate  instillation 
at  birth.  Such  secretion,  however,  should  always 
be  examined  for  the  causative  organism. 

That  constantly  tearing  eyes  beyond  the  fifth 
or  sixth  month  usually  means  occluded  tear  ducts. 

That  strabismus  is  not  a condition  that  is 
“outgrown”.  The  fact  that  one  eye  turns  shows 
that  something  is  wrong  with  the  child’s  vision, 
ocular  musculature,  tissues  of  the  turned  eye,  the 
ability  to  use  both  eyes  together,  or  a combina- 
tion of  the  foregoing. 

That  “backward”  children  in  school  may  be 
simply  victims  of  poor  vision.  All  school  children 
should  have  a routine  eye  examination  pre- 
ferably by  an  ophthalmologist. 

That  glasses  should  be  prescribed  by  an  oculist 
after  an  examination  under  homatropine  for 
most  individuals  under  thirty.  This  is  necessary 
because  during  the  first  three  decades,  the  ac- 
commodation is  strong  enough  to  cover  up  a high 
refractive  error,  leaving  the  examiner  none  the 
wiser.  Thus,  it  becomes  a choice  of  an  exact 
mathematical  method  against  one  of  trial  and 
error. 

That  a red  or  pink  eye  is  not  always  simple 
conjunctivitis.  Early  signs  of  iritis  and  glaucoma 
start  with  a mild  injection  and  no  pain.  If  iritis 
is  treated  expectantly  for  a few  days,  synechia 
may  develop  which  complicates  the  case.  If  early 
glaucoma  is  overlooked,  appropriate  treatment 
may  be  delayed  to  the  detriment  of  future  vision. 

That  diagnostic  aid  in  many  systemic  con- 
ditions can  be  given  by  a careful  eye  examina- 
tion. 

That  the  ocular  fundus  presents  the  only  op- 
portunity in  the  body  to  view  living  nervous 
tissue  and  vascular  structures  in  situ  without 
surgical  manipulation. — Albert  L.  Brown,  M.D., 
Cincinnati,  Ohio. 


Collapse  therapy,  in  freeing  the  sputum  of 
tubercle  bacilli,  becomes  one  of  the  most  im- 
portant public  health  measures  by  making  safe 
patients  who  would  otherwise  be  a menace  to 
themselves  and  others.  Accomplishing  this,  short 
sanatorium  residence  should  be  adequate  for  the 
necessary  hygienic  training  in  the  education  of 
the  tuberculous  patient. 


CORONARY  THROMBOSIS 

By  JOHNSON  McGUIRE,  M.D.,  Cincinnati,  Ohio 


The  Author 

• Dr.  McGuire  is  a graduate  of  Johns  Hopkins 
University  School  of  Medicine,  1924;  member, 
Central  Society  for  Clinical  Research;  attend- 
ing physician,  Cincinnati  General  Hospital;  as- 
sistant professor  medicine,  University  of  Cin- 
cinnati. 


History;  The  patient,  a physician  of  56,  who 
had  gone  at  once  into  business  following  gradua- 
tion from  medical  school,  was  admitted  to  a 
private  hospital  in  May,  1936.  He  was  a man  of 
exemplary  habits,  who  had  neither  smoked  nor 
used  alcohol  during  his  entire  life.  His  father  had 
died  at  fifty  from  heart  trouble.  His  mother  was 
still  alive.  In  his  early  life  the  patient’s  health 
had  been  excellent  and  except  for  a skull  frac- 
ture caused  by  an  automobile  accident  many 
years  before,  he  had  enjoyed  excellent  health, 
despite  much  hard  work  and  a considerable  de- 
gree of  nervous  strain  associated  with  business 
and  professional  interests.  He  believed  that  his 
excellent  health  was  the  result  of  regular  exercise 
consisting  of  daily  calisthenics  and  frequent 
games  of  handball  during  the  week.  On  Sundays 
it  was  his  custom  to  take  rapid  eight  mile  walks 
with  occasional  half  mile  sprints.  Three  years 
before  the  present  illness  he  had  noted  peculiar 
tingling  pains  in  his  right  shoulder,  upper  arm 
and  forearm  which  was  diagnosed  by  the  attend- 
ing physician  as  arthritis.  He  felt  that  this  dis- 
comfort was  aggravated  by  violent  exertion,  but 
felt  that  it  was  wise  to  keep  his  joints  from  be- 
coming stiff  and  continued  with  his  exercise. 
Shortly  thereafter  the  tingling  in  his  arm  be- 
came associated  with  epigastric  distress.  There 
was  no  precordial  pain  nor  any  discomfort  in  his 
chest.  A physician  examined  the  patient  and 
made  the  diagnosis  of  bursitis  as  X-rays  of  the 
joints  were  negative.  Three  weeks  before  ad- 
mission to  the  hospital  he  had  a severe  attack  of 
“neuralgia”  in  both  arms  while  playing  bridge 
and  consulted  a dentist  in  the  hope  of  eliminat- 
ing possible  foci  of  infection  about  the  teeth. 
None  was  found  and  he  was  referred  to  a neur- 
ologist, who  found  no  evidence  of  peripheral 
neuritis  but  found  the  blood  pressure  to  be 
160/120  and  the  pulse  155  and  irregular.  He  had 
been  told  several  years  before  that  he  had  slight 
hypertension.  A few  days  later  immediately  after 
dinner  the  patient  developed  severe  knife-like 
pain  in  both  shoulders,  more  marked  in  the  left. 
The  pain  radiated  down  the  left  arm  into  the 
thumb  and  index  finger.  The  pain  was  excruciat- 
ing and  persistent  and  accompanied  by  some  pre- 
cordial oppression  and  moderate  dyspnea.  A 
physician  was  called  to  see  the  patient  and 
promptly  gave  morphine,  gr.  % with  much  im- 
provement in  the  pain  and  dyspnea.  At  6:00  A.M. 
the  patient  coughed  up  a cup  full  of  bright  red 
blood  and  was  brought  to  the  hospital  by  ambu- 
lance shortly  thereafter. 

Physical  examination:  When  seen  by  me  the 
patient  was  propped  up  in  bed,  sweating  freely 
and  breathing  rather  rapidly.  There  was  slight 
cyanosis  of  the  lips  and  nail  beds.  Pulse  was  100 
and  regular.  The  blood  pressure  120/80.  Oph- 
thalmoscopic examination  showed  moderate 
arteriosclerosis  without  hemorrhages  or  exudate. 
Examination  of  the  heart  showed  no  visible  apex 
impulse.  Relative  cardiac  dulness  measured 
3x10  to  percussion;  retrosternal  dulness  5 cm. 
Ausculatory  findings  were  rather  extraordinary, 
as  one  could  hear  distinctly  a presystolic  gallop, 
a systolic  murmur,  and  a to  and  fro  friction  rub 
of  moderate  intensity.  There  were  medium  moist 
rales  at  both  lung  bases.  These  findings  were 


more  marked  at  the  right  lung  base.  Both  lungs 
were,  however,  resonant  to  percussion.  Abdomen 
and  extremities  were  negative.  Diagnosis  of 
coronary  thrombosis,  myocardial  infarction  and 
pulmonary  infarction  was  made  and  an  electro- 
cardiogram taken,  which  showed  an  incomplete 
bundle  branch  block  with  “coronary”  T waves 
in  lead  3. 

Treatment  and  Course:  The  patient  was  given 
morphia,  gr.  1/6,  aminophyllin,  iy2  grams,  t.i.d., 
placed  on  a Karrell  diet  and  ordered  to  remain 
completely  at  rest  and  motionless  in  bed  and 
special  nurses  were  instructed  to  see  that  these 
orders  were  accurately  followed.  No  laxative  or 
enema  was  advised.  By  evening  the  temperature 
was  99.8°.  White  blood  count  was  12,350.  Urine 
contained  1+  albumin. 

The  following  morning  blood  pressure  had  fal- 
len to  95/60  but  there  was  no  pain  in  the  pre- 
cordium  or  arms  and  the  patient’s  general  ap- 
pearance suggested  improvement.  A second 
electrocardiogram  showed  more  marked  inversion 
of  the  T waves  in  leads  2 and  3 than  on  the 
previous  day.  Cardiac  signs  were  unchanged  ex- 
cept for  the  disappearance  of  pericardial  friction 
rub. 

For  the  next  three  weeks  the  patient’s  general 
condition  showed  slight  improvement  when  sud- 
denly he  developed  paroxysmal  dyspnea  at  night 
and  examination  showed  the  reappearance  of 
rales  at  both  lung  bases.  There  was  expectoration 
of  pinkish  frothy  sputum.  Pulse  rose  to  110  and 
the  patient  was  extremely  apprehensive.  Gallop 
rhythm  had  become  definitely  accentuated.  It 
was  clear  that  congestive  heart  failure  had  de- 
veloped at  complete  rest  and  it  was  determined  to 
try  the  effect  of  digitalization,  a procedure  not 
advocated  by  most  cardiologists  immediately 
following  coronary  thrombosis.  The  drug  was 
given  in  three  grain  doses  for  ten  doses,  and  the 
improvement  was  spectacular,  lungs  clearing, 
dyspnea  disappearing  like  magic  and  gallop 
rhythm  becoming  barely  audible. 

Shortly  thereafter  the  patient  was  sent  to  his 
home  and  placed  under  the  care  of  his  family 
physician.  At  the  end  of  a month  he  began  to 
notice  tugging  sensations  about  the  heart  and 
the  physician  noted  the  occurrence  of  occasional 
ventricular  extrasystoles  and  for  this  reason  dis- 
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continued  digitalis,  which  he  had  been  taking  in 
daily  doses  of  IV2  grains.  A month  thereafter, 
although  still  at  rest  in  bed,  signs  of  congestive 
failure  reappeared,  nocturnal  dyspnea,  pulmonary 
congestion,  gallop  rhythm.  Digitalization  was 
carried  out  a second  time  with  immediate  im- 
provement, but  on  this  occasion  the  drying  up  of 
the  congested  lungs  was  accelerated  by  the  ad- 
ministration of  mercupurin  (the  German  clini- 
cians have  for  a long  time  recognized  the  value  of 
mercurial  diuretics  in  alleviating  pulmonary 
oedema  as  well  as  dropsy).  As  the  extrasystoles 
reappared  and  annoyed  the  patient  Digxin  was 
substituted  for  the  powdered  leaves  of  digitalis 
and  no  further  extrasystoles  have  occurred  to 
date. 

Summary:  The  interesting  features  of  this 
case  are: 

A.  The  duration  for  seven  years  of  symptoms 
of  angina  pectoris,  first  thought  to  be  arthritis; 
secondly  bursitis;  thirdly  neuritis,  and  only  cor- 
rectly interpreted  when  characteristic  coronary 
thrombosis  occurred,  even  though  the  patient  was 
a graduate  physician: 

B.  The  complete  disappearance  of  angina  pec- 
toris following  coronary  thrombosis  and  myo- 
cardial infarction. 

C.  The  brilliant  response  to  digitalis  therapy 
of  the  signs  and  symptoms  of  congestive  heart 
failure  which  appeared  at  bed  rest  a month  after 
the  occurrence  of  cononary  thrombosis. 


BRUCELLOSIS:  Case  Report 

By  LOUIS  N.  JENTGEN,  M.D.,  Columbus,  Ohio 

ALTHOUGH  some  2,000  cases  of  brucellosis 
are  reported  each  year  in  the  United 
States,  the  disease  has  never  been  con- 
sidered a serious  health  problem,  because  of  its 
low  mortality  rate.  Ivestigation  of  the  records 
of  the  City  Board  of  Health  of  Columbus,  Ohio, 
shows  but  two  cases  reported  in  this  community 
in  the  past  year. 

Due  to  the  prolonged  disability,  the  result  of 
undulant  fever,  and  its  present  day  response  to 
proper  therapy,  we  consider  it  an  important 
diagnostic  problem.  Undulant  fever  is  too  fre- 
quently confused  with  influenza,  typhoid,  rheu- 
matic fever,  endocarditis,  and  tuberculosis.  With 
these  thoughts  in  mind  we  present  the  following 
case: 

Sister  L.,  age  54,  was  serving  on  an  Indian 
reservation  in  South  Dakota,  at  a teacher.  She 
had  always  enjoyed  good  health  until  the  fall  of 
1934  when  she  was  confined  for  six  weeks  with 
fever,  malaise,  sweating,  and  pain  in  the  ob- 
domen.  A peculiar  watery,  foul,  stool  accom- 
panied the  above  symptoms.  A diagnosis  of 
gastro-intestinal  influenza  was  made  at  this  time. 
These  paroxysms  recurred  at  intervals,  varying 
from  two  to  three  months,  until  August  15,  1936, 
when  she  was  returned  to  Columbus,  Ohio. 

On  October  26,  1936,  she  was  admitted  to  St. 
Ann’s  Hospital  with  a temperature  of  102°, 
pulse  of  85,  and  respirations  24,  complaining  of 
marked  fatigue,  pain  in  the  abdomen,  and  loss  of 
appetite.  Blood  pressure  was  136/80. 


Physical  examination  at  this  time  revealed  an 
adult  female,  56  years  of  age,  weighing  165  lbs., 
5'  11"  tall,  who  stated  that  she  had  lost  some  25 
lbs.  in  the  past  two  years.  Physical  examination 
was  essentially  negative  except  for  diffuse  ten- 
derness over  the  abdomen,  a moderate  amount  of 
distention,  and  slight  swelling  of  the  left  leg. 
Blood  examination  on  October  27,  1936,  revealed 
the  following: 

Erythrocytes,  3,360,000;  leukocytes,  6,600;  Hb. 
65  per  cent. 

Differential  neutrophilic;  polymorphonuclears, 
68  per  cent;  small  lymphocytes,  29  per  cent; 
eosinophiles,  1 per  cent;  monocytes,  1 per  cent. 

The  urine  was  completely  negative  throughout 
the  course  of  the  illness. 

A Widal  test  was  returned  suspicious  of  ty- 
phoid fever,  confirming  our  clinical  impression. 
Due  to  the  long  standing  and  recurrence  of 
similar  attacks,  an  agglutination  test  for  un- 
dulant fever  was  done  which  was  also  positive 
in  the  dilution  of  1 — 40. 

Pyrexia  continued  for  the  next  12  days  of 
observation,  temperature  varying  from  100°  in 
the  morning  to  103°  in  the  late  afternoon.  The 
respiratory  rate  and  the  pulse  rate  would  follow 
the  fever  course  with  marked  definiteness. 
Large,  soft,  offensive  stools,  greenish  in  color 
with  pain  on  evacuation,  occurred  at  frequent 
intervals. 

On  November  11,  1936,  the  blood  picture  was 
as  follows: 

Erythrocytes,  2,600,000;  leukocytes,  4,800;  Hb. 
60  per  cent 

Differential  neutrophilic  polymorphonuclears, 
72  per  cent;  small  lymphocytes,  26  per  cent; 
monocytes,  2 per  cent. 

On  this  date  the  Widal  test  was  negative  and 
an  agglutination  test  for  undulant  fever  was 
positive  in  the  dilution  of  1 — 80. 

Liver  extract  2 cc.  parenterally  was  given 
every  other  day  to  cope  with  the  secondary 
anemia.  A stock  micrococcus  melitensis  vaccine 
was  obtained  and  a skin  test  with  this  vaccine 
was  definitely  positive.  This  same  vaccine  was 
started  as  a therapeutic  measure  on  Nov.  11, 
1936,  with  a sub-cutaneous  dose  of  4 minims. 
Only  a moderate  reaction  was  observed.  On  Nov. 
14,  8 minims  were  given;  Nov.  17,  12  minims; 
Nov.  24,  1 cc.;  and  on  Nov.  28,  1 cc. 

Except  for  a slight  pyrexia  of  100°  in  the 
afternoon  on  two  occasions  following  the  second 
dose  of  vaccine,  temperature  became  normal  and 
remained  so  throughout  the  subsequent  course  of 
this  illness. 

After  Nov.  19  the  patient  was  completely 
afebrile,  pain  in  the  abdomen  had  disappeared 
and  the  stools  became  normal.  Her  convalescence 
was  uneventful  and  she  was  discharged  from  the 
hospital  Dec.  4,  1936,  completely  free  of  her 
symptoms  with  a blood  picture  as  follows: 

Erythrocytes,  4,960,000;  leukocytes,  8,500;  Hb. 
80  per  cent. 

Differential  neutrophilic  polymorphonuclears, 
74  per  cent;  small  lymphocytes,  23  per  cent; 
monocytes,  3 per  cent. 

Weight  180  pounds. 

SUMMARY 

1.  A case  of  undulant  fever  is  here  presented. 

2.  Twenty-four  months  had  elapsed  without 
the  establishment  of  a working  diagnosis. 

3.  The  sporadic  occurrence  of  this  disease  and 
the  long  period  of  disability  should  make  every 
physician  cognizant  of  its  presence. 


Kept  by  David  A.  Tucker,  Jr.,  M.D.,  Cincinnati,  Ohio 


MILESTONES  IN  ANCIENT  TOLEDO  MEDICINE 

L.  R.  Effler,  M.D.,  Toledo,  Ohio 


IT  IS  interesting-  to  go  over  the  minutes  of  the 
old  Toledo  Medical  Association  and  note  the 
matters  that  engaged  the  attention  of  our 
medical  pioneers  in  the  early  days  of  Toledo  and 
Northwestern  Ohio.  An  attempt  was  made  by  us 
to  record  a few  of  these  incidents  in  this  Journal 
in  1936.  The  present  essay  is  a continuation  of 
the  same  subject  for  1937. 

For  purposes  of  greater  clarity,  your  essayist 
has  divided  the  medical  history  of  this  region 
into  four  periods: 

1)  Prehistoric,  which  runs  from  the  days  of 
the  Northwest  Territory  in  Ohio  to  1850. 

2)  Ancient,  which  runs  from  the  foundation  of 
the  first  medical  society  here  in  1850  to  1902. 

3)  IVJedieval,  which  runs  from  the  foundation  of 
the  Academy  of  Medicine  of  Toledo  and 
Lucas  County  in  1902  till  1925. 

4)  Modern,  which  runs  from  the  date  of  appoint- 
ment of  our  executive  secretary  in  1925  up  to 
and  including  the  present  time. 

It  will  be  remembered  that  the  Toledo  Medical 
Association  was  founded  here  in  1850.  A rival 
organization  sprang  up  later  under  the  name  of 
the  Lucas  County  Medical  Association.  Due  to 
overlapping  membership,  a consolidation  of  the 
two  societies  was  effected  in  1902.  Out  of  this 
consolidation,  came  our  present  Academy  of 
medicine  of  Toledo  and  Lucas  County. 

Our  first  literary  contribution  concerned  mostly 
data  taken  from  the  prehistoric  period.  The 
present  agenda  are  taken  mostly  from  the  ancient 
historical  period. 

(1)  Organization:  As  mentioned  in  our  prev- 
ious essay,  seven  physicians  met  at  the  call  of 
Dr.  Graham  on  September  22,  1851,  for  the 

purpose  of  organizing  a medical  society.  The 
names  of  these  seven  immortals  are:  Drs.  Gra- 
ham, Jones,  Hazlett,  Timpany,  Scott,  Taylor,  and 
Dawson.  A Constitution  and  By-Laws  were 
drafted  and  the  Toledo  Medical  Association  was 
born.  Dr.  Graham  was  elected  first  president. 


The  Author 

® Dr.  Effler,  in  addition  to  his  clinical  writing, 
is  well  known  for  his  articles  on  medical 
economics,  medical  history  and  travel,  and  is 
writing  a Medical  Scrap  Book  after  the  style  of 
these  notes. 


(2)  Suspension:  The  terrible  cholera  epidemic 
in  Toledo  during  1852  caused  a temporary  sus- 
pension of  activities  of  the  Toledo  Medical  Asso- 
ciation. A revival  took  place  in  1856  under  the 
presidency  of  Dr.  Jacob  Clark  with  a'  new  Con- 
stitution and  new  By-Laws. 

(3)  Apostolic  Succession:  The  past  presidents 
of  the  Toledo  Medical  Association  and  its  suc- 
cessor, The  Academy  of  Medicine  of  Toledo  and 
Lucas'  County,  appear  in  the  order  of  their  suc- 
cession: 


H.  Graham 

.1851 

J.  F.  Aris 

1882 

J.  Clark 

.1856 

J.  T.  Lawless 

.1883 

W.  W.  Jones 

1859 

C.  H.  Reed 

1884 

W.  Daniels 

.1860 

H.  A.  Root 

.1885 

S.  Bergen 

.1861 

J.  T.  Woods 

1886 

S.  Bergen 

.1862 

J.  T.  Woods 

.1887 

C.  Plessner 

.1863 

J.  A.  Duncan 

.1888 

C.  Cochran 

.1864 

J.  A.  Duncan 

1889 

J.  W.  Bond  . 

.1865 

A.  R.  Smart 

1890 

S.  S.  Thorne 

.1866 

H.  Hathaway 

1891 

S.  S.  Thorne 

.1867 

J.  H.  Curry 

1892 

S.  S.  Thorne 

1868 

J.  L.  Tracy  

1893 

S.  S.  Thorne  

1869 

J.  M.  Bessey 

.1894 

S.  W.  Skinner 

1870 

O.  Hasencamp 

1895 

J.  G.  Nolen  

1871 

J.  C.  Reinhart 

1896 

G.  A.  Collamore  .. 

1872 

W.  C.  Chapman  ... 

.1897 

L.  H.  Bodman  

1873 

T.  Hubbard 

1898 

W.  T.  Ridenour 

1874 

W.  H.  Snvder  

1899 

J.  M.  Waddick  . .. 

.1875 

W.  H.  Fisher 

1900 

S.  F.  Forbes 

1876 

W.  H.  Fisher 

1901 

C.  A.  Kirkley  — 

1877 

John  North  

1902 

W.  C.  Chapman 

. 1878 

J.  H.  Jacobson  

1903 

D.  P.  Chamberlin 

1879 

J.  A.  Wright 

1904 

A.  W.  Fisher  ..  .. 

1880 

Thomas  Hubbard 

1905 

H.  M.  Schnetzler 

1881 

H.  L.  Smead 

.1906 
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Walter  Snyder 1907 

C.  N.  Smith 1908 

J.  A.  Duncan 1909 

J.  G.  Keller 1910 

L.  C.  Grosh 1911 

C.  W.  Moots 1912 

W.  A.  Dickey 1913 

J.  L.  Watson 1914 

P.  Hohly 1915 

L.  Miller 1916 

C.  Lukens 1917 

C.  Lukens  1918 

C.  W.  Waggoner.— 1919 

E.  W.  Doherty 1920 

L.  A.  Levison  _.1921 

J.  F.  Wright 1922 


F.  W.  Alter 1923 

L.  F.  Smead 1924 

J.  T.  Murphy 1925 

E.  J.  McCormick  ...1926 
W.  W.  Alderdyce.1927 

E.  I.  McKesson 1928 

T.  H.  Brown 1929 

B.  J.  Hein 1930 

B.  G.  Chollett 1931 

E.  B.  Gillette -1932 

L.  R.  E filer— .1933 

M.  D.  Haag.. —1934 

T.  L.  Ramsey 1935 

L.  R.  Carr  1936 

F.  M.  Douglass  .1937 


(4)  Sections:  Prior  to  1871,  the  Toledo  Medi- 
cal Association  was  divided  into  three  sections: 
a)  Medical;  b)  Surgical;  c)  Obstetrical. 

On  February  10,  1871,  the  society  was  divided 
into  five  sections:  a)  Surgery  and  Anatomy;  b) 
Pathology  and  Microscopy;  c)  Pediatrics,  Gynec- 
ology, and  Obstetrics;  d)  Therapeutics  and  Prac- 
tical Medicine;  e)  Psychology  and  Medical  Juris- 
prudence. 

Now,  the  sections  are  divided  as  follows: 

First  Friday,  General;  Second  Friday,  Path- 
ology, Experimental  Medicine,  and  Bacteriology; 
Third  Friday,  Medical;  Fourth  Friday,  Surgical; 
Fifth  Friday,  Eye,  Ear,  Nose,  and  Throat. 

(5)  Hospitals:  The  seven  hospitals  of  Toledo 
were  established  in  this  order:  St.  Vincent’s  Hos- 
pital in  1855;  Toledo  Hospital  in  1874;  Women  s 
and  Children’s  Hospital  in  1884;  Flower  Hospital 
in  1902;  Robinwood  Hospital  in  1905;  East  Side 
Hospital  in  1909;  and  Mercy  Hospital  in  1913. 

(6)  Meeting  Dates:  The  regular  weekly  meet- 
ing date  of  the  Toledo  Medical  Association  was 
Thursday  evening.  This  date  was  set  down  in 
the  Constitution  as  early  as  August  22,  1856,  and 
continued  until  about  1900.  With  the  establish- 
ment of  the  present  Academy  of  Medicine  of 
Toledo  and  Lucas  County,  the  practice  was 
changed  to  Friday  evenings.  This  evening  is  set 
aside  by  most  members  as  “meeting  night”  and 
is  as  religiously  observed  as  the  Sabbath  itself. 

(7)  General  Anaesthesia:  At  the  regular  meet- 

ing of  the  Toledo  Medical  Association  on  April 
7,  1864,  an  interesting  item  occurred  in  the 

agenda.  This  was  the  period  in  which  “general 
anaesthesia”  was  nudging  its  way  into  promi- 
nence as  a milestone  in  medicine.  Dr.  Eaton  re- 
ported to  the  society  on  this  occasion  his  personal 
experience  in  having  a tooth  pulled  under  nitrous 
oxide  or  laughing  gas.  It  will  be  remembered 
that  this  gas  was  first  introduced  in  1844  by 
Horace  Wells,  a dentist  of  Hartford,  Connecticut. 

Ether  also  was  discovered  in  this  period.  It 
will  be  remembered  that  a controversy  still  wages 
on  the  priority  of  its  discovery  between  Dr. 
Crawford  Long  of  Jefferson,  Georgia,  who  claims 
1842  as  the  date  but  did  not  publish  his  claim 
until  sometime  later,  and  Dr.  William  Morton, 


who  first  administered  ether  in  1846  in  a semi- 
public surgical  clinic  at  the  Massachusetts  Gen- 
eral Hospital  in  Boston.  Morton  made  every 
effort  to  convince  the  profession  that  he  was  the 
rightful  discoverer.  He  even  went  about  the 
country  pressing  his  claim.  It  is  interesting  to 
note  that  at  its  meeting  of  August  9,  1867,  Mor- 
ton appeared  personally  before  the  Toledo  Medi- 
cal Association  with  an  address:  “The  Origin  of 
Anaesthetics.” 

(8)  Local  Anaesthesia:  At  a meeting  of  the 
Toledo  Medical  Association  on  December  11.  1886, 
the  subject  of  “Cocaine  Anaesthesia”  was  bruited 
back  and  forth  with  a report  of  several  cases. 
This  discovery  in  1884  constitutes  another  mile- 
stone in  medicine.  The  Toledo  Society  prided 
itself  upon  its  progressiveness  inasmuch  as,  only 
two  years  after  its  discovery,  it  was  taking  up 
this  new  idea  with  true  scientific  fervor. 

(9)  Antiseptic  Surgery:  At  a meeting  on  May 
25,  1887,  the  first  mention  is  made  in  society 
transactions  of  “antiseptic  surgery.”  This  is 
another  milestone  in  medicine.  It  will  be  remem- 
bered that  Lister’s  epoch-making  researches  in 
this  field  were  being  conducted  at  this  time.  It  is 
interesting  to  note  that  one  of  the  society  mem- 
bers, in  discussing  the  merits  of  this  subject,  ven- 
tured the  opinion  with  a naivete  and  scepticism 
characteristic  of  the  time  that  “antiseptics  would 
have  their  day  and  die  a natural  death.” 

(10)  Diphtheria:  At  a meeting  of  June  14, 
1889,  of  the  Toledo  Medical  Association,  mention 
is  made  of  another  milestone  in  Medicine.  This 
had  to  do  with  the  battle  against  diphtheria  by 
means  of  a new  invention.  Needless  to  say,  the 
reference  is  to  Dr.  O’Dwyer’s  “intubation  tube”. 

Hitherto,  diphtheria  had  been  a dread  menace. 
Its  mortality,  especially  in  laryngeal  cases,  ran 
as  high  as  50  per  cent  and  75  per  cent.  No  ade- 
quate treatment  had  been  found  to  cope  with  it. 
Tracheotomy  met  with  only  indifferent  success. 
The  hopelessness  of  the  situation  is  well  pictured 
in  Sir  Luke  Fildes’  famous  painting,  “The  Doc- 
tor.” 

It  may  be  guessed  that  the  “intubation  tube”, 
therefore,  was  accepted  as  a real  hope  in  a 
hitherto  hopeless  situation.  This  was  true  not 
only  of  the  doctors  throughout  the  country  but 
of  the  doctors  as  well  who  made  up  the  Toledo 
Medical  Association.  Fortunately,  only  a few 
more  years  were  to  elapse  before  Von  Behring’s 
discovery  in  1891  of  “diphtheria  antitoxin.”  This 
was  to  prove  the  turning-point  whereby  diph- 
theria was  destined  in  our  day  to  dwindle  almost 
to  the  vanishing  point. 


The  United  States  Post  Office  Department  has 
issued  an  order  barring  Jane  and  Company, 
Georgetown,  Ohio,  from  further  use  of  the  mails 
in  the  sale  of  an  alleged  eye  remedy. 


THE  IMPORTANCE  OF  PERIODIC  PHYSICAL  EXAMINATIONS  * 

By  JOHN  J.  BRANDABUR,  M.D.,  Huntington,  West  Virginia 


THE  periodic  physical  examination  is  a 
dream  of  long  ago  of  the  American  Medi- 
cal Association  with  the  idea  of  detecting 
diseases  in  their  beginning  in  order  that  the 
patient’s  habits  of  living  might  be  so  modified 
under  regulated  medical  supervision  that  his 
health  will  be  conserved  and  his  life  prolonged 
for  many  years  of  usefulness  and  enjoyment,  and 
not  because  of  any  medical  aggrandizement. 
Strange  to  say,  despite  the  fact  that  we  are  in- 
terested primarily  in  the  personal  health  and 
welfare  of  the  community,  the  general  practi- 
tioner or  family  doctor  has  made  very  little 
progress  in  regard  to  periodic  physical  examina- 
tions, but  it  all  sums  up  to  this,  that  the  public 
must  see  the  results  with  its  benefits  accruing 
to  them. 

The  Chesapeake  and  Ohio  Railway  Company 
started  these  examinations  about  May  1,  1934. 
We  have  just  completed  the  second  annual  ex- 
amination. 

Our  first  concern  is  with  vision.  In  1934,  out 
of  2,130  men  examined,  there  were  only  988  with 
normal  vision,  and  649  whose  vision  was  cor- 
rected with  proper  glasses.  There  were  439  who 
needed  glasses  and  57  whose  vision  was  ques- 
tionable as  to  the  need  of  glasses.  In  1935,  a 
year  after  the  examinations  were  instituted, 
there  were  968  men  with  normal  vision  and  838 
whose  vision  was  corrected  with  glasses,  and 
the  number  of  men  needing  glasses  was  re- 
duced from  493  to  193,  or  a reduction  of  246. 
In  other  words,  we  can  safely  say  that  the  vision 
of  246  men  has  been  improved. 

The  ages  of  this  particular  group,  which  com- 
prises only  the  engineers  and  firemen,  range 
from  25  years  to  76  years  of  age,  so  that  our 
figures  certainly  give  us  a wide  enough  scope 
to  carry  out  this  study.  Furthermore,  these  men 
may  be  classed  as  the  normal  average  individual, 
because  they  are  carrying  on  their  usual  occupa- 
tion and  are  not  coming  to  us  with  any  com- 
plaints of  illness.  In  1934  there  were  277  men 
overweight.  After  1935  we  still  had  240  men 
overweight,  or  a reduction  of  only  37  men, 
which  proves,  as  I see  it,  that  railroaders  have 
good  appetites  and  it  is  hard  to  curb  them. 

In  1934  there  were  317  men  who  had  defective 
teeth,  and  in  1935  this  figure  was  reduced  to  189, 
or  a reduction  of  128.  In  practically  all  of  these 
cases  we  have  a letter  from  the  dentist  stating 

Excerpts  from  an  address  before  the  clinic  of  physi- 
cians and  surgeons  of  the  Western  General  Division  of  the 
Chesapeake  and  Ohio  Railway  Company,  at  Huntington, 
West  Virginia,  April  16,  1936. 

♦This  article  dealing  with  a phase  of  Practical  Preven- 
tive Medicine,  is  the  fifteenth  of  a series  prepared  at  the 
request  of  THE  JOURNAL. 


that  the  teeth  have  been  treated.  These  figures 
do  not  include  small  cavities,  but  only  very  evi- 
dent defects,  such  as  pyorrhea  or  dead  teeth 
which  might  be  classed  as  foci  of  infection. 
Under  this  class  we  place  infected  tonsils.  In 
1934  there  were  83  cases  of  infected  tonsils,  and 
this  figure  was  reduced  to  33  in  1935. 

According  to  most  authorities  there  is  very 
little  that  can  be  done  for  patients  with  ab- 
normal blood  pressure,  yet  the  results  of  our 
examination  show  437  men  in  1934  with  ab- 
normal blood  pressure,  and  in  1935  this  was  re- 
duced to  262,  and  of  this  262  who  still  showed  an 
abnormal  pressure,  75  have  shown  a very  defi- 
nite improvement.  It  is  interesting  to  note  that 
the  reduction  is  just  as  good  in  those  past  55 
years  of  age.  For  an  example,  of  the  employes 
62  years  of  age,  there  were  48  per  cent  who  had 
an  abnormal  blood  pressure  in  1934,  and  only  15 
per  cent  in  1935.  The  particular  point  to  be 
noted  here  is  that  very  few  of  these  cases  had 
any  symptoms,  such  as  headache,  dizziness,  etc., 
sufficiently  marked  to  alarm  the  patient.  Yet 
we  know  that  the  discovery  of  this  condition 
early  is  of  importance  because  persistent  hyper- 
tension tends  to  impair  the  structure  of  the 
arterial  walls  thus  leading  to  the  development  of 
premature  sclerotic  processes.  These  significant 
observations  certainly  show  us  the  necessity  of 
early  treatment  in  cases  of  hypertension. 

Considering  the  ages  of  these  men  and  their 
strenuous  activity,  it  is  surprising  that  out  of 
2,130  we  only  find  99  in  1934  with  abnormal 
heart  action,  and  in  1935  this  figure  was  re- 
duced to  81.  This  includes  any  irregularities, 
murmurs,  etc.  All  of  these  cases  were  called 
into  the  Huntington  office  for  a recheck  and 
then  referred  to  the  hospitals  to  determine  if 
possible  the  extent  of  heart  damage,  and  where 
questionable,  these  men  were  removed  from 
service. 

It  is  often  considered  a waste  of  time  to  carry 
out  a urinalysis.  Yet  our  figures  show  that  this 
is  a very  important  phase  of  any  examination, 
and  in  my  opinion  no  routine  examination  of  any 
patient  is  complete  without  a urinalysis.  This 
is  borne  out  by  the  fact  that  in  1934  we  found 
139  cases  with  traces  of  albumin  in  the  urine, 
and  in  1935  this  was  reduced  to  69  cases.  There 
were  33  cases  in  1934  who  had  traces  of  sugar, 
and  in  1935  there  were  40  such  cases  found.  It 
is  also  surprising  that  despite  the  fact  that  a 
routine  prostatic  examination  is  not  made  in  the 
preliminary  study  the  urinalysis  disclosed  suffi- 
cient abnormality  that  the  employe  was  so  in- 
formed by  letter  and  a more  thorough  genito- 
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urinary  check-up  disclosed  in  several  instances 
a pathological  prostate. 

In  the  matter  of  disqualifications — 49  men 
were  removed  from  service.  The  greater  per- 
centage of  these  were  men  who  came  within  our 
pension  requirements,  and  were  therefore  our 
oldest  employes. 

As  was  stated  in  making  this  summary,  our 
intention  was  not  to  present  the  unusual  but  to 
place  before  you  some  very  pertinent  facts 
found  by  routine  periodic  physical  examination 
embracing  only  those  cases  which  present  them- 
selves in  your  everyday  office  practice;  or  in 
other  words,  the  average  individual.  This 
average  individual  of  today  is  more  health-con- 
scious than  any  of  his  forefathers,  and  is  not 
content  only  to  live,  but  also  would  like  to  be 
robust,  energetic  and  healthy  and  to  know  that 
he  possesses  a clear  mind  so  that  he  can  readily 
compete  with  his  fellowmen  in  his  economic 
struggle,  and  it  is  our  duty  as  doctors  to  show 
him  how  he  can  do  this,  and  when  we  do  we 
will  realize  that  this  will  prove  to  be  one  of 
the  most  powerful  and  effective  means  for  im- 
proving and  maintaining  individual  health.  This 
is  the  ideal  which  we  are  aiming  to  accomplish 
not  only  with  the  idea  in  mind  of  eradicating 
the  very  evident  sources  of  focal  infection,  but 
with  the  thought  of  detecting  any  defects  which 
if  not  remedied  today  might  have  some  very 
harmful  effect  in  the  near  future. 


Summer  Meeting  of  Eighth  District  Will 
Be  Held  June  17  at  McConnelsville 

Many  southeastern  and  central  Ohio  physi- 
cians are  planning  to  attend  the  annual  summer 
meeting  of  the  Eighth  Councilor  District,  Ohio 
State  Medical  Association,  to  be  held  at  Rocky 
Glen  Sanatorium,  McConnelsville,  June  17.  An 
excellent  scientific  program  is  being  arranged  by 
the  officers  of  the  district,  Dr.  S.  E.  Pedigo, 
Athens,  president,  and  Dr.  J.  L.  Webb,  Nelson- 
ville,  secretary,  and  the  sanatorium  staff.  As 
on  former  occasions,  Dr.  Louis  Mark,  Columbus, 
director  of  the  sanatorium,  will  be  the  host, 
which  assures  all  physiicans  who  attend  an 
enjoyable  afternoon. 


Licensed  Through  Reciprocity 

Licenses  by  reciprocity  to  practice  medicine 
and  surgery  in  Ohio  have  been  granted  the  fol- 
lowing physicians  by  the  State  Medical  Board: 
Dr.  Frank  H.  Mayfield,  Cincinnati,  Medical  Col- 
lege of  Virginia;  Dr.  Francis  W.  Nusbaum,  Lan- 
caster, Indiana  University;  Dr.  Herbert  S. 
Reiehle,  Cleveland,  LTniversity  of  Freiburg;  Dr. 
John  S.  McGavic,  Cincinnati,  State  University 
of  Iowa,  and  Dr.  John  W.  Sonck,  Fairport,  Uni- 
versity of  Helsingfors. 


Board  of  Ophthalmology  Inaugurates 
Preceptorship  Program 

The  American  Board  of  Ophthalmology  has  de- 
cided to  establish  a Preparatory  Group  of  pros- 
pective candidates  for  its  certificate,  the  plan 
being  to  assist  physicians  who  wish  to  study 
ophthalmology  so  that  they  may  become  ac- 
ceptable as  candidates  for  examination  and  cer- 
tification when  they  have  completed  the  require- 
ments. 

Any  graduate  or  undergraduate  of  an  ap- 
proved medical  school  is  eligible  to  make  ap- 
plication for  membership.  Candidates  will  be 
notified  by  the  Secretary  when  the  Board  has  ac- 
cepted their  applications.  If  accepted,  data  will 
be  sent  concerning  ethical  and  educational  re- 
quirements. Syllabuses  and  other  information 
will  be  made  available  to  them. 

Information  and  advice  will  be  available  to 
members  in  this  group  through  preceptors  who 
are  members  or  associates  of  the  Board.  Mem- 
bers of  the  Preparatory  Group  must  keep  a sum- 
marized record  of  their  activities,  two  copies  of 
which  will  be  sent  to  the  Secretary  in  January  of 
each  year  and  will  be  incorporated  in  the  final 
application  for  examination  and  certification. 

The  fee  for  application  for  membership  in  the 
Preparatory  Group  will  be  $10.  This  will  be 
deducted  from  the  $50  which  is  required  of 
every  candidate  for  examination.  Applications 
should  be  sent  to  the  secretary,  Dr.  John  Green, 
3720  Washington  Blvd.,  St.  Louis,  Mo. 


New  Talkie  on  Syphilis  Produced 

The  production  of  a clinic  on  syphilis  in  a talk- 
ing motion  picture  is  being  made  by  the  Burton 
Holmes  organization  under  the  auspices  of  the 
American  Medical  Association  and  the  United 
States  Public  Health  Service.  It  is  expected  that 
the  picture  will  be  available  for  a first  showing 
at  the  A.M.A.  meeting  in  Atlantic  City,  June 
7-11.  Later  copies  will  be  made  available  to 
state  and  county  medical  societies,  hospitals,  and 
other  medical  meetings. 

After  a preliminary  announcement  in  the  pic- 
ture by  Surgeon  General  Thomas  Parran  and  Dr. 
Charles  Gordon  Heyd,  President  of  the  A.M.A., 
the  diagnosis  of  syphilis  is  covered  by  Dr.  John 
H.  Stokes,  Philadelphia.  Latent  syphilis  is  dis- 
cussed by  Dr.  Paul  A.  O’Leary,  Rochester,  Minn., 
the  treatment  of  syphilis  by  Dr.  Harold  N.  Cole, 
Cleveland;  late  syphilis  by  Dr.  Joseph  E.  Moore, 
Baltimore,  Md.,  syphilis  in  pregnancy  by  Dr. 
James  R.  McCord,  Atlanta,  Ga.,  syphilis  in  the 
child  by  Dr.  Philip  C.  Jeans,  Iowa  City,  Iowa, 
and  the  public  health  aspects  of  syphilis  by  Dr. 
R.  A.  Vonderlehr,  of  the  U.  S.  Public  Health 
Service. 


TUBERCULOSIS  ABSTRACTS 


A Review  for  Physicians  Issued  by  the  National  Tuberculosis  Association  and  Distributed 
by  Its  Component  Society,  the  Ohio  Public  Health  Association 


PROGNOSTIC  SIGNIFICANCE  OF  THE  TUBERCULIN 
REACTION 

NINETY-SIX  cases  of  clinical  tuberculosis 
were  studied  from  1925  to  1933.  Reac- 
tions to  the  tuberculin  test  were  minutely 
observed  and  the  cases  were  classified  as:  (1) 

Those  where  a strongly  positive  reaction  was 
obtained;  (2)  Those  where  a strongly  positive 
reaction  was  not  obtained.  Observation  of  these 
cases'  six  months  later  showed  that  55  per  cent  of 
those  who  had  not  reacted  strongly  were  prog- 
nostically  bad,  while  only  17  per  cent  of  those 
who  had  reacted  strongly  were  in  a like  con- 
dition. Of  the  former  18  per  cent  had  died,  of 
the  latter  only  4 per  cent. 

In  1933  the  survival  rate  for  the  whole  group 
was  53  per  cent,  of  the  strongly  positive  group 
56  per  cent,  of  those  not  strongly  positive  42  per 
cent,  or  a spread  of  14  per  cent  in  favor  of  the 
strongly  positive  group.  Selecting  only  sputum 
positive  cases  from  the  whole  group  results  were 
similar  but  with  a lower  differential,  8 per  cent. 

Further  evidence  of  the  prognostic  significance 
of  the  strongly  positive  reaction  may  be  deduced 
from  the  fact  that  such  pronounced  reactions  are 
usual  in  cases  of  extra -pulmonary  surgical  tuber- 
culosis and  that  there  is  little  tendency  for  these 
localized  lesions  to  become  generalized. 

Again  there  may  be  cited  the  accepted  vulnera- 
bility to  tuberculosis  found  in  the  “virgin  soil” 
of  primitive  races  as  illustrated  by  the  severity 
of  the  disease  among  American  Indians  or  in 
Professor  Cummins’  studies  among  the  natives  of 
South  Africa.  Dr.  Cummins  speaks  of  the  “na- 
tural liability”  to  tuberculous  infection  asso- 
ciated with  “virgin  soil”  as  a “dangerous  defile 
at  the  very  start  of  the  road  toward  immunity.” 
It  is  a familiar  experience  to  find  a reduction 
in  strength  of  the  tuberculin  test  or  its  disap- 
pearance during  the  acute  stage  of  a concurrent 
infectious  disease.  This  fading  away  of  the  re- 
action may  be  evident  in  measles,  typhoid,  in- 
fluenza, acute  rheumatism,  pneumonia,  small- 
pox vaccination,  chicken-pox  and  whooping  cough. 
Realizing  the  frequency  with  which  some  of 
these  appear  to  stimulate  tuberculous  activity  it 
is  reasonable  to  suppose  that  the  disappearance 
of  the  skin  reaction  represents  an  embarrass- 
ment of  the  organism  in  its  struggle  against  an 
existing  tuberculous  infection. 

Professor , Heimbeck’s  experience,  and  similar 
observations  of  Spehl  and  Thys  in  Brussels,  in 
the  study  of  tuberculous  morbidity  among  nurses 
is  introduced  as  further  indication  of  a certain 


prognostic  significance  to  be  drawn  from  varia- 
tions in  intensity  of  skin  reactions  in  adults. 

The  Author’s  Hypothesis  of  the  Significance  and 
Meaning  of  the  Tuberculo-Cutaneous  Reactions 

Before  drawing  final  conclusions  from  these 
and  other  observations  the  question  of  the 
mechanism  of  the  tuberculin  reaction  itself  con- 
fronts us.  The  following  experiment  of  Calmette 
is  illuminating.  When  tuberculin  is  introduced 
into  the  conjunctival  sac  of  a non-tuberculous 
subject  no  reaction  takes  place.  If  blood  serum 
from  an  actively  tuberculous  patient  is  intro- 
duced similarly  in  another  non-tuberculous  sub- 
ject there  is  still  no  reaction.  If,  however,  tuber- 
culin be  mixed  in  vitro  with  blood  serum  from  a 
tuberculous  patient  and  the  tube  kept  for  a given 
time  at  a given  temperature  and  then  injected 
into  the  conjunctival  sac  of  a known  non-tuber- 
culous subject,  a prompt  reaction  takes  place. 

From  this  it  may  be  concluded  that:  Tubei*- 
culin  per  se  does  not  cause  this  reaction  and 
serum  from  a tuberculous  patient  does  not 
cause  it.  There  must,  therefore,  be  a substance 
in  the  serum  of  the  tuberculous  patient  which 
acts  on  the  tuberculin  to  liberate  something 
causing  the  toxic  and  irritant  phenomena  in  the 
eye. 

Living  tubercle  bacilli  flourishing  in  a patient’s 
body  produce  a substance  resembling  tuberculin. 
This  comes  in  contact  with  the  blood  serum  of 
the  infected  individual  and  the  test  tube  experi- 
ment above  described  is  repeated.  The  organism, 
as  in  other  bacillary  invasions,  should  now  give 
a protective  response.  A substance  appears  in 
the  serum  which  so  acts  on  the  tuberculin  as  to 
disintegrate  it  into  (a)  an  irritant  body  pro- 
ducing toxic  phenomena,  and  (b)  some  other 
unknown  substance  or  substances.  The  author 
suggests  the  name  “ergine”  for  this  substance 
and  assumes  that  the  action  of  “ergine”  on 
tuberculin  is  a stage  in  the  elimination  of  tuber- 
culin from  the  infected  organism.  Since  con- 
stitutional and  focal  reactions  terminate  favor- 
ably in  a large  number  of  tuberculous  cases,  it 
is  also  reasonable  to  assume  that  the  toxic  body 
(a)  is  combated  by  the  elaboration  of  some  anti- 
toxic factor  which  disposes  of  and  eliminates  the 
products  of  the  action  of  the  “ergine”  on  the 
tuberculin.  Furthermore,  it  is  again  reasonable 
to  assume  that  the  more  sensitive  the  organism 
is  to  tuberculin,  i.e.,  the  smaller  the  concentra- 
tion of  tuberculin  required  to  give  a response  pf 
“ergine,”  the  more  quickly  will  the  tuberculin 
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collected  or  elaborated  in  that  body,  be  dis- 
intergrated  and  disposed  of. 

Calmette  found  that  if  a guinea-pig,  inoculated 
with  living  tubercle  bacilli,  was  given  gradually 
increasing  doses  of  tuberculin  (1)  it  became  in- 
creasingly difficult  to  produce  the  reaction 
phenomena  in  the  animals  under  treatment  with 
tuberculin.  However,  such  pigs  always  reacted 
to  massive  doses.  (2)  The  serum  of  these  treated 
animals  contained  nothing  capable  of  neutraliz- 
ing tuberculin  in  vitro,  nor  of  passively  im- 
munizing other  guinea-pigs  against  tuberculin. 
(3)  The  power  of  absorbing  large  doses  of 
tuberculin  without  reaction  was  soon  lost  by  the 
animals  if  the  injections  were  suspended.  (4) 
The  lesions  of  these  animals  did  not  tend  to 
progress  more  slowly  than  the  lesions  of  the  in- 
fected but  untreated  animals,  but  tended  to  prog- 
ress more  rapidly  than  in  the  controls. 

CONCLUSION 

There  does  not  seem  to  be.  at  least  in  the 
guinea-pig,  any  relation  between  the  power  to 
absorb  tuberculin  without  reaction  and  the 
power  to  successfully  combat  tuberculous  infec- 
tion, i.e.,  tuberculin  per  se  is  harmful  even  be- 
fore the  “ergine”  has  acted  on  it  to  produce 
toxic  phenomena  and  further  in  the  guinea-pig 
at  least  even  more  harmful  than  the  “erginised” 
tuberculin. 

The  process  of  elimination  of  tuberculin  con- 
sists of:  (a)  a response  of  “ergine”  immediately 
followed  by  more  or  less  reaction  phenomena; 
(b)  elimination  at  a varying  l’ate  of  the  results 
of  the  action  of  the  “ergine.”  Organisms  with 
quick  and  efficient  “ergine,”  response  dispose 
of  their  tuberculin  piecemeal,  obviating  toxin 
saturation.  Organisms  with  a slow  or  late 
“ergine”  response  permit  the  accumulation  of 
tuberculin  before  “ergine”  appears  and  functions 
with  the  resulting  production  of  sudden  laige 
volumes  of  toxin. 

One  is  now  in  a position  to  state  the  following 
hypothesis:  since  toxin  saturation  of  tissues  is 
undesirable,  since  accumulation  of  tuberculin  in 
the  tissues  is  undesirable,  and  since  the  evolu- 
tion and  action  of  an  “ergine”  is  an  essential 
factor  in  the  prevention  of  both,  then  acute  sen- 
sitiveness to  the  presence  of  tuberculin  in  the 
tissues  leading  to  “ergine”  formation  and  action 
before  large  amounts  of  tuberculin  have  ac- 
cumulated tends  to  facilitate  the  elimination  of 
the  latter  and  prevent  toxin  saturation  of  the 
tissues,  i.e.,  sensitiveness  to  tuberculin  is  of 
advantage  to  the  infected  organism. 

The  power  to  give  a strongly  positive  Yon 
Pirquet  reaction  is  direct  evidence  of  such  sensi- 
tiveness.— Prognostic  Significance  of  the  Von 
Pirquet  Cutaneous  Reaction  in  Adults,  Wm.  G. 
Watson,  M.D.,  Ch.  B.,  Tubercle,  March,  1937. 


COMING  MEETINGS 

American  Medical  Association,  Atlantic  City, 
June  7-11. 

American  Academy  of  Pediatrics,  New  York, 
June  3-5. 

American  Academy  of  Tuberculosis  Physicians, 
Atlantic  City,  June  7-8. 

American  Association  for  the  Study  of  Goiter, 
Detroit,  June  14-16. 

American  Bronchoscopic  Society,  Atlantic  City, 
June  2. 

American  Clinical  and  Climatological  Associa- 
tion, Baltimore,  October  11-13. 

American  Dermatological  Association,  Sky  Top, 
Pa.,  June  3-5. 

American  Gastro-Enterological  Association, 
Atlantic  City,  June  7-8. 

American  Laryngological,  Rhinological  and 
Otological  Society,  Atlantic  City,  June  3-5. 

American  Neurological  Association,  Atlantic 
City,  June  3-5. 

American  Ophthalmological  Society,  Hot 
Springs,  Va.,  June  3-5. 

American  Orthopedic  Association,  Lincoln- 
Omaha,  Nebr.,  June  2-4. 

American  Proctologic  Society,  Atlantic  City, 
June  6-8. 

American  Society  of  Clinical  Pathologists, 
Philadelphia,  June  2-6. 

American  Surgical  Association,  New  York,  June 
3-5. 

American  Therapeutic  Society,  Atlantic  City, 
June  4-5. 

American  Urological  Association,  Minneapolis, 
June  29-July  1. 

Associated  Anesthetists  of  the  United  States 
and  Canada,  Atlantic  City,  June  7-8. 

Association  for  the  Study  of  Internal  Secre- 
tions, Atlantic  City,  June  7-8. 

Association  for  the  Study  of  Allergy,  Atlantic 
City,  June  7-8. 

International  College  of  Surgeons,  New  York 
City,  June  1-2. 

Medical  Women’s  National  Association,  At- 
lantic City,  June  6-8. 

National  Tuberculosis  Association,  Milwaukee, 
May  31-June  3. 


Dr.  Friedlander  Heads  Hospital 

Dr.  Alfred  Friedlander  has  been  appointed 
Superintendent  of  the  Cincinnati  General  Hos- 
pital, to  succeed  the  late  Dr.  H.  H.  Langdon, 
acting  superintendent.  Dr.  Friedlander  will  con- 
tinue as  Dean  of  the  University  of  Cincinnati, 
College  of  Medicine. 


MEDICAL  DEFENSE  PLAN  DISCONTINUED  BY  ORDER  OF  COUNCIL, 
EFFECTIVE  JUNE  15,  AFTER  BAR  ASSOCIATION  COMMITTEES 
RULE  IT  CONSTITUTED  UNAUTHORIZED  PRACTICE  OF  LAW 


AS  a result  of  a series  of  circumstances  covering  a period  of  six  or  seven  years  which 
reached  a climax  the  week-end  of  May  1-2,  1937,  the  Medical  Defense  Plan  of  the 
Ohio  State  Medical  Association,  operative  since  May  18,  1916,  will  be  discontinued, 
on  authorization  of  the  Council  of  the  State  Association,  effective  June  15,  1937. 

The  decision  to  discontinue  the  Medical  Defense  Plan  was  made  by  Council  after 
two  official  committees  of  the  American  Bar  Association  had  announced  that  in  their 
opinion  the  Medical  Defense  Plan  constituted  the  unauthorized  practice  of  law  on  the 
part  of  the  Ohio  State  Medical  Association. 

Official  notices  announcing  discontinuance  of  the  defense  plan  were  mailed  to  all 
members  of  the  State  Association  within  the  past  two  weeks,  such  notices  requesting 
members  to  refer  to  this  article  for  full  details. 

All  applications  for  medical  defense  in  which  the  Committee  on  Medical  Defense 
of  the  State  Association  has  taken  jurisdiction  and  which  are  pending  will  be  earned 
to  completion  in  cooperation  with  the  personal  counsel  of  the  defendants. 


The  Council  has  initiated  a study  of 
several  proposals  for  new  activities  which 
might  be  launched  by  the  State  Associa- 
tion to  take  the  place  of  the  Medical  De- 
fense Plan  and  which  would  benefit  all 
members  individually  and  collectively.  The 
Council  would  welcome  suggestions  from 
the  members  concerning  new  activities 
and  projects  which  might  be  undertaken. 

There  probably  are  a few  members  of  the 
State  Association  who  do  not  carry  indemnity 
insurance  and  who  have  depended  on  the  Medical 
Defense  Plan  for  contributions  to  legal  expenses 
in  defense  of  a suit  for  alleged  malpractice — al- 
though the  Medical  Defense  Plan  did  not  at  any 
time  provide  for  payment  by  the  State  Associa- 
tion of  damages  or  for  contributions  to  any 
judgment  or  fine  awarded  or  imposed.  Such 
members  should  secure  indemnity  insurance  im- 
mediately so  that  they  will  be  entitled  to  legal 
services  at  the  expense  of  the  insurance  com- 
pany, as  well  as  coverage  for  judgments. 

The  Background: 

An  effort  will  be  made  in  the  following  para- 
graphs to  review  in  chronological  order — for  the 
sake  of  clarity — the  series  of  events  and  circum- 
stances which  led  up  to  the  decision  on  the  part 
of  the  Council  to  discontinue  the  operation  of 
the  Medical  Defense  Plan. 

As  stated  previously,  the  Medical  Defense 
Plan  was  placed  in  operation  in  1916.  For  a 
period  of  approximately  15  years  its  legality 
was  not  questioned  nor  were  any  complaints 
made — so  far  as  is  known — by  individual  at- 
torneys or  organized  groups  of  attorneys  against 


its  methods  of  operation.  As  a matter  of  fact,  the 
Medical  Defense  Plan  was  in  effect  10  years  be- 
fore Canon  35  or  Rule  28,  governing  the  prac- 
tice of  law  and  under  which  the  plan  was  at- 
tacked, were  adopted. 

TEST  CASES  FILED  BY  BAR  ASSOCIATION 

About  1930  the  Ohio  State  Bar  Association,  on 
recommendation  of  a number  of  the  larger 
local  bar  associations,  created  a Committee 
on  the  Unauthorized  Practice  of  Law  for  the 
purpose  of  investigating  the  alleged  unlawful 
practice  of  law  on  the  part  of  banks,  trust  com- 
panies and  other  corporations  and  agencies,  and 
filing  test  cases  where  warranted.  Agitation  for 
such  action  on  the  part  of  the  State  Bar  Asso- 
ciation was  especially  acute  in  Cleveland  and 
Cincinnati.  In  1931,  a proposal  was  introduced 
in  the  Ohio  General  Assembly  attempting  to  de- 
fine the  practice  of  law  and  to  provide  penalties 
for  illegal  practice.  The  bill,  which  was  defeated, 
was  aimed  primarily  at  corporations  which  pro- 
vided legal  services  or  rendered  legal  advice  to 
its  clients  or  members,  directly  or  indirectly. 

Numerous  suits  were  filed  during  the  suc- 
ceeding years  against  banks,  trust  companies, 
collection  agencies,  automobile  clubs,  real  estate 
organizations,  etc.,  by  individual  attorneys  and 
groups  within  the  bar  association,  seeking  to 
stop  such  agencies  from  furnishing  certain  ser- 
vices to  clients  and  members  which  the  plain- 
tiffs charged  constituted  the  unauthorized  prac- 
tice of  law  and  violations  of  the  principles  of 
legal  ethics.  For  the  most  part,  such  charges 
were  sustained  by  the  courts — several  of  them 
resulting  in  decisions  by  the  Ohio  Supreme  Court 
— indicating  the  marked  tendency  on  the  part  of 
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the  courts  to  draw  the  line  sharply  against  the 
slightest  invasion  of  the  lawyer’s  field  of  activity. 

There  were  rumblings  of  complaint  by  some 
attorneys  and  several  local  committees  on  the 
unauthorized  practice  of  law  against  the  setup 
and  operation  of  the  Medical  Defense  Plan  of 
the  Ohio  State  Medical  Association.  Charges 
were  made  as  early  as  1931  that  the  plan  as 
written  and  as  administered  constituted  the  un- 
authorized practice  of  law  and  that  attorneys 
participating  in  the  plan  were  violating  the 
canons  of  professional  ethics  of  the  American 
Bar  Association. 

SEVERAL  CONFERENCES  HELD 

On  several  occasions,  representatives  of  the 
State  Medical  Association  and  members  of  the 
firm  of  Smith,  Baker,  Effler  and  Eastman,  To- 
ledo, which  had  been  counsel  for  the  Committee 
on  Medical  Defense  since  the  formation  of  the 
Medical  Defense  Plan,  met  with  committees  of 
bar  associations — local  and  state.  At  those  con- 
ferences, details  of  the  Medical  Defense  Plan 
were  presented,  analyzed  and  explained,  ap- 
parently to  the  satisfaction  of  representatives 
of  the  bar  associations. 

Nevertheless,  agitation  against  the  State 
Medical  Association  to  compel  it  to  discontinue 
its  Medical  Defense  Plan  continued  and  for  the 
past  three  or  four  years  there  has  been  the  con- 
stant threat  of  injunction  proceedings. 

Late  in  1935  this  situation  became  acute.  At 
that  time  the  Committee  on  Rule  28  of  the 
Cleveland  Bar  Association  which  committee  is 
maintained  for  the  purpose  of  investigating  and 
prosecuting  alleged  violations  of  the  rules  of 
professional  conduct  for  attorneys,  promulgated 
by  the  Ohio  Supreme  Court  in  1929,  took  up  this 
matter. 

Mr.  LeRoy  E.  Eastman,  Toledo,  counsel  for  the 
Committee  on  Medical  Defense,  acting  in  com- 
pliance with  instructions  of  the  committee,  met 
with  the  committee  of  the  Cleveland  Bar  Asso- 
ciation. 

RULES  AND  REGULATIONS  REVISED 

As  a result  of  those  discussions,  Mr.  Eastman 
and  the  Committee  on  Medical  Defense  recom- 
mended to  the  Council  of  the  State  Medical  Asso- 
ciation that  certain  revisions  be  made  in  the 
Rules  and  Regulations  governing  the  Medical  De- 
fense Plan  in  an  effort  to  meet  complaints  of 
the  Cleveland  Bar  Association  committee  and 
complaints  which  had  been  made  on  prior  oc- 
casions in  other  parts  of  the  state,  to  the  effect 
that  the  Association  was  engaging  in  the  un- 
authorized practice  of  law. 

On  February  2,  1936,  Dr.  J.  E.  Tuckerman, 
Cleveland,  who  had  served  as  chairman  of  the 
Committee  on  Medical  Defense  since  the  in- 


ception of  the  Medical  Defense  Plan  in  1916,  ap- 
peared before  the  Council.  He  submitted  a de- 
tailed review  of  the  situation  confronting  the 
State  Medical  Association,  supplementing  in- 
formation on  the  same  question  which  had  been 
presented  to  Council  on  different  occasions  over 
a period  of  years. 

At  that  time,  Council  authorized  Dr.  Tucker- 
man, acting  for  the  Committee  on  Medical  De- 
fense, to  restate  or  revise  the  medical  defense 
rules  and  regulations.  At  the  same  time 
Council  “instructed  the  committee  (Committee 
on  Medical  Defense)  to  take  appropriate  steps  to 
bring  about  a solution  of  the  question  dis- 
cussed”. 

The  rules  and  regulations  were  revised  ef- 
fective March  15,  1936,  and  published,  as  re- 
vised, in  the  May,  1936,  issue  of  The  Journal. 

The  revisions  made  in  the  defense  rules  and 
regulations  failed  to  satisfy  the  State  Bar  As- 
sociation, although  in  revised  form  the  rules  and 
regulations  relinquished  all  control  by  the  State 
Medical  Association  over  the  attorney  whom 
the  defendant  physician  might  select  as  his 
counsel  in  cases  where  the  Committee  on  Medical 
Defense  assumed  jurisdiction,  providing  the  at- 
torney would  cooperate  at  all  times  with  the 
committee. 

PUBLIC  CHARGES  ARE  MADE 

On  January  7,  1937,  during  a meeting  of  the 
State  Bar  Association  at  Dayton,  Ohio,  the  Day- 
ton  newspapers  published  excerpts  from  a report 
and  remarks  made  by  Joseph  L.  Stern,  Cleveland, 
chairman  of  the  Committee  on  Unauthorized 
Practice  of  Law  of  the  State  Bar  Association,  in 
which  the  State  Medical  Association  was  severely 
criticized  and  charged  with  engaging  in  the  un- 
lawful practice  of  law. 

On  January  13,  1937,  Sol  Goodman,  Cincinnati, 
chairman  of  a sub-committee  to  investigate  the 
Medical  Defense  Plan  of  the  State  Medical  Asso- 
ciation, requested  a conference  with  representa- 
tives of  the  State  Medical  Association. 

The  conference  requested  by  Mr.  Goodman  was 
held  on  February  26,  1937,  at  Columbus.  It  was 
attended  by  Mr.  Eastman,  Mr.  Wayne  E.  Stichter 
and  Dr.  Tuckerman,  officially  representing  the 
State  Medical  Association,  Mr.  Stern,  Mr.  Good- 
man and  Mr.  R.  E.  Bothwell,  Columbus,  repre- 
senting the  State  Bar  Association’s  Committee 
on  Unauthorized  Practice  of  Law,  and  Executive 
Secretary  Nelson,  as  an  observer. 

It  was  proposed  that  the  questions  in- 
volved be  submitted  for  hearing  to  the  Commit- 
tee on  Unauthorized  Practice  of  Law  and  the 
Committee  on  Professional  Ethics  and  Griev- 
ances of  the  American  Bar  Association,  such 
hearing  to  be  conducted  jointly  by  such  commit- 
tees and  the  decision  of  the  committees  to  be 
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binding  on  both  the  State  Medical  Association 
and  the  State  Bar  Association. 

QUESTION  SUBMITTED  TO  NATIONAL  COMMITTEE 

Clothed  with  authority  from  Council  to  “bring 
about  a solution”  of  this  annoying  question,  Mr. 
Eastman  and  Dr.  Tuckerman  consented  to  have 
the  matter  submitted  to  the  two  committees  of 
the  American  Bar  Association,  preferring  this 
to  court  action  which  probably  would  be  ac- 
companied by  extensive  newspaper  publicity, 
cause  some  embarrassment,  and  entail  consider- 
able expense  to  the  State  Medical  Association. 
Also  it  was  believed  that  members  of  the  na- 
tional committees,  all  but  one  of  whom  resided 
in  other  states  where  the  crusade  against 
agencies  alleged  to  be  practicing  law  unlawfully 
is  not  so  intense,  would  be  in  a position  to  take 
a detached  and  broad  view  of  the  questions 
involved. 

The  committees  referred  to  took  jurisdiction 
They  met  in  Washington,  D.  C.  on  the  week-end 
of  May  1-2.  Statements  of  facts  and  briefs  were 
submitted  prior  to  the  hearings  and  oral  argu- 
ments were  presented  at  the  hearing.  Mr.  East- 
man was  assisted  by  Mr.  Charles  W.  Racine, 
Toledo,  a former  president  of  the  Ohio  State  Bar 
Association,  acting  as  co-counsel  for  the  State 
Medical  Association. 

TEXT  OF  THE  DECISION 

Under  date  of  May  4,  1937,  the  following  com- 
munication was  transmitted  by  the  chairman 
for  the  two  committees,  to  the  Ohio  State  Medi- 
cal Association  and  the  State  Bar  Association: 

“As  chairman  of  the  group,  consisting  of  the 
Committees  on  Unauthorized  Practice  and  Pro- 
fessional Ethics  and  Grievances  of  the  American 
Bar  Association,  to  which  the  Committee  on  Un- 
authorized Practice  of  Law  of  the  Ohio  State 
Bar  Association  and  the  Ohio  State  Medical  As- 
sociation referred  certain  questions  relating  to 
the  Medical  Defense  Plan  of  the  Ohio  State 
Medical  Association  and  the  participation  of  that 
Association’s  general  counsel  in  the  furtherance 
thereof,  I am  instructed  to  advise  you  that  the 
group  has  unanimously  agreed  upon  the  answers 
which  follow  to  the  questions  submitted: 

“Does  the  Medical  Defense  Plan  of  the  Ohio 
State  Medical  Association,  as  written  and  as  ad- 
ministered in  practice,  constitute  the  unauthor- 
ized practice  of  law?  Yes. 

“Is  it  unethical  for  a lawyer  to  act  for  the 
Ohio  State  Medical  Association  in  furtherance 
of  the  Medical  Defense  Plan?  Yes. 

“Is  such  representation  a violation  of  Canon  35 
of  the  Canons  of  Ethics  of  the  American  Bar 
Association?  Yes. 

“Does  such  representation  constitute  solicita- 
tion, contrary  to  Canon  27  of  the  Canons  of 
Ethics  of  the  American  Bar  Association?  No." 


In  view  of  the  decisions  rendered  in  this 
communication  and  to  comply  with  the  agree- 
ment entered  into  by  representatives  of  the 
State  Medical  Association  and  the  State  Bar 
Association  to  abide  by  the  decision  rendered 
by  the  American  Bar  Association  committees,  on 
recommendation  of  Mr.  Eastman  and  Dr.  Tucker- 
man, the  Council,  with  complete  knowledge  of 
all  the  facts,  by  official  mail  vote  authorized  dis- 
continuance of  the  Medical  Defense  Plan,  effec- 
tive June  15,  1937. 

Institute  on  Syphilis  at  Cincinnati;  Drs. 
Cummer  and  Hinton  Guest  Speakers 

A one-day  Institute  on  Syphilis  was  held  at 
Cincinnati,  May  13,  under  the  auspices  of  the 
Cincinnati  Academy  of  Medicine,  the  University 
of  Cincinnati  College  of  Medicine  and  the  Cin- 
cinnati Social  Hygiene  Society.  The  guest  speak- 
ers were  Dr.  Clyde  L.  Cummer,  Cleveland,  and 
Dr.  William  A.  Hinton,  Boston,  Mass. 

Following  a clinic  demonstration  and  pre- 
sentation of  patients  with  acute  syphilis  at  Gen- 
eral Hospital  in  the  morning,  Dr.  Cummer  spoke 
on  “The  Modern  Diagnosis  and  Treatment  of 
Acute  Syphilis”. 

A round-table  discussion  on  acute  syphilis,  at 
which  Dr.  Cummer  and  Dr.  Hinton  served  as 
consultants,  was  held  at  the  College  of  Medicine 
in  the  afternoon. 

At  a called  meeting  of  the  Academy  of  Medi- 
cine, Dr.  Cummer  spoke  on  “The  Role  of  the 
Private  Practitioneer  in  the  Early  Recognition 
and  Treatment  of  Acute  Syphilis  and  the  Re- 
lations to  the  Local,  State  and  Federal  Health 
Organizations”.  Dr.  Hinton  discussed  “How  the 
State  Board  of  Health  of  Massachusetts  Func- 
tions in  the  Control  of  Syphilis”. 

Among  the  physicians  who  assisted  in  ar- 
ranging for  the  institute  were  Dr.  Alfred  Fried- 
lander,  dean  of  the  College  of  Medicine;  Dr. 
Carl  A.  Wilzbach,  executive  secretary  of  the 
Cincinnati  Social  Hygiene  Society;  Dr.  Ray- 
mond G.  Senour,  president  of  the  Dermatological 
Association;  Dr.  George  E.  Clark,  Dr.  D.  J. 
Kindel  and  Dr.  Samuel  Goldblatt. 


Open  Offices  in  New  Locations 

Ohio  physicians  who  have  recently  established 
new  locations  include  the  following:  Dr.  J. 

Wilbur  Agnew,  Gibsonburg;  Dr.  Edgar  K.  Black, 
Athens;  Dr.  F.  F.  Dye,  Cadiz;  Dr.  L.  C.  Gerlin- 
ger,  Fostoria;  Dr.  Theodore  Berg,  Elyria;  Dr.  E, 
D.  Sinks,  Jackson  Center;  Dr.  L.  A.  Kleinhenz, 
Belief ontaine;  Dr.  George  E.  Gardner,  Lancaster; 
Dr.  L.  D.  McMillan,  Norwalk;  Dr.  H.  E.  Gibson, 
Cincinnati;  Dr.  John  L.  Baube,  Mt.  Vernon;  Dr. 
James  K.  Nelson,  Newark;  Dr.  George  R.  Rob- 
erts, New  Philadelphia;  Dr.  C.  L.  Latchaw, 
Youngstown;  Dr.  George  H.  Zimmerman,  Cald- 
well. 


OUR  AIMS  AND  OBJECTIVES 

By  E.  M.  HUSTON,  M.D..  Dayton,  Ohio 


IT  MAY  be  well  to  make  some  observations 
as  to  our  aims  and  objectives  and  as  to  the 
road  we  have  thus  far  traveled. 

The  medical  profession  has  no  scientific  goal; 
its  progress  and  advancement  are  eternal;  there 
is  no  stopping  place,  which  when  reached  will 
give  us  the  feeling  that  all  has  been  done. 

It  matters  not  upon  what  pinnacle  our  most 
learned  investigator  stands,  he  but  sees  ahead  of 
him  vast  unknown  worlds  to  conquer.  So  we  go 
on  weaving  through  labyrinths  of  unsettled  ques- 
tions, trying  this  and  that,  testing  here  and  there, 
building,  discarding,  analyzing  so  as  to  glean  a 
truth,  now  and  then,  as  we  can,  and  the  only  con- 
stant thread  that  is  steadfastly  woven  into  this 
great  fabric  of  effort  is  that  of  service  to  suffer- 
ing humanity. 

No  activity  has  gone  farther  forward  than  has 
the  medical  profession  in  its  scientific  work.  This 
is  individual  effort  multiplied.  But  what  of  the 
practical  use  of  the  products  of  these  multitudi- 
ness  efforts?  Has  the  vehicle  which  is  to  corre- 
late, carry  and  deliver  the  results  of  these  efforts 
had  equal  attention  given  to  it?  Perhaps  not. 

ECONOMICS  AND  COMMON  SENSE 
It  formerly  became  a sort  of  high-brow  boast 
among  medical  men  that  they  took  no  interest  in 
medical  politics  and  by  the  use  of  the  word 
“politics”  gave  discredit  to  work  that  was  just  as 
important  and  much  more  practical  than  was  a 
large  percentage  of  the  technical  and  scientific 
products  that  were  created.  Much  of  this  has 
changed.  The  profession  has  had  its  eyes  opened 
and  there  is  broad-spread  evidence  that  it  is  cut- 
ting teeth.  What  was  known  as  politics  to  these 
same  men  has  become  now  an  absorbing  question 
of  economics  or  pure  work-a-day  common  sense 
with  matters  demanding  as  clear  thinking  as  ever 
was  done  in  their  laboratory  or  their  class  room. 

Glance  over  the  page  in  The  Ohio  State  Medi- 
cal Journal  where  are  listed  the  names  of  the 
committeemen  who  are  doing  the  work  of  this 
association  and  what  do  you  find — medical  politi- 
cians? No,  you  find  a cross  section  of  the  very 
best  medical  men  we  have  in  our  State,  and  it  is  a 
refreshing  experience  that  among  all  that  num- 
ber listed,  there  was  not  one  that  even  hesitated 
to  accept  the  opportunity  to  do  the  work  asked 
of  him  to  do. 

The  work  of  this  association  is  not  in  the 
hands  of  a small  circle  of  men,  it  is  in  your  hands 
and  in  the  hands  of  hard  working  and  hard  think- 
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ing  doctors  scattered  all  over  the  State.  Qualifi- 
cations and  willingness  to  work  were  the  first 
requisites.  Then,  without  lessening  the  qualities 
demanded,  geographical  distribution  was  given 
consideration,  thus  planting  in  every  district  at 
least  one  or  more  culture  media  where  real  in- 
telligent activity  will  be  propagated  and,  it  is  to 
be  hoped,  will  spread  all  over  the  State  so  in  the 
future  there  will  be  a cohesive  and  intelligent  in- 
terest on  the  part  of  our  membership  which  must 
work  for  the  good  of  the  profession  and  ulti- 
mately for  the  good  of  those  we  serve. 

MUST  HAVE  UNITY  IN  OUR  RANKS 

There  long  has  been  a call  for  our  leading  men 
to  get  into  this  work  of  organization;  men  after 
whom  it  has  been  our  habit  to  read;  men  of  in- 
fluence; facile  writers  in  medical  literature; 
teachers  to  whom  we  have  looked  for  scientific 
guidance;  the  men  who  gave  for  years  the 
solidity  and  standing  to  the  profession.  But,  it 
seemed  that  deaf  ears  were  turned  toward  this 
call.  All  the  while  we  were  eyed  askance  by  the 
welfare  and  social  worker  looking  for  broader 
fields  of  endeavor,  and  by  those  among  us  who 
have  no  service  standards  or  ethical  restrictions. 
Our  first  duty,  therefore,  is  to  look  to  the  internal 
forces  that  have  been  asserting  themselves  more 
and  more  emphatically  as  the  years  go  on  with 
the  more  modernized  business  slant  upon  life 
generally;  interested  in  profit  before  profession, 
self  before  service,  and  getting  rather  than 
giving. 

We  have  no  face  to  tackle  the  extraneous 
threats  against  our  professional  welfare  until  we 
have  unified  our  own  forces  and  can  go  into  battle 
for  our  ideals  and  for  our  public  with  as  few 
vulnerable  points  as  are  possible  to  have. 

We  have  no  battles  of  our  own.  We  never  have 
raised  hand  or  voice  in  our  own  behalf  on  any 
contention  that  was  not  primarily  for  the  public 
good,  and  the  public  has  not  been  very  alert  in 
accepting  our  true  motives.  Working  for  others 
is  not  usually  done  by  any  organization,  so  should 
it  be  expected  that  such  practical  men  as  doctors 
be  doing  it? 

When  we  speak  of  the  idealism  of  the  medical 
profession  it  may  appear  that  it  is  so  vague  that 
no  good  can  come  in  a practical  way  from  a sub- 
ject so  ethereal  and  intangible.  Those  of  us  who 
have  been  in  the  profession  over  a number  of 
years  know  there  is  nothing  so  fundamental, 
nothing  so  practical,  and  nothing  so  necessary  to 
the  preservation  of  the  living  tenets  of  our  pro- 
fession as  the  high  ideal  of  service  to  our  fellow- 
men,  and  our  proper  relations  to  one  another. 
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It  is  the  living  soul  of  the  treatment  of  those  who 
are  sad  and  sick.  So  let  us  keep  our  eyes  still 
upon  the  stars  of  idealism  yet  steadfastly  hold 
our  feet  upon  the  solid  ground  of  common  sense. 

need  of  public  relations  committee 

Several  years  ago,  acting  upon  the  suggestion 
of  the  chief  minority  report  of  the  Committee  on 
the  Cost  of  Medical  Care,  your  Council  recom- 
mended to  every  county  society  in  the  State,  that 
it  establish  a Public  Relations  Committee  within 
its  organization  so  that  the  responsibility  could 
be  placed  definitely,  for  the  solving  of  economic 
problems  within  the  society  and  to  become  the 
buffer  body  between  the  society  and  the  public. 
This  recommendation  by  the  Council  has  been 
acted  upon  pretty  generally  throughout  the  State. 

Much  has  been  accomplished  by  these  com- 
mittees and  especially  do  they  find  a fertile  field 
for  operation  where  members  have  entered  into 
contracts  with  outside  organizations  for  the 
treatment  of  their  sick. 

Naturally,  a good  many  harsh  criticisms  have 
fallen  upon  the  heads  of  the  members  of  these 
committees.  There  have  been  threats  of  open  re- 
bellion against  them,  and  charges  that  they  are 
interfering  with  private  business.  And  it  may 
seem  that  there  is  unwarranted  interference  with 
private  affairs,  but  it  must  be  remembered  that 
while  most  of  us  make  our  livelihood  from  the 
practice  of  medicine,  that  could  not  have  been  the 
outstanding  motive  for  choosing  the  profession 
of  medicine  because  it  never  has  been  a very 
lucrative  field  when  compared  with  other  kinds  of 
remunerative  work.  Then,  there  must  be  other 
compensation  for  one  who  deliberately  decides  to 
go  into  a vocation  that  he  knows  is  more  jealous 
of  his  time  and  attention  than  any  other  sort  of 
work  in  the  world;  not  hours  of  labor,  but  days 
and  nights  of  hard  work  and  fraught  with  graver 
responsibilities  than  are  known  anywhere  in  the 
activities  of  men.  Men  have  chosen  this  field 
with  a full  knowledge,  if  not  a complete  realiza- 
tion, of  what  is  expected  of  them  in  the  way  of 
sacrifices. 

When  a man  has  spent  his  years  of  preparation 
for  this  sort  of  work  and  has  been  given  his 
diploma,  he  then  feels,  if  his  purposes  and  mo- 
tives are  right,  that  he  has  acquired  title  to  a 
great  possession;  he  is  titleholder  to  an  un- 
equaled opportunity  for  good,  thoroughly  or- 
ganized and  universally  recognized,  revered  and 
honored  by  the  thinking  people  of  our  land;  some- 
thing of  which  he  justly  may  be  proud  all 
through  his  life.  He  then  too  must  appreciate 
that  he  takes  on  a serious  obligation  that  this 
possession  must  not  be  made  of  less  value,  but 
better  and  of  greater  worth  because  of  his  en- 
trance upon  its  work. 

Then,  it  is  with  complete  justification  that  the 


Public  Relations  Committee  says  to  the  man 
whose  whole  interest  is  self-interest,  whose 
methods  cut  into  the  worth  of  an  honored  pro- 
fession, whose  whole  scheme  of  practice  shows  an 
entire  lack  of  professional  grasp,  who  engages  in 
practice  by  contract  which  lowers  the  moral  and 
ethical  standing  of  his  chosen  profession;  yes,  it 
is  with  complete  and  righteous  justification  that 
the  committee  says — -“Your  business  will  be  in- 
terfered with  as  long  as  you  conduct  your  busi- 
ness in  a way  that  lowers  the  value  of  that  pos- 
session other  men  have  acquired  title  to  and 
which  they  have  chosen  to  guard  as  they  would 
thgir  lives”.  A county  society  without  such  a 
committee  will  never  appreciate  the  handicap 
under  which  it  is  working  until  after  it  has  estab- 
lished such  a committee  and  has  it  properly 
manned. 

SHOULD  CLING  TO  GOOD  THINGS 

We  are  coming  more  and  more  to  believe  in 
the  prevention,  where  it  is  possible  to  prevent  an 
ill  than  to  let  it  go  on  to  its  full  fruition,  then  set 
about  to  stop  it.  What  a waste  of  endeavor  and 
time,  not  even  counting  the  cost  its  inroads  have 
made  upon  the  morale  of  the  one  afflicted.  We 
wonder  if,  in  our  schools  of  medical  training, 
policies  have  not  been  too  far  divorced  from  those 
of  our  old  preceptor  days.  Even  those  in  high 
places  may  decry  the  horse  and  buggy  days,  but 
it  does  not  lessen  the  truth  that  much  that  was 
created  in  those  days  will  never  be  discarded,  and 
better  would  we  be  today  were  we  to  profit  by 
the  good  things  of  our  fathers.  There  is  'no  rea- 
son or  justice  in  throwing  away  a thing  of  merit 
because  it  was  an  old  idea  or  in  swallowing 
everything  because  it  is  new.  Let  us  cling  to  the 
good  things  whether  old  or  new. 

There  should  be  no  controversy  between  gen- 
erations. The  old  fellows  need  the  enthusiasm 
and  spirit,  the  divine  faith,  and  the  forward  out- 
look of  the  youth.  Youth  needs  the  experience  of 
those  who  have  traveled  the  road  before,  who 
know  the.  pitfalls  and  curves  which  may  lead  to 
disaster.  So  why  should  we  become  too  heated  or 
disturbed  when  we  ai*e  but  viewing  the  same 
object  from  a different  angle? 

Should  we  not  expect  a greater  influence  upon 
the  minds  of  embryonic  physicians  by  our  medical 
schools  today  as  to  their  ethical  standards,  con- 
duct and  behavior  toward  one  another,  the  proper 
relations  of  physician  and  patient  and  the  general 
working  of  an  awakened  conscience  to  protect  the 
great  profession  about  to  be  entered? 

It  would  be  better  to  let  those  drop  by  the 
wayside  who  do  not  seem  to  be  able  to  absorb  the 
thought  that  it  is  well  to  give  consideration  to 
the  welfare  of  others,  than  those  who  miss  a few 
questions  in  pathology,  chemistry,  advanced  sur- 
gery, or  what  not. 
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Are  we  striving  to  give  to  these  boys  all  facts 
before  they  are  to  be  graduated?  Would  it  not 
be  better  that  they  have  the  fundamental  ground 
work  and  the  frame  work  of  their  future  educa- 
tion so  they  themselves  when  in  practice  can  con- 
tinue to  build,  fitting  their  theory  with  practice 
and  giving  a much  stronger  structure  than  by 
being  surfeited  with  facts  and  bewildered  in  an 
effort  to  put  them  to  practical  use? 

OVER-EMPHASIS  OF  MECHANICAL  SIDE 

The  eye  doth  not  see  nor  the  ear  hear  in  this 
day  of  mechanical  diagnosis.  A great  diagnosti- 
cian and  able  physician  has  said  over  and  oyer 
again,  if  you  cannot  make  a diagnosis  without 
all  this  modern  mechanism,  you  cannot  make  it 
with  it.  None  of  us  dare,  if  we  would,  deny  the 
value  of  all  these  accepted  instruments  as  an 
aid  in  diagnosis  under  certain  conditions,  but  sad 
is  the  situation  of  the  young  man  who  places  sole 
reliability  upon  them,  rather  than  upon  a trained 
eye,  a developed  ear,  and  an  acquired  skill  in 
touch,  following  the  most  important  step,  a his- 
tory ascertained  by  purposeful  questioning. 

Demands  for  these  newer  and  more  expensive 
things  come  from  the  public,  not  only  from  the  rich 
but  from  the  lower  income  class  of  which  we  hear 
so  much  at  the  present  time.  We  are  responsible 
for  this  to  a great  extent.  We  teach  them  that 
these  costlier  means  of  diagnosis  are  routinely 
indispensable,  thus  the  cost  of  medical  care  rises 
as  does  the  cry  that  too  many  people  in  this 
country  are  without  medical  care.  I have  little 
faith  in  this  lament  for  whatever  doctors  may  do 
or  have  done  to  deserve  criticism  or  censure  they 
have  taken  care  of  the  sick  with  or  without  com- 
pensation and  no  more  unjustifiable  inference  has 
ever  been  made  against  any  group  of  men.  The 
patients  were  not  complaining,  they  just  didn’t 
pay.  The  doctors  were  making  no  noise  about  it, 
they  just  didn’t  collect.  Who  were  the  sufferers 
in  all  this?  The  poor?  No.  The  low  income 
group?  No.  The  doctors?  Yes.  Maybe  we  were 
generous,  maybe  we  were  soft,  but  call  it  what 
you  will  we  always  have  taken  care  of  people 
when  they  needed  medical  care  and,  if  let  alone, 
we  will  continue  to  do  so,  as  that  is  a part  of  our 
lives,  a principle  of  our  calling  and  an  obligation 
we  will  continue  to  fulfill. 

WHAT  OF  THE  FUTURE? 

We  know  not  what  is  before  us.  We  do  not 
know  what  in  the  way  of  governmental  or  wel- 
fare plans  may  be  injected  into  our  work,  but 
whatever  it  may  be,  let  it  be  our  policy  so  to  co- 
operate that  we  may  hold  in  our  own  hands  what- 
ever there  is  of  purely  medical  direction.  We 
have  nothing  to  fear  but  our  own  judgment  in 
what  our  action  is  to  be  in  whatsoever  crisis  that 
may  arise. 


Governmental,  socialized,  or  state  medicine  is 
not  coming  upon  us  as  a great  avalanche  or  as 
the  overwhelming  dust  storms  from  the  West, 
but  it  will  come  if  come  it  must,  step  by  step  dis- 
guised in  welfare  clothing,  but  not  any  faster 
than  we  approach  it  step  by  step.  We  have  let- 
ters from  some  of  our  county  societies  expressing 
wonder  why  we  do  not  do  something  to  prevent 
state  medicine  and  perhaps  the  same  letters  will 
request  action  by  Council  in  furthering  legisla- 
tion to  enable  the  doctors  to  be  paid  by  the  state 
for  all  kinds  and  forms  of  service.  Our  position 
is  that  the  indigent  are  the  problem  of  the  state, 
institutionalized  sick  are  the  obligation  of  the  state 
or  government,  public  health,  quarantine,  and 
preventive  measures  belong  to  the  state;  but 
treatment  of  the  sick  who  are  not  indigent  or  in- 
stitutionalized, by  contract  except  in  extreme 
emergencies  is  vicious  practice.  Every  dollar  we 
take  from  the  government  with  an  outstretched 
welcoming  hand  for  the  treatment  of  the  afore- 
mentioned classes  is  another  step  closer  to  hav- 
ing the  government  as  our  employer.  Let’s  be- 
ware of  the  itching  palm  lest  we  forget  what  our 
principles  are.  When  the  poet  sang,  “The  jingling 
of  the  guinea  helps  the  hurt  that  honor  feels,”  he 
had  in  mind  just  such  contending  forces  in  the 
souls  of  men  as  we  find  in  this  omelet  we  are 
trying  to  unscramble. 

WHAT  OUR  OWN  ORGANIZATION  MEANS  TO  US 

We  have  in  Ohio  what  appears  to  be  a nearly 
perfect  organization  in  the  Ohio  State  Medical 
Association.  It  remains  for  you  to  see  that  it  is 
skillfully  piloted  and  properly  manned  if  you 
would  have  it  function  to  maximum  results.  Its 
aim,  of  course,  should  be  that  of  the  great  helper 
to  the  county  societies,  which  are,  in  the  final 
analysis,  the  rock  upon  which  our  whole  struc- 
ture stands.  The  State  Association  can  but  give 
cohesion  and  unification,  it  can  advise,  adjust,  and 
help  direct,  but  we  must  not  forget  that  where 
the  man  lives,  where  his  daily  life  finds  problems, 
where  he  meets  competition,  where  he  must 
establish  his  standing  and  reputation,  there  his 
interest  will  be.  It  is  the  growing  policy  of  the 
Association  to  foster  in  so  far  as  it  can,  just  this 
status  of  our  profession. 

Our  annual  meetings  have  been  growing,  per- 
haps not  so  much  in  numbers  of  attendance  as  in 
plans  for  giving  more  interesting  sessions.  This 
might  lead  to  the  thought  of  developing  some 
plan  or  method  of  making  them  less  unwieldy 
without  affecting  their  usefulness  or  interest. 
Few  cities  are  now  prepared  to  put  on  these 
meetings  without  separating  some  of  the  sections 
or  exhibits  from  the  main  body  of  the  meeting. 
The  scientific  exhibits’  growth  and  interest  more 
than  any  other  factor  have  led  to  this  situation. 
So,  we  should  begin  thinking  of  alternative  plans 
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for  getting  the  best  out  of  our  organization  as  a 
whole  for  the  benefit  of  its  members. 

POSTGRADUATE  PROGRAMS 

Would  it  be  of  interest  to  have  an  annual  meet- 
ing consisting  of  the  business  of  the  House  and 
broader  plans  for  scientific  exhibits  with  lectures 
attached  thereto?  The  papers  usually  given  at 
the  annual  meetings  could  be  absorbed  at  our 
Councilor  District  meetings.  I am  not  recom- 
mending any  change — just  thinking  aloud  as  it 
were — hoping  to  awaken  interest  in  planning. 
There  seems  to  be  a healthy  growing  interest  in 
the  district  meetings.  These  meetings  are  ac- 
cessible to  the  members  located  in  the  district  and 
afford  opportunity  of  having  programs  of  broader 
scope  than  can  be  expected  of  the  local  county 
society  in  its  general  run  of  meetings,  and  too, 
the  county  society  has  many  local  problems  to 
work  out,  together  with  giving  its  own  members 
encouragement  and  practice  in  preparing  papers. 

Our  office  at  Columbus  never  has  been  in  better 
hands.  There  never  has  been  a better  working 
order  than  we  have  there  today.  Everybody  about 
that  office  manifests  the  most  courteous  willing- 
ness and  desire  to  be  of  the  best  help  possible, 
not  only  to  the  officers  but  to  every  member  of 
this  Association.  I would  not  be  fair  to  them,  to 
you,  or  to  my  own  self-respect  did  I not 
acknowledge  my  inability  to  have  been  of  much 
use  to  you  without  the  help  they  have  given  me. 

And  we  must  not  overlook  what  they,  together 
with  Dr.  Forman,  have  done  with  your  official 
Journal.  It  has  become  a living  monthly  mes- 
sage that  now  finds  welcome  in  every  office  of 
our  members,  and  more  generally  read  than  ever 
before. 

Mow  gentlemen,  to  be  chosen  to  be  the  presi- 
dent of  this  great  Association  made  up  of  about 
6,000  members  is  in  truth  a great  honor  and  an 
honor  that  can  come  to  but  a few  of  us.  One 
would  have  to  have  a rather  barren  sense  of  pro- 
portions did  he  not  appreciate  the  honor  accorded 
him  and  the  expression  of  confidence  reposed  in 
him  in  selecting  him  for  this  high  office.  I will 
not  soon  forget  the  wholehearted  support  I have 
had  at  your  hands,  and  may  I bespeak  for  my 
successor  the  same  sort  of  help  you  have  given  to 
me.  This,  I know,  will  be  done  because  this  is 
your  spirit,  and  he,  by  his  long  and  able  service, 
merits  the  best  that  can  come  to  him. 


Dr.  Albert  McCown  has  resigned  as  Director 
of  the  Maternal  and  Child  Health  Division  of 
the  U.  S.  Children’s  Bureau.  He  is  planning  to 
devote  some  time  to  further  study  in  the  field  of 
public  health  and  has  been  granted  a fellowship 
from  the  Rockefeller  Foundation  for  study  at 
the  Johns  Hopkins  School  of  Hygiene. 


Do  You  Know  - - - 

WHAT  the  policy  of  the  Council  on  Foods 
of  the  American  Medical  Association  is 
toward  the  fortification  of  foods  with 
vitamin  D? 

In  its  annual  report,  published  in  the  May  T, 
1937,  issue  of  The  Journal  of  the  A.M.A.,  the 
Council  stated  that  it  has,  along  with  the  medi- 
cal profession  in  general,  viewed  with  concern 
the  tendency  on  the  part  of  some  manufacturers 
to  add  vitamin  D to  ordinary  foods,  a practice 
which  encourages  undue  advertising  emphasis 
but  rarely  serves  any  demonstrated  need  of  pub- 
lic health  or  welfare. 

A food  is  considered  “fortified”  by  the  Council 
if  it  is  enhanced  as  to  vitamin  content  or 
potency  by  the  addition  of  vitamin  concentrates, 
or  of  natural  products  of  extraordinary  vitamin 
potency,  or  by  other  means  accomplishing  the 
same  results.  In  order  that  a fortified  food  may 
be  accepted,  the  manufacturer  must  present  evi- 
dence that  there  is  a definite  need  for  an  in- 
creased intake  of  the  particular  vitamin  in 
question  and  that  the  food  to  which  the  vitamin 
is  added  is  particularly  suited  as  a vehicle. 

After  having  previously  declared  that  a num- 
ber of  foods  did  not  warrant  fortification  with 
vitamin  D,  namely,  beer,  cake,  flour,  ice  cream, 
cheese,  sausage  and  such  accessories  as  chewing 
gum,  the  Council  has  voted  that  in  view  of  the 
evidence  now  available  it  will  accept  no  vitamin 
D fortified  food  other  than  milk. 

The  report  stated  that  vitamin  D is  concerned 
with  the  metabolism  of  calcium  and  phosphorus, 
and  that  milk  provides  an  excellent  source  of 
these  two  dietary  essentials. 

Standards  by  which  vitamin  D milk  will  be 
considered  and  declared  acceptable  have  been 
established.  No  milk  containing  less  than  135  or 
claiming  more  than  400  U.S.P.  units  of  vitamin 
D per  quart  will  be  accepted.  To  be  acceptable 
to  the  Council,  bottle  caps  and  labels  must  de- 
clare the  potency  and  the  source  of  the  vitamin 
D.  There  must  be  no  intimation  in  advertising 
of  accepted  vitamin  D milk  that  the  Council 
favors  the  use  of  any  vitamin  D fortified  milk 
over  the  prescribing  of  other  forms  of  vitamin 
D for  infants  or  recommends  the  use  of  vitamin 
D milk  to  the  exclusion  of  an  additional  supply 
of  the  vitamin  in  some  other  form. 


Officers  of  the  Ohio  Hospital  Association  for 
1937-1938  are:  Olive  J.  Brown,  Wauseon,  presi- 
dent; Dr.  Fred  G.  Carter,  Cincinnati,  president- 
elect; Worth  L.  Howard,  Akron,  first  vice-presi- 
dent; Mary  Luke,  Steubenville,  second  vice-presi- 
dent; and  Rt.  Rev.  Msgr.  Maurice  F.  Griffin, 
Cleveland,  treasurer. 


THE  PRESIDENT-ELECT 


IN  selecting  Dr.  Barney  J.  Hein;  Toledo,  as  president-elect  of  the  Ohio  State  Medical 
Association,  the  House  of  Delegates,  at  the  1937  Annual  Meeting  at  Dayton,  fol- 
lowed a long-established  precedent  of  the  Association  of  choosing  as  its  leader  a 
man  well  qualified  by  training  and  experience  for  that  high  office. 

Dr.  Hein,  48  years  of  age  and  a native  of  Toledq,  ranks  high  in  his  chosen  specialty 
— orthopedic  surgery.  His  professional  attainments  are  many.  Following  graduation 
from  Central  High  School,  Toledo,  and  Toledo  Medical  College  (1912),  he  interned  at 
St.  Vincent’s  Hospital,  Toledo,  and  in  1913  became  an  associate  of  Dr.  Clarence  Selby, 
former  president  of  the  State  Medical  Association,  which  association  has  continued 
since  that  date. 

Previous  to  America’s  entrance  into  the  World  War,  Dr.  Hein  engaged  in  post- 
graduate work  at  Harvard  Medical  College  and  New  York  Post  Graduate  School.  In 
September,  1917,  he  entered  the  army  as  a first  lieutenant  and  in  March,  1918,  was 
promoted  to  a captaincy  in  the  orthopedic  service  of  the  Medical  Corps.  While  at  Fort 
Oglethorpe,  Georgia,  Dr.  Hein  organized  the  splint  department  of  the  Medical  Officers 
Training  School  there.  Overseas  he  was  placed  in  charge  of  the  orthopedic  depart- 
ment of  Evacuation  Hospital  No.  5,  and  saw  active  service  in  the  following  major  en- 
gagements: Aisne-Marne,  Oise-Aisne,  St.  Mihiel,  Meuse  Argonne  and  Ypres-Lys.  Fol- 
lowing duty  at  Orthopedic  Base  Hospitals  Nos.  9 and  11,  A.E.F.,  he  was  discharged  in 
March,  1919. 

Dr.  Hein  has  limited  his  practice  to  orthopedic  and  reconstruction  surgery  since 
1917  and  is  a member  of  the  orthopedic  staffs  of  St.  Vincent’s,  Toledo,  Flower  and 
Women’s  and  Children’s  hospitals,  Toledo.  For  17  years  he  has  been  on  the  staff  of 
Lucas  County  General  Hospital  and  was  one  of  the  co-founders  of  the  Lucas  County 
Helio-Therapy  Hospital.  He  is  a member  of  the  Advisory  Board  of  St.  Vincent’s 
Hospital. 

In  addition  to  being  a member  of  the  Toledo  Academy  of  Medicine,  Northwestern 
Ohio  Medical  Society,  Ohio  State  Medical  Association  and  a fellow  of  the  American 
Medical  Association,  Dr.  Hein  is  affiliated  with  the  following  professional  societies: 
American  College  of  Surgeons,  Clinico-Orthopedic  Society  and  American  Academy  of 
Orthopedic  Surgeons.  He  is  a past  president  of  the  Toledo  Academy  of  Medicine  and  a 
former  member  of  the  Council  of  that  society.  This  year,  Dr.  Hein  completed  his  third 
term  as  a member  of  the  Council  of  the  State  Medical  Association,  representing  the 
Fourth  District.  During  his  terms  as  Councilor,  he  served  on  the  Committee  on  Audit- 
ing and  Appropriations,  part  of  the  time  as  chairman,  and  as  a member  of  several 
special  committees  on  Workmen’s  Compensation  questions. 

Dr.  Hein’s  interest  in  public  and  civic  affairs  is  shown  by  reason  of  the  fact  that 
he  is  a past  president  of  the  Lions’  Club,  past  post-commander  of  the  American  Legion, 
a trustee  of  the  Toledo  Newsboys’  Association,  a trustee  of  the  First  Congregational 
Church,  chairman  of  the  medical  division,  American  Red  Cross,  Toledo  area,  and  trustee 
for  the  administration  of  the  Toledo  Medical  College  Fund  of  Toledo  University. 

Dr.  and  Mrs.  Hein  and  their  five  children  reside  at  32  Birckhead  Place,  Toledo. 
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OFFICIAL  PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES,  OHIO 
STATE  MEDICAL  ASSOCIATION,  91ST  ANNUAL  MEETING 
DAYTON,  APRIL  28  AND  29,  1937 


MINUTES  OF  FIRST  SESSION 

THE  Ninety-First  Annual  Meeting  of  the  Ohio 
State  Medical  Association  opened  officially 
in  the  Junior  Ballroom,  Hotel  Biltmore, 
Dayton,  Ohio,  at  10:00  A.  M.,  Wednesday,  April 
28,  1937,  with  the  first  session  of  the  House  of 
Delegates. 

Dr.  Roy  S.  Binkley,  president  of  the  Mont- 
gomery County  Medical  Society,  called  the  meet- 
ing to  order.  Dr.  Binkley  extended  greetings 
and  a hearty  welcome  to  the  members  of  the 
Ohio  State  Medical  Association  and  guests  on 
behalf  of  the  Montgomery  County  Medical  So- 
ciety. Also,  he  paid  a tribute  to  Dr.  E.  M.  Hus- 
ton, Dayton,  President  of  the  State  Association, 
and  congratulated  him  on  his  very  successful 
term  of  office.  Dr.  Binkley  then  presented  Dr. 
Huston  who  took  the  chair  and  officially  called 
the  House  of  Delegates  to  order. 

The  roll  call  was  answered  by  100  delegates 
and  officers  (for  official  roll  call  see  page  672). 

On  motion  by  Dr.  Dinsmore,  seconded  by  Dr. 
McCormick  and  carried,  the  minutes  of  the 
House  of  Delegates  sessions  held  during  the  90th 
Annual  Meeting  in  Cleveland,  October  7,  8 and  9, 
1936,  were  approved  as  published  on  pages  1106 
to  1117,  inclusive,  of  the  November,  1936,  issue 
of  The  Journal. 

ADDRESS  OF  THE  PRESIDENT 
At  this  point  Dr.  Huston  presented  his  Presi- 
dential Address  which  is  published  in  full  on 
pages  658  to  661  in  this  issue  of  The  Journal. 
APPOINTMENT  OF  REFERENCE  COMMITTEES 
President  Huston  appointed  the  following  ref- 
erence committees: 

Annual  Reports — H.  V.  Paryzek,  Cleveland, 
chairman;  J.  Craig  Bowman,  Upper  Sandusky; 
M.  M.  Zinninger,  Cincinnati;  W.  K.  Stewart, 
Youngstown;  A.  R.  Callander,  Delaware. 

Presidential  Address — A.  O.  Peters,  Dayton, 
chairman;  H.  C.  Messenger,  Xenia;  N.  A.  Hamil- 
ton, Franklin;  W.  L.  Yeomans,  Bucyrus;  Geo.  F. 
Swan,  Cambridge. 

Resolutions — D.  B.  Lowe,  Akron,  chairman; 
M.  A.  Loebell,  Zanesville;  R.  C.  Paul,  Wooster; 
G.  A.  Woodhouse,  Pleasant  Hill;  R.  S.  Dinsmore, 
Cleveland. 

Time  and  Place  of  Annual  Meeting — John  F. 
Wright,  Toledo,  chairman;  Chas.  I.  Stephen, 
Ansonia;  M.  J.  Thomas,  Jeromesville;  Robert 
Conard,  Wilmington;  L.  D.  Allard,  Portsmouth. 


Credentials — E.  H.  Porter,  Tiffin,  chairman; 
Harry  D.  Jackson,  Circleville;  C.  T.  Atkinson, 
Middletown. 

Tellers  and  Judges  of  Election — George  G. 
Hunter,  Ironton,  chairman;  C.  G.  Jackson,  Ken- 
ton; Geo.  B.  Faulder,  Wapakoneta;  G.  F.  Linn, 
Norwalk;  Ross  M.  Knoble,  Sandusky. 

ANNUAL  REPORTS 

Annual  reports  of  officers  and  committees  pub- 
lished in  the  April,  1937,  issue  of  The  Journal, 
were  submitted  by  title  only  and  referred  to  the 
Reference  Committee  on  Annual  Reports.  They 
were  as  follows: 

(a)  Public  Relations  and  Economics — C.  W. 
Stone,  Cleveland,  chairman,  pages  450  to  454. 

(b)  Education — C.  L.  Cummer,  Cleveland, 

chairman,  pages  455  to  457. 

(c)  Medical  Defense — J.  E.  Tuckerman,  Cleve- 
land, chairman,  pages  458  and  459. 

(d)  Auditing  and  Appropriations — B.  J.  Hein, 
Toledo,  chairman,  combined  with  report  of  Treas- 
urer, James  A.  Beer,  page  460. 

ELECTION  OF  NOMINATING  COMMITTEE 

The  following  Nominating  Committee,  con- 
sisting of  one  delegate  from  each  of  the  10  Coun- 
cilor Districts,  was  elected  by  the  House  of 
Delegates: 

First  District — E.  O.  Swartz,  Cincinnati, 
chairman. 

Second  District — D.  C.  Houser,  Urbana. 

Third  District — J.  V.  Hartman,  Findlay. 

Fourth  District— John  F.  Wright,  Toledo. 

Fifth  District — S.  V.  Burley,  Lorain. 

Sixth  District — W.  K.  Stewart,  Youngstown. 

Seventh  District — C.  B.  Messerly,  Martins 
Ferry. 

Eighth  District — Geo.  F.  Swan,  Cambridge. 

Ninth  District — Norvil  A.  Martin,  Gallipolis. 

Tenth  District — John  M.  Thomas,  Columbus. 

INTRODUCTION  OF  RESOLUTIONS 

The  following  resolutions  were  introduced  and 
referred,  without  discussion,  to  the  Reference 
Committee  on  Resolutions  which  was  instructed 
to  report  to  the  House  of  Delegates  at  the  second 
session,  Thursday  afternoon,  April  29: 

Resolution  A.  Introduced  by  John  Dean  Boylan, 
Milford  Center: 

Whereas,  It  has  been  necessary  for  or- 
ganized medicine  to  be  unusually  alert  in 

carrying  out  its  avowed  purpose  of  fighting 
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enactment  of  proposed  legislation  which 
would  be  inimical  to  public  health  and  scien- 
tific medicine  during  the  present  session  of 
the  Ohio  General  Assembly,  and 

Whereas,  There  has  been  exceptionally 
efficient  and  concerted  activity  on  the  part  of 
members  of  medical  organization  in  all  parts 
of  the  state  in  presenting  information  and 
advice  on  such  matters  to  members  of  the 
General  Assembly,  therefore, 

Be  It  Resolved,  That  the  House  of  Dele- 
gates of  the  Ohio  State  Medical  Association 
commends  those  members  of  the  Ninety- 
Second  General  Assembly  who  have  sought 
and  followed  the  advice  of  members  of  the 
medical  profession  on  pending  public  health 
and  medical  proposals  and  expresses  sincere 
appreciation  to  state  and  local  legislative  com- 
mittees and  committeemen,  as  well  as  the 
personnel  of  the  State  Headquarters  Office, 
for  their  efficient  and  faithful  services  during 
recent  critical  months. 


Resolution  B.  Introduced  by  John  M.  Thomas, 
Columbus: 

Whereas,  An  increasing  interest  in  group 
hospital  payment  plans  has  been  demonstrated 
in  recent  months  in  several  metropolitan  cen- 
ers  of  Ohio,  and 

Whereas,  There  are  definite  problems  of 
direct  interest  to  the  medical  profession  in- 
volved in  such  projects,  and 

Whereas,  The  present  policy  of  the  Ohio 
State  Medical  Association  as  established  by 
official  action  of  the  Council  on  October  29, 
1933,  declares  that  medical  service  should  not 
be  included  among  services  furnished  under 
group  hospitalization  contracts,  and 

Whereas,  Confusion  and  controversy  exist 
with  respect  to  a differentiation  between 
medical  services  and  hospital  services  in 
many  group  hospitalization  programs, 

Be  It  Resolved,  That  the  House  of  Dele- 
gates of  the  Ohio  State  Medical  Association 
this  28th  day  of  April,  1937,  reaffirms  the 
policy  adopted  by  the  Council  of  this  Associa- 
tion on  October  29,  1933,  and 

Be  It  Further  Resolved,  That  the  House 
of  Delegates  of  this  Association  respectfully 
request  the  officials  and  House  of  Delegates 
of  the  American  Medical  Association  to  con- 
sider at  the  forthcoming  session  of  the  Amer- 
ican Medical  Association  at  Atlantic  City, 
the  advisability  of  clarifying  its  policy  on  the 
question  of  group  hospitalization,  especially 
on  the  matter  of  defining  and  enumerating 
the  services  which  should  not  be  included  be- 
cause they  are  definitely  medical  services. 

Be  It  Further  Resolved,  That  a copy  of 
this  resolution  be  transmitted  to  the  Secretary 
and  General  Manager  of  the  American 
Medical  Association  for  such  action  as  he 
deems  advisable. 

Resolution  C.  Introduced  by  Ross  M.  Knoble, 
Sandusky : 

Whereas,  The  Erie  County  Medical  So- 
ciety is  fully  aware  of  the  difficulties  that 
arise  in  making  identifications  of  individuals 
involved  in  or  connected  with  victims  of  kid- 
nappings, suicides,  murders,  or  other  crimi- 


nal acts,  major  disaster,  accidents  and 
amnesia;  and 

Whereas,  The  Erie  County  Medical  So- 
ciety is  convinced  that  there  frequently  arises 
misunderstandings  concerning  the  positive 
identifications  of  the  new  born  in  institutions, 

Be  It  Resolved,  That  the  Ohio  State  Medi- 
cal Association  sponsor  a bill  in  the  State 
Legislature  requiring  that  all  the  new  born 
be  finger-printed  at  the  time  of  birth,  and 
said  finger-prints  be  forwarded  to  the  United 
States  Department  of  Justice  for  filing  for 
future  reference. 

Resolution  D.  Introduced  by  John  F.  Wright, 
Toledo: 

Whereas,  It  is  highly  desirable  that  con- 
stituent county  medical  societies  be  given  an 
opportunity  to  counsel  and  instruct  their  re- 
spective Delegates  relative  to  resolutions  and 
other  matters  of  business  pertaining  to  medi- 
cal practice,  medical  economics,  medical  legis- 
lation and  medical  policy  to  be  presented  for 
consideration  and  vote  before  the  House  of 
Delegates  of  the  Ohio  State  Medical  Associa- 
tion at  its  annual  meetings, 

Be  It  Therefore  Resolved,  That  if  neces- 
sary the  Constitution  and  By-Laws  of  the 
Ohio  State  Medical  Association  be  so  revised 
or  amended  as  to  require  that  all  such  resolu- 
tions and  other  matters  of  business  be  sub- 
mitted to  the  Executive  Office  of  the  Ohio 
State  Medical  Association  and  forwarded  by 
that  office  to  all  constituent  county  medical 
societies  and  their  respective  Delegates  at 
least  one  month  prior  to  each  annual  meeting. 

Resolution  E.  Introduced  by  R.  D.  Herlinger, 
Warren : 

Whereas,  Proposed  reorganization  of  the 
Federal  Government  is  one  of  the  major 
questions  still  confronting  the  United  States 
Congress,  and 

Whereas,  One  such  proposal  would  provide 
for  the  consolidation  of  public  health  and  pub- 
lic welfare  activities  under  a newly-created 
Department  of  Social  Welfare,  therefore, 

Be  It  Resolved,  That  the  House  of  Dele- 
gates of  the  Ohio  State  Medical  Association 
in  session  April  28  and  29,  1937,  at  Dayton, 
Ohio,  concurs  in  the  statement  of  opposition 
to  the  merger  of  public  health  and  public  wel- 
fare activities  of  the  Federal  Governfnent 
adopted  by  the  Council  of  this  Association, 
February  7,  1937,  on  recommendation  of  the 
Committee  on  Public  Relations  and  Eco- 
nomics, and  which  reads  as  follows: 

“Much  publicity  has  been  given  to  plans 
being  advanced  by  certain  research  groups 
for  the  reorganization  of  the  activities  of  the 
Federal  Government. 

“Summaries  of  proposals  which  have  been 
submitted  for  the  consideration  of  the  Con- 
gress have  been  studied  with  interest  by  the 
Committee  on  Public  Relations  and  Economics, 
especially  suggestions  dealing  with  reorgani- 
zation of  the  public  health  and  medical  ac- 
tivities of  the  Federal  Government. 

“If.  this  committee  correctly  senses  the 
views  of  the  members  of  the  medical  profes- 
sion of  Ohio  on  how  the  health  activities  of 
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the  Federal  Government  should  be  adminis- 
tered, we  are  convinced  that  the  physicians  of 
Ohio  believe  that  it  would  not  be  to  the  pub- 
lic’s interests  to  consolidate  administration 
of  public  health  work  and  administration  of 
public  welfare  activities,  as  recommended  in 
one  report  presented  to  the  Congress. 

“The  medical  profession  recognizes  the  need 
for  greater  efficiency  and  economy  in  govern- 
mental activities.  However,  public  health 
work  is  the  first  problem  and  responsibility 
of  government  and,  for  that  reason,  public 
health  work  must  not  be  subservient  to  other 
governmental  interests.  It  must  remain  an 
independent,  definite  function  of  government, 
under  the  direction  of  competently  trained 
physicians. 

“The  public  health  activities  of  the  Fed- 
eral Government  have  been  carried  on  effec- 
tively and  efficiently  by  the  present  United 
States  Public  Health  Service.  Nevertheless, 
if  there  is  the  need  for  modification  of  that 
setup  and  for  consolidation  of  all  public 
health  and  medical  activities,  the  medical 
profession  of  Ohio  would  approve  of  the 
creation  of  a new,  single  department  of  pub- 
lic health  to  administer  those  activities  but 
which  would  be  a separate  and  distinct 
agency,  on  a parity  with  other  administrative 
departments.” 

Resolution  F.  Introduced  by  A.  T.  Rank,  Van 
Wert: 

Be  It  Resolved,  That  the  House  of  Dele- 
gates of  the  Ohio  State  Medical  Association, 
in  annual  session  April  28  and  29,  1937,  at 
Dayton,  Ohio,  believing  that  eye  examinations 
of  Ohio  school  children  should  be  conducted 
exclusively  by  thoroughly-trained  and  com- 
petent physicians,  endorses  the  policy  ex- 
pressed in  the  following  resolution  adopted 
by  the  Joint  Committee  on  Health  Problems 
in  Education  of  the  National  Education  As- 
sociation and  the  American  Medical  Associa- 
tion on  February  23,  1937,  and  recommends 
that  each  delegate  bring  this  matter  to  the 
attention  of  his  component  society  so  that 
through  the  proper  committee  it  may  dis- 
seminate the  sound  advice  contained  therein  to 
school  officials: 

“Whereas,  The  eyes  and  the  sight  of  the 
school  child  are  of  the  most  vital  importance 
for  satisfactory  school  work,  and  their  pres- 
ervation for  future  health  and  efficiency  de- 
pends upon  their  wise  conservation  during 
childhood;  and 

“Whereas,  The  school  has  a grave  re- 
sponsibility for  the  conservation  of  eyesight 
among  school  children;  and 

“Whereas,  School  administrators  in  many 
parts  of  the  United  States  are  frequently  be- 
sieged with  demands  for  admission  into  their 
schools,  systems  of  eye  examinations  and  eye- 
glass prescriptions  by  practitioners  other  than 
qualified  doctors  of  medicine;  and 

“Whereas,  The  eye,  as  an  organ  of  vital 
necessity,  requires  careful  conservation  and 
deserves  treatment  only  at  the  hands  of 
trained  and  competent  persons;  and 

“Whereas,  Teachers  and  nurses  properly 
may  and  often  do  make  rough  tests  of  visual 
acuity  in  the  classroom,  but  diagnosis  of  dis- 


eases of  the  eye  and  of  disturbances  of  vision 
requires  more  extensive  examination  and 
often  involves  treatment  other  than  the  mere 
fitting  of  glasses;  and 

“Whereas,  Even  the  fitting  of  glasses  often 
requires  the  paralysis  of  accommodation 
through  the  use  of  drugs  popularly  known  as 
‘drops’;  now  therefore  be  it 

“Resolved,  That  it  is  the  sense  of  the  Joint 
Committee  on  Health  Problems  in  Education 
of  the  National  Education  Association  and 
the  American  Medical  Association,  in  meet- 
ing assembled  at  New  Orleans,  February  23, 
1937,  that  the  safety  of  the  eyes  of  school 
children,  the  adequate  diagnosis  of  disease 
and  the  correct  fitting  of  glasses  require  ex- 
amination of  children’s  eyes  (beyond  rough 
visual  tests  performed  by  teachers  or  nurses) 
by  a licensed  doctor  of  medicine  and,  upon 
his  recommendation,  by  a medical  specialist 
in  diseases  of  the  eye,  properly  known  as  an 
oculist  or  ophthalmologist.” 

Resolution  G.  Introduced  by  the  Council: 

Whereas,  The  Council  of  the  Ohio  State 
Medical  Association  has  been  requested  to 
consider  the  feasibility  of  consolidating  cer- 
tain existing  component  societies  under  a 
hyphenated  title  in  order  to  bring  about  more 
effective  organization  activity  in  some  parts 
of  the  state,  and 

Whereas,  The  authority  to  reorganize  com- 
ponent societies  in  this  manner  is  invested  in 
the  House  of  Delegates  under  the  provisions 
of  Section  12,  Chapter  10,  of  the  By-Laws  of 
the  State  Association, 

Be  It  Resolved,  That  the  Council  respect- 
fully requests  the  House  of  Delegates  to  dele- 
gate to  the  Council  the  power  to  make  an  in- 
vestigation of  this  question  and,  in  coopera- 
tion with  the  component  societies  involved, 
take  whatever  action  appears  feasible  and 
advisable. 

Be  It  Resolved,  That  the  adoption  of  this 
resolution  by  the  House  of  Delegates  shall  be 
construed  as  permission  to  the  Council  to 
carry  out  the  intent  and  purposes  herein 
stated. 

INVITATIONS  FOR  1938  MEETING 

The  following  invitations  for  the  1938  Annual 
Meeting  were  presented: 

E.  J.  Emerick,  on  behalf  of  the  Academy  of 
Medicine  of  Columbus,  inviting  the  State  Asso- 
ciation to  hold  its  next  meeting  in  the  Capital 
City. 

Ross  M.  Knoble,  Sandusky,  on  behalf  of  the 
Erie  County  Medical  Society  and  Cedar  Point, 
inviting  the  State  Association  to  meet  at  Cedar 
Point  in  1938. 

The  invitations  were  referred,  without  dis- 
cussion, to  the  Reference  Committee  on  Time  and 
Place  of  Annual  Meeting. 

Following  special  announcements  with  respect 
to  committee  meetings  and  various  events  in  con- 
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nection  with  the  Annual  Meeting,  the  House  of 
Delegates  recessed  until  Thursday  noon,  April  29. 


MINUTES  OF  SECOND  SESSION 

The  second  and  final  session  of  the  House  of 
Delegates  at  the  91st  Annual  Meeting  was  called 
to  order  by  President  Huston  at  1:00  P.  M., 
Thursday,  April  29,  following  a luncheon  for 
delegates,  officers,  and  members  of  the  Dayton 
Committees  on  Arrangements  in  the  Junior  Ball- 
room, Hotel  Biltmore.  The  roll  call  showed  106 
delegates  and  officers  present. 

SELECTION  OF  PLACE  FOR  1938  MEETING 

On  behalf  of  the  Committee  on  Time  and  Place 
of  Annual  Meeting,  John  F.  Wright,  Toledo, 
chairman,  presented  the  following  report: 

To  the  House  of  Delegates: 

1.  Time — Your  committee  feels  that  in  de- 
ference to  the  large  number  of  golfers  who  regu- 
larly attend  the  Annual  Meeting  of  the  Ohio 
State  Medical  Association  that  the  meetings 
should  be  held  not  earlier  than  the  middle  of 
May. 

2.  Place — Two  invitations  were  carefully  con- 
sidered for  the  meeting  of  1938,  Columbus  and 
Cedar  Point. 

Columbus — The  Headquarters  of  the  State  As- 
sociation centrally  located  and  well  prepared  by 
past  experience  to  stage  a successful  and  well 
attended  convention.  It  has  been  noted  that  the 
Annual  Meeting  has  not  been  held  in  Columbus 
since  the  Fall  of  1934.  This  point  was  stressed 
by  those  urging  the  selection  of  Columbus  and  it 
was  pointed  out  that  it  is  Columbus’  turn  to  play 
host  to  the  medical  profession. 

Cedar  Point — With  convention  headquarters  at 
the  outstanding  summer  resort  and  playground 
on  Lake  Erie. 

Both  of  these  locations  have  presented  many 
points  for  serious  consideration  and  it  is  the 
opinion  of  your  committee  that  the  1938  meet- 
ing should  be  held  in  Columbus;  and  that,  could 
the  time  element  be  arranged,  serious  considera- 
tion be  given  to  Cedar  Point  for  the  meeting  of 
1939. 

Respectfully  submitted, 

John  F.  Wright,  Chairman, 
Chas.  I.  Stephen, 

M.  J.  Thomas, 

Robert  Conrad, 

L.  D.  Allard. 

Following  the  reading  of  the  report,  Ross  M. 
Knoble,  Sandusky,  asked  permission  of  the  chair 
to  withdraw  the  invitation  presented  by  the  Erie 
County  Medical  Society  for  Cedar  Point,  stating 
that  it  seemed  apparent  that  a majority  of  the 
delegates  favored  the  selection  of  Columbus  for 
the  1938  meeting.  However,  Dr.  Knoble  said  that 
the  Erie  County  Medical  Society  still  was  anx- 
ious to  play  host  to  the  State  Association  and 
he  filed  with  the  House  of  Delegates  an  invita- 
tion for  the  1939  meeting  at  Cedar  Point. 

On  motion  by  Dr.  Wright,  seconded  by  Dr. 
Upham  and  carried,  the  Secretary  was  instructed 


to  cast  the  ballot  of  the  House  of  Delegates  in 
favor  of  Columbus  for  the  1938  Annual  Meeting. 
So  recorded  and  announced. 

REPORT  OF  COMMITTEE  ON  PRESIDENTIAL  ADDRESS 

A.  O.  Peters,  Dayton,  presented  the  report  of 
the  Reference  Committee  on  Presidential  Ad- 
dress, of  which  he  was  chairman,  reading  as 
follows: 

To  the  House  of  Delegates: 

Your  Committee  submits  for  your  considera- 
tion the  following  comments  on  the  address  of 
President  E.  M.  Huston  delivered  at  the  opening 
session  of  the  House  of  Delegates,  Wednesday, 
April  28,  1937. 

In  this  time  of  uncertainty  and  confusion  in 
so  many  fields  of  endeavor,  it  is  well  that  Dr. 
Huston  reaffirms  the  principles  of  medical  ethics 
and  thus  lays  the  foundation  for  clearer  think- 
ing and  planning. 

Dr.  Huston  lays  stress  upon  the  fact  that  by 
efficient  organization  the  medical  profession  has 
been  able  to  play  its  part  in  the  great  problem 
of  relief  during  the  last  few  years. 

The  importance  of  younger  members  interest- 
ing themselves  in  medical  organization  and  thus 
helping  to  bear  its  responsibilities  is  implied. 
Especially  significant  in  this  regard  is  the  state- 
ment: “Standards  are  eternal.  Instruments 

change  with  the  times.” 

In  commenting  upon  the  idealism  of  the  medi- 
cal profession  Dr.  Huston  reaffirms  the  age  old 
principle  that  the  interest  of  the  patient  is  para- 
mount. No  system  of  budgeting,  of  regimenting 
nor  legislating  ever  can  supplant  this  principle. 
“So  let  us  keep  our  eyes  still  upon  the  stars  of 
idealism,”  says  Dr.  Huston,  “Yet  steadfastly 
hold  our  feet  upon  the  ground  of  common  sense.” 

Coming  to  a matter  of  practical  medical  ad- 
ministration, Dr.  Huston  comments  at  length 
upon  the  establishment  of  Public  Relations  Com- 
mittees and  their  accomplishments.  After  dis- 
cussing at  some  length  the  proper  relationship 
in  medical  practice  between  idealism  and  ethics 
on  the  one  hand  and  financial  interests  on  the 
other,  Dr.  Huston  aptly  states  the  functions  of 
the  Public  Relations  Committee  as  an  advisor  to 
other  members  of  the  County  Medical  Society  in 
these  words:  “Your  business  will  be  inter- 

fered with  as  long  as  you  conduct  your  business 
in  a way  that  lowers  the  value  of  that  possession 
other  men  have  acquired  title  to  and  which  they 
have  chosen  to  guard  as  they  would  their  lives.” 

Commenting  upon  modern  medical  education, 
Dr.  Huston  aptly  suggests  more  attention  should 
be  given  in  the  medical  schools  to  teaching 
ethical  standards  and  to  instilling  in  the  minds 
of  the  younger  members  of  the  profession  an 
appreciation  of  principles  of  conduct  and  be- 
havior one  to  another  and  the  proper  relations  of 
physician  and  patient. 

Dr.  Huston  makes  another  valuable  suggestion 
regarding  medical  education  in  these  words: 
“Are  we  striving  to  give  to  these  boys  all  facts 
before  they  are  to  be  graduated?  Would  it  not  be 
better  that  they  have  the  fundamental  ground- 
work and  the  framework  of  their  future  educa- 
tion so  that  they  themselves  when  in  practice  can 
continue  to  build?” 

This  is  a fine  commentary  upon  that  well 
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known  professional  fact  that  the  entire  profes- 
sional life  of  the  physician  is  one  of  education. 

Commenting  at  length  upon  the  present  ten- 
dency towards  the  socialization  of  medicine,  Dr. 
Huston  makes  this  telling  remark:  “Govern- 

mental, socialized,  or  state  medicine  is  not  coming 
upon  us  as  a great  avalanche  or  as  the  over- 
whelming dust  storms  from  the  West,  but  it  will 
come  if  come  it  must,  step  by  step  disguised  in 
welfare  clothing,  but  not  any  faster  than  we  ap- 
proach it  step  by  step.” 

In  summary,  Dr.  Huston  properly  emphasizes 
the  splendid  organization  of  the  Ohio  State  Med- 
ical Association.  He  pays  deserved  tribute  to  the 
officers  and  the  members  who  contribute  so 
efficiently  to  the  success  of  the  Association.  Cer- 
tainly no  finer  language  could  accurately  express 
Dr.  Huston’s  own  valuable  service  and  accomp- 
lishments in  medical  organization  than  when  he 
makes  this  statement  about  others:  “Our "office 

at  Columbus  never  has  been  in  better  hands. 
There  never  has  been  a better  working  order 
than  we  have  there  today.” 

Respectfully  submitted, 

A.  O.  Peters,  Chairman. 

H.  C.  Messenger, 

N.  A.  Hamilton, 

W.  L.  Yeomans, 

Geo.  F.  Swan. 

On  motion  by  Dr.  Peters,  seconded  by  Dr. 
Anzinger  and  carried,  the  committee’s  report  was 

approved  and  adopted. 

report  of  committee  on  annual  reports 

H.  V.  Paryzek,  Cleveland,  the  chairman,  pre- 
sented the  following  report  of  the  Reference 
Committee  on  Annual  Reports: 

Members  of  the  House  of  Delegates: 

Your  Reference  Committee  on  Annual  Reports 
carefully  reviewed  and  discussed  the  annual  re- 
ports published  in  the  April,  1937,  issue  of  The 
Journal  and  begs  to  submit  the  following  report: 

I.  Committee  on  Public  Relations  and  Eco- 
nomics. 

Your  committee  appreciates  the  seemingly  un- 
surmountable  difficulties  which  confronted  the 
Public  Relations  Committee,  with  its  various  sub- 
committees, and  heartily  endorses  their  plan  of 
action. 

In  considering  the  various  legislative  problems, 
we  cannot  help  but  emphasize  the  great  im- 
portance of  concerted  action  on  the  part  of  the 
entire  membership,  individually  and  collectively. 
The  Legislative  Sub-Committee  and  the  Head- 
quarters Staff,  who  advise  and  direct  as  to  plans 
of  attack,  need  the  support  of  the  entire  member- 
ship in  order  to  successfully  combat  the  ever  in- 
creasing number  of  bills  which  are  detrimental 
to  sound  public  policy  and  public  health.  The  in- 
creased activity  of  the  Legislative  Sub-Commit- 
tee is  beginning  to  show  its  effect  in  various 
communities  where  a definite  effort  is  made  to 
actively  enter  the  field  of  politics  in  advising  its 
membership  as  to  the  desirability  of  certain  can- 
didates. Such  activities,  tempered  with  good 
judgment  and  properly  executed,  will  enhance 
the  status  of  the  medical  profession. 

The  cooperative  relationship  between  the  Sub- 
Committee  on  Workmen’s  Compensation  and  the 


Industrial  Commission  is  a progressive  and  vital 
function  which  has  already  settled  certain  irritat- 
ing problems  which  ihave  confronted  the  profes- 
sion and  the  Commission  for  many  years.  Your 
committee  wishes  to  commend  this  activity  and 
at  the  same  time  desires  particularly  to  bring  to 
the  attention  of  the  membership,  the  valuable 
service  rendered  by  Dr.  Sidney  M.  McCurdy,  in 
his  position  as  supervisor  of  the  Medical  Division 
of  the  State  Industrial  Commission. 

Further  refoiuns  are  contemplated  which  should 
improve  our  relationship  with  the  Industrial 
Commission  and  be  of  distinct  benefit  to  all  par- 
ties concerned. 

The  failure  of  the  report  to  include  any  definite 
action  on  the  part  of  the  sub-committee  studying 
poor  relief  is  appreciated,  in  view  of  the  volume 
of  legislative  matters  that  are  being  considered 
today.  However,  your  committee  feels  that  this 
sub-committee  should  institute  a careful  study 
of  this  entire  problem  of  poor  relief,  so  that  con- 
structive and  satisfactory  statutory  amendments 
or  new  laws  may  be  proposed  when  the  ap- 
propriate time  arrives. 

2.  Annual  Report  of  the  Committee  on  Edu- 
cation. 

This  newly  organized  committee  submitting  its 
first  report,  presents  evidence  of  genuine  enter- 
prise and  activity.  Your  committee  recognizes 
the  fact  that  our  Association  has  launched  a pro- 
gram which  will,  with  proper  direction,  increase 
the  value  of  the  Association  to  the  membership, 
and  should  receive  its  wholehearted  support. 
Your  ideas,  criticisms  and  suggestions  will  help 
in  building  a progressive  educational  program. 
It  is  important  to  emphasize  the  fact  that  in- 
creased attendance  at  district  and  other  sec- 
tional meetings  depends  on  well-arranged  pro- 
grams, coupled  with  timely  and  concerted  pub- 
licity. 

The  continued  improvement  of  our  Journal, 
under  the  able  direction  of  the  Editor,  Dr. 
Jonathan  Forman,  and  his  staff  is  gratifying 
and  we  herewith  recommend  that  each  member 
keep  in  touch  with  all  the  activities  of  the  Asso- 
ciation by  reading  The  Journal. 

There  is  no  formal  report  relative  to  the  An- 
nual Meeting,  nevertheless,  your  committee  feels 
that  the  present  arrangement  is  ideal,  and  should 
not  be  altered  unless  circumstances  change,  or 
better  plans  are  proposed.  The  educational  value 
of  the  Scientific  Exhibits  which  have  increased 
in  number  is  worthy  of  comment. 

The  plan  of  conducting  regional  refresher 
courses,  as  proposed  by  the  Committee  on  Edu- 
cation, is  commendable,  and  in  reviewing  the 
plan  proposed  it  seemed  advisable  to  recommend 
that  the  more  intensive  type  of  refresher  course 
be  seriously  considered  as  a basic  plan,  par- 
ticularly for  the  smaller  communities. 

3.  Annual  Report  of  the  Committee  on  Medi- 
cal Defense. 

This  committee  presents  a concise  report  as  to 
its  activities  and  again  reminds  the  membership 
that  the  danger  of  a malpractice  suit  is  ever 
present.  Valuable  advice  relative  to  one’s  con- 
duct in  a suit  is  included,  which  we  urge  each 
member  to  read  and  follow. 

In  order  to  emphasize  the  value  of  this  com- 
mittee to  the  State  Association,  and  to  promote 
greater  cooperation  on  the  part  of  the  member- 
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ship,  it  seemed  advisable  to  include  chapter  nine 
of  their  report. 

“The  committee’s  records  show  the  following 
to  be  the  principal  causes  of  suits  and  threats: 

(a)  Thoughtless,  ill-advised  and  unjustifi- 
able criticism  or  disparaging  remarks 
by  a physician  concerning  some  col- 
league. 

(b)  Hope  by  dissatisfied  patient  and  his 
attorney  to  profit. 

(c)  Desire  to  injure  the  defendant’s  pro- 
fessional standing. 

(d)  Criticism  of  physician  by  relatives  or 
friends  of  patient. 

(e)  Carelessness  or  negligence  on  the  part 
of  the  physician;  superficial  examina- 
tion and  service. 

(f)  Failure  on  the  part  of  the  physician  to 
keep  adequate  and  accurate  records. 

(g)  Negligence  on  the  part  of  assistants 
and  attendants  employed  by  physician. 

(h)  Failure  on  the  part  of  the  patient  or 
his  family  to  carry  out  the  physician’s 
instructions  and  advice.” 

Respectfully  submitted, 

Dr.  H.  V.  Paryzek,  Chairman. 
Dr.  M.  M.  Zinninger, 

Dr.  W.  K.  Stewart, 

Dr.  J.  Craig  Bowman. 

On  motion  by  Dr.  Paryzek,  seconded  by  Dr. 
Seibert  and  carried,  the  report  of  the  committee 
was  approved  and  adopted. 

report  of  committee  on  resolutions 

The  following  report  of  the  Reference  Commit- 
tee on  Resolutions  was  presented  by  D.  B.  Lowe, 
Akron,  chairman,  the  other  members  of  which 
were  R.  C.  Paul,  G.  A.  Woodhouse,  R.  S.  Dins- 
more  and  M.  A.  Loebell: 

To  the  House  of  Delegates: 

Seven  resolutions  were  referred  to  the  Refer- 
ence Committee  on  Resolutions  at  the  first  session 
of  the  House  of  Delegates  held  on  Wednesday 
morning,  April  28,  1937. 

The  committee  met  and  considered  these  reso- 
lutions, and  they  are  herewith  returned  to  the 
House  of  Delegates  with  the  recommendations 
of  the  Reference  Committee  as  follows: 

Resolution  A 

Resolution  A,  introduced  by  John  Dean 
Boylan,  Milford  Center,  clearly  speaks  for  itself. 
The  committee  approves  the  resolution  and 
recommends  its  adoption  as  follows: 

Whereas,  It  has  been  necessary  for  organized 
medicine  to  be  unusually  alert  in  carrying  out  its 
avowed  purpose  of  fighting  enactment  of  pro- 
posed legislation  which  would  be  inimical  to  pub- 
lic health  and  scientific  medicine  during  the 
present  session  of  the  Ohio  General  Assembly, 
and 

Whereas,  There  has  been  exceptionally  effi- 
cient and  concerted  activity  on  the  part  of  mem- 
bers of  medical  organization  in  all  parts  of  the 
state  in  presenting  information  and  advice  on 
such  matters  to  the  members  of  the  General  As- 
sembly, therefore, 


Be  It  Resolved,  That  the  House  of  Delegates 
of  the  Ohio  State  Medical  Association  commends 
those  members  of  the  Ninety-Second  General  As- 
sembly who  have  sought  and  followed  the  advice 
of  members  of  the  medical  profession  on  pending 
public  health  and  medical  proposals  and  expresses 
sincere  appreciation  to  state  and  local  legislative 
committees  and  committeemen,  as  well  as  the  per- 
sonnel of  the  State  Headquarters  Office,  for  their 
efficient  and  faithful  services  during  recent 
critical  months. 

On  motion  by  Dr.  Lowe,  seconded  by  Dr.  Porter 
and  carried,  the  report  of  the  committee  on  Reso- 
tion  A was  approved  and  adopted. 

Resolution  B 

Resolution  B,  introduced  by  John  M.  Thomas, 
Columbus,  requests  the  House  of  Delegates  to 
reaffirm  the  policy  of  the  Ohio  State  Medical  As- 
sociation declaring  that  medical  services  should 
not  be  included  among  services  furnished  under 
group  hospitalization  contracts.  Also  it  provides 
that  this  House  of  Delegates  request  the  House 
of  Delegates  of  the  American  Medical  Associa- 
tion to  clarify  its  policy  with  respect  to  group 
hospitalization  and  to  give  special  consideration 
to  the  matter  of  defining  and  stating  those 
services  which  should  not  be  included  in  hos- 
pitalization contracts. 

The  committee  recommends  the  adoption  of 
Resolution  B,  reading  as  follows: 

Whereas,  An  increasing  interest  in  group  hos- 
pital payment  plans  has  been  demonstrated  in  re- 
cent months  in  several  metropolitan  centers  of 
Ohio,  and 

Whereas,  There  are  definite  problems  of  direct 
interest  to  the  medical  profession  involved  in  such 
projects,  and 

Whereas,  The  present  policy  of  the  Ohio  State 
Medical  Association  as  established  by  official 
action  of  the  Council  on  October  29,  1933,  declares 
that  medical  service  should  not  be  included  among 
services  furnished  under  group  hospitalization 
contracts,  and 

Whereas,  Confusion  and  controversy  exist  with 
respect  to  a differentiation  between  medical 
services  and  hospital  services  in  many  group  hos- 
pitalization programs, 

Be  It  Resolved,  That  the  House  of  Delegates 
of  the  Ohio  State  Medical  Association  this  28th 
day  of  April.  1937,  reaffirms  the  policy  adopted 
by  the  Council  of  this  Association  on  October  29, 
1933,  and 

Be  It  Further  Resolved,  That  the  House  of 
Delegates  of  this  Association  respectfully  requests 
the  officials  and  House  of  Delegates'  of  the  Amer- 
ican Medical  Association  to  consider,  at  the  forth- 
coming session  of  the  American  Medical  Associa- 
tion at  Atlantic  City,  the  advisability  of  clarify- 
ing its  policy  on  the  question  of  group  hospitali- 
zation, especially  on  the  matter  of  defining  and 
enumerating  the  services  which  should  not  be  in- 
cluded because  they  are  definitely  medical  services. 

Be  It  Further  Resolved,  That  a copy  of  this 
resolution  be  transmitted  to  the  Secretary  and 
General  Manager  of  the  American  Medical  Asso- 
ciation for  such  action  as  he  deems  advisable. 

On  motion  by  Dr.  Lowe,  seconded  by  Dr.  Wright 
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and  carried,  the  report  of  the  committee  on  Reso- 
lution B was  approved  and  adopted. 

Resolution  C 

Resolution  C,  introduced  by  Ross  M.  Knoble, 
Sandusky,  seeks  to  simplify  the  identification  of 
individuals  by  legally  requiring  that  finger  prints 
of  all  new  born  be  filed  with  the  United  States 
Department  of  Justice. 

The  consensus  of  the  committee  was  that  while 
such  identification  is  an  end  generally  to  be  de- 
sired, it  would  be  wiser  to  attempt  to  attain  that 
objective  by  educational  methods  rather  than  leg- 
islation. The  committee  believes  that  the  pro- 
motion of  the  latter  method  should  be  left  to  some 
other  agency  than  this  Association  and  for  that 
reason,  with  the  consent  of  the  author  of  the  reso- 
lution, the  committee  submits  the  following 
amended  resolution  and  recommends  its  adoption: 

Whereas,  The  Erie  County  Medical  Society  is 
fully  aware  of  the  difficulties  that  arise  in  making 
identifications  of  individuals  involved  in  or  con- 
nected with  victims  of  kidnappings,  suicides,  mur- 
ders, or  other  criminal  acts,  major  disasters,  acci- 
dents and  amnesia;  and 

Whereas,  The  Erie  County  Medical  Society  is 
convinced  that  there  frequently  arises  misunder- 
standings concerning  the  positive  identification  of 
the  new  born  in  institutions, 

Be  It  Resolved,  That  the  Ohio  State  Medical 
Association  urges  its  component  societies  to  use 
their  influence  to  the  end  that  all  hospitals  in 
their  respective  communities  shall  require  that 
all  new  born  be  fingerprinted  at  the  time  of 
birth,  and  that  said  finger  prints  be  made  avail- 
able on  request  to  the  parents  or  legal  guardians 
of  the  new  born. 

On  motion  by  Dr.  Lowe,  seconded  by  Dr.  Hogue 
and  carried,  the  report  of  the  committee  on  Reso- 
lution C was  approved  and  adopted. 

Resolution  D 

Resolution  D,  introduced  by  John  F.  Wright, 
Toledo,  seeks  to  bring  about  a direct  expression 
of  the  will  of  the  members  of  component  societies 
on  matters  coming  before  the  House  of  Delegates 
by  placing  all  resolutions  and  other  business  be- 
fore the  members  of  the  component  societies  at 
least  30  days  before  the  Annual  Meeting.  It  reads 
as  follows: 

Whereas,  It  is  highly  desirable  that  constitu- 
ent county  Medical  Societies  be  given  an  oppor- 
tunity to  counsel  and  instruct  their  respective 
delegates  relative  to  resolutions  and  other  matters 
of  business  pertaining  to  medical  practice,  medi- 
cal economics,  medical  legislation  and  medical  pol- 
icy to  be  presented  for  consideration  and  vote 
before  the  House  of  Delegates  of  the  Ohio  State 
Medical  Association  at  its  Annual  Meetings, 

Be  It  Therefore  Resolved,  That  if  necessary 
the  Constitution  and  By-Laws  of  the  Ohio  State 
Medical  Association  be  so  revised  or  amended  as 
to  require  that  all  such  resolutions  and  other  mat- 
ters of  business  be  submitted  to  the  Executive 
Office  of  the  Ohio  State  Medical  Association  and 
forwarded  by  that  office  to  all  constituent  county 
medical  societies  and  their  respective  delegates 
at  least  one  month  prior  to  each  Annual  Meeting. 


In  the  opinion  of  the  Reference  Committee  such 
action  would: 

1.  Require  revision  of  the  Constitution  and 
By-Laws  of  the  State  Association  and  the  consti- 
tution and  by-laws  of  some  component  societies. 

2.  Prevent  the  presentation  of  any  resolutions 
and  perhaps  other  questions  of  vital  importance 
originating  within  30  days  of  the  Annual  Meeting. 

3.  Require  that  matters  of  business  pending 
before  the  Council  or  standing  committees  would 
have  to  be  brought  to  a close  a month  before  the 
meeting  of  the  House  of  Delegates. 

It  seems  to  the  Reference  Committee  as  if  the 
present  plan  of  organization,  placing  upon  mem- 
bers of  the  House  of  Delegates  the  responsibility 
of  acting  upon  resolutions,  reports  and  other  busi- 
ness pertaining  to  the  State  Association,  is  prac- 
tical and  is  free  from  the  difficulties  which  would 
be  entailed  in  carrying  out  such  a plan  as  that 
suggested  in  the  resolution. 

Therefore,  the  Reference  Committee  recom- 
mends that  Resolution  D be  not  approved. 

On  motion  by  Dr.  Lowe,  seconded  by  Dr.  Tuck- 
erman  and  carried,  the  report  of  the  committee  on 
Resolution  D was  approved  and  adopted. 

Resolution  E 

Resolution  E,  introduced  by  R.  D.  Herlinger  of 
Warren,  speaks  for  itself.  It  reaffirms  the  policy 
of  this  Association  disapproving  all  proposals  for 
the  consolidation  of  the  public  health  and  public 
welfare  activities  of  the  Federal  Government  into 
one  department  for  reasons  enumerated  in  the 
resolution. 

The  committee  recommends  the  adoption  of 
the  resolution,  which  reads  as  follows: 

Whereas,  Proposed  reorganization  of  the  Fed- 
eral Government  is  one  of  the  major  questions 
still  confronting  the  United  States  Congress,  and 

Whereas,  One  such  proposal  would  provide  for 
the  consolidation  of  public  health  and  public  wel- 
fare activities  under  a newly-created  Department 
of  Social  Welfare,  therefore, 

Be  It  Resolved,  That  the  House  of  Delegates 
of  the  Ohio  State  Medical  Association  in  session 
April  28  and  29,  1937,  at  Dayton,  Ohio,  concurs 
in  the  statement  of  opposition  to  the  merger  of 
public  health  and  public  welfare  activities  of  the 
Federal  Government  adopted  by  the  Council  of 
this  Association,  February  7,  1937,  on  recommen- 
dation of  the  Committee  on  Public  Relations  and 
Economics,  and  which  reads  as  follows: 

“Much  publicity  has  been  given  to  plans  be- 
ing advanced  by  certain  research  groups  for  the 
reorganization  of  the  activities  of  the  Federal 
Government. 

“Summaries  of  proposals  which  have  been  sub- 
mitted for  the  consideration  of  the  Congress  have 
been  studied  with  interest  by  the  Committee  on 
Public  Relations  and  Economics,  especially  sugges- 
tions dealing  with  reorganization  of  the  public 
health  and  medical  activities  of  the  Federal  Gov- 
ernment. 

“If  this  committee  correctly  senses  the  views  of 
the  members  of  the  medical  profession  of  Ohio  on 
how  the  health  activities  of  the  Federal  Govern- 
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ment  should  be  administered,  we  are  convinced 
that  the  physicians  of  Ohio  believe  that  it  would 
not  be  to  the  public’s  interest  to  consolidate  ad- 
ministration of  public  health  work  and  adminis- 
tration of  public  welfare  activities,  as  recom- 
mended in  one  report  presented  to  the  Congress. 

“The  medical  profession  recognizes  the  need 
for  greater  efficiency  and  economy  in  govern- 
mental activities.  However,  public  health  work 
is  the  first  problem  and  responsibility  of  govern- 
ment and,  for  that  reason,  public  health  work 
must  not  be  subservient  to  other  governmental  in- 
terests. It  must  remain  an  independent,  definite 
function  of  government,  under  the  direction  of 
competently  trained  physicians. 

“The  public  health  activities  of  the  Federal 
Government  have  been  carried  on  effectively  and 
efficiently  by  the  present  United  States  Public 
Health  Service.  Nevertheless,  if  there  is  the  need 
for  modification  of  that  setup  and  for  consolida- 
tion of  all  public  health  and  medical  activities, 
the  medical  profession  of  Ohio  would  approve 
of  the  creation  of  a new,  single  department  of 
public  health  to  administer  those  activities  but 
which  would  be  a separate  and  distinct  agency, 
on  a parity  with  other  administrative  depart- 
ments.” 

On  motion  by  Dr.  Lowe,  seconded  by  Dr.  An- 
zinger  and  carried,  the  report  of  the  committee 
on  Resolution  E was  approved  and  adopted. 

Resolution  F 

Resolution  F,  introduced  by  A.  T.  Rank,  Van 
Wert,  endorses  the  policy  of  the  Joint  Committee 
on  Health  Problems  in  Education  of  the  National 
Education  Association  and  the  American  Medical 
Association  declaring  that  the  examination  of 
the  eyes  of  school  children  should  be  made  only 
by  a licensed  doctor  of  medicine. 

The  Reference  Committee  recommends  the  adop- 
tion of  Resolution  F,  reading  as  follows: 

Be  It  Resolved,  That  the  House  of  Delegates 
of  the  Ohio  State  Medical  Association,  in  annual 
session  April  28  and  29,  1937,  at  Dayton,  Ohio, 
believing  that  eye  examinations  of  Ohio  school 
children  should  be  conducted  exclusively  by  thor- 
oughly trained  and  competent  physicians,  endorses 
the  policy  expressed  in  the  following  resolution 
adopted  by  the  Joint  Committee  on  Health  Prob- 
lems in  Education  of  the  National  Education  As- 
sociation and  the  American  Medical  Association 
on  February  23,  1937,  and  recommends  that  each 
delegate  bring  this  matter  to  the  attention  of  his 
component  society  so  that  through  the  proper 
committee  it  may  disseminate  the  sound  advice 
contained  therein  to  school  officials: 

“Whereas,  The  eyes  and  the  sight  of  the  school 
child  are  of  the  most  vital  importance  for  satis- 
factory school  work,  and  their  preservation  for 
future  health  and  efficiency  depends  upon  their 
wise  conservation  during  childhood;  and 

“Whereas,  The  school  has  a grave  responsi- 
bility for  the  conservation  of  eyesight  among 
school  children;  and 

“Whereas,  School  administrators  in  many  parts 
of  the  United  States  are  frequently  besieged  with 
demands  for  admission  into  their  schools  systems 
of  eye  examinations  and  eye-glass  prescriptions 
by  practitioners  other  than  qualified  doctors  of 
medicine;  and 


“Whereas,  The  eye,  as  an  organ  of  vital  neces- 
sity, requires  careful  conservation  and  deserves 
treatment  only  at  the  hands  of  trained  and  com- 
petent persons;  and 

“Whereas,  Teachers  and  nurses  properly  may 
and  often  do  make  rough  tests  of  visual  acuity 
in  the  classroom,  but  diagnosis  of  diseases  of  the 
eye  and  of  disturbances  of  vision  requires  more 
extensive  examination  and  often  involves  treat- 
ment other  than  the  mere  fitting  of  glasses;  and 

“Whereas,  Even  the  fitting  of  glasses  often  re- 
quires the  paralysis  of  accommodation  through 
the  use  of  drugs  popularly  known  as  ‘drops’;  now 
therefore  be  it 

“Resolved,  That  it  is  the  sense  of  the  Joint 
Committee  on  Health  Problems  in  Education  of 
the  National  Education  Association  and  the 
American  Medical  Association,  in  meeting  as- 
sembled at  New  Orleans,  February  23,  1937,  that 
the  safety  of  the  eyes  of  school  children,  the  ade- 
quate diagnosis  of  disease  and  the  correct  fitting 
of  glasses  require  examination  of  children’s  eyes 
(beyond  rough  visual  tests  performed  by  teach- 
ers or  nurses)  by  a licensed  doctor  of  medicine 
and,  upon  his  recommendation,  by  a medical 
specialist  in  diseases  of  the  eye,  properly  known 
as  an  oculist  or  ophthalmologist.” 

On  motion  by  Dr.  Lowe,  seconded  by  Dr.  Peters 
and  carried,  the  report  of  the  committee  on  Reso- 
lution F was  approved  and  adopted. 

Resolution  G 

Resolution  G,  introduced  by  the  Council  of  the 
State  Medical  Association  requests  the  House  of 
Delegates  to  confer  on  the  Council  the  power  to 
investigate  the  feasibility  of  combining  certain 
component  societies  and  to  take  necessary  action 
to  bring  about  consolidations  where  such  are 
deemed  advisable. 

The  committee  recommends  the  adoption  of  this 
resolution,  which  reads  as  follows: 

“Whereas,  The  Council  of  the  Ohio  State  Medi- 
cal Association  has  been  requested  to  consider  the 
feasibility  of  consolidating  certain  existing  com- 
ponent societies  under  a hyphenated  title  in  order 
to  bring  about  more  effective  organized  activity 
in  some  parts  of  the  state,  and 

Whereas,  The  authority  to  reorganize  compo- 
nent societies  in  this  matter  is  invested  in  the 
House  of  Delegates  under  the  provisions  of 
Section  12,  Chapter  10,  of  the  By-Laws  of  the 
State  Association, 

Be  It  Resolved,  That  the  Council  respectfully 
requests  the  House  of  Delegates  to  delegate  to  the 
Council  the  power  to  make  an  investigation  of  this 
question  and,  in  cooperation  with  the  component 
societies  involved,  take  whatever  action  appears 
feasible  and  advisable. 

Be  It  Resolved,  That  the  adoption  of  this  reso- 
lution by  the  House  of  Delegates  shall  be  con- 
strued as  permission  to  the  Council  to  carry  out 
the  intent  and  purposes  herein  stated. 

On  motion  by  Dr.  Lowe,  seconded  by  Dr.  Hogue 
and  carried,  the  report  of  the  committee  on  Reso- 
lution G was  approved  and  adopted. 

On  motion  by  Dr.  Lowe,  seconded  by  Dr.  Pary- 
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zek  and  carried,  the  report  of  the  Reference  Com- 
mittee as  a whole  was  approved  and  adopted. 

NOMINATION  AND  ELECTION  OF  PRESIDENT-ELECT 

Nominations  of  candidates  for  the  office  of 
President-Elect  were  called  for  by  President 
Huston. 

E.  J.  McCormick,  Toledo,  presented  the  name 
of  Barney  J.  Hein,  Toledo,  completing  his  third 
term  as  a member  of  the  Council,  and  former 
president  of  the  Toledo  Academy  of  Medicine. 

There  being  no  further  nominations,  on  motion 
by  Dr.  DeWitt,  seconded  by  Dr.  Lowe  and  carried, 
the  nominations  were  closed  and  the  secretary 
instructed  to  cast  the  unanimous  ballot  of  the 
House  of  Delegates  for  Barney  J.  Hein,  Toledo, 
as  President-Elect.  So  recorded  and  announced. 

At  the  request  of  the  chair,  Dr.  DeWitt  es- 
corted Dr.  Hein  to  the  rostrum  and  he  was  offi- 
cially presented  to  the  House  of  Delegates. 

ELECTION  OF  COUNCILORS 

The  report  of  the  Committee  on  Nominations, 
appointed  at  the  first  session  of  the  House  of 
Delegates,  was  presented  by  Dr.  Swartz,  chair- 
man. The  following  nominations  for  the  office  of 
Councilor  were  submitted: 

Second  District — D.  W.  Hogue,  Springfield,  to 
succeed  himself.  There  being  no  further  nomina- 
tions, on  motion  by  Dr.  Swartz,  seconded  by  Dr. 
Anzinger  and  carried,  the  nominations  for  Coun- 
cilor of  the  Second  District  were  closed  and  the 
secretary  was  instructed  to  cast  the  ballot  of  the 
House  of  Delegates  for  Dr.  Hogue  as  Councilor 
of  that  district  for  a term  of  two  years.  So  re- 
corded and  announced. 

Fourth  District — E.  J.  McCormick,  Toledo,  to 
succeed  Barney  J.  Hein  who  had  been  elected 
President-Elect.  There  being  no  further  nomina- 
tions, on  motion  by  Dr.  Swartz,  seconded  by  Dr. 
Tuckerman  and  carried,  the  nominations  were 
closed  and  the  secretary  was  instructed  to  cast 
the  ballot  of  the  House  of  Delegates  for  Dr.  Mc- 
Cormick as  Councilor  of  that  district  for  a term 
of  two  years.  So  recorded  and  announced. 

Sixth  District — Wm.  M.  Skipp,  Youngstown,  to 
succeed  himself.  There  being  no  further  nomina- 
tions, on  motion  Dr.  Swartz,  seconded  by  Dr. 
Steinke  and  carried,  the  nominations  for  Councilor 
of  the  Sixth  District  were  closed  and  the  secre- 
tary was  instructed  to  cast  the  ballot  of  the  House 
of  Delegates  for  Dr.  Skipp  as  Councilor  of  that 
district  for  a term  of  two  years.  So  recorded 
and  announced. 

Eighth  District — E.  R.  Brush,  Zanesville,  to  suc- 
ceed himself.  There  being  no  further  nomina- 
tions, on  motion  by  Dr.  Swartz,  seconded  by  Dr. 
Loebell  and  carried,  the  nominations  for  Councilor 
of  the  Eighth  District  were  closed  and  the  secre- 
tary was  instructed  to  cast  the  ballot  of  the  House 
of  Delegates  for  Dr.  Brush  as  Councilor  of  that 


district  for  a term  of  two  years.  So  recorded 
and  announced. 

Tenth  District — C.  C.  Sherburne,  Columbus,  to 
succeed  himself.  There  being  no  further  nomina- 
tions, on  motion  by  Dr.  Swartz,  seconded  by  Dr. 
Upham  and  carried,  the  nominations  for  Coun- 
cilor of  the  Tenth  District  were  closed  and  the 
secretary  was  instructed  to  cast  the  ballot  of  the 
House  of  Delegates  for  Dr.  Sherburne  as  Coun- 
cilor of  that  district  for  a term  of  two  years.  So 
recorded  and  announced. 

ELECTION  OF  A.  M.  A.  DELEGATES 

The  Nominating  Committee  presented  the  fol- 
lowing nominations  for  the  office  of  delegate  and 
alternate  to  the  American  Medical  Association 
for  a term  of  two  years: 

J.  P.  DeWitt,  Canton,  Delegate 

G.  F.  Zinninger,  Canton,  Alternate 

There  being  no  further  nominations,  on  motion 
by  Dr.  Swartz,  seconded  by  Dr.  Messenger  and 
carried,  the  secretary  was  instructed  to  cast  the 
ballot  of  the  House  of  Delegates  for  Dr.  DeWitt 
and  Dr.  Zinninger.  So  recorded  and  announced. 

C.  E.  Kiely,  Cincinnati,  Delegate 

L.  Howard  Schriver,  Cincinnati,  Alternate 

There  being  no  further  nominations,  on  motion 
by  Dr.  Swartz,  seconded  by  Dr.  Swepston  and 
carried  the  secretary  was  instructed  to  cast  the 
ballot  of  the  House  of  Delegates  for  Dr.  Kiely 
and  Dr.  Schriver.  So  recorded  and  announced. 

C.  W.  Waggoner,  Toledo,  Delegate 
Charles  Lukens,  Toledo,  Alternate 

There  being  no  further  nominations,  on  motion 
by  Dr.  Swartz,  seconded  by  Dr.  Paryzek  and 
carried,  the  secretary  was  instructed  to  cast  the 
ballot  of  the  House  of  Delegates  for  Dr.  Wag- 
goner and  Dr.  Lukens.  So  recorded  and  an- 
nounced. 

ELECTION  OF  TREASURER 

The  Nominating  Committee  presented  the  name 
of  James  A.  Beer,  Columbus,  to  succeed  himself, 
as  treasurer  for  a term  of  three  years.  There 
being  no  further  nominations,  on  motion  by  Dr. 
Swartz,  seconded  by  Dr.  Emerick  and  carried,  the 
secretary  was  instructed  to  cast  the  ballot  of  the 
House  of  Delegates  for  Dr.  Beer  as  treasurer  for 
a term  of  three  years.  So  recorded  and  an- 
nounced. 

INSTALLATION  OF  NEW  PRESIDENT 

At  this  point,  Dr.  Huston,  the  retiring  Presi- 
dent, expressed  appreciation  for  the  splendid  as- 
sistance he  had  received  from  officers  and  commit- 
teemen and  many  members  during  his  term  of 
office.  He  called  Dr.  Alcorn,  the  incoming  Presi- 
dent, to  the  platform  and  presented  him  with  the 
official  gavel,  at  the  same  time  wishing  him  suc- 
cess during  his  tenure  of  office. 

In  accepting  the  gavel,  Dr.  Alcorn  told  the 
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House  of  Delegates  that  he  would  do  everything 
in  his  power  to  carry  on  in  a successful  manner 
the  constructive  work  of  the  State  Association, 
and  expressed  the  hope  that  he  be  given  the  same 
kind  of  cooperation  which  the  membership  gener- 
ally had  given  to  the  retiring  President. 

EXPRESSION  OF  APPRECIATION 

On  motion  by  Dr.  Hendershott,  seconded  by  Dr. 
Thomas  and  carried,  the  House  of  Delegates  offi- 
cially expressed  its  sincere  appreciation  to  the 
Montgomery  County  Medical  Society,  members  of 
the  Local  Committees  on  Arrangements,  manage- 
ment of  Hotel  Biltmore  and  the  Dayton  news- 
papers for  their  contributions  to  the  success  of 
the  Annual  Meeting.  Incorporated  in  the  motion 
also  was  a tribute  to  the  Committee  on  Scientific 
Work  for  the  excellent  program  and  setup  for 
the  Dayton  meeting. 

APPOINTMENT  OF  NEW  COMMITTEES 

President  Alcorn  announced  the  appointment  of 
the  following  committee  members  which  appoint- 
ments, on  motion  by  Dr.  Huston,  seconded  by  Dr. 
Harris  and  carried,  were  officially  approved  by  the 
House  of  Delegates: 

Committee  on  Public  Relations  and  Economics — 

C.  W.  Stone,  Cleveland,  to  succeed  himself  for  a 
term  of  five  years,  and  to  serve  as  chairman  of 
the  committee  during  1937-1938. 

Committee  on  Scientific  Work — M.  M.  Zinninger 

Cincinnati,  for  a term  of  five  years,  succeeding 
Parke  G.  Smith.  President  Alcorn  announced  that 
Dr.  Smith,  whose  exceptionally  efficient  work  as  a 
member  and  chairman  of  this  committee  and  its 
predecessors  had  been  reflected  in  the  marked  im- 
provement which  had  taken  place  in  the  program 
and  setup  of  recent  Annual  Meetings,  had  re- 
quested permission  to  retire  as  a member  of  that 
committee. 

As  chairman  of  that  committee  for  the  year 
1937-1938,  President  Alcorn  appointed  C.  C.  Sher- 
burne, Columbus,  who  had  been  a member  of  that 
committee  during  the  past  year. 

Committee  on  Education — Carl  A.  Wilzbach, 
Cincinnati,  to  succeed  himself,  for  a term  of  five 
years. 

As  chairman  of  the  committee  for  1937-1938, 
C.  L.  Cummer,  Cleveland. 

The  Committee  on  Medical  Defense — F.  P.  An- 

zinger,  Springfield,  to  succeed  himself,  for  a term 
of  three  years. 

As  chairman  of  the  committee  for  1937-1938, 
J.  E.  Tuckerman,  Cleveland. 

There  being  no  further  business,  the  House  of 
Delegates  adjourned  to  meet  in  Columbus  in  1938, 
unless  called  into  special  session  by  the  President. 

Attest:  Charles  S.  Nelson, 

Executive  Secretary . 


House  of  Delegates  Roll  Call. 
91st  Annual  Meeting 


First 

Second 

County 

Delegate 

Session 

Session 

Adams 

S.  J.  Ellison 

present 

present 

Allen 

J.  R.  Johnson 

present 



Ashland 

M.  J.  Thomas 

present 

present 

Ashtabula 

R.  B.  Wynkoop 

present 

present 

Athens 

A.  L.  Pritchard 

present 

present 

Auglaize 

Geo.  B.  Faulder 

Belmont 

C.  B.  Messerly 

present 

present 

Brown 

Geo.  P.  Tyler,  Jr. 



Butler 

C.  T.  Atkinson 

present 

present 

Carroll 

Walter  G.  Lyle 

Champaign 

D.  C.  Houser 

present 

Clark 

F.  P.  Anzinger 

present 

present 

Clermont 

J.  M.  Coleman 



present 

Clinton 

Robert  Conrad 

present 

present 

Columbiana 

John  A.  Fraser 

present 

present 

Coshocton 

J.  G.  Smailes 



present 

Crawford 

W.  L.  Yeomans 

present 

Cuyahoga 

R.  S.  Dinsmore 

present 



C.  W.  Stone 

present 

present 

J.  E.  Tuckerman 

present 

present 

I.  H.  Einsel 

present 

present 

H.  V.  Paryzek 

present 

present 

G.  F.  Sykes 

present 

present 

C.  G.  LaRocco 

present 

present 

John  Dickenson 

present 

present 

R.  K.  Updegraff,  Jr. 

present 

Claude  D.  Waltz 

present 

present 

M.  Paul  Motto 

present 

present 

Darke 

Chas.  I.  Stephen 

present 

present 

Defiance 

D.  J.  Slosser 

present 

present 

Delaware 

A.  R.  Callander 



Erie 

Ross  M.  Knoble 

present 

present 

Fairfield 

R.  H.  Smith 

present 

present 

Fayette 

A.  S.  Stemler 

present 

present 

Franklin 

I.  B.  Harris 

present 

E.  J.  Emerick 

present 

present 

“ 

J.  H.  J.  Upham 

present 

John  M.  Thomas 

present 

present 

“ 

George  Harding 

present 

present 

Fulton 

R.  W.  Reynolds 

Gallia 

Norvil  A.  Martin 

present 

present 

Geauga 

H.  E.  Shafer 



present 

Greene 

H.  C.  Messenger 

present 

present 

Guernsey 

George  F.  Swan 

present 

present 

Hamilton 

Louis  Feid,  Jr. 

present 

. 

Otto  J.  Seibert 

present 

present 

E.  O.  Swartz 

present 

present 

V.  Bradley  Roberts 

present 

E.  R.  Swepston 

present 

Charles  D.  Heisel 

present 

M.  M.  Zinninger 

present 

present 

Hancock 

J.  V.  Hartman 

present 



Hardin 

C.  G.  Jackson 

Harrison 

Edward  L.  Miller 

present 

present 

Henry 

Thomas  Quinn 

Highland 

H.  W.  Chaney 

present 

present 

Hocking 

C.  T.  Grattidge 



present 

Holmes 

Clyde  Bahler 



Huron 

G.  F.  Linn 

present 

present 

Jackson 

A.  G.  Ray 

present 

present 

Jefferson 

J.  Ellison  Gamble 

present 

Knox 

F.  C.  Anderson 

present 

present 

Lake 

V.  N.  Marsh 



Lawrence 

George  G.  Hunter 

present 

Licking 

H.  B.  Anderson 

present 

present 

Logan 

M.  L.  Pratt 





Lorain 

S.  V.  Burley 

present 

present 

“ 

Charles  R.  Meek 

present 

present 

Lucas 

E.  J.  McCormick 

present 

present 

John  F.  Wright 

present 

present 

“ 

E.  B.  Gillette 

present 

A.  A.  Brindley 

present 

Madison 

R.  W.  E.  Irwin 

present 

present 

Mahoning 

W.  K.  Stewart 

present 

present 

O.  J.  Walker 

present 

present 

Marion 

J.  A.  Dodd 

present 

Medina 

Frank  C.  Reutter 



present 

Meigs 

P.  A.  Jividen 

present 

present 

Mercer 

Ralph  J.  Beare 

present 

Miami 

G.  A.  Woodhouse 

present 

present 

Monroe 



Montgomery 

Arthur  W.  Carley 

present 

present 

“ 

A.  O.  Peters 

present 

present 

“ 

H.  V.  Dutrow 

present 

present 

Morgan 

Edgar  Northrup 

present 



Morrow 

F.  M.  Hartsook 

Muskingum 

M.  A.  Loebell 

present 

present 
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First 

Second 

County 

Delegate 

Session 

Session 

Nohlp 

Ottawa 

F.  E.  Miller 

present 

present 

Paulding: 

L.  R.  Fast 

present 

present 

Perry 

James  Miller 



present 

Pickaway 

Harry  D.  Jackson 

present 

Pike 

L.  E.  Wills 

present 



Portage 

I.  M.  Huffman 

Preble 

E.  P.  Trittschuh 

present 

present 

Putnam 

W.  D.  Hickey 

present 

present 

Richland 

D.  A.  Weir 

present 

Ross 

W.  B.  Smith 

present 

present 

Scioto 

L.  D.  Allard 

present 

present 

Seneca 

E.  H.  Porter 

present 

present 

Shelby 

S.  C.  Yinger 

present 

present 

Stark 

.1.  P.  DeWitt 

present 

present 

“ 

L.  E.  Leavenworth 

present 

present 

“ 

B.  C.  Barnard 

present 

present 

Summit 

C.  R.  Steinke 

present 

present 

“ 

D.  B.  Lowe 

present 

present 

F.  C.  Potter 

present 

present 

“ 

W.  A.  Hoyt 

present 

present 

Trumbull 

R.  D.  Herlinger 

present 

Tuscarawas 

J.  W.  Calhoon 

present 

present 

Union 

John  Dean  Boylan 

present 

present 

Van  Wert 

A.  T.  Rank 

present 

present 

Vinton 

H.  D.  Chamberlain 

Warren 

N.  A.  Hamilton 

present 

present 

Washington 

R.  M.  Meredith 

present 

present 

Wayne 

R.  C.  Paul 

present 

present 

Williams 

H.  W.  Wertz 

present 

present 

Wood 

Paul  F.  Orr 

present 

present 

Wyandot 

J.  Craig  Bowman 

present 

OFFICERS 

President 

E.  M.  Huston 

present 

present 

President-Elect 

John  B.  Alcorn 

present 

present 

Treasurer 

James  A.  Beer 

present 

present 

Past-President 

R.  R.  Hendershott 

present 

present 

COUNCILORS 

First  District 

Parke  G.  Smith 

present 

present 

Second  District 

D.  W.  Hogue 

present 

present 

Third  District 

O.  P.  Klotz 

present 

present 

Fourth  District 

B.  J.  Hein 

present 

present 

Fifth  District 

A.  A.  Jenkins 

present 

present 

Sixth  District 

Wm.  M.  Skipp 

present 

present 

Seventh  District 

C.  W.  Kirkland 

present 

present 

Eighth  District 

E.  R.  Brush 

present 

present 

Ninth  District 

I.  P.  Seiler 

present 

present 

Tenth  District 

C.  C.  Sherburne 

present 

present 

100 

106 

New  Head  of  Pathology  Department 

Dr.  Emmerich  von  Haam,  New  Orleans,  La., 
has  been  appointed  chairman  of  the  Department 
of  Pathology,  Ohio  State  University,  College  of 
Medicine.  Born  in  Austria,  Dr.  von  Haam  re- 
ceived his  education  in  Vienna.  Following  gradu- 
ation there  in  1926,  he  received  a one-year  fel- 
lowship in  this  country  with  the  Rockefeller 
Foundation.  Shortly  afterwards  he  was  ap- 
pointed associate  professor  of  pathology  at  the 
University  of  Arkansas,  where  he  served  for  two 
years  prior  to  becoming  associated  with  the 
Louisiana  State  University  Medical  Center 
where  he  has  been  for  the  past  six  years.  Dr. 
von  Haam  is  a member  of  the  Louisiana  State 
Medical  Society,  Fellow  of  the  American  Medical 
Association,  member  of  the  American  Associa- 
tion of  Pathologists  and  Bacteriologists  and  the 
American  Society  of  Clinical  Pathologists. 


135,000  Ohioans  Receiving  Aid  Under 
Social  Security  Program;  Costs  Listed 

During  the  first  four  months  of  1937,  approxi- 
mately 135,000  needy  Ohioans  received  assistance 
under  the  state’s  various  public  assistance  pro- 
grams operating  under  provisions  of  the  Social 
Security  Act. 

Of  the  total  number  of  people  assisted,  103,000 
were  needy  aged  persons.  In  addition,  the  pub- 
lic assistance  programs  rendered  aid  to  26,100 
dependent  children,  3,700  blind  persons,  and 
2,100  crippled  children. 

During  the  four-month  period  from  January 
1 to  April  30,  total  grants  of  $9,174,290  were 
paid  out  for  old  age  assistance,  one-half  the  cost 
being  paid  from  state  funds.  The  average  grant 
per  needy  aged  person  during  this  period  was 
about  $23. 

In  the  dependent  children’s  program,  a total 
of  $1,193,928  was  spent  during  the  first  four 
months  of  1937.  The  Federal  Government  con- 
tributed one-third,  while  the  state  and  counties 
paid  the  remaining  two-thirds.  At  the  end  of 
April,  the  average  grant  per  child  was  $12.18. 

For  hospitalization  and  medical  treatment  for 
the  2,100  crippled  children,  about  $120,000  was 
expended  during  the  four-month  period. 

In  the  blind  program,  total  grants  from  Jan- 
uary through  April  amounted  to  $248,988  with 
the  average  grant  per  recipient  reaching  $17.47 
in  April.  In  this  program,  the  Federal  Govern- 
ment contributes  one-half  of  the  Funds. 


Allergists’  Meeting  at  Atlantic  , City 

Ohio  physicians  will  have  a prominent  part  in 
the  annual  meeting  of  the  Association  for  the 
Study  of  Allergy  at  the  Hotel  Traymore,  Atlantic 
City,  June  7-8.  Of  the  25  papers  to  be  presented, 
three  will  be  read  by  Ohioans,  viz.,  “Scoring  on 
the  Long  Bones  as  a Guide  to  Management  of 
Food  Allergy  in  Children”,  by  Dr.  Milton  B. 
Cohen  and  Dr.  S.  Friedman,  Cleveland;  “Mis- 
takes in  Allergic  Diagnosis  and  Treatment”,  by 
Dr.  George  L.  Lambright,  Cleveland,  and  “The 
Management  of  Mucous  Colitis”,  by  Dr.  Jona- 
than Forman,  Columbus.  Dr.  Cohen  and  Dr.  Karl 
D.  Figley,  Toledo,  are  among  the  25  physicians 
chosen  to  open  discussions. 


Refresher  Courses  in  Obstetrics 

Refresher  courses  in  Obstetrics  under  the 
auspices  of  the  State  Department  of  Health,  were 
presented  at  Portsmouth,  May  4 and  5,  and  at 
Gallipolis,  May  6 and  7.  These  postgraduate  ob- 
stetrical clinics  were  arranged  by  Dr.  Geneva 
L.  Shong-Rothemund,  pediatrician  of  the  Bureau 
of  Child  Hygiene,  State  Department  of  Health, 
under  the  auspices  of  the  U.  S.  Children’s  Bureau 
as  part  of  the  Federal  Social  Security  program. 
The  sessions  were  conducted  by  Dr.  Scott  C. 
Runnels,  Cleveland. 


MEMBERS  REGISTERED  AT  DAYTON  MEETING  TOTAL  1103; 
DATA  FOR  PAST  YEARS  AND  BY  COUNTIES  SUMMARIZED 


M' 


ORE  members  of  the  Ohio  State  Medical 
Association  registered  at  the  Ninety- 
First  Annual  Meeting  held  at  Dayton, 
April  28  and  29,  1937,  than  at  any  Annual  Meet- 
ing since  the  one  in  Columbus  in  1930. 

Total  registration  of  members  at  the  Dayton 
meeting  was  1103. 

Including  members,  out-of-state  physicians, 
guests  and  technical  exhibitors,  total  registra- 
tion was  1551. 

The  following  tabulations  show  the  registra- 
tion figures  for  the  past  19  succeeding  Annual 
Meetings  and  the  number  of  members  from  each 
county  who  registered,  compared  to  the  number 
of  members  in  the  county. 

Annual  Meeting  Registration 
For  1919-1937  Inclusive 


>< 

5 

s 

OfL, 

o 

HW 

H 

1919 

Columbus  - 

1173 

10 

264 

92 

1529 

1920 

Toledo  

810 

17 

105 

80 

1062 

1921 

Columbus  

1275 

28 

204 

96 

1503 

1922 

Cincinnati  ....  

1066 

21 

184 

70 

1341 

1923 

Dayton  ... 

1117 

19 

202 

76 

1414 

1924 

Cleveland  

1301 

13 

180 

109 

1603 

1925 

Columbus  

1204 

17 

361 

107 

1689 

1926 

Toledo  

903 

19 

120 

83 

1125 

1927 

Columbus  

1320 

17 

286 

82 

1705 

1928 

Cincinnati  

916 

27 

92 

80 

1116 

1929 

Cleveland  

1231 

15 

249 

124 

1619 

1930 

Columbus  

1241 

13 

435 

86 

1775 

1931 

Toledo  

826 

13 

198 

50 

1087 

1932 

Dayton  

978 

2 

201 

45 

1226 

1933 

Akron  

858 

6 

160 

25 

1049 

1934 

Columbus  

1069 

9 

410 

51 

1539 

1935 

Cincinnati 

973 

17 

197 

84 

1271 

1936 

Cleveland  

1099 

14 

563 

137 

1813 

1937 

Dayton  

1103 

18 

366 

64 

1551 

Registration,  1937  Annual  Meeting 
By  Counties  and  Membership  Data. 


County 


Membership  No.  of  Members 
May  5,  1937  Registered  at  1937  * 
Annual  Meeting 


Adams  

18 

4 

Allen  

65 

30 

Ashland  

21 

4 

Ashtabula  

41 

1 

Athens  

41 

9 

Auglaize  

29 

10 

Belmont  _ 

56 

4 

Brown  

7 

Butler  

80 

24 

Carroll  ..  

13 

Champaign  

18 

7 

Clark  

73 

24 

Clermont  

21 

4 

Clinton  

27 

13 

Columbiana  

59 

4 

Coshocton  

20 

2 

Crawford  

28 

4 

Cuyahoga  

996 

73 

Darke  

34 

15 

Defiance  

18 

1 

Delaware  

23 

4 

County 

Membership 
May  5,  1937 

No.  of  Members 
Registered  at  1937 
Annual  Meeting 

Erie  

36 

5 

35 

6 

16 

7 

Franklin  

433 

122 

19 

25 

1 

Geauga.  

10 

... 38 

1 

24 

29 

2 
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100 

46 

7 

Hardin  

23 

4 

11 

3 

14 

21 

9 

13 

5 

10 

1 

19 

1 

14 

6 

58 

2 

9. 8 

6 

22 

i 

23 

5 

52 

6 

21 

97 

10 

256 

33 

14 

4 

195 

17 

38 

10 

27 

5 

11 

2 

17 

3 

50 

32 

5 

290 

238 

11 

1 

9 

2 

49 

10 

1 

14 

i 

10 

2 

19 

3 

a 

3 

Pike  

2 

25 

1 

11 

8 

25 

4 

61 

9 

40 

11 

Sandusky  

36 

70 

1 

15 

34 

8 

20 

11 

199 

21 

303 

21 

53 

3 

53 

3 

8 

Van  Wert  

22 

3 

9 

19 

5 

38 

4 

40 

4 

19 

4 

Wood 

38 

5 

9 

1 

Total  Membership 

5641 

1103 

Names  of  Members  Registered 

The  list  of  members  registered,  by  counties, 
follows: 

Adams — S.  J.  Ellison,  Hazel  Sproull,  0.  T. 
Sproull,  R.  C.  Wenrick.  Allen — Harvey  L.  Bas- 
inger, W.  W.  Beauchamp,  George  P.  Bohlender, 
G.  R.  Clayton,  Edgar  J.  Curtis,  R.  D.  Doughty, 
James  W.  Halfhill,  Jr.,  O.  E.  Harvey,  E.  H. 
Hedges,  Burt  Hibbard,  J.  R.  Johnson,  Alan  D. 
Knisely,  W.  C.  Lacock,  Chas.  H.  Leech,  Walter 
A.  Noble,  J.  F.  Ockuly,  W.  H.  Parent,  W.  V. 
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Parent,  Geo.  J.  Roberts,  Wm.  Roush,  M.  D. 
Soash,  O.  S.  Steiner,  F.  G.  Stueber,  Paul  J. 
Stueber,  John  E.  Talbott,  H.  A.  Thomas,  T.  R. 
Thomas,  J.  R.  Tillotson,  H.  C.  Weisenbarger, 
Estey  Yingling.  Ashland — Elmer  L.  Jackson,  L. 

G.  Sheets,  M.  D.  Shilling,  M.  J.  Thomas.  Ashta- 
bula— R.  B.  Wynkoop.  Athens — A.  K.  Buell,  John 

C.  Henry,  W.  E.  Howe,  J.  M.  Hyde,  A.  L.  Pritch- 
ard, C.  N.  Sanders,  John  T.  Sprague,  J.  L.  Webb, 

C.  E.  Welch.  Auglaize — Chas.  C.  Berlin,  Robert 
E.  Boswell,  Carl  W.  Ekermeyer,  Geo.  B.  Faulder, 
J.  E.  Heap,  E.  F.  Heffner,  R.  C.  Hunter,  Guy  E. 
Noble,  Harry  S.  Noble,  J.  H.  Schaeffer. 

Belmont — C.  W.  Kirkland,  Lewis  L.  Liggett,  C. 

B.  Messerly,  D.  0.  Sheppard.  Butler — C.  T.  At- 
kinson, E.  0.  Bauer,  D.  M.  Blizzard,  J.  F.  Borelli, 
Fred  Brosius,  H.  L.  Burdsall,  Malcolm  O.  Cook, 

D.  F.  Gerber,  Wilmer  E.  Griffith,  William  M. 
Hayes,  William  H.  Henry,  Vera  C.  Iber,  G.  D. 
Lummis,  Harold  O.  Lund,  Mark  Millikin,  E.  Mc- 
Call Morris,  H.  S.  Murat,  Walter  A.  Reese,  W. 
T.  Shipe,  E.  T.  Storer,  J.  C.  Stratton,  Willis  A. 
Whitman,  W.  H.  Williams,  H.  D.  Williamson. 

Champaign — Robert  V.  Anderson,  E.  C.  Buhrer, 

D.  C.  Houser,  F.  E.  Lowry,  W.  H.  Sharp,  V.  G. 
Wolfe,  W.  A.  Yinger.  Clark — F.  P.  Anzinger,  J. 

E.  Burgman,  C.  W.  Evans,  C.  E.  M.  Finney,  E.  P. 
Greenawalt,  R.  C.  Henderson,  H.  H.  Hildred, 
Delos  W.  Hogue,  Albert  K.  Howell,  Clement  L. 
Jones,  R.  H.  Jones,  A.  Richard  Kent,  T.  Victor 
Kolb,  J.  A.  Link,  H.  A.  McKnight,  L.  H.  Mendel- 
son,  W.  H.  Miller,  Harry  S.  Milligan,  Alfred  H. 
Potter,  Wm.  B.  Quinn,  C.  S.  Ramsey,  Carl  H. 
Reuter,  John  Srail,  G.  C.  Ullery.  Clermont — C. 

F.  Barber,  John  C.  Carter,  J.  M.  Coleman,  Allen 

B.  Rapp.  Clinton — John  G.  Anderson,  Robert 
Conard,  T.  E.  Craig,  Glenn  K.  Dennis,  L.  H.  Ful- 
lerton, H.  E.  Gibson,  Kelley  Hale,  V.  E.  Hutchens, 

C.  E.  Kinzel,  E.  Dalton  Peelle,  Frank  A.  Peelle, 
A.  C.  Roberts,  Elizabeth  Schrieves.  Columbiana — 
Guy  E.  Byers,  John  A.  Fraser,  E.  C.  Louthan,  J. 
W.  Schoolnic.  Coshocton — A.  P.  Magness,  J.  G. 
Smailes.  Crawford — Charles  J.  Griebling,  C.  A. 
Lingenfelter,  P.  A.  Murr,  Wm.  L.  Yeomans. 

Cleveland  and  Cuyahoga  County — R.  P.  Al- 
baugh,  Elmore  R.  Bailey,  N.  S.  Banker,  G.  I. 
Bauman,  C.  A.  Black,  C.  A.  Bowers,  A.  B.  Bruner, 

H.  Van  Y.  Caldwell,  Wm.  B.  Chamberlin,  Ben- 
jamin Chavinson,  C.  D.  Christie,  Henry  A.  Craw- 
ford, Clyde  L.  Cummer,  John  Dickenson,  R.  S. 
Dinsmore,  I.  H.  Einsel,  Wm.  J.  Engel,  A.  C. 
Ernstene,  Warren  C.  Fargo,  Joseph  L.  Fetter- 
man,  Alan  D.  Finlayson,  S.  O.  Freedlander,  Wm. 

D.  Fullerton,  W.  James  Gardner,  C.  Lee  Graber, 
Jerome  Gross,  Joyce  I.  Hartman,  Harry  Hauser, 
J.  M.  Hayman,  Jr.,  John  W.  Houk,  C.  L.  Jablo- 
noski,  Theron  S.  Jackson. 

A.  A.  Jenkins,  Henry  J.  John,  Albert  Lester 
Jones,  Thomas  E.  Jones,  F.  J.  Kern,  B.  B.  Kim- 
mel,  C.  G.  LaRocco,  Carl  H.  Lenhart,  Geo.  H. 
Lewis,  Wm.  E.  Lower,  Sarah  Marcus,  James  J. 
Marek,  E.  Perry  McCullagh,  John  R.  McDowell, 
Myron  Metzenbaum,  Theodore  Miller,  Paul  G. 
Moore,  M.  Paul  Motto,  E.  P.  Neary,  H.  V.  Pary- 
zek,  E.  A.  Peterson,  A.  Pirrone,  A.  D.  Ruede- 
mann,  Geo.  L.  Sackett,  Henry  C.  Schumacher,  A. 
0.  Sibila,  Paul  R.  Siegel,  W.  A.  Sommerfield, 
Charles  W.  Stone,  H.  0.  Studley,  Geo.  F.  Sykes, 
W.  S.  Taylor,  George  A.  Tischler,  J.  E.  Tucker- 
man,  W.  C.  Tuckerman,  R.  K.  Updegraff,  Jr., 
Carrol  H.  Verovitz,  Claude  D.  Waltz,  C.  M. 
Weidenthal,  Wm.  H.  Weir,  H.  C.  Wise. 

Darke — J.  R.  Alley,  Donald  G.  Carlson,  W.  T. 
Fitzgerald,  J.  E.  Gillette,  I.  H.  Hawes,  E.  G. 


Husted,  Maurice  Kane,  F.  M.  Kissell,  Paul  G. 
Lenhert,  W.  F.  Metcalfe,  R.  T.  Poling,  C.  I. 
Stephen,  J.  W.  Van  Lue,  Geo.  F.  Van  Pelt,  0.  P. 
Wolverton.  Defiance — D.  J.  Slosser.  Delaware — 
W.  E.  Borden,  A.  R.  Callander,  M.  S.  Cherington, 
James  G.  Parker.  Erie — V.  A.  Killoran,  Ross  M. 
Knoble,  E.  J.  Meckstroth,  Paul  N.  Squire,  Harold 
D.  Waltz.  Fairfield — Geo.  O.  Beery,  Carl  W. 
Brown,  A.  M.  Kelley,  Ralph  H.  Smith,  Clifford  B. 
Snider,  W.  E.  Wiyiarch.  Fayette — Don  C.  Gas- 
kins, J.  M.  Harsha,  J.  H.  Persinger,  N.  M.  Reiff, 

A.  S.  Stemler,  James  F.  Wilson,  A.  D.  Wood- 
mansee. 

Columbus  and  Franklin  County — Marion  L. 
Ainsworth,  John  B.  Alcorn,  N.  A.  Albanese,  W. 

B.  Andrus,  K.  H.  Armen,  Shirley  Armstrong,  J. 
F.  Bateman,  E.  H.  Baxter,  H.  G.  Beatty,  James 
A.  Beer,  L.  L.  Bigelow,  G.  H.  Bonnell,  R.  W.  Bon- 
nell,  H.  E.  Boucher,  Wayne  Brehm,  John  Earl 
Briggs,  John  E.  Brown,  Jr.,  R.  0.  Brown,  Alice 
M.  Bustin,  H.  M.  Clodfelter,  Andre  Crotti,  George 
M.  Curtis,  Francis  W.  Davis,  Horace  B.  Davidson, 
Charles  A.  Doan,  V.  A.  Dodd,  H.  L.  Donohue, 
John  Dudley  Dunham,  A.  H.  Dunn,  Joseph  M. 
Dunn,  S.  D.  Edelman,  E.  J.  Emerick,  Earl  W. 
Euans,  Leo  F.  Ey,  R.  S.  Fidler,  T.  R.  Fletcher, 
Beatrice  P.  Fockler,  H.  H.  Fockler,  James  M. 
Foley,  Jonathan  Forman,  H.  F.  Fulton,  Earl  H. 
Gaver,  H.  D.  Giles,  James  J.  Hamill,  George  T. 
Harding,  Edward  W.  Harris,  H.  L.  Harris,  Harold 
K.  Harris,  I.  B.  Harris,  Arthur  M.  Hauer,  Emery 
R.  Hayhurst,  Arthur  G.  Helmick,  Edward  Herbst, 
Arthur  T.  Hopwood,  R.  B.  Hudson. 

W.  D.  Inglis,  L.  N.  Jentgen,  C.  S.  Junkermann, 
R.  R.  Kahle,  G.  W.  Keil,  E.  M.  Kilpatrick,  E.  E. 
Mimmel,  C.  C.  Kirk,  R.  A.  Laughlin,  H.  E.  Le- 
Fever,  T.  N.  Manos,  Louis  Mark,  W.  Eugene 
Masters,  Sidney  McCurdy,  Nicholas  Michael,  W. 
H.  Miller,  M.  E.  Millhon,  H.  R.  Mitchell,  John  H. 
Mitchell,  Carl  V.  Moore,  Charles  S.  Nelson, 
Robert  W.  Nosker,  W.  E.  Obetz,  Anton  Oelgoetz, 
Charles  W.  Pavey,  H.  M.  Platter,  C.  D.  Postle, 
Jos.  Price,  R.  A.  Ramsey,  Edw.  Reinert,  Andrews 
Rogers,  C.  C.  Ross,  Paul  S.  Ross,  Thomas  F. 
Ross,  Geneva  Shong  Rothemund,  M.  B.  Rusoff, 
Harry  E.  Secrest,  Roy  J.  Secrest,  Harry  S.  Sha- 
mansky,  C.  C.  Sherburne,  Chester  C.  Shinbach, 
George  P.  Sims,  Beecher  L.  Smith,  Robert  G. 
Smith,  C.  H.  Solomonides,  C.  L.  Spohr,  E.  J. 
Stedem,  A.  M.  Steinfeld,  J.  A.  Stout,  John  M. 
Thomas,  J.  A.  Thone,  E.  A.  Thrall,  Chas.  E.  Tur- 
ner, J.  H.  J.  Upham,  Frank  Warner,  James  H. 
Warren,  C.  H.  Wells,  Fred  H.  Weber,  H.  V. 
Weirauk,  J.  J.  Wenzke,  D.  J.  Whitacre,  George 
W.  Williard,  Judson  D.  Wilson,  Charlotte  Winne- 
more,  B.  K.  Wiseman,  H.  P.  Worstell,  C.  H. 
Wyker. 

Gallia — N.  A.  Martin.  Geauga — H.  E.  Shafer. 
Greene — M.  M.  Best,  George  Davis,  A.  D.  De- 
Haven,  S.  C.  Ellis,  Ernest  Ekermeyer,  Paul  D. 
Espey,  W.  M.  Hartinger,  W.  C.  Marshall,  Ben  R. 
McClellan,  Reyburn  McClellan,  C.  G.  McPherson, 

A.  C.  Messenger,  H.  C.  Messenger,  Chas.  W. 
Miller,  T.  F.  Myler,  Harold  E.  Ray,  H.  C.  Schick, 

C.  K.  Schloss,  L.  W.  Sontag,  L.  L.  Taylor,  Wm. 
T.  Ungard,  A.  N.  Vandeman,  T.  H.  Winans,  P. 

B.  Wingfield.  Guernsey — W.  L.  Denny,  George 

F.  Swan. 

Cincinnati  and  Hamilton  County — Robert  S. 
Alcorn,  Eslie  Asbury,  DeWitt  G.  Astler,  E.  A. 
Baber,  Joseph  Bell,  Julien  E.  Benjamin,  Arthur 

G.  Beyer,  Louis  de  M.  Blocker,  Joseph  Bolin, 
Emanuel  B.  Brandes,  Albert  L.  Brown,  Samuel 
Brown,  Susan  W.  Brown,  Richard  D.  Bryant, 
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John  A.  Caldwell,  A.  Gerson  Carmel,  Ralph  G. 
Carothers,  B.  N.  Carter,  A.  T.  Childers,  Sander 
Cohen,  John  C.  Danahy,  S.  Bertha  Dauch,  Daniel 
J.  Davies,  Giles  DeCourcy,  Clyde  Dummer,  Ralph 
W.  Eddy,  Lowell  A.  Erf,  Carroll  J.  Fairo,  Louis 
Feid,  Jr.,  Lloyd  King  Felter,  Nancy  E.  Finney, 
John  A.  Fisher,  Mabel  E.  Gardner,  R.  E.  Gaston, 
Eliz.  B.  Gillespie,  Wm.  P.  Gillespie,  Douglas 
Goldman,  Henry  M.  Goodyear,  Alfred  M.  Glazer, 
Samuel  Goldblatt,  Paul  D.  Grove,  W.  D.  Haines, 
Gaston  B.  Hannah,  F.  K.  Harder,  C.  E.  Hauser, 
Charles  D.  Heisel,  A.  B.  Hendricks,  Mortimer 
Herzberg,  D.  W.  Heusinkveld,  Maude  Ruhl  Hill, 
Benjamin  Hoyer,  Samuel  Iglauer,  D.  A.  Johnston, 
Lloyd  B.  Johnston,  Robert  Lee  Johnston,  Daniel 
V.  Jones. 

Charles  E.  Kiely,  Daniel  J.  Kindel,  A.  T.  King, 
J.  Arthur  Leary,  Donald  J.  Lyle,  C.  J.  McDevitt, 

J.  S.  Mills,  Emerson  A.  North,  Symmes  F.  Oliver, 
F.  M.  Oxley,  H.  F.  Plaut,  Thomas  A.  Ratliff, 
Helena  T.  Ratterman,  A.  C.  Renz,  Leo  H.  Riesen- 
beck,  C.  R.  Rittershofer,  V.  Bradley  Roberts, 
Clyde  S.  Roof,  Leon  Schiff,  Otto  j.  Seibert, 
Samuel  Seitz,  Parke  G.  Smith,  Louis  Sommer, 
James  Clinton  Staats,  Henry  Stanbery,  E.  V. 
Stewart,  Louis  P.  Stickley,  Walter  Stix,  Cecil 
Striker,  E.  O.  Swartz,  Emil  R.  Swepston,  Edward 
R.  Thomas,  Esther  Bogen  Tietz,  Derrick  Vail,  W. 
H.  Ventress,  A.  R.  Vonderahe,  M.  Wallenstein, 
Arthur  W.  Wendel,  Carl  A.  Wilzbach,  C.  E. 
Wooding,  Jerome  Zeigler,  Mendel  Zeligs,  M.  M. 
Zinninger,  Albert  R.  Zoss. 

Hancock — H.  0.  Crosby,  John  V.  Hartman,  A. 
E.  King,  0.  P.  Klotz,  J.  H.  Marshall,  B.  F. 
Mowry,  R.  J.  Semons.  Hardin — John  A.  Mooney, 
E.  S.  Protzman,  R.  G.  Schutte,  Robert  H.  Zeis. 
Harrison — Theodore  Berg,  E.  L.  Miller,  James  A. 
L.  Toland.  Highland — W.  H.  Ambrose,  J.  Bohl, 
H.  W.  Chaney,  Clifford  G.  Foor,  J.  H.  Frame,  J. 

B.  Glenn,  J.  C.  Larkin,  W.  B.  Roads,  K.  R. 
Teachnor.  Hocking — H.  M.  Boocks,  Allan  A.  Cole, 

C.  T.  Grattidge,  Chas.  F.  Shonk,  L.  W.  Starr. 

Holmes — J.  M.  Jones.  Huron — Geo.  F.  Linn. 
Jackson — J.  L.  Frazer,  J.  J.  McClung,  0.  Mc- 
Laughlin, A.  G.  Ray,  W.  R.  Riddell,  W.  B.  Tay- 
lor. Jefferson — J.  E.  Gamble,  Albert  E.  Wein- 
stein. Knox — Ernest  V.  Ackerman,  F.  C.  Ander- 
son, Charles  S.  Baldwin,  Robert  L.  Eastman,  C. 
L.  Harmer,  Julius  Shamansky.  Lake — F.  J. 

Dineen.  Lawrence — Wm.  A.  French,  George  G. 
Hunter,  W.  Wilson  Lynd,  W.  F.  Marting,  F.  R. 
Stewart.  Licking — H.  B.  Anderson,  John  N. 
Cross,  G.  A.  Gressle,  J.  Fleek  Miller,  D.  A.  Skin- 
ner, D.  R.  Sperry.  Logan — O.  C.  Amstutz,  C.  L. 
Barrett,  Charles  J.  Bondley,  J.  P.  Harbert,  F.  B. 
Kaylor,  M.  L.  Pratt,  F.  Blair  Webster.  Lorain 
— Valloyd  Adair,  Waite  Adair,  A.  A.  Baldwin,  S. 
V.  Burley,  Benjamin  Carlson,  Albert  J.  Kirchner, 
A.  S.  McKitrick,  Chas.  R.  Meek,  A.  C.  Siddall,  R. 
A.  Stack. 

Lucas — W.  W.  Beck,  A.  A.  Brindley,  Burt  G. 
Chollett,  Frank  C.  Clifford,  Thos.  M.  Crinnion, 
Rudolph  A.  Diethelm,  Fred  M.  Douglass,  Karl  D. 
Figley,  J.  Gardiner,  H.  C.  Gerber,  Jr.,  Stanley  D. 
Giffen,  E.  B.  Gillette.  Norris  W.  Gillette,  Murray 
E.  Goodrich,  Walter  H.  Hartung,  Barney  J.  Hein, 

K.  R.  Howard,  C.  E.  Hufford,  B.  A.  Karwowski, 
Theodore  C.  Kiess,  Rollin  Kuebbeler,  E.  J.  Mc- 
Cormick, C.  L.  McKibben,  Richard  A.  Mills, 
Leonard  Nippe,  Frederick  P.  Osgood,  Glenn  H. 
Reams,  A.  H.  Schade,  H.  E.  Smead,  Lewis  F. 
Smead,  C.  W.  Waggoner,  John  F.  Wright,  Theo. 
Zbinden. 

Madison — W.  A.  Holman,  R.  W.  E.  Irwin,  John 


A.  Knapp,  J.  M.  Morse.  Mahoning — W.  K.  All- 
sop,  W.  H.  Bunn,  James  L.  Fisher,  M.  E.  Hayes, 
John  S.  Lewis,  Jr.,  M.  P.  Mahrer,  J.  N.  McCann, 
F.  W.  McNamara,  J.  F.  Nagle,  Gordon  G.  Nel- 
son, Claude  B.  Norris,  Samuel  H.  Sedwitz,  Wm. 
M.  Skipp,  Myron  H.  Steinberg,  W.  K.  Stewart,  0. 

J.  Walker,  Wm.  A.  Welsh.  Marion — M.  F.  Axth- 
elm,  Curtis  L.  Baker,  E.  L.  Brady,  D.  W.  Brick- 
ley,  Jr.,  Maud  L.  Bull,  John  A.  Dodd,  Bret  B. 
Hurd,  J.  G.  McNamara,  B.  D.  Osborn,  Warren  C. 
Sawyer.  Medina — E.  L.  Crum,  R.  G.  Johnston, 
John  L.  Jones,  Frank  C.  Reutter,  Morris  Wil- 
derom.  Meigs — P.  A.  Jividen,  John  Philson. 
Mercer — Ralph  J.  Beare,  L.  M.  Otis,  E.  J.  Willke. 
Miami — Charles  Baker,  John  F.  Beachler,  J. 
Robt.  Caywood,  Don  F.  Deeter,  J.  G.  Freshour, 

C.  A.  Halderman,  G.  J.  Hance,  C.  E.  Hethering- 
ton,  E.  R.  Hiatt,  J.  F.  Hill,  Berton  M.  Hogle, 
Emory  R.  Irvin,  H.  W.  Kendell,  I.  C.  Kiser,  M.  C. 
Kiser,  R.  L.  Kunkle,  L.  N.  Lindenberger,  Ken- 
neth F.  Lowry,  George  E.  McCullough,  Ernest  T. 
Pearson,  H.  R.  Pearson,  C.  F.  Puterbaugh,  E.  G. 
Puterbaugh,  L.  A.  Ruhl,  D.  W.  Shellabarger, 
Robert  D.  Spencer,  W.  W.  Trostel,  R.  W.  Wehr, 
Hugh  Wellmeier,  G.  A.  Woodhouse,  E.  A.  Yates, 
Ralph  D.  Yates. 

Dayton  and  Montgomery  County — Roy  W. 
Adkins,  Wm.  R.  Althoff,  William  M.  Ankeney, 
Elmer  R.  Arn,  Roy  D.  Arn,  Sterling  H.  Ashmun, 
Robert  C.  Austin,  J.  K.  Bailey,  Lynne  E.  Baker, 
R.  K.  Bartholomew,  James  0.  Beavis,  Ray  H. 
Bechtell,  Stanley  M.  Beck,  G.  W.  Beeghly,  A.  L. 
Biggs,  Roy  S.  Binkley,  N.  J.  Birbeck,  Morton  E. 
Black,  W.  J.  Blackburn,  E.  E.  Bohlender,  Roscoe 
R.  Bond,  C.  C.  Borden,  A.  T.  Bowers,  Warren  C. 
Briedenbach,  Edgar  L.  Braunlin,  A.  B.  Brower, 
Gilbert  T.  Brown,  Herbert  L.  Brumbaugh,  Wm. 

B.  Bryant,  T.  P.  Bucher,  C.  E.  Burgett,  H.  W. 
Burnett,  G.  K.  Butt,  H.  R.  Campbell,  A.  W. 
Carley,  John  L.  Carter,  R.  0.  Cass,  Homer  D. 
Cassel,  Claud  N.  Chrisman,  W.  G.  Clagett,  C. 
Eugene  Clark,  Abe  Cline,  Marion  W.  Coleman, 

D.  B.  Conklin,  A.  D.  Cook,  L.  R.  Courtright, 
Forest  W.  Cox,  Damon  A.  Crist,  F.  D.  Ci'owl,  A. 
M.  Culler,  E.  F.  Damstra,  W.  E.  Dapp,  R.  H. 
Davis,  Gerald  H.  Dennis,  C.  J.  Derby,  T.  H. 
Dickinson,  E.  B.  Doan,  R.  C.  Doan,  R.  Dean 
Dooley,  F.  J.  Driscoll,  John  M.  Duchak,  A.  H. 
Dunham. 

H.  V.  Dutrow,  Eleanora  S.  Everhard,  F.  W. 
Falke,  A.  G.  Farmer,  Gertrude  Felker,  C.  D. 
Fife,  E.  C.  Fisehbein,  R.  K.  Finley,  G.  G.  Flori- 
dis,  J.  D.  Fouts,  C.  L.  Fraas,  D.  J.  Fritz,  Sim 
Galinson,  G.  C.  Gilfillen,  Curtiss  Ginn,  Geo.  D. 
Gohn,  George  Goodhue,  M.  M.  Groban,  Walter  K. 
Gregg,  P.  L.  Gunckel,  M.  R.  Haley,  H.  C.  Hanning, 
W.  H.  Hanning,  Harry  B.  Harris,  H.  W.  Harris, 
Jerome  Hartman,  Harry  H.  Hatcher,  F.  M. 
Hearst,  Carl  Henderson,  S.  E.  Hendren,  H.  H. 
Herman,  H.  F.  Hilty,  David  L.  Hirst,  G.  A.  Hoch- 
walt,  N.  C.  Hochwalt,  W.  Richard  Hochwalt,  J. 

K.  Hoerner,  M.  Tischer  Hoerner,  C.  W.  Holtz- 
muller,  E.  L.  Hooper,  K.  W.  Horn,  C.  D.  Horton, 
Robert  D.  Hostetler,  Chas.  A.  Hueneke,  Thos.  F. 
Humphrey,  Chas.  T.  Hunt,  L.  B.  Hurless,  E.  M. 
Huston,  H.  R.  Huston,  C.  A.  Ihle,  John  W.  Irwin, 
Harold  M.  James,-  Mildred  E.  Jeffrey,  Lynn  M. 
Jones,  J.  A.  Judy,  L.  G.  Kauffman,  B.  W.  D. 
Keever,  P.  A.  Kemper,  H.  Worley  Kendell,  P.  H. 
Kilbourne,  T.  K.  Kirk,  J.  S.  Koehler,  Richard  S. 
Koehler,  Harold  F.  Koppe,  Albert  F.  Kuhl,  A. 
Kuhr,  Kenneth  Kurtz. 

John  K.  Larkin,  Raymond  A.  Lewis,  N.  E. 
Leyda,  M.  M.  Linder,  Justus  H.  Loeb,  L.  J.  Lohr, 
Elmer  C.  Loomis,  J.  B.  Lloyd,  W.  C.  Madden,  V. 
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H.  Mahan,  S.  N.  Maimon,  C.  J.  Mardis,  E.  B. 
Markey,  R.  C.  Markey,  J.  Grant  Marthens,  J. 
Lillian  McBride,  A.  W.  McCally,  A.  P.  McDonald, 

O.  D.  McFall,  Charles  MacGregor,  William  M. 
McLin,  R.  C.  McNelly,  M.  B.  Menke,  D.  C.  Mid- 
dleton, D.  E.  Miller,  Fred  H.  Miller,  Richard  C. 
Miller,  W.  D.  Miller,  J.  W.  Millette,  H.  C.  Mund- 
henk,  B.  G.  Must,  L.  J.  Newell,  P.  H.  O’Hara, 
Benedict  Olch,  Charles  J.  Otto,  Chas.  Overholser, 
J.  Milton  Owen,  John  Panos,  H.  H.  Pansing,  S. 

D.  Papp,  D.  D.  Payne,  F.  C.  Payne.  A.  O.  Peters, 
Alonzo  A.  Petty,  E.  F.  Pfanner,  R.  A.  Pfarrer, 
Lydia  L.  Poage,  W.  S.  Powell,  Joseph  H.  Prince, 
Merrill  D.  Prugh,  Wallace  E.  Prugh,  Harry  W. 
Reck,  Walter  A.  Reiling,  F.  V.  Riche.  Wilbur  A. 
Ricketts,  William  Roehm,  B.  Andrew  Rose,  F.  C. 
Rounds. 

E.  W.  Sachs,  James  Sagebiel,  Richard  C. 
Schneble,  H.  L.  Senseman,  M.  M.  Shafer,  Everett 
W.  Shank,  Paul  J.  Shank,  Thomas  P.  Sharkey, 
C.  E.  Shepard,  T.  C.  Sheridan,  E.  A.  Sherk,  Mar- 
tin L.  Sherman,  F.  L.  Shively,  F.  I.  Shroyer, 
Walter  M.  Simpson,  C.  D.  Slagle,  W.  L.  Slagle, 
Harry  A.  Slusser,  Corwin  A.  Smith.  Clement  D. 
Smith,  C.  Sidney  Smith,  E.  McCall  Smith,  E.  W. 
Smith,  J.  D.  Smith,  Henry  Snow,  J.  D.  Spaid,  L. 

L.  Spitler,  R.  H.  Spitler,  H.  H.  Stafford,  H.  R. 
Stockwell,  Alfred  E.  Stout,  J.  J.  Stout,  G.  E. 
Strahler,  0.  H.  Stuhlman,  B.  F.  Suffron,  Chas. 

P.  Sullivan,  W.  B.  Taggart,  C.  Hugh  Tate,  R.  E. 
Tyvand,  H.  H.  Wagner,  Walter  W.  Webb.  Rome 

M.  Webster,  E.  R.  Werner,  H.  FI.  Williams, 
Charles  R.  Wine,  Sheri  J.  Winter,  Giles  Wolver- 
ton,  John  D.  Wonder,  Orville  M.  Wright,  G.  W. 
Yauger,  Paul  L.  Yordy,  Edward  A.  Zimmermann. 

Morgan — Edgar  Northrup.  Morrow — F.  M. 

Hartsook,  Frank  H.  Sweeney.  Muskingum — E. 
R.  Brush,  Ward  D.  Coffman,  Beatrice  T.  Hagen, 
A.  C.  Lawrence,  M.  A.  Loebell,  George  C.  Malley, 
Robert  S.  Martin,  C.  M.  Rambo,  C.  F.  Sisk,  R.  E. 
Wells.  Ottawa — F.  E.  Miller.  Paulding — L.  R. 
Fast,  Ernest  Kohn.  Perry — Harry  L.  Hite,  H.  F. 
Minshull,  James  Miller.  Pickaway — H.  D.  Jack- 
son,  A.  F.  Kahler.  Pike— I.  P.  Seiler,  L.  E.  Wills. 
Portage — S.  V.  Sivon.  Preble — C.  J.  Brian,  J. 
W.  Coombs,  A.  C Hunter,  J.  B.  Lucas,  Chas.  E. 
Murnma,  C.  E.  Newbold,  James  I.  Nisbet,  E.  P. 
Trittsehuh.  Putnam.  E.  Blackburn,  W.  D. 
Hickey,  H.  A.  Neiswander,  B.  E.  Watterson. 

Richland — P.  A.  Blackstone,  Wallace  H. 
Buker,  Roy  I.  Curry,  Carl  R.  Damron,  L.  C.  Nigh, 
Charles  L.  Shafer,  J.  L.  Stevens,  D.  A.  Weir,  J. 
A.  Yoder.  Ross — R.  E.  Bower,  Geo.  W.  Cooper, 
Harold  Crumley,  Walter  L.  Evans,  W.  M.  Gar- 
rett, H.  E.  Harman,  A.  E.  Merkle,  David  A. 
Perrin,  M.  D.  Scholl,  W.  B.  Smith,  L.  M.  Tinker. 
Sandusky — L.  N.  Bates.  Scioto — L.  D.  Allard, 
Clyde  M.  Fitch,  J.  L.  Jordan,  J.  P.  McAfee,  W.  C. 
McCann,  W.  D.  Micklethwait,  G.  E.  Neff,  Tunis 
Nunemaker,  H.  C.  O’Roark,  Wm.  A.  Quinn,  Harry 

F.  Rapp,  Joseph  S.  Rardin,  Wm.  M.  Singleton, 
Oral  D.  Tatje,  A.  L.  Test. 

Seneca — Chas.  F.  Daniel,  R.  R.  Hendershott, 
John  M.  Leahy,  Paul  J.  Leahy,  Edmund  F.  Ley, 
W.  W.  Lucas,  V.  L.  Magers,  E.  H.  Porter.  Shelby 
— J.  F.  Conner,  Herman  C.  Clayton,  A.  B.  Guden- 
kauf,  Kenneth  G.  Hawver,  A.  W.  Hobby,  F.  R. 
McVay,  L.  C.  Pepoer,  F.  J.  Ratermann,  James  W. 
Tirey,  Brent  A.  Welch,  S.  C.  Yinger.  Stark — B. 
C Barnard,  H.  H.  Bowman,  L.  A.  Buchman,  John 
P.  DeWitt,  B.  J.  Ferciot,  C.  E.  Fraunfelter,  Verl 
Z.  Garster.  H.  W.  Gauchat,  Paul  E.  Gilmor, 
F ank  E.  Hart,  Fred  G.  King,  Loyal  E.  Leaven- 
worth, Auren  W.  McConkey,  W.  A.  McConkey,  F. 


C.  McQuate,  Howard  S.  Myers,  John  D.  O’Brien, 
C.  S.  Palmer,  C.  A.  Portz,  Geo.  F.  Zinninger, 
Pauline  Zinninger.  Summit — F.  C.  Bissell,  D.  C. 
Brennan,  0.  J.  Chaney,  F.  H.  Cook,  Harry  S. 
Davidson,  Charles  Held,  Walter  A.  Hoyt,  D.  C. 
Keller,  Jas.  G.  Krammer,  H.  G.  Long,  D.  B.  Lowe, 
F.  Mathias,  F.  C.  Potter,  W.  R.  Rechsteiner, 
Fowler  B.  Roberts,  Albert  Rowland,  H.  Vern 
Sharp,  Carl  R.  Steinke,  G.  Dean  Tipton,  Edw.  L. 
Voke,  C.  F.  Wharton. 

Trumbull — D.  A.  Gross,  R.  D.  Herlinger,  J.  D. 
Knox.  Tuscarawas — J.  W.  Calhoon,  R.  J.  Foster, 
William  E.  Hudson.  Union — John  Dean  Boylan, 
Fred  Callaway,  H.  C.  Duke,  P.  D.  Longbrake, 
Angus  Maclvor,  James  M.  Snider,  H.  G.  South- 
ard, F.  M.  Wurtsbaugh.  Han  Wert — S.  A.  Ed- 
wards, Roland  H.  Good,  James  R.  Jarvis,  C.  A. 
Morgan,  Charles  Mowry,  A.  T.  Rank,  J.  B. 
Sampsell,  Roy  E.  Shell,  H.  E.  Wilkinson.  War- 
ren— Roy  C.  A.  Bock,  Mary  L.  Cook,  N.  A.  Ham- 
ilton, A.  D.  Harvey,  Edward  C.  Morey.  Washing- 
ton— F.  E.  Eddy,  E.  W.  Hill,  Jr.,  R.  M.  Meredith, 
W.  W.  Sauer.  Wayne — R.  C.  Paul,  A.  C.  Smith, 
L.  M.  Snively,  O.  P.  Ulrich.  Williams — William 
T.  Hann,  Richard  Hotz,  H.  J.  Luxan,  H.  W.  Wertz. 
Wood — Frank  Boyle,  Paul  F.  Orr,  H.  J.  Powell, 
F.  L.  Sterling,  H.  E.  Ward.  Wyandot — J.  Craig 
Bowman. 


Opinions  of  Attorney  General 

Among  opinions  recently  issued  by  Attorney 
General  Herbert  S.  Duffy  are  two  of  special  in- 
terest to  physicians.  A syllabus  of  each  follows: 

No.  547,  May  1 — A detention  hospital  owned 
and  maintained  by  a county  for  the  purpose  of 
housing  and  caring  for  indigent  insane  persons 
properly  adjudicated  as  such,  is  subject  to  the 
authority  of  the  Department  of  Public  Welfare 
to  license  and  inspect  such  hospital.  The  Depart- 
ment may  issue  rules  and  regulations  for  the 
management  of  such  detention  hospital  when  the 
State  contributes  to  its  maintenance  and  the 
department  has  authority  under  Sections  3155 
and  3155-1,  General  Code,  to  insist  on  the  obed- 
ience of  such  rules  and  regulations. 

No.  551,  May  3 — The  cost  of  an  operation  per- 
formed upon  an  indigent  person  must  be  paid  by 
the  township  in  which  such  indigent  person  has  a 
legal  settlement. 


Big  Bequest  to  St.  Luke’s  Hospital 

St.  Luke’s  Hospital,  Cleveland,  will  receive  70 
per  cent  of  the  estate  of  the  late  Francis  Fleury 
Prentiss,  Cleveland  philantropist,  under  the  terms 
of  his  will  recently  filed  in  the  Cuyahoga  County 
Probate  Court.  The  hospital  itself  was  a gift  of 
Mr.  Prentiss,  whose  estate  is  estimated  at  over 
$3,000,000.  The  will  asked  the  hospital  trustees 
to  erect  and  maintain  a separate  laboratory 
building  for  advanced  medical  research  and  to 
provide  for  the  reduction  of  rates  to  paying  pa- 
tients and  the  increase  of  free  service  to  indigent 
patients.  A new  nurses’  home  also  was  sug- 
gested. 


PROCEEDINGS  OF  THE  COUNCIL 


Miscellaneous  Business  of  Importance  Transacted  April  27  at  Dayton,  on  Eve 

of  Ninety-First  Annual  Meeting 


THE  Council  of  the  Ohio  State  Medical  Asso- 
ciation convened  in  regular  session  in 
Parlor  A,  Hotel  Biltmore,  Dayton,  Ohio, 
on  Tuesday  evening,  April  27,  1937,  the  evening 
preceding  the  opening  of  the  91st  Annual 
Meeting.  p 

Dinner  was  served  at  6:30  o’clock  following 
which  regular  business  was  transacted. 

Those  present  were:  President  Huston,  Presi- 
dent-Elect Alcorn,  Past-President  Hendershott; 
Councilors  Smith,  Hogue,  Klotz,  Hein,  Jenkins, 
Skipp,  Kirkland,  Brush,  Seiler  and  Sherburne; 
Dr.  Binkley,  president  of  the  Montgomery  County 
Medical  Society;  Dr.  Tate,  chairman  of  the  Day- 
ton  Committees  on  Arrangements;  Dr.  Stone,  Dr. 
Platter,  Dr.  Lowe  and  Dr.  Houser,  members  of 
the  Committee  on  Public  Relations  and  Eco- 
nomics; Dr.  Cummer  and  Dr.  Noble,  members  of 
the  Committee  on  Education;  Dr.  Tuckerman  and 
Dr.  Anzinger,  members  of  the  Committee  on 
Medical  Defense;  Dr.  Kuhl  and  Dr.  Giffen,  mem- 
bers of  the  Committee  on  Scientific  Work;  Dr. 
Thomas  G.  Hull,  director,  Committee  on  Scientific 
Exhibit  of  the  American  Medical  Association; 
Dr.  Forman,  editor,  The  Journal;  and  Executive 
Secretary  Nelson. 

On  motion  by  Dr.  Smith,  seconded  by  Dr.  Sher- 
burne and  carried,  the  minutes  of  the  February 
7,  1937,  meeting  of  the  Council  (pages  310  to 
314,  inclusive,  March,  1937,  issue  of  The  Journal ) 
were  approved  as  published. 

Membership  Statistics — It  was  announced  that 
the  membership  of  the  State  Association  as  of 
April  27  totaled  5,598  compared  to  5,167  on  the 
same  date  in  1936  and  to  5,628  as  of  December 
31,  1936. 

Reports  of  Councilors — Each  member  of  Coun- 
cil presented  a brief  report  on  his  visits  to  and 
activities  among  the  component  societies  in  his 
respective  district.  The  Councilors  stated  that 
there  was  an  unusual  amount  of  interest  and 
activity  among  the  various  component  societies; 
that,  in  general,  splendid  meetings  had  been  held 
during  the  Winter  and  Spring,  and  that  many  of 
the  counties  were  planning  extensive  programs 
and  activities  for  the  Fall  months. 

1937  ANNUAL  MEETING 

Reports  on  the  program  and  general  arrange- 
ments for  the  1937  Annual  Meeting,  to  be  officially 
opened  at  10:00  A.  M.,  April  28,  were  presented 
by  Dr.  Smith,  chairman  of  the  Committee  on  Sci- 
entific Work;  Dr.  Kuhl,  a member  of  that  com- 


mittee and  in  charge  of  the  Scientific  Exhibit; 
Dr.  Tate,  general  chairman,  the  Dayton  Commit- 
tees on  Arrangements;  and  Dr.  Binkley,  president 
of  the  Montgomery  County  Medical  Society. 

REPORT  OF  THE  JUDICIAL  COMMITTEE 

Matthews  Case — Dr.  Alcorn,  chairman  of  the 
Judicial  Committee,  presented  the  following  re- 
port which,  on  motion  by  Dr.  Sherburne,  seconded 
by  Dr.  Hogue  and  carried,  was  approved  and 
adopted: 

“Since  the  last  meeting  of  the  Council,  mem- 
bers of  the  Judicial  Committee  have  received 
and  read  memoranda  submitted  by  Dr.  R.  A. 
Matthews,  Barberton,  with  respect  to  the  disci- 
plinary action  taken  against  him  in  1927  by  the 
Summit  County  Medical  Society,  supplementing 
the  verbal  testimony  given  by  Dr.  Matthews  at 
the  February  meeting  of  Council. 

“The  Committee  believes  the  Council  should 
not  render  a decision  in  this  matter  until  it  has 
had  an  opportunity  to  consider  statements  on  the 
same  subject  from  the  Summit  County  Medical 
Society. 

“Therefore,  we  recommend  that  the  Council  re- 
quest the  Summit  County  Medical  Society  to  in- 
struct the  proper  officials  of  that  society  to  attend 
the  next  meeting  of  the  Council  for  the  purpose 
of  presenting  verbal  or  written  statements  on  the 
question  under  considei’ation.” 

Constitutional  Changes — On  behalf  of  the 
Judicial  Committee,  Dr.  Alcorn  submitted  the  fol- 
lowing report  which  was  approved  and  adopted 
on  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Jenkins  and  carried: 

“The  Judicial  Committee  has  reviewed  proposed 
changes  in  several  sections  of  the  Constitution  of 
the  Cleveland  Academy  of  Medicine  and  a pro- 
posed revised  Constitution  and  By-Laws  of  the 
Mahoning  County  Medical  Society  submitted  to 
the  Council  for  approval. 

“We  find  such  revisions  to  be  in  conformity  with 
the  Constitution  and  By-Laws  of  the  Ohio  State 
Medical  Association  and,  therefore,  recommend 
that  the  suggested  changes  be  approved  by  the 
Council.” 

LEGISLATIVE  PROBLEMS  AND  DEVELOPMENTS 

Rather  extensive  reports  on  developments  in 
connection  with  the  regular  session  of  the  Ohio 
General  Assembly  were  presented  by  Dr.  Stone, 
Dr.  Houser  and  Dr.  Lowe,  members  of  the  Com- 
mittee on  Public  Relations  and  Economics,  and 
Executive  Secretary  Nelson.  The  Council  ex- 
pressed sincere  appreciation  to  the  Committee  on 
Public  Relations  and  Economics,  the  Sub-Com- 
mittee on  Legislation  and  all  local  legislative 
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committeemen,  as  well  as  to  the  members  of  the 
State  Headquarters  Staff,  for  their  splendid  work 
during  the  regular  legislative  session. 

educational  activities 

Dr.  Cummer,  chairman  of  the  Committee  on 
Education,  presented  an  oral  report  on  the  prog- 
ress and  activities  of  his  committee,  supplement- 
ing the  official  report  published  in  the  April,  1937, 
issue  of  The  Journal,  pages  455  to  457. 

Cancer  Educational  Program— The  following 
report,  previously  approved  by  the  Committee  on 
Education,  was  submitted  by  Dr.  Cummer  to  the 
Council  for  consideration  and  action: 

“At  a meeting  of  the  Committee  on  Education 
of  the  Ohio  State  Medical  Association,  April  4, 
1937,  consideration  was  given  to  correspondence 
from  the  American  Society  for  the  Control  of 
Cancer,  requesting  the  Association  to  cooperate 
in  the  formation  and  supervision  in  Ohio  of  an 
educational  program  on  the  subject  of  cancer. 

“As  outlined  in  writing  by  Dr.  F.  L.  Rector, 
Evanston,  Illinois,  a district  director  for  the 
American  Society  for  the  Control  of  Cancer,  the 
Ohio  program  would  be  a part  of  a national  pro- 
ject known  as  the  ‘Women’s  Field  Army  Against 
Cancer,’  sponsored  by  his  organization  and  being 
carried  on  in  28  states  at  present  in  conjunction 
with  state  medical  associations  and  women’s  or- 
ganizations. 

“Data  submitted  by  Dr.  Rector  relative  to  the 
objectives  and  organization  of  the  program  in 
Ohio  were  reviewed  by  the  Sub-Committee  on 
Public  Health  Education  and  by  the  Committee 
on  Education  in  a joint  meeting. 

“The  Committee  on  Education  believes  there  is 
need  in  Ohio  for  an  educational  program  of  this 
character.  Moreover,  the  committee  believes 
that  such  programs  should  be  under  the  direct 
guidance  of  the  medical  profession  through  rep- 
resentatives of  organized  medicine. 

“Therefore,  the  committee  recommends  that 
the  Council  approve  of  active  participation  on  the 
part  of  the  Ohio  State  Medical  Association  in 
the  ‘Women’s  Field  Army’  project  contingent  on 
acceptance  of  the  following  statement  of  policies 
by  the  other  groups  participating: 

“1.  The  project  shall  be  jointly  sponsored  by 
the  Ohio  State  Medical  Association,  Ohio  Federa- 
tion of  Women’s  Clubs  and  the  American  Society 
for  the  Control  of  Cancer. 

“2.  All  policies  shall  be  determined  by  and  no 
activities  undertaken  without  the  approval  of  a 
State  Executive  Committee  which  shall  consist 
of  five  persons,  one  of  whom  shall  be  named  by 
the  executive  board  of  the  Ohio  Federation  of 
Women’s  Clubs,  one  of  whom  shall  be  the  State 
Director  of  Health,  and  three  of  whom  shall  be 
physicians  named  by  the  Council  of  the  Ohio  State 
Medical  Association. 

“3.  The  administrative  officer,  known  as  the 
State  Commander,  shall  be  selected  by  the  Amer- 
ican Society  for  the  Control  of  Cancer,  subject 
to  the  approval  of  the  Executive  Committee  and 
shall  at  all  times  abide  by  the  policies  and  regu- 
lations adopted  by  the  Executive  Committee. 

“4.  Members  of  the  State  Divisional  Staff,  con- 
sisting of  representatives  of  groups  and  organi- 


zations interested  in  furthering  the  project,  shall 
be  chosen  by  the  State  Commander  subject  to  the 
approval  of  the  Executive  Committee. 

“5.  The  Executive  Committee  may,  whenever 
practical,  appoint  a State  Advisory  Committee 
to  assist  in  carrying  out  the  program. 

“6.  The  State  Finance  Officer  shall  be  selected 
by  the  Executive  Committee  after  conference  with 
representatives  of  the  American  Society  for  the 
Control  of  Cancer. 

“7.  The  primary  objective  of  the  project  shall 
be  educational.  Clinical  activities  shall  not  be 
carried  on  unless  approved,  first,  by  the  Council 
of  the  Ohio  State  Medical  Association  and,  sec- 
ond, by  the  county  medical  society  of  the  county 
in  which  such  clinical  activities  would  be  under- 
taken. 

“8.  Units  may  be  organized  in  districts,  such 
as  counties.  Organization  of  district  units  shall 
follow  the  general  plan  of  the  state  organization. 
The  district  executive  committee  shall  consist  of 
three  physicians  selected  by  the  county  medical 
society,  the  county  health  commissioner,  and  a 
representative  selected  by  the  local  women’s  clubs. 
Personnel  of  district  units  shall  be  subject  to  the 
approval  of  the  District  Executive  Committee. 

“9.  Financing  of  the  project  shall  be  worked 
out  jointly  by  the  State  Executive  Committee  and 
the  American  Society  for  the  Control  of  Cancer. 

“10.  Participation  on  the  part  of  the  Ohio 
State  Medical  Association  may  be  rescinded  at 
any  time  by  vote  of  the  Council  of  the  Asso- 
ciation.” 

On  motion  by  Dr.  Hein,  seconded,  by  Dr.  Smith 
and  carried,  the  recommendations  contained  in  the 
foregoing  report  were  approved  and  adopted. 

Miscellaneous  Suggestions — A recommendation 
of  the  Committee  on  Education  that  the  State 
Department  of  Health  send  to  physicians,  on  re- 
quest, copies  of  the  Venereal  Disease  Information 
Bulletin  published  by  the  U.  S.  Public  Health 
Service  was  referred  to  the  Executive  Secretary 
with  instructions  to  transmit  such  recommenda- 
tion to  State  Director  of  Health  Hartung. 

Action  was  deferred  on  a suggestion  made  by 
the  Sub-Committee  on  Public  Health  Education 
that  the  State  Department  of  Health  establish 
diagnostic  cancer  service  for  indigents,  such 
service  to  be  rendered  by  recognized  pathologists 
who  would  be  reimbursed  by  the  department  out 
of  Federal  Society  Security  funds. 

MEDICAL  DEFENSE  PROBLEMS 

Dr.  Tuckerman,  chairman  of  the  Committee  on 
Medical  Defense,  reported  on  a series  of  confer- 
ences attended  by  representatives  of  the  State 
Medical  Association  and  the  State  Bar  Associa- 
tion, and  on  the  issue  of  whether  or  not  the  State 
Medical  Association,  through  the  operation  of  its 
Medical  Defense  Plan,  is  engaging  in  the  unlaw- 
ful practice  of  law.  Dr.  Tuckerman  reported  that 
the  matter  had  been  submitted  jointly  by  the 
State  Medical  Association  and  the  State  Bar  As- 
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sociation  to  the  Committee  on  Unauthorized  Prac- 
tice of  Law  and  the  Committee  on  Professional 
Ethics  and  Grievances  of  the  American  Bar  As- 
sociation for  consideration  and  determination, 
both  sides  having'  agreed  to  abide  by  the  decision 
of  those  committees.  (See  page  657  for  text 
of  decision  against  the  State  Medical  Associa- 
tion). 

MERGER  OF  CERTAIN  COUNTY  SOCIETIES 

A general  discussion  was  held  with  respect  to 
the  advisability  and  feasibility  of  bringing  about 
consolidation  of  certain  component  societies  in 
order  to  provide  better  educational  activities  in 
some  counties  and  strengthen  the  organization 
machinery  of  the  State  Association.  A proposed 
resolution  on  this  question  was  presented.  On 
motion  by  Dr.  Skipp,  seconded  by  Dr.  Brush  and 
carried,  the  Council  decided  to  present  the  reso- 
lution to  the  House  of  Delegates  on  the  following 
day  for  consideration  and  action.  (See  Proceed- 
ings of  the  House  of  Delegates,  page  665  and 
page  670.) 

POOR  RELIEF 

Information  on  new  developments  in  the  State 
Legislature  on  the  question  of  poor  relief  was  pre- 
sented by  the  Executive  Secretary.  It  was  pointed 
out  that  the  Emergency  Relief  Act  had  expired 
and  that  the  responsibility  for  caring  for  indi- 
gents had  been  returned,  temporarily  at  least, 
to  municipalities,  counties  and  townships.  The 
Executive  Secretary  stated  that,  in  his  opinion, 
the  relief  question  would  not  be  acted  upon  at 
the  regular  session  of  the  General  Assembly  but 
would  be  deferred  for  consideration  at  a special 
session  to  be  held  during  the  Summer  or  early 
Fall. 

A communication  from  Dr.  D.  V.  Courtright, 
Circleville,  requesting  the  State  Association  to 
study  the  possibility  of  having  the  statutory  re- 
lief provisions  revised,  especially  that  section 
which  gives  township  trustees  the  right  to  pass 
on  the  reasonableness  of  physicians’  fee  bills,  was 
read. 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Beer  and  carried,  the  Executive  Secretary  was 
instructed  to  write  Dr.  Courtright  that  this  mat- 
ter is  already  being  considered  by  the  Sub-Com- 
mittee on  Poor  Relief  and  that  proposed  legisla- 
tion would  be  prepared  and  submitted  to  the  Gen- 
eral Assembly  at  the  proper  time  and  following 
conferences  with  other  groups  mutually  inter- 
ested in  the  subject  of  relief. 

DECISION  IN  THE  SAVAGE  CASE 

The  decision  of  the  Judicial  Council  of  the 
American  Medical  Association  on  the  appeal  of 
Dr.  C.  E.  Savage,  Delphos,  from  the  decision  of 
the  Ohio  State  Medical  Association  which  had 
sustained  the  disciplinary  action  taken  against 
Dr.  Savage  by  the  Academy  of  Medicine  of  Lima 


and  Allen  County,  was  read.  The  decision  of  the 
Judicial  Council  sustained  the  appeal  of  Dr.  Sav- 
age and  directed  the  Academy  of  Medicine  of 
Lima  and  Allen  County  to  restore  him  to  mem- 
bership. 

On  motion  by  Dr.  Hein,  seconded  by  Dr.  Sher- 
burne and  carried,  the  Executive  Secretary  was 
instructed  to  transmit  a copy  of  the  decision  of 
the  Judicial  Council  of  the  A.  M.  A.  to  the  proper 
officials  of  the  Academy  of  Medicine  of  Lima  and 
Allen  County. 

MISCELLANEOUS  BUSINESS 

Pro-rating  of  Dues — On  motion  by  Dr.  Smith, 
seconded  by  Dr.  Jenkins  and  carried,  the  Execu- 
tive Secretary  was  authorized  to  accept  dues  for 
new  members  on  the  following  basis:  For  the 

period  July  1 to  September  30,  inclusive,  $3.00; 
and  for  the  period  October  1 to  December  31,  in- 
clusive, $2.00. 

Contract  Surgeon  Pensions — A communication 
from  Dr.  Harper  Peddicord,  Redwood  City,  Cali- 
fornia, requesting  the  State  Association  to  advo- 
cate that  the  Federal  Government  place  contract 
surgeons  who  served  during  the  Spanish  Amer- 
ican War  on  the  pension  rolls,  was  read,  discussed 
and  ordered  filed. 

Letter  from  President  Rightmire — A communi- 
cation from  President  George  W.  Rightmire,  Ohio 
State  University,  expressing  appreciation  to  the 
Ohio  State  Medical  Association  for  its  cooperation 
on  legislative  matters,  was  read  and  ordered  filed. 

Communication  from  Dr.  Waring — A communi- 
cation from  Dr.  J.  B.  H.  Waring,  Wilmington, 
dated  March  11,  pertaining  to  disciplinary  action 
taken  by  the  Clinton  County  Medical  Society  and 
action  on  the  matter  taken  by  the  Council  of  the 
Ohio  State  Medical  Association,  was  read  and 
discussed.  On  motion  by  Dr.  Smith,  seconded  by 
Dr.  Klotz  and  carried,  the  Executive  Secretary 
was  instructed  to  send  to  Dr.  Waring,  by  regis- 
tered mail,  a summary  of  the  previous  actions 
taken  by  the  Council  on  this  matter  based  on  the 
official  minutes  of  the  Council. 

Tribute  to  Dr.  Huston— On  motion  by  Dr.  Smith, 
seconded  by  Dr.  Sherburne  and  unanimously 
carried,  the  Council  expressed  its  appreciation  to 
Dr.  Huston  for  the  many  courtesies  extended  by 
him  to  the  members  of  the  Council  and  congratu- 
lated him  on  his  very  successful  term  of  office. 
In  the  same  motion  the  Executive  Secretary  was 
instructed  to  have  flowers  sent  on  behalf  of  the 
council  to  Mrs.  Huston. 

There  being  no  further  business,  the  Council 
recessed  to  meet  with  the  House  of  Delegates  at 
10:00  A.  M.,  April  28,  and  to  meet  in  regular 
session  at  the  call  of  the  President. 

Attest:  Charles  S.  Nelson, 

Executive  Secretary. 


DAYTON  ANNUAL  MEETING  A HIT  WITH  MEMBERS;  PROGRAM 
AND  ARRANGEMENTS  RECEIVE  MANY  FAVORABLE  COMMENTS 


THOSE  who  attended  the  Ninety-First  An- 
nual Meeting  of  the  Ohio  State  Medical 
Association  at  Dayton,  April  28  and  29, 
generally  agreed  that  it  was  one  of  the  finest 
meetings  in  the  history  of  the  State  Association. 

Attended  by  1103  members — the  largest  regis- 
tration of  members  since  the  Columbus  meeting 
in  1930 — the  two-day  session  left  little  to  be 
desired  in  providing  those  who  attended  with  a 
concentrated  refresher  course  in  scientific  medi- 
cine, along  with  the  pleasure  that  comes  from 
renewing  old  acquaintanceships. 

Much  credit  is  due  the  Committee  on  Scientific 
Work  of  the  State  Association  and  the  Commit- 
tee on  Local  Arrangements  of  the  Montgomery 
County  Medical  Society  for  the  success  of  the 
meeting. 

Those  committee  members  were: 

Committee  on  Scientific  Work — Dr.  Parke  G. 
Smith,  Cincinnati,  chairman;  Dr.  C.  C.  Sherburne, 
Columbus;  Dr.  Stanley  D.  Giffen,  Toledo;  Dr. 
Albert  F.  Kuhl,  Dayton,  and  Dr.  Claude  B. 
Norris,  Youngstown. 

Committee  on  Local  Arrangements,  Mont- 
gomery County  Medical  Society — Dr.  Charles  H. 
Tate,  general  chairman;  Reception,  Dr.  C.  D. 
Smith,  chairman;  Dr.  A.  M.  Culler,  Dr.  E.  S. 
Everhard,  Dr.  C.  D.  Fife,  Dr.  R.  K.  Finley,  Dr. 
Clement  Fischer,  Dr.  G.  G.  Floridis,  Dr.  G.  C. 
Gilfillen,  Dr.  E.  L.  Hooper,  Dr.  C.  C.  Payne,  Dr. 
C.  A.  Smith  and  Dr.  W.  B.  Taggart;  Halls  and 
Meeting  Places,  Dr.  A.  W.  Carley,  chairman,  Dr. 
C.  N.  Chrisman,  Dr.  E.  A.  Zimmerman,  Dr.  H.  F. 
Hilty,  Dr.  T.  K.  Kirk,  Dr.  John  M.  Duchak,  Dr. 
A.  P.  McDonald,  Dr.  L.  J.  Lohr,  Dr.  R.  C.  Mil- 
ler, Dr.  R.  S.  Koehler,  Dr.  E.  C.  Fischbein  and 
Dr.  M.  D.  Prugh;  Information,  Dr.  E.  L.  Braun- 
lin,  chairman,  Dr.  R.  W.  Adkins,  Dr.  D.  A.  Crist, 
Dr.  G.  L.  Erbaugh,  Dr.  J.  H.  Loeb,  Dr.  F.  C. 
Payne,  Dr.  W.  S.  Powell,  Dr.  R.  C.  Markey,  Dr. 
J.  L.  Sagebiel  and  Dr.  E.  W.  Sachs;  Banquet,  Dr. 
H.  V.  Dutrow,  chairman,  Dr.  H.  H.  Herman,  Dr. 
A.  G.  Farmer,  Dr.  P.  L.  Yordy,  Dr.  R.  D.  Arn, 
Dr.  H.  M.  James,  Dr.  W.  M.  Simpson,  Dr.  B.  F. 
Suffron,  Dr.  W.  E.  Prugh,  Dr.  R.  A.  Lewis  and 
Dr.  R.  C.  Austin;  Scientific  Exhibit,  Dr.  Curtiss 
Ginn,  chairman,  Dr.  C.  J.  Derby,  Dr.  M.  T. 
Hoerner,  Dr.  R.  K.  Bartholomew,  Dr.  E.  F. 
Pfanner,  Dr.  R.  C.  Schneble,  Dr.  R.  E.  Tyvand, 
Dr.  W.  D.  Miller,  Dr.  C.  J.  Mardis  and  Dr.  H.  D. 
Cassel;  Technical  Exhibit,  Dr.  IT.  C.  Hanning, 
chairman,  Dr.  H.  W.  Harris,  Dr.  D.  B.  Conklin, 
Dr.  E.  M.  Smith,  Dr.  P.  J.  Shank,  Dr.  R.  H. 
Spitler,  Dr.  W.  H.  Hanning,  Dr.  H.  R.  Huston, 
Dr.  L.  B.  Huiless  and  Dr.  W.  H.  Delscamp; 
Projection  Apparatus,  Dr.  H.  W.  Burnett,  chair- 


man, Dr.  N.  J.  Birkbeck,  Dr.  A.  T.  Bowers,  Dr. 
L.  J.  Newell,  Dr.  F.  V.  Riche,  Dr.  T.  P.  Sharkey, 
Dr.  R.  D.  Dooley,  Dr.  Henry  Snow,  Dr.  F.  L. 
Shively  and  Dr.  W.  C.  Breidenbach;  Entertain- 
ment for  Visiting  Women,  Mildred  E.  Jeffrey, 
chairman. 

HOUSE  OF  DELEGATES 

Sessions  of  the  House  of  Delegates  Wednes- 
day morning  and  Thursday  noon  were  unusually 
well  attended.  Official  minutes  of  the  proceed- 
ings will  be  found  on  pages  663  to  673  of  this 
issue  of  The  Journal. 

At  the  opening  session,  Dr.  Roy  S.  Binkley, 
Dayton,  president  of  the  Montgomery  County 
Medical  Society,  welcomed  the  attending  physi- 
cians and  presented  Dr.  E.  M.  Huston,  Dayton, 
President  of  the  State  Association,  who  delivered 
his  Presidential  Address  entitled  “Our  Aims  and 
Objectives”.  The  complete  text  of  Dr.  Huston’s 
address  appears  on  pages  658  to  661,  this  issue 
of  The  Journal. 

Reports  of  standing  committees,  as  published 
in  the  April  issue  of  The  Journal,  were  pre- 
sented; reference  committees  appointed,  a nomi- 
nation committee  elected,  and  resolutions  intro- 
duced. 

The  final  session  of  the  House  of  Delegates 
was  held  Thursday  afternoon  following  a lunch- 
eon for  members  of  the  House  of  Delegates  and 
members  of  the  Dayton  Committee  on  Arrange- 
ments. 

Important  resolutions  approved  covered  the 
following  subjects:  Commendation  of  members 

of  the  Ohio  General  Assembly,  state  and  local 
legislative  committeemen  and  the  State  Head- 
quarters Office  staff  for  their  successful  efforts 
in  the  interest  of  scientific  medicine  during  the 
recent  session  of  the  legislature;  reaffirmation 
of  the  policy  of  the  State  Association  concern- 
ing group  hospitalization  contracts  and  request- 
ing the  House  of  Delegates  of  the  American 
Medical  Association  to  consider  the  possibility  of 
clarifying  its  policy  on  the  question  of  group 
hospitalization;  urging  component  societies  to 
influence  hospitals  to  require  that  all  new  born 
be  finger  printed;  concurrence  in  the  statement 
of  Council,  February  7,  1937,  disapproving  all 
proposals  for  the  consolidation  of  the  public 
health  and  public  welfare  activities  of  the  Fed- 
eral Government;  declaration  that  the  examina- 
tion of  the  eyes  of  school  children  should  be  made 
only  by  licensed  doctors  of  medicine;  and  authori- 
zation of  Council  to  investigate  the  feasibility  of 
consolidating  certain  small  county  societies. 

Dr.  Barney  J.  Hein,  Toledo,  completing  his 
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third  term  as  Councilor  for  the  Fourth  District, 
was  unanimously  elected  President-Elect. 

The  following  Councilors  were  re-elected:  Dr. 

D.  W.  Hogue,  Springfield,  Second  District;  Dr. 
Wm.  M.  Skipp,  Youngstown,  Sixth  District;  Dr. 

E.  R.  Brush,  Zanesville,  Eighth  District;  and  Dr. 
C.  C.  Sherburne,  Columbus,  Tenth  District. 

Dr.  E.  J.  McCormick,  Toledo,  was  elected 
Councilor  for  the  Fourth  District,  succeeding 
Dr.  Hein. 

Dr.  J.  P.  DeWitt,  Canton,  Dr.  C.  E.  Kiely,  Cin- 
cinnati, and  Dr.  C.  W.  Waggoner,  Toledo,  were 
re-elected  as  delegates  to  the  American  Medical 
Association  for  a term  of  two  years.  Dr.  G.  F. 
Zinninger,  Canton,  Dr.  L.  Howard  Schriver,  Cin- 
cinnati, and  Dr.  Charles  Lukens,  Toledo,  were  re- 
elected alternate  delegates,  respectively,  for  a 
term  of  two  years. 

Dr.  James  A.  Beer,  Columbus,  was  re-elected 
Treasurer  of  the  State  Association  for  a term 
of  three  years. 

Columbus  was  selected  as  the  meeting  place 
for  the  1938  Annual  Meeting.  An  invitation  was 
also  received  .from  Cedar  Point.  The  report  of 
the  Reference  Committee  on  Place  of  1938  An- 
nual Meeting,  adopted  by  the  House  of  Dele- 
gates, urged  that  “serious  consideration  be  given 
to  Cedar  Point  for  the  1939  meeting”. 

Following  his  installation  as  President,  Dr. 
John  B.  Alcorn,  Columbus,  announced  the  fol- 
lowing committee  appointments:  Dr.  Charles  W. 
Stone,  Cleveland,  member  of  the  Committee  on 
Public  Relations  and  Economics  for  five  years, 
and  chairman  during  1937-1938;  Dr.  M.  M.  Zin- 
ninger, Cincinnati,  member  of  the  Committee  on 
Scientific  Work  for  five  years;  Dr.  C.  C.  Sher- 
burne, Columbus,  chairman  of  the  Committee  on 
Scientific  W'ork  for  1937-1938;  Dr.  Carl  A.  Wilz- 
bach,  Cincinnati,  member  of  the  Committee  on 
Education  for  five  years;  Dr.  C.  L.  Cummer, 
Cleveland,  chairman  of  the  Committee  on  Edu- 
cation 1937-1938;  Dr.  F.  P.  Anzinger,  Springfield, 
member  of  the  Committee  on  Medical  Defense 
for  three  years,  and  Dr.  J.  E.  Tuckerman,  Cleve- 
land, chairman  of  the  Committee  on  Medical 
Defense  for  1937-1938. 

GENERAL  SESSIONS 

Papers  presented  at  the  general  sessions  of  the 
Dayton  meeting  were  of  a high  calibre,  and  the 
sessions  were  exceptionally  well-attended. 

The  guest  speakers  were:  Dr.  Walter  C. 

Alvarez,  Rochester,  Minnesota;  Dr.  Frank  E. 
Adair,  New  York  City;  Dr.  Fred  W.  Rankin, 
Lexington,  Ky.,  and  Dr.  Weston  A.  Price,  D.D.S., 
Cleveland. 

Representatives  of  the  scientific  sections  ap- 
pearing on  the  program  of  the  general  sessions 
were:  Dr.  J.  Fremont  Bateman,  Columbus,  Sec- 
tion on  Nervous  and  Mental  Diseases;  Dr.  S.  0. 


Freelander,  Cleveland,  Section  on  Surgery;  Dr. 
Wm.  B.  Chamberlin,  Cleveland,  Section  on  Eye, 
Ear,  Nose  and  Throat;  Dr.  C.  R.  Rittershofer, 
Cincinnati,  Section  on  Pediatrics;  Dr.  William  H. 
Weir,  Cleveland,  Section  on  Obstetrics  and 
Gynecology;  and  Dr.  Charles  A.  Doan,  Columbus, 
Section  on  Medicine.  Dr.  Thomas  F.  Ross  and 
Dr.  Carl  V.  Moore,  Columbus,  were  co-authors  of 
Dr.  Doan’s  paper. 

Scheduled  discussants  at  the  General  Sessions 
were:  Dr.  Louis  J.  Karnosh,  Cleveland;  Dr.  B.  N. 
Carter,  Cincinnati;  Dr.  Henry  M.  Goodyear,  Cin- 
cinnati; Dr.  Lowell  A.  Erf,  Cincinnati;  Dr. 
Edwin  J.  Stedem,  Columbus;  Dr.  Andre  Crotti, 
Columbus,  and  Dr.  Russell  L.  Haden,  Cleveland. 

SCIENTIFIC  SECTIONS 

Attendance  at  the  section  meetings  Thursday 
morning  was  the  best  for  many  years,  and  much 
favorable  comment  was  heard  concerning  the 
quality  of  the  papers  presented. 

The  sections,  with  their  officers,  essayists  and 
scheduled  discussants,  were: 

Section  on  Medicine — Dr.  A.  F.  Kuhl,  Dayton, 
chairman,  and  Dr.  C.  L.  McKibben,  Toledo,  secre- 
tary. Essayists:  Dr.  Karl  D.  Figley,  Toledo;  Dr. 
Henry  J.  John,  Cleveland;  Dr.  J.  Grant  Marthens, 
Dayton;  Dr.  Wm.  H.  Bunn,  Youngstown,  and  Dr. 
Walter  H.  Stix,  Cincinnati.  Discussants:  Dr. 

Bernhard  Steinberg,  Toledo;  Dr.  Harry  V. 
Paryzek,  Cleveland;  Dr.  T.  C.  Sheridan,  Dayton; 
Dr.  Joseph  M.  Hayman,  Cleveland;  Dr.  John  N. 
McCann,  Youngstown,  and  Dr.  A.  B.  Brower, 
Dayton. 

Section  on  Surgery — Dr.  T.  E.  Jones,  Cleve- 
land, chairman,  and  Dr.  Robert  C.  Austin,  Day- 
ton,  secretary.  Essayists:  Dr.  Lloyd  B.  Johnston, 
Cincinnati;  Dr.  Wm.  J.  Engel,  Cleveland;  Dr.  M. 
M.  Zinninger,  Cincinanti;  Dr.  C.  H.  Verovitz, 
and  Dr.  Glenn  H.  Reams,  Toledo.  Discussants: 
Dr.  Lloyd  K.  Felter,  Cincinnati;  Dr.  James  A.  H. 
Magoun,  Toledo;  Dr.  Leon  Schiff,  Cincinnati;  Dr. 
Malcolm  O.  Cook,  Hamilton;  Dr.  Eslie  Asbury, 
Cincinnati,  and  Dr.  Theodore  S.  Kiess,  Toledo. 

Section  on  Obstetrics  and  Gynecology — Dr. 
Wm.  D.  Fullerton,  Cleveland,  chairman,  and  Dr. 
G.  C.  Gilfillen,  Dayton,  secretary.  Esayists:  Dr. 
Fullerton;  Dr.  Charles  D.  Heisel,  Cincinnati;  Dr. 
Ward  D.  Coffman,  Zanesville;  Dr.  Wayne  Brehm, 
Columbus,  and  Dr.  Daniel  J.  Davies,  Cincinnati. 
Discussants:  Dr.  C.  E.  Hauser,  Cincinnati;  Dr. 

Richard  D.  Bryant,  Cincinnati;  Dr.  C.  M.  Rambo, 
Zanesville;  Dr.  L.  L.  Hoskins,  Cleveland;  Dr.  L. 
E.  Leavenworth,  Canton;  Dr.  John  Gardiner,  To- 
ledo; Dr.  Wm.  D.  Inglis,  Columbus,  and  Dr.  W. 
P.  Gillespie,  Cincinnati. 

Section  on  Pediatrics — Dr.  C.  Clarkson  Payne, 
Dayton,  chairman,  and  Dr.  E.  H.  Baxter,  Colum- 
bus, secretary.  Essayists:  Dr.  J.  Fleek  Miller, 

Newark;  Dr.  Jas.  G.  Kramer,  Akron;  Dr.  Marion 
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L.  Ainsworth,  Columbus;  Dr.  Myron  Metzen- 
baurn,  Cleveland;  and  Dr.  H.  Worley  Kendell, 
Dayton.  Discussants:  Dr.  John  E.  Brown,  Jr., 
Columbus;  Dr.  Joyce  Hartman,  Cleveland;  Dr. 
Wallace  B.  Taggart,  Dayton;  Dr.  Leonard  Nippe, 
Toledo,  and  Dr.  Walter  M.  Simpson,  Dayton. 

Section  on  Eye,  Ear,  Nose  and  Throat — Dr. 
Henry  M.  Goodyear,  Cincinnati,  chairman  and  Dr. 
Wm.  W.  Sauer,  Marietta,  secretary.  Essayists: 
Dr.  Samuel  Brown,  Cincinnati;  Dr.  Harry  H. 
Harris,  Dayton;  Dr.  Harry  S.  Gradle,  Chicago; 
Dr.  Donald  J.  Lyle,  Cincinnati;  Dr.  Hugh  G. 
Beatty,  Columbus.  Discussants:  Dr.  Samuel 

Iglauer,  Cincinnati;  Dr.  Samuel  Seitz,  Cincinnati; 
Dr.  M.  Paul  Motto,  Cleveland;  Dr.  Edward  R. 
Thomas,  Cincinnati;  Dr.  Karl  V.  Kitzmiller,  Cin- 
cinnati; Dr.  Daniel  J.  Kindel,  Cincinnati,  and  Dr. 
Edward  C.  Goldcamp,  Columbus. 

Section  on  Nervous  and  Mental  Diseases — Dr. 
E.  A.  Baber,  Cincinnati,  chairman,  and  Dr.  Jos. 
L.  Fetterman,  Cleveland,  secretary.  Essayists: 
Dr.  James  Sagebiel,  Dayton;  Dr.  Henry  C.  Schu- 
macher, Cleveland;  Dr.  A.  R.  Vonderahe,  Cincin- 
nati; Dr.  E.  C.  Fischbein,  Dayton;  Dr.  Thomas  A. 
Ratliff,  Cincinnati.  Discussants:  Dr.  T.  H.  Dick- 
inson, Dayton;  Dr.  Esther  Bogen  Tietz,  Cincin- 
nati; Dr.  Cecil  Striker,  Cincinnati;  Dr.  E.  L. 
Hooper,  Dayton,  and  Dr.  Alan  D.  Finlayson, 
Cleveland. 

PUBLIC  HEALTH  LUNCHEON 

A public  health  round-table  luncheon  Wednes- 
day noon  was  substituted  for  the  usual  meeting 
of  the  Section  on  Public  Health  and  Preventive 
Medicine.  Following  the  luncheon,  a program, 
arranged  by  the  officers  of  the  section,  Dr.  Emery 
R.  Hayhurst,  Columbus,  chairman,  and  Dr.  H.  H. 
Pansing,  Dayton,  secretary,  was  presented. 
Speakers  included:  Dr.  Walter  H.  Hartung, 

State  Director  of  Health;  Leo  Ey,  director,  State 
Department  of  Health  Laboratory;  and  F.  D. 
Steward,  assistant  chief,  Division  of  Sanitary 
Engineering,  State  Department  of  Health.  Over 
60  physicians  attended  the  luncheon  and  meeting. 

SECTION  OFFICERS  FOR  1937-1938 

The  following  officers  were  elected  by  the 
Scientific  Sections  for  the  ensuing  year: 

Section  on  Medicine — Dr.  C.  L.  McKibben,  To- 
ledo, chairman,  and  Dr.  John  Noll,  Jr.,  Youngs- 
town, secretary. 

Section  on  Surgery — Dr.  Robert  S.  Austin, 
Dayton,  chairman,  and  Dr.  W.  K.  Allsop,  Youngs- 
town, secretary. 

Section  on  Obstetrics  and  Gynecology — Dr.  C. 
G.  Gilfillen,  Dayton,  chairman,  and  Dr.  Howard 
P.  Taylor,  Cleveland,  secretary. 

Section  on  Pediatrics — Dr.  A.  G.  Helmick,  Co- 
lumbus, chairman,  and  Dr.  E.  A.  Peterson,  Cleve- 
land, secretary. 


Section  on  Eye,  Ear,  Nose  and  Throat — Dr. 
Hugh  G.  Beatty,  Columbus,  chairman,  and  Dr. 
Fred  W.  Dixon,  Cleveland,  secretary. 

Section  on  Nervous  and  Mental  Diseases — Dr. 
J.  L.  Fetterman,  Cleveland,  chairman,  and  Dr.  A. 
T.  Hopwood,  Orient,  secretary. 

Section  on  Public  Health  and  Preventive  Medi- 
cine— Dr.  H.  H.  Pansing,  Dayton,  chairman,  and 
Dr.  Wm.  Edw.  Blair,  Lebanon,  secretary. 

SCIENTIFIC  EXHIBIT 

As  has  been  the  case  for  the  past  two  years, 
the  Scientific  Exhibit  was  one  of  the  outstanding 
features  of  the  Dayton  meeting.  Arranged  by 
Dr.  A.  F.  Kuhl,  Dayton,  it  occupied  all  available 
space  in  the  Exhibit  Hall  and  was  of  unusual 
interest  and  merit. 

Among  those  who  participated  in  the  Scien- 
tific Exhibit  were  the  following:  Dr.  A.  Carlton 
Ernstene,  Cleveland;  Dr.  M.  E.  Goodrich,  Toledo; 
Dr.  Walter  M.  Simpson  and  Dr.  H.  Worley  Ken- 
dell, Dayton;  Medical  Division,  State  Industrial 
Commission;  Dr.  Myron  Metzenbaum,  Cleveland; 
Dr.  Robert  C.  Austin,  Dayton;  Dr.  George  I. 
Bauman,  Cleveland;  Dr.  W.  C.  Breidenbach  and 
Dr.  G.  C.  Wolverton,  Dayton;  Dr.  James  A. 
Dickson,  Cleveland;  Dr.  Samuel  Brown,  Cincin- 
nati; Dr.  Wm.  J.  Engel,  Cleveland;  Dr.  Anton 
W.  Oelgoetz,  Columbus;  Dr.  S.  H.  Sedwitz, 
Youngstown;  Dr.  Cecil  Striker,  Cincinnati;  Dr. 
Thomas  P.  Sharkey,  Dayton;  Dr.  E.  Perry  Mc- 
Cullagh,  Cleveland;  Dr.  Esther  Bogen  Tietz,  Cin- 
cinnati; Metropolitan  Life  Insurance  Company, 
and  the  American  Medical  Association. 

HOBBY  SHOW 

An  innovation,  the  Hobby  Show,  arranged  by 
Dr.  Curtiss  Ginn,  Dayton,  made  a decided  hit  and 
will  undoubtedly  be  a permanent  feature  of 
future  meetings.  A wide  assortment  of  hobbies 
comprised  the  show,  which,  though  announced 
only  a few  weeks  prior  to  the  meeting,  utilized 
all  the  exhibit  space  allotted. 

Physicians  who  exhibited  in  the  show  were: 
Dr.  Arthur  M.  Chatham,  Cleveland,  hand  made 
Christmas  cards;  Dr.  Wm.  James  Gardner, 
Cleveland,  photographs  of  surgical  operations; 
Dr.  George  H.  Quay,  Cleveland,  hand  made  gun 
stocks;  Dr.  Howard  M.  Gilmore,  Columbus,  model 
engines;  Dr.  Curtiss  Ginn,  Dayton,  ship  models, 
oil  paintings;  Dr.  Ralph  D.  Dooley,  Dayton,  in- 
laid table;  Dr.  Norman  J.  Birkbeck,  Dayton, 
camera  for  cervical  work;  Dr.  Oscar  H.  Stuhl- 
man,  Dayton,  glassware;  Dr.  Clyde  L.  Cummer, 
Cleveland,  bromide  enlargements  of  photo- 
graphs; Dr.  Myron  Metzenbaum,  Cleveland, 
photographs  of  reconstruction  surgery;  Dr.  R.  S. 
Binkley,  Dayton,  bi’omide  enlargements  of  photo- 
graphs; Dr.  Wm.  Kelley  Hale,  Wilmington,  paint- 
ings; Dr.  Ben  J.  Wolpaw,  Cleveland,  eye  photo- 
graphy; Dr.  Gerald  H.  Dennis,  Dayton,  oil  paint- 
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ings;  Dr.  F.  C.  Payne,  Dayton,  pictures  of  field 
trials  of  bird  dogs;  Dr.  Jonathan  Forman,  Co- 
lumbus, oil  paintings;  Dr.  John  Milton  Owen, 
Dayton,  engine  model;  Dr.  Martin  P.  Mahrer, 
Youngstown,  paintings  and  sculpture;  Dr.  Stan- 
ley M.  Beck,  Dayton,  oil  paintings;  Dr.  Joseph 
Warkany,  Cincinnati,  etchings;  Dr.  C.  C.  Ross, 
Columbus,  Indian  relics;  Dr.  A.  Graeme  Mitchell, 
Cincinnati,  etchings;  Dr.  O.  P.  Klotz,  Findlay, 
oil  painting  by  the  late  Dr.  Albert  H.  Linna- 
weaver,  Findlay;  Dr.  Merlin  L.  Cooper,  Cincin- 
nati, etchings;  Dr.  Walter  M.  Simpson,  Dayton, 
photographs  of  Mayan  civilization;  Dr.  Earl  E. 
Gaver,  Columbus,  oil  painting;  Dr.  Martin  H. 
Fischer,  Cincinnati,  oil  paintings;  Dr.  Gilbert  T. 
Brown,  Dayton,  oil  painting;  Dr.  R.  E.  Tyvand, 
Dayton,  illuminated  instruments,  and  Dr.  F.  L. 
LeBlanc,  Cincinnati,  etchings. 

TECHNICAL  EXHIBIT 

Exhibitors  of  pharmaceutical  supplies,  surgical 
and  X-ray  equipment,  medical  books,  etc.,  were 
well  pleased  with  the  arrangement  of  the  Tech- 
nical Exhibit  and  the  excellent  patronage  which 
they  enjoyed  at  Dayton. 

A list  of  the  technical  exhibitors  follows:  A. 
S.  Aloe  Co.,  St.  Louis,  Mo.;  American  Optical 
Company,  Southbridge,  Mass.;  Arlington  Chemi- 
cal Company,  Yonkers,  N.  Y.;  Borden  Company, 
New  York  City;  Cameron  Surgical  Specialty  Co., 
Chicago,  Illinois;  Cincinnati  Scientific  Co.,  Cin- 
cinnati; Coca-Cola  Co.,  Atlanta,  Georgia; 
Crocker-Fels  Co.,  Cincinnati;  DeVilbiss  Co.,  To- 
ledo; Fidelity  Medical  Supply  Co.,  Dayton;  Gen- 
eral Electric  X-Ray  Corporation,  Chicago,  Illi- 
nois; Gerber  Products  Company,  Fremont,  Mich- 
igan; H.  J.  Heinz  Co.,  Pittsburgh,  Pa.;  Holland- 
Rantos  Co.,  Inc.,  New  York  City;  Horlick’s 
Malted  Milk  Corporation,  Racine,  Wisconsin; 
Hynson,  Westcott  & Dunning,  Baltimore,  Md.; 
Jones  Surgical  Supply  Co.,  Cleveland;  Lederle 
Laboratories,  Inc.,  New  York  City;  Liebel- 
Flarsheim  Co.,  Cincinnati;  Macmillan  Company, 
New  York  City;  Mead  Johnson  & Co.,  Evans- 
ville, Indiana;  Medical  Protective  Co.,  Wheaton, 
Illinois;  Mellin’s  Food  Co.,  Boston,  Mass.;  Mid- 
dlewest  Instrument  Co.,  Chicago,  111.;  M & R 
Dietetic  Laboratories,  Inc.,  Columbus;  Pet  Milk 
Company,  St.  Louis,  Mo.;  Petrolagar  Labora- 
tories, Inc.,  Chicago,  Illinois;  Philip  Morris  & Co., 
Ltd.,  New  York  City;  Picker  X-Ray  Corporation, 
New  York  City;  W.  B.  Saunders  Co.,  Phila- 
delphia; S.  M.  A.  Corporation,  Cleveland;  Carl  A. 
Schmidt,  Dayton;  U.  S.  Standard  Products  Co., 
Woodworth,  Wisconsin;  W.  T.  Wagners  Sons  Co., 
Cincinnati;  Westerfield  Pharmacal  Company, 
Dayton,  and  White-Haines  Optical  Company,  Co- 
lumbus. 

ANNUAL  BANQUET 

Approximately  750  physicians  and  their  guests 
attended  the  Annual  Banquet,  Thursday  night, 


arranged  by  the  Montgomery  County  Medical 
Society.  Dr.  H.  V.  Dutrow,  Dayton,  was  toast- 
master. The  musical  program  consisted  of 
orchestral  music,  vocal  numbers  by  Dayton’s 
Dutch  Club,  composed  of  local  professional  and 
business  men,  and  a rendition  of  “America”,  by 
Jean  Deis,  an  eight-year  old  .boy  soprano,  who 
was  making  his  first  public  appearance. 

Among  those  seated  at  the  speakers’  table 
were:  Dr.  E.  M.  Huston,  Dayton,  Retiring  Presi- 
dent; Dr.  John  B.  Alcorn,  President;  Dr.  B.  J. 
Hein,  Toledo,  President-Elect;  Dr.  Charles  H. 
Tate,  General  Chairman  of  the  Dayton  commit- 
tees; Dr.  R.  S.  Binkley,  President  of  the  Mont- 
gomery County  Medical  Society,  and  members  of 
the  Council  of  the  State  Association. 

In  presenting  the  Past-President’s  Gavel  to 
Dr.  Huston,  Dr.  R.  A.  Hendershott,  Tiffin,  said: 

“Your  administration  has  been  most  successful 
and  the  more  than  5,000  members  of  the  Ohio 
State  Medical  Association  are  not  unmindful  of 
the  loyalty  and  devotion  that  you  have  given  to 
your  service.  The  sacrifices  of  time  that  you 
have  made  that  might  have  been  spent  in  eco- 
nomic improvement  to  yourself  and  in  time  for 
rest  and  refreshment,  we  know  have  been  numer- 
ous. We  request  you  to  accept  this  gavel  as  a 
token  of  the  esteem  and  respect  of  the  entire 
organization  and  it  is  our  wish  that  it  will  al- 
ways serve  you  as  a reminder  of  a duty  well 
done,  and  with  a memory  that  you  have  the  sin- 
cere respect  and  appreciation  of  your  organiza- 
tion, and  in  memory  of  duty  done  to  suffering 
humanity”. 

The  principal  address  of  the  evening  was  made 
by  Lloyd  C.  Douglas,  D.D.,  Litt.D.,  L.L.D.,  Los 
Angeles,  California,  who  was  introduced  by  Dr. 
A.  G.  Farmer,  Dayton.  He  spoke  on  “Facts  and 
Fictions  About  Doctors”. 

Enthusiastically  received  by  his  audience,  Dr. 
Douglas  gave  an  amusing  account  of  how  he 
wrote  “Magnificent  Obession”  and  “Green  Light”, 
and  told  of  his  consultations  with  physicians  on 
the  technical  phases  of  the  books. 

Commenting  on  the  portrayal  of  the  medical 
profession  in  fiction,  he  said  that  the  chief  com- 
plaint physicians  could  make  about  novelists  was 
that  in  stories  the  medical  men  were  made  into 
miracle  men  and  that  their  work  was  made  too 
simple.  Scenarists  are  much  worse  than  novel- 
ists, he  said. 

In  the  more  serious  part  of  his  address,  Dr. 
Douglas  urged  the  necessity  of  maintaining  high 
standards  of  medical  practice. 

“Other  professions  may  not  have  suitable 
credentials,  but  in  the  practice  of  medicine  the 
public  wants  to  insist  that  doctors  shall  be  per- 
sons who  have  had  adequate  training,”  he  said. 

Dr.  Douglass  predicted  that  in  the  next  few 
years  the  medical  profession  will  be  taxed  with  a 
heavier  burden  of  responsibility  in  helping  to 
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rehabilitate  people’s  thought-life,  as  well  as 
their  physical  health. 

In  conclusion  he  read  the  first  two  pages  of 
his  new  book,  as  yet  without  a title,  in  which 
the  hero  is  a professor  in  a medical  school,  nick- 
named “Tubby”,  and  described  as  being  so  stern 
as  “to  make  Simon  Legree  a simpering  ninny”. 

PAST-PRESIDENTS’  DINNER 

The  Annual  dinner  given  by  the  State  Associa- 
tion Wednesday  evening  for  past-presidents  was 
attended  by  the  following:  Dr.  Ben  R.  Mc- 

Clellan, Xenia,  1906-07;  Dr.  J.  H.  J.  Upham, 
Columbus,  1914-15;  Dr.  W.  E.  Lower,  Cleveland, 
1915-16;  Dr.  Robert  Carothers,  Cincinnati, 
1922-23;  Dr.  Jos.  S.  Rardin,  Portsmouth,  1923-24; 
Dr.  Charles  W.  Stone,  Cleveland,  1928-29;  Dr.  C. 
W.  Waggoner,  Toledo,  1930-31;  Dr.  D.  C.  Houser, 
Urbana,  1931-32;  Dr.  Herbert  M.  Platter,  Co- 
lumbus, 1932-33;  Dr.  Clyde  L.  Cummer,  Cleve- 
land, 1933-34;  Dr.  John  A.  Caldwell,  Cincinnati, 
1934-35;  Dr.  Ralph  R.  Hendershott,  Tiffin,  1935- 
1936;  Dr.  E.  M.  Huston,  Dayton,  1936-1937,  and 
Dr.  John  B.  Alcorn,  Columbus,  president-elect. 

* * * * 

Much  credit  for  the  success  of  the  meeting  is 
due  to  the  splendid  physical  arrangements  and 
efficient  services  provided  by  the  Hotel  Biltmore. 
Credit  also  is  due  the  Dayton  Convention  Bureau 
for  assisting  with  arrangements,  and  the  Dayton 
newspapers  for  their  excellent  coverage  of  the 
meeting. 


Suit  Charges  Act  Providing  Payment  to 
Hospitals  For  Care  of  Auto  Mishap 
Victims  is  Unconstitutional 

Constitutionality  of  the  law  enacted  in  1933 
providing  for  the  reimbursement  of  hospitals 
from  the  State  Highway  Maintenance  and  Repair 
Fund  for  the  care  of  indigents  injured  in  motor 
vehicle  accidents  was  questioned  in  a suit  filed 
April  30  in  the  Franklin  County  Common  Pleas 
Court  by  Merritt  A.  Vickery,  Cleveland  attorney. 

Vickery  asked  that  State  Registrar  of  Motor 
Vehicles  Frank  West,  State  Auditor  Joseph  T. 
Ferguson  and  State  Treasurer  Clarence  H.  Knis- 
ley  be  enjoined  from  paying  bills  filed  by  hos- 
pitals under  the  provisions  of  the  act  and  that 
the  act  be  declared  unconstitutional. 

The  petition  charges  that  the  sections  of  the 
General  Code  authorizing  the  reimbursement  of 
hospitals  as  set  forth  above  are: 

1.  In  violation  of  Article  1,  Section  2,  of  the 
Constitution  which  requires  that  laws  be  for 
the  equal  protection  and  benefit  of  all  the  people, 
in  that  they  “unreasonably  and  arbitrarily  at- 
tempt to  benefit  hospitals  only,  and  not  such 
other  persons  or  agencies  which  minister  to 
victims  of  motor  vehicle  injuries”;  in  that  they 
“a' tempt  to  benefit  recipients  of  motor  vehicle 


injuries  only  and  not  those  who  have  been  in- 
jured by  agencies  other  than  motor  vehicles”;  in 
that  they  “attempt  to  benefit  recipients  of  motor 
vehicle  injuries  upon  certain  roads  only  and  not 
those  who  have  received  identical  injuries  from 
identical  agencies  but  on  other  than  public  ways, 
roads  or  highways  of  the  state”. 

2.  In  violation  of  the  prohibition  set  forth  in 
Article  1,  Section  2,  against  the  creation  of  ir- 
revocable special  privileges  in  that  they  create  a 
special  privilege  for  the  hospitals  whose  bills 
become  guaranteed  thereunder,  and  a special 
privilege  for  victims  of  motor  vehicle  accidents 
by  which  they  are  assured  hospitalization  not 
secured  to  others. 

3.  In  violation  of  Article  2,  Section  22,  which 
requires  that  appropriations  must  be  specific  and 
limited  in  time  to  two  years,  or  less. 

4.  In  violation  of  Article  2,  Section  26,  which 
requires  that  all  general  laws  be  of  uniform 
operation. 

5.  In  violation  of  Article  8,  Sections  1,  2 and  3, 
which  prohibit  the  creation  of  a state  debt. 

6.  In  violation  of  Article  8,  Sections  4,  5 and 
6,  which  prohibit  lending  or  granting  of  the 
credit  of  the  state  and  against  assumption  of  the 
state  of  the  debts  of  others. 

7.  In  violation  of  Article  12,  Section  4,  in 

that  they  warrant  incurring  of  yearly  expenses 
beyond  the  yearly  revenue  provided  by  the  Gen- 
eral Assembly. 

8.  In  violation  of  Article  12,  Section  5,  in 

that  they  warrant  and  require  the  application  of 

tax  derived  revenue  to  objects  not  distinctly 

stated  in  the  law  by  which  such  tax'  was  im- 
posed. 


“Medical  Musical  Medley”  Presented 

A “Medical  Musical  Medley”  was  presented  by 
members  of  the  Cleveland  Academy  of  Medicine 
for  the  benefit  of  the  Health  Education  Founda- 
tion of  the  Academy  at  the  Medical  Library, 
May  6,  to  a capacity  crowd. 

Dr.  Roswell  Lowry  was  production  manager. 
Dr.  J.  L.  Reycraft  conducted  the  orchestra.  Dr. 
Harry  V.  Paryzek  was  master  of  ceremonies. 
Dr.  E.  F.  Freedman  was  narrator  in  the  pro- 
gram, which  included  skits  as  well  as  music.  The 
orchestra  contained  32  members,  including  the 
soloists.  The  latter  were:  Dr.  C.  T.  Hemmings 
(xylophone);  Dr.  J.  L.  Kocour  (accordion);  Dr. 
H.  D.  Piercy  and  Dr.  Lester  Taylor,  (two-piano 
team);  Dr.  Jerome  Gross,  (violin);  Dr.  Eugene 
Arday  (violin);  Dr.  Ruth  Robishaw  (piano),  and 
Dr.  B.  S.  Kline,  Dr.  Helen  Koke,  Dr.  Lowry  and 
Dr.  Philip  Linsey,  (all  vocalists). 


Toledo — Dr.  L.  A.  Miller,  President  of  the  To- 
ledo Chess  Club,  pitted  his  skill  against  30  op- 
ponents in  a simultaneously  played  match  at  the 
University  of  Toledo  recently. 


DR.  J.  J.  MAREK,  CLEVELAND,  REGAINS  CHAMPIONSHIP  TROPHY 
OF  OHIO  STATE  MEDICAL  GOLFERS  AT  DAYTON 

By  H.  C.  GERBER,  JR.,  Toledo,  Ohio 


THE  Seventeenth  Annual  Tournament  of 
The  Ohio  State  Medical  Golfers’  Associa- 
tion was  held  at  the  Dayton  Country  Club, 
Tuesday,  April  27,  1937,  in  connection  with  the 
Ninety-First  Annual  Meeting  of  the  Ohio  State 
Medical  Association.  Sixty-six  participated  in 
the  tournament  despite  weather  conditions  which 
were  most  unfavorable.  However,  it  was  another 
most  successful  tournament  and  what  was  lack- 
ing in  player  numbers  was  more  than  offset  by 
the  enthusiasm  and  goodfellowship  of  those  par- 
ticipating. 

The  Dayton  Committee,  under  the  chairman- 
ship of  Dr.  M.  R.  Haley,  did  a splendid  job  in 
caring  for  the  entertainment  and  pleasure  of  the 
visiting  golfers.  The  Dayton  Country  Club  is 
one  of  the  finest  in  the  state  and  the  course  was 
in  excellent  condition  for  early  season  play. 

The  customary  golfers’  banquet  in  the  evening 
was  the  anticipated  gastronomic  delight  and 
brought  to  a fitting  close  the  day  of  play.  Dr. 
Louis  Mark,  Columbus,  President  of  the  Golfers’ 
Association,  presided  as  master  of  ceremonies  for 
the  entertainment  and  distribution  of  prizes.  The 
prize  list  included  a “win”  for  every  player  and 
ranged  from  golfers  paraphernalia  and  haber- 
dashery down  through  valued  merchandise  and 
medical  equipment. 

WINS  TROPHY  WITH  SCORE  OF  162 
Dr.  J.  J.  Marek,  Cleveland,  winner  of  the 
championship  in  1934,  came  through  to  again 
hold  the  honored  title  and  trophy  for  this  year. 
During  the  morning  round,  he  turned  in  a score 
of  84  and  came  back  with  a 78  for  the  second  18 
holes,  for  a total  of  162.  Dr.  Wm.  A.  Welsh, 
Youngstown,  winner  of  the  championship  in 
1936,  was  runner-up  with  a gross  score  of  165. 
Dr.  J.  H.  Reinhart,  Springfield,  took  third  place 
with  a total  of  169  strokes. 

The  Ohio  State  Medical  Journal  Trophy,  open 
to  players  up  to  35  years  of  age  and  representa- 
tive of  the  Junior  Championship,  was  won  by  Dr. 
H.  B.  Kaufman,  Youngstown,  with  a score  of  172 
for  the  36  holes.  Dr.  J.  J.  Harrison,  Napoleon, 
took  second  place  in  this  event  with  a score  of 
174  and  third  place  went  to  Dr.  R.  C.  Miller, 
Dayton,  who  scored  178. 

The  Association  Handicap  Championship,  low 
net  for  27  holes,  was  won  by  Dr.  D.  R.  Printz  of 
Lima,  with  a score  of  95.  Second  and  third  place 
in  this  event  were  taken  by  Dr.  T.  R.  Fletcher, 
Columbus,  and  Dr.  A.  A.  Cole  of  Logan. 

DR.  DEWITT  COPS  VALUABLE  PRIZE 
Dr.  Louis  Mark,  President,  presented  a beauti- 
fully engraved  Silver  Tea  Service,  as  the  Presi- 


dent’s Trophy  for  the  Blind  Bogey  winner,  first 
18  holes  of  play.  It  is  always  a cherished  honor 
to  win  this  trophy  and  for  this  reason  the  award 
is  open  to  the  entire  field  of  players.  The  lucky 
winner  this  year  was  Dr.  J.  P.  DeWitt,  veteran 
golfer  from  Canton. 

The  State  Auto  Mutual  Insurance  Trophy, 
awarded  for  low  gross  on  the  first  18  holes  of 
play  and  open  to  players  between  the  ages  of  36 
and  45  years,  was  won  by  Dr.  A.  K.  Howell  of 
Springfield,  with  a score  of  84.  This  is  the  second 
time  Dr.  Howell  holds  this  trophy,  having  won  it 
in  1935  also.  Dr.  R.  J.  Secrest,  Columbus,  took 
second  place  in  this  event  and  the  third  award 
was  won  by  Dr.  J.  Zeigler,  Cincinnati. 

The  Buckeye  Union  Casualty  Trophy,  awarded 
for  low  gross  first  18  holes  of  play  and  open  to 
players  between  the  ages  of  46  and  55  years,  was 
again  won  by  Dr.  R.  P.  Bell,  Cleveland,  with  a 
score  of  84.  Dr.  Bell  won  this  cup  last  year  in 
Cleveland.  Dr.  C.  F.  Wharton,  Akron,  took  sec- 
ond place  with  a score  of  85  and  Dr.  D.  C.  Bren- 
nan, Akron,  came  in  third  with  an  86. 

The  Granddad’s  Prize  was  a handsome  leather 
zipper  bag  and  was  won  this  year  by  Dr.  R.  R. 
Richeson  of  Springfield  who  just  crossed  the  bar 
into  the  age  group  between  56  years  and  up.  Dr. 
E.  C.  Yingling,  Lima,  came  in  for  second  place. 
The  third  award  in  the  event  was  won  by  Dr.  J. 
B.  Sampsell  of  Van  Wert. 

Winners  in  the  First  Nine  Hole  Gross  Score 
Event  were  Dr.  E.  W.  Hill,  Marietta,  Dr.  A.  K. 
Buell,  Athens,  and  Dr.  D.  E.  Sauer,  Marietta. 

Prizes  for  the  Low  Gross  Score  on  the  Second 
Nine  Holes  of  Play  were  won  by  Dr.  A.  N. 
Wiseley,  Lima,  Dr.  W.  W.  Sauer,  Marietta,  and 
Dr.  M.  R.  Haley  of  Dayton. 

The  Third  Nine  Hole  Gross  Score  winners  were 
Dr.  H.  S.  Zeve,  Youngstown,  Dr.  Ross  Knoble, 
Sandusky,  and  Dr.  W.  R.  Riddell,  Jackson. 

Dr.  W.  A.  Noble,  St.  Marys,  won  the  Mead- 
Johnson  Trophy  which  was  awarded  to  the  player 
with  the  most  strokes  for  the  first  18  holes  of 
play,  his  score  being  127.  Other  winners  in  this 
High  Gross  Event  were  Dr.  H.  A.  Thomas,  Lima, 
and  Dr.  E.  J.  Curtiss,  Lima. 

CLEVELAND  TEAM  WINS  AGAIN 

The  Dr.  John  T.  Murphy  Team  Trophy, 
awarded  to  the  city  having  the  best  low  gross 
score  for  any  five  man  team,  was  awarded 
permanently  to  the  Cleveland  Academy  of  Medi- 
cine, the  golfers  from  there  having  three  times 
won  the  event. 

Special  prizes  were  given  for  birdies  and 
strokes  on  selected  holes.  In  addition  to  the 


686 


June,  1937 


Golf  Tournament 


687 


prizes  for  these  fixed  events,  there  were  plenty 
of  prizes  for  general  distribution  so  that  every 
player  was  remembered  with  an  award. 

During  the  brief  business  meeting  following 
the  evening  dinner,  the  Association  voted  its 
thanks  and  appreciation  to  the  Dayton  Com- 
mittee for  its  untiring  work  and  cordial  hos- 
pitality in  the  entertainment  of  the  visiting 
golfers.  A vote  of  thanks  was  also  given  to  the 
Dayton  Country  Club  for  its  wholehearted  co- 
operation in  connection  with  the  tournament. 
Officers  elected  for  the  Association  during  the 
coming  year  are  as  follows:  President,  Dr.  R.  P. 
Bell,  Cleveland;  First  Vice-President,  Dr.  R.  J. 
Secrest,  Columbus;  Second  Vice-President,  Dr.  A. 
K.  Howell,  Springfield;  Third  Vice-President,  Dr. 
A.  C.  Smith,  Wooster;  Fourth  Vice-President,  Dr. 
C.  F.  Wharton,  Akron;  Fifth  Vice-President,  Dr. 
J.  D.  Knox,  Warren;  Secretary-Treasurer,  Mr.  H. 
C.  Gerber,  Jr.,  Executive  Secretary  of  the  Toledo 
Academy  of  Medicine. 

The  personnel  of  the  local  Dayton  Committee 
on  Arrangements  for  the  tournament  included  Dr. 
M.  R.  Haley,  chairman,  Dr.  J.  D.  Fouts,  Dr.  H. 
F.  Koppe,  Dr.  W.  D.  Miller,  Dr.  R.  W.  Adkins, 
Dr.  R.  C.  Miller  and  Dr.  H.  F.  Hilty. 

Following  are  the  gross  scores  and  handicaps 
of  the  players  participating,  the  handicaps  being 
given  on  the  basis  of  the  number  of  strokes  of 
the  player  on  selected  holes  during  his  actual 
play  in  the  tournament: 


Player 

1st 

Nine 

2nd 

Nine 

<0 

si 

Handicap 

J. 

J.  Marek,  Cleveland 

42 

42 

84 

18 

38 

40 

78 

H. 

E.  Secrest,  Columbus  

46 

47 

93 

30 

53 

C. 

S.  Palmer,  Massillion  .. 

56 

46 

102 

30 

47 

52 

99 

A. 

A.  Cole,  Logan  ... 

49 

50 

99 

30 

46 

59 

105 

L. 

C.  Thomas,  Lima 

48 

52 

100 

30 

A. 

K.  Howell,  Springfield 

44 

40 

84 

15 

45 

39 

84 

R. 

J.  Secrest,  Columbus  

46 

43 

89 

21 

48 

J. 

I,.  Stevens,  Dayton  . 

53 

54 

107 

30 

58 

53 

111 

H. 

M.  Lowell,  Hamilton  

— 

.... 

.... 

Jerome  Zeigler,  Cincinnati 

46 

45 

91 

21 

47 

46 

93 

A. 

J.  Kirchner,  Lorain  ... 

52 

55 

107 

30 

54 

55 

109 

R. 

A.  Stack,  Lorain 

52 

53 

105 

30 

53 

W. 

R.  Riddell,  Jackson  

52 

47 

99 

27 

45 

51 

96 

R. 

P.  Bell,  Cleveland  

39 

45 

84 

15 

43 

40 

83 

J. 

S.  Lewis,  Jr.,  Youngstown 

50 

49 

99 

30 

J. 

E.  Talbot,  Lima 

50 

52 

102 

30 

54 

54 

108 

W. 

A.  Noble,  St.  Marys . 

61 

66 

127 

30 

J. 

R.  Johnson,  Lima  

56 

58 

114 

30 

56 

56 

112 

T. 

R.  Fletcher,  Columbus 

46 

45 

91 

24 

47 

C. 

F.  Wharton,  Akron  

39 

46 

85 

15 

43 

48 

91 

J. 

D.  Fouts,  Dayton  .. 

46 

47 

93 

21 

45 

44 

89 

Player 

1st 

Nine 

2nd 

Nine 

18 

Holes 

Handicap 

Louis  Mark,  Columbus  

47 

47 

94 

21 

46 

42 

88 

M. 

R.  Haley,  Dayton 

48 

46 

94 

21 

45 

43 

88 

Ross  M.  Knoble,  Sandusky 

47 

53 

100 

30 

43 

45 

88 

D. 

E.  Sauer,  Marietta 

44 

46 

90 

21 

48 

49 

97 

J. 

J.  Harrison,  Napoleon 

44 

41 

85 

12 

42 

47 

89 

D. 

R.  Printz,  Lima . .. 

47 

47 

94 

30 

43 

45 

88 

Herman  B.  Kaufman,  Youngstown 

40 

46 

86 

18 

42 

44 

86 

H. 

F.  Hilty,  Dayton 

46 

52 

98 

24 

47 

46 

93 

W. 

E.  Yingling,  Lima 

47 

51 

98 

30 

45 

46 

91 

W. 

R.  Hochwalt,  Dayton 

49 

52 

101 

30 

50 

53 

103 

R. 

C.  Miller,  Dayton 

46 

45 

91 

18 

40 

47 

87 

E. 

F.  McCall,  Dayton  . 

52 

54 

106 

30 

51 

53 

104 

H. 

E.  Wilkinson,  Van  Wert 

44 

51 

95 

18 

46 

49 

95 

J. 

T.  Sprague,  Athens 

50 

49 

99 

27 

C. 

N.  Sanders,  Millfield  

58 

57 

115 

30 

53 

53 

106 

V. 

E.  Roden,  Hamilton  

... 

P. 

C.  Doran,  Akron 

49 

47 

96 

24 

47 

49 

96 

T. 

M.  K.  Kirk,  Dayton 

54 

55 

109 

30 

51 

54 

105 

W. 

D.  Miller,  Dayton 

49 

53 

102 

30 

51 

57 

108 

C. 

E.  Herron,  Dayton 

60 

51 

111 

30 

P. 

J.  Shank,  Dayton 

56 

54 

110 

30 

w. 

A.  Welsh,  Youngstown 

42 

44 

86 

6 

40 

39 

79 

c. 

T.  Grattidge,  Circleville 

54 

59 

113 

30 

50 

52 

102 

H. 

S.  Zeve,  Youngstown  _. 

45 

51 

96 

21 

41 

49 

90 

R. 

C.  Mauger,  Newark 

47 

55. 

102 

30 

52 

48 

100 

A. 

N.  Wiseley,  Lima 

48 

44 

92 

18 

48 

49 

97 

E. 

H.  Hedges,  Lima 

49 

53 

102 

30 

56 

48 

104 

E. 

J.  Curtiss,  Lima 

59 

60 

119 

30 

J. 

H.  Rinehart,  Springfield 

43 

43 

86 

15 

42 

41 

83 

A. 

K.  Buell,  Athens 

42 

47 

89 

18 

44 

50 

94 

R. 

W.  Adkins,  Dayton  

54 

55 

109 

30 

47 

62 

109 

A. 

C.  Smith,  Wooster 

48 

49 

97 

24 

45 

51 

96 

D. 

C.  Brennan,  Akron 

42 

44 

86 

15 

44 

48 

92 

Waite  Adair,  Lorain 

55 

53 

108 

30 

53 

55 

108 

Valloyd  Adair,  Lorain 

49 

52 

101 

30 

50 

52 

102 

w. 

W.  Sauer,  Marietta 

46 

45 

91 

24 

44 

48 

92 

E. 

W.  Hill,  Marietta 

42 

49 

91 

24 

41 

48 

89 

M. 

E.  Hayes,  Youngstown 

51 

50 

101 

27 

O. 

S.  Steiner,  Lima 

57 

61 

118 

30 

58 

56 

114 

E. 

C.  Yingling,  Lima 

46 

47 

93 

18 

46 

45 

91 

J. 

D.  Knox,  Warren  

51 

51 

102 

30 

49 

49 

98 

H. 

A.  Thomas,  Lima  

61 

61 

122 

30 

48 

46 

94 

R. 

R.  Richison,  Springfield 

44 

43 

87 

12 

44 

45 

89 

G. 

I.  Bauman,  Cleveland  ... 

47 

53 

100 

30 

53 

J. 

B.  Sampsell,  Van  Wert 

47 

47 

94 

24 

46 

50 

96 

J. 

P.  DeWitt,  Canton 

49 

48 

97 

22 

MANY  OHIO  PHYSICIANS  WILL  TAKE  PART  IN  ANNUAL  SESSION 
OF  A.M.A.  AT  ATLANTIC  CITY,  JUNE  7,  8,  9,  10  AND  11 


OHIO  will  be  well  represented  in  both  the 
scientific  and  business  session  of  the 

Eighty-Eighth’  Annual  Session  of  the 

American  Medical  Association  at  Atlantic  City, 
June  7-11,  1937. 

The  session  will  open  at  10:00  A.M.,  Monday, 
June  7,  when  the  House  of  Delegates  convenes  at 
the  Ambassador  Hotel. 

General  scientific  meetings,  meetings  of  the 

scientific  sections,  the  Scientific  Exhibit,  Tech- 
nical Exhibit,  and  Registration  Headquarters 

will  be  housed  in  the  Convention  Hall. 

The  Scientific  Assembly  will  open  with  a gen- 
eral meeting  at  8:00  P.M.,  Tuesday,  June  8,  at 
which  addresses  will  be  made  by  Dr.  Charles 
Gordon  Heyd,  New  York,  retiring  president  of 
the  A.M.A.,  and  Dr.  J.  H.  J.  Upham,  Columbus, 
who  will  be  installed  as  president. 

The  general  scientific  meetings  will  begin  at 
2:00  P.M.,  Monday,  June  7,  with  additional  ses- 
sions Tuesday  morning  and  afternoon,  June  8. 

SECTIONS  TO  OPEN  JUNE  9 

Meetings  of  the  scientific  sections  will  be  held 
Wednesday,  Thursday  and  Friday,  June  9,  10 
and  11.  The  following  sections  will  convene  each 
day  at  9:00  A.M.:  Practice  of  Medicine;  Ob- 

stetrics, Gynecology  and  Abdominal  Surgery; 
Laryngology,  Otology  and  Rhinology;  Pathology 
and  Physiology;  Preventive  and  Industrial  Medi- 
cine and  Public  Health;  Urology,  and  Orthopedic 
Surgery.  Meetings  of  the  following  sections  will 
be  held  on  the  afternoon  of  each  day:  Surgery, 
General  and  Abdominal;  Ophthalmology;  Pedia- 
trics; Pharmacology  and  Therapeutics;  Nervous 
and  Mental  Diseases;  Dermatology  and  Syphil- 
ology;  Gastro-Enterology  and  Proctology,  and 
Radiology. 

Because  of  the  general  reduction  in  railroad 
fares,  no  special  convention  rates  will  be  in  effect. 
However,  round-trip  summer  excursion  rates 
will  be  available.  Information  concerning  such 
rates  can  be  obtained  from  local  railroad  pas- 
senger agents. 

A complete  program  for  the  A.M.A.  meeting, 
data  concerning  hotel  accommodations,  with  a 
description  of  the  amusement  facilities  of  At- 
lantic City,  characterized  as  the  “World’s  Play- 
ground”, appear  in  the  May  8 issue  of  The 
Journal  of  the  American  Medical  Association. 

PERSONNEL  OF  OHIO  DELEGATION 

The  Ohio  State  Medical  Association  will  be 
represented  in  the  House  of  Delegates  by  Dr.  J. 
P.  DeWitt,  Canton;  Dr.  C.  E.  Kiely,  Cincinnati; 
Dr.  Carl  R.  Steinke,  Akron;  Dr.  Ben  R.  Mc- 
Clellan, Xenia;  Dr.  E.  R.  Brush,  Zanesville;  Dr. 


Charles  W.  Stone,  Cleveland,  and  Dr.  C.  W. 
Waggoner,  Toledo. 

Dr.  Clyde  L.  Cummer,  Cleveland,  will  represent 
the  Section  on  Dermatology  and  Syphilology  in 
the  House  of  Delegates. 

Other  Ohio  physicians  who  will  participate  in 
the  business  activities  of  the  meeting  as  mem- 


Radio broadcasts  in  connection  with  the 
A.M.A.  meeting  at  Atlantic  City  have  been 
arranged  as  follows: 

Columbia  Broadcasting  System  Network 

Monday,  June  7,  3-3:15  P.M. — Dr.  J.  H.  J. 
Upham,  Columbus,  President-Elect,  Amer- 
ican Medical  Association.  “Medicine  and 
the  Public”. 

Thursday,  June  10,  3-3:15  P.M.— Dr.  W. 
W.  Bauer,  Director,  Bureau  of  Health  and 
Public  Instruction,  American  Medical  As- 
sociation. “Your  Doctor  Keeps  on  Learn- 
ing”. 

National  Broadcasting  System  Network 

Monday,  June  7,  5-5:15  P.M.— Dr.  Charles 
Gordon  Heyd,  New  York,  President,  Amer- 
ican Medical  Association.  “Your  Doctor 
and  Your  Health”.  (Red  Network). 

Thursday,  June  10,  8:45-9  P.M. — Dr.  Paul 
A.  Teschner,  Chicago,  Assistant  Director, 
Bureau  of  Health  and  Public  Instruction, 
American  Medical  Association.  “Convention 
News  and  Highlights”.  (Blue  Network). 

The  time  noted  is  Eastei'n  Standard 
Time.  Atlantic  City  time — Eastern  Day- 
light Saving — is  one  hour  later. 


bers  of  important  standing  committees,  or.  official 
agencies  of  the  A.M.A.  are:  Dr.  Geo.  Edw.  Fol- 
lansbee,  Cleveland,  chairman  of  the  Judicial 
Council;  Dr.  Torald  Sollman,  Cleveland,  chair- 
man, and  Dr.  H.  N.  Cole,  Cleveland,  member  of 
the  Council  on  Pharmacy  and  Chemistry;  and 
Dr.  Howard  T.  Karsner,  Cleveland,  member  of 
the  Council  on  Physical  Therapy. 

The  following  Ohio  physicians  are  officers  of 
scientific  sections:  Dr.  Joseph  T.  Wearn,  Cleve- 
land, secretary  of  the  Section  on  Practice  of 
Medicine;  Dr.  Robert  S.  Dinsmore,  Cleveland, 
chairman  of  the  Section  on  Surgery,  General  and 
Abdominal;  Dr.  Russell  L.  Haden,  Cleveland, 
vice-chairman  of  the  Section  on  Pharmacology 
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and  Therapeutics;  and  Dr.  John  T.  Murphy, 
Toledo,  secretary  of  the  Section  on  Radiology. 

Dr.  Paul  A.  Davis,  Akron,  is  the  representative 
to  the  Scientific  Exhibit  of  the  Section  on  Pre- 
ventive and  Industrial  Medicine  and  Public 
Health. 

WILL  APPEAR  ON  PROGRAM 

Ohio  physicians  who  are  scheduled  to  take  part 
in  the  Atlantic  City  session  as  essayists  or  dis- 
cussants are:  Dr.  II.  N.  Cole,  Cleveland;  Dr. 

Joseph  M.  Hayman,  Jr.,  Cleveland;  Dr.  M.  A. 
Blankenhorn,  Cincinnati;  Dr.  Robert  S.  Dins- 
more,  Cleveland;  Dr.  Claude  S.  Beck,  Cleveland; 
Dr.  Derrick  T.  Vail,  Jr.,  Cincinnati;  Dr.  John  A. 
Toomey,  Cleveland;  Dr.  Tom  D.  Spies,  Cincin- 
nati; Dr.  Milton  B.  Cohen,  Cleveland;  Dr.  Walter 
M.  Simpson,  Dayton;  Dr.  Harold  Feil,  Cleveland; 
Dr.  George  W.  Binkley,  Cleveland;  Dr.  C.  D. 
Selby,  Toledo;  Dr.  Max  Harbin,  Cleveland;  Dr. 
Albert  L.  Bershon,  Toledo;  Dr.  George  I.  Bau- 
man, Cleveland;  Dr.  H.  R.  Conn,  Akron;  Dr.  Louis 
E.  Papurt,  Cleveland;  Dr.  J.  A.  Link,  Springfield; 
Dr.  Rudolph  S.  Reich,  Cleveland;  Dr.  Thomas  E. 
Jones,  Cleveland;  Dr.  George  M.  Curtis,  Colum- 
bus; Dr.  Charles  L.  Hartsock,  Cleveland,  and  Dr. 
U.  V.  Portmann,  Cleveland. 

One  of  the  features  of  the  meeting  will  be  a 
special  session  on  the  subject  of  the  diagnosis, 
treatment  and  prevention  of  syphilis. 

Other  features  include  a special  program  on 
pneumonia;  an  exhibit  symposium  on  heart  dis- 
ease, in  cooperation  with  the  American  Heart 
Association;  and  two  special  exhibits  on  anes- 
thesia and  fractures. 

Dr.  G.  I.  Bauman,  Cleveland,  and  Dr.  Harold  R. 
Conn,  Akron,  will  take  part  in  the  demonstra- 
tions in  the  fracture  exhibit. 

MANY  OHIO  EXHIBITS  ENTERED 

Ohio  physicians  who  will  participate  in  the 
Scientific  Exhibit  are:  Dr.  Charles  A.  Doan,  Dr. 
Bruce  K.  Wiseman  and  Dr.  Carl  V.  Moore,  Co- 
lumbus; Dr.  Bernhard  Steinberg,  Toledo;  Dr. 
Robert  M.  Stecher  and  Dr.  Benjamin  J.  Wolpaw, 
Cleveland;  Dr.  Samuel  Iglauer,  Cincinnati;  Dr. 
Evan  G.  Galbraith,  Toledo;  Dr.  T.  Wingate  Todd 
and  Dr.  Milton  B.  Cohen,  Cleveland;  Dr.  Ben- 
jamin S.  Kline,  Cleveland;  Dr.  James  J.  Joelson 
and  Dr.  Eugene  Freeman,  Cleveland;  Dr.  James 
A.  Dickson,  Cleveland;  Dr.  Samuel  Brown,  Cin- 
cinnati; Dr.  E.  E.  Woldman  and  Dr.  V.  C.  Row- 
land, Cleveland;  Dr.  Z.  T.  Wirtschafter  and  Dr. 
Leonard  G.  Steuer,  Cleveland;  Dr.  Claude  S. 
Beck  and  Dr.  F.  R.  Mautz,  Cleveland;  Dr.  Harry 
Goldblatt,  Cleveland;  Dr.  A.  Carlton  Ernstene, 
Cleveland. 

Social  functions  are  a dinner  and  entertain- 
ment for  delegates  and  officers  of  the  American 
Medical  Association,  Monday  evening,  June  7, 
at  the  Hotel  Ambassador;  a luncheon  for  the 
officers  and  members  of  the  House  of  Delegates, 


Tuesday  noon,  June  8,  at  the  Hotel  Ambassador, 
and  a reception  and  ball  in  honor  of  the  Presi- 
dent of  the  American  Medical  Association,  Thurs- 
day evening,  June  10. 

ALUMNI  AND  FRATERNITY  FUNCTIONS 

Alumni  dinners  are  planned  for  Wednesday 
evening.  The  following  fraternity  luncheons  are 
scheduled  for  Wednesday  noon,  June  9:  Alpha 

Kappa  Kappa,  Hotel  Ambassador;  Alpha  Mu  Pi 
Omega,  Hotel  Madison;  Phi  Rho  Sigma,  Hotel 
Ambassador,  and  Theta  Kappa  Psi,  Hotel  Madi- 
son. The  luncheon  of  the  Phi  Delta  Epsilon  Fra- 
ternity will  be  held  at  the  Hotel  Ambassador, 
Thursday,  June  10  at  1:00  P.M. 

The  American  Medical  Golfing  Association  will 
hold  its  twenty-third  annual  tournament  at  the 
Seaview  Country  Club,  Monday,  June  7. 


Memorial  Medical  Library  Planned 

A committee  of  the  Staff  of  Cleveland  City 
Hospital  has  been  appointed  for  the  establish- 
ment of  a medical  library  in  memory  of  the  late 
Dr.  Harold  H.  Brittingham.  The  library  will  be 
for  the  use  of  the  house  and  visiting  staffs.  While 
the  committee  is  empowered  to  receive  contri- 
butions, it  desires  that  these  be  entirely  volun- 
tary. There  will  be  no  solicitation  of  funds.  Dr. 
Curtis  F.  Garvin,  City  Hospital,  Cleveland,  is 
secretary-treasurer  of  the  committee. 


Neisserian  Medical  Society  Meeting 

The  Third  Annual  Meeting  of  the  American 
Neisserian  Medical  Society  will  be  held, on  June 
8,  1937,  at  the  Senator  Hotel,  Atlantic  City, 
N.  J.  The  program  will  begin  at  10:00  A.  M.,  and 
will  consist  of  papers  and  discussion  of  the 
various  phases  of  the  management  and  control  of 
gonorrhea.  Additional  information  can  be  ob- 
tained by  addressing  the  secretary  of  the  society, 
Dr.  Oscar  F.  Cox,  Jr.,  113  Bay  State  Road,  Bos- 
ton, Mass. 


Sales  Tax  Revenue  Increasing 

A predicted  $12,000,000  loss  in  sales  tax  reve- 
nues in  Ohio  this  year  because  of  the  repeal  of 
the  tax  on  food  may  be  offset  by  increased  yields 
from  other  sources  because  of  improved  busi- 
ness conditions.  Figures  recently  issued  by  the 
State  Tax  Commission  reveal  that  sales  tax 
revenues  for  the  first  four  months  of  1937  were 
only  $1,329,379  lower  than  for  the  first  four 
months  of  last  year  when  the  food  tax  was  in 
effect.  Revenues  for  the  corresponding  periods 
were  $14,965,904  for  this  year  against  $16,- 
295,283.  The  loss  in  food  revenue  was  $3,318,000. 
Sources  of  sales  tax  which  showed  an  increase 
in  tax  receipts  over  the  corresponding  period 
last  year  included  automobile  business,  $555,000; 
building  materials,  $257,000;  and  wearing  ap- 
parel, $195,000. 


In  Our  Opinion: 


Announcement  of  discontinuance  of  the  Medi- 
cal Defense  Plan  of  the  Ohio  State  Medical  As- 
sociation, the  reasons  for  which  are  reviewed 

elsewhere  in 

Time  Marches  On!  New  this  issue  of 

rr  h p I o n t*??  a 1 

Activities  in  Lieu  of  Defense  doubtless  will 

Plan  W ill  be  Started  be  received 

by  members 

of  the  Association  with  some  feeling  of  regret. 

Careful  reading  of  the  article  explaining  the 
reasons  for  Council’s  action  will  show  that 
Council  acted  wisely  when  all  circumstances  in 
connection  with  the  situation  are  taken  into 
consideration. 

Those  who  led  the  fight  in  defense  of  the 
medical  defense  activities  of  the  State  Associa- 
tion made  a strong  case.  Everything  possible 
was  done  in  an  effort  to  refute  the  criticisms 
which  had  been  made  of  the  Medical  Defense 
Plan  by  committees  of  the  organized  legal  pro- 
fession. 

Even  now,  opinions  may  differ  as  to  whether 
or  not  the  plan  as  written  and  especially  as  ad- 
ministered constituted  the  unauthorized  practice 
of  law  on  the  part  of  the  State  Medical  Associa- 
tion, as  charged  by  the  bar  association  groups. 

Nevertheless,  a final  decision  on  this  aggra- 
vating question,  and  one  which  has  caused  the 
State  Association  embarrassment  and  annoyance 
during  the  past  six  or  seven  years,  is,  in  the 
final  analysis,  welcomed.  A show-down  on 
the  matter  was  inevitable.  There  is  no  doubt 
but  what  the  proper  method  to  accomplish  this 
was  followed.  True,  the  decision  was  adverse  to 
the  State  Association.  Yet,  to  have  engaged  in 
a long  and  costly  legal  battle,  attended  by 
notoriety  and  perhaps  unfavorable  publicity, 
would  have  done  the  State  Association  and  the 
medical  profession  no  good.  Doubtless,  the  same 
result  would  have  occurred. 

It  should  be  said  here  and  now  that  the  medi- 
cal profession  has  no  desire  to  infringe  on  the 
rights  and  privileges  of  other  professions.  It 
believes  the  shoemaker  should  stick  to  his  last. 
Medical  organization  does  not  wish — never  has 
sought — to  practice  law.  It  does  not  want  those 
outside  the  medical  profession — either  individuals 
or  corporate  agencies — to  engage  in  the  practice 
of  medicine. 

There  still  may  be  some  doubt  as  to  whether 
the  Medical  Defense  Plan  constituted  the  prac- 
tice of  law  by  the  State  Association.  At  any 
rate,  that  was  not  the  purpose  of  the  plan. 


Comments  on  Current  Economic  and  Social 
Questions  and  Professional  Problems; 
ggestions  Regarding  Organized  Activities 

Nevertheless,  it  would  not  have  been  fitting  and 
proper  for  the  State  Medical  Association  to  have 
refused  to  acquiesce  to  the  decision  rendered  by 
members  of  the  legal  profession  supposedly  com- 
petent to  judge  what  is  or  is  not  the  unauthor- 
ized practice  of  law.  To  have  insisted  that  it  be 
permitted  to  continue  its  defense  activities  would 
have  subjected  the  State  Association  to  con- 
demnation, ridicule,  notoriety  and  litigation.  It 
would  have  brought  additional  criticism  from  the 
organized  legal  profession  which  no  doubt  is 
just  as  jealous  of  its  rights  and  prerogatives  as 
the  medical  profession  and  just  as  anxious  to 
have  its  principles  of  professional  ethics  obeyed. 

The  Medical  Defense  Plan  aided  a consider- 
able number  of  members  during  its  20-years  ex- 
istence, although  the  actual  number  of  members 
served  annually  was  extremely  small  in  com- 
parison to  the  total  membership  of  the  State 
Association.  This  was  due  mainly  to  the  fact 
that  most  members  carry  indemnity  insurance 
and  for  that  reason  have  not  been  eligible  to 
participate  in  the  defense  plan. 

The  greatest  good  which  was  accomplished  by 
the  Medical  Defense  Plan  came  from  the  fact 
that  it  provided  a feasible  medium  for  the  fre- 
quent dissemination  of  advice  and  information  to 
all  members  concerning  the  causes  of  threats  of 
suits  and  suits  for  alleged  malpractice  and  for 
the  issuance  of  warnings  as  to  how  such  threats 
and  suits  can  be  prevented  and  avoided. 

The  State  Association  will  continue  to  dis- 
seminate such  information.  It  will  continue  with 
educational  activities  on  malpractice  matters. 

The  State  Association  will  try  to  maintain  its 
cooperative  and  friendly  relationship  with  var- 
ious indemnity  insurance  companies  and  will 
endeavor  to  supply  members  with  factual  data 
on  such  companies. 

The  State  Association  will  not  hesitate  to  enter 
litigation  as  “a  friend  of  the  court”  when  prin- 
ciples of  law  affecting  malpractice  actions  are 
at  stake  and  where  an  adverse  decision  would 
establish  a precedent  involving  the  interests  of 
the  entire  profession. 

Study  will  be  given  to  proposed  new  activities 
to  take  the  place  of  medical  defense  services  and 
which  will  be  of  benefit  to  all  members. 

As  it  brings  the  Medical  Defense  Plan  to  a 
close,  it  is  only  proper  that  the  State  Associa- 
tion should  acknowledge  with  deep  appreciation 
the  work  of  present  and  past  members  of  the 
Committee  on  Medical  Defense,  and  pay  special 
tribute  to  Dr.  J.  E.  Tuckerman,  Cleveland, 
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a founder  of  the  plan,  for  his  conscientious  and 
efficient  services  for  more  than  20  years  as  chair- 
man of  that  committee,  as  well  as  the  firm  of 
Smith,  Baker,  Effler  and  Eastman,  Toledo,  coun- 
sel for  the  committee  since  the  formation  of  the 
plan.  Being  the  official  publication  of  the  Asso- 
ciation, The  Journal  at  this  time  takes  the 
liberty  of  thanking  Dr.  Tuekerman  on  behalf  of 
the  medical  profession  for  the  great  service  he 
has  rendered  the  physicians  of  Ohio,  individually 
and  collectively,  and  Smith,  Baker,  Effler  and 
Eastman  for  having  handled  the  mass  of  techni- 
cal details  entailed  in  operation  of  the  plan  so 
efficiently  and  wisely. 

Knowing  Dr.  Tuekerman  as  we  do  and  realiz- 
ing his  intense  and  genuine  interest  in  all  the 
activities  of  organized  medicine,  we  are  confident 
that  the  State  Association  can  count  on  him  for 
advice  and  active  support  during  ensuing  years, 
not  only  on  matters  pertaining  to  the  profes- 
sional and  medical  aspects  of  malpractice  cases, 
but  on  questions  of  general  interest  as  well. 

Time  marches  on.  The  time,  energy  and  money 
expended  in  creating  and  furthering  the  Medical 
Defense  Plan  has  been  time,  energy  and  money 
well  spent.  Now  an  equal  amount  of  these  must 
be  utilized  in  creating  and  promoting  new  ac- 
tivities of  equal  importance — perhaps  of  greater 
benefit  to  more  members  of  the  State  Association. 


The  greatest  potential  factor  in  organized  med- 
icine lies  in  the  individual  member.  What  is  ac- 
complished will  depend  upon  his  active  interest, 
and  the  extent  to  which  he  will  make  personal 
sacrifices  for  his  profession,  if  need  be. — Mil- 
waukee Medical  Times. 


Were  you  at  the  1937  Annual  Meeting  in  Day- 
ton  ? If  so,  what  were  your  reactions  ? Did 
you  like  the  general  arrangement  of  the  meet- 
ing ? Are  you 

First  Call  for  Your  satisfied  with  a 

two-day  meet- 
ing ? Did  the 
the  1938  Annual  Meeting  program  appeal 

to  you?  How 

did  you  like  the  exhibits  and  the  hobby  show? 
What  subjects  would  you  like  to  see  presented  on 
next  year’s  program  and  in  the  Scientific  Ex- 
hibit? 

These  are  some  of  the  questions  which  the 
Council  and  the  Committee  on  Scientific  Work 
are  hoping  will  be  answered  by  members  in 
correspondence  addressed  to  the  State  Head- 
quarters Office. 

The  Annual  Meeting  is  held  solely  for  the 
benefit  of  the  members.  They  should  feel  free  to 
criticize  it  and  offer  suggestions  for  future  meet- 
ings. If  this  is  done  faster  progress  can  be  made 
in  putting  improvements  into  effect. 

The  Committee  on  Scientific  Work  lays  no 


Suggestions  Relative  to 


claim  to  a monopoly  on  ideas.  It  welcomes  sug- 
gestions from  all  members.  It  wants  to  make 
the  Annual  Meeting  of  the  Ohio  State  Medical 
Association  an  event  of  increasing  value  and 
importance.  It  needs  your  help. 

Because  the  Dayton  meeting  was  one  of  the 
best — if  not  the  best — in  the  history  of  the  State 
Association  is  no  proof  that  additional  improve- 
ments cannot  be  made. 

Incidentally,  why  did  only  about  one-fifth  of 
the  total  members  of  the  State  Association 
register  at  the  Dayton  meeting?  Perhaps  you 
can  furnish  the  answer  to  this  question.  If  you 
can  suggest  ways  and  means  of  boosting  the  at- 
tendance of  members  at  the  1938  Annual  Meet- 
ing, please  do  so. 

You’ll  find  much  of  this  issue  of  The  Journal 
devoted  to  1937  Annual  Meeting  proceedings. 
Read  these  reports,  especially  the  transactions  of 
the  House  of  Delegates.  It  is  the  duty  of  every 
member  to  keep  himself  informed  of  what  is  go- 
ing on  in  his  Association. 


John  Kingsbury,  Michael  Davis,  et  al,  already 
have  started  lifting  from  the  published  study  of 
The  American  Foundation  certain  excerpts  which 
they  claim  support  their  contention  that  Ameri- 
can medicine  should  be  socialized,  forgetting  to 
mention  those  parts  of  the  report  which  refute 
their  contentions. 


The  Wisconsin  State  Medical  Society  is  fight- 
ing “the  battle  of  a century”,  legislatively  speak- 
ing. Those  who  believed  the  situation  here  in 

Ohio  while  the 

“It  Can  t Happen  Here  ’ ; State  Legisla- 
, ture  was  in  ses- 

Dont  Fool  i ourself,  Is  sion  was  un_ 

Advice  of  Wisconsin  usually  acute 

will  realize  that 

our  problems  were  mere  bagatelles  compared  to 
what  is  happening  in  Wisconsin. 

Seven  proposals  are  being  fought  by  organized 
medicine  in  Wisconsin.  They  deal  with  the  fol- 
lowing subjects:  Proposed  study  of  costs  of 

medical  care;  establishment,  regulation  and  con- 
trol of  corporations  for  the  purposes  of  operating 
group  hospitalization  plans;  authorizing  third- 
party  associations  including  cooperatives,  to  buy 
or  furnish  medical  services  for  uniform  prepaid 
premiums  with  exemption  from  insurance  super- 
vision; permitting  communities  to  subsidize  or 
employ  physicians  to  care  for  all  residents,  using 
tax  funds;  permitting  counties  to  erect  and 
operate  joint  county  hospitals,  employ  staff  and 
treat  all  county  residents;  compulsory  sickness 
insurance;  providing  for  medcal  care  of  in- 
digents, opposed  because  it  is  loosely  drawn  and 
incoherent. 

To  meet  the  crisis  caused  by  the  introduction 
of  these  measures,  the  House  of  Delegates  of 
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that  association  was  called  into  special  session. 
Policies  and  plans  for  action  were  adopted. 

As  Dr.  S.  E.  Gavin,  president  of  the  Wisconsin 
State  Medical  Society,  pointed  out  members  of 
the  society  have  been  startled  out  of  their 
lethargy  and  have  abandoned  the  belief  that  “it 
can’t  happen  here”. 

Can  it  happen  in  Ohio?  Just  as  easily  as  in 
Wisconsin. 

Outcome  of  the  battle  in  Wisconsin  will  de- 
pend largely  on  the  strength  of  the  organized 
medical  profession.  Must  Ohio  be  alert  and  suffi- 
ciently organized  to  meet  such  a crisis  (Pennsyl- 
vania is  confronted  with  a similar  one),  when 
and  if  it  comes?  Obviously,  it  must  be.  The 
moral  is:  Every  member  must  help  to  keep  the 
Ohio  State  Medical  Association  functioning  at 
top-notch  capacity  so  that  Ohio  will  be  prepared 
if  and  when  action  becomes  imperative. 

America  does  not  want  a medical  system  run 
by  non-medical  people  who  could  not  tell  the  dif- 
ference between  an  X-ray  and  an  electrocardio- 
gram.— New  York  Sun. 


Under  the  terms  of  House  Bill  544  enacted  by 
the  State  Legislature  at  its  regular  session  and 
which  will  become  effective  early  in  August, 

county  officials  in 
charge  of  adminis- 
tering m o t h e r s’ 
pensions  and  aid 
for  dependent  chil- 
dren may  provide 
“necessary  medical,  surgical,  dental,  optical 
and/or  mental  examination  and  corrective  or  pre- 
ventive treatment  for  any  child  or  relative  re- 
sponsible for  the  care  of  such  child  receiving  aid 
under  this  act”. 


Medical  and  Health 
Services  For  Dependent 
Children  Provided  For 


Regulations  governing  this  medical  and  health 
service  will  be  drafted  by  the  state  division  of 
public  assistance  which  administers  the  public 
assistance  phases  of  the  Social  Security  program 
in  Ohio. 


Officials  of  the  State  Medical  Association  have 
conferred  with  representatives  of  that  division 
on  general  policies.  Additional  conferences  are 
being  planned. 

The  county  medical  society  should  play  a key 
part  in  this  program.  It  should  be  consulted  by 
local  officials  before  any  activity  is  begun.  It  is 
the  duty  of  the  public  relations  committee  of  the 
society,  or  any  other  proper  committee,  to  meet 
with  the  county  commissioners  or  the  agency 
setup  by  them  to  administer  the  dependent  chil- 
dren’s program  and  offer  to  work  out  with  them 
a proper  plan  of  providing  medical  and  health 
services  for  such  wards  of  the  county.  Right  now 
is  the  time  for  such  action. 


Big  oaks  from  acorns  grow.  One  of  the  most 
annoying  things  confronting  organized  medicine 
in  its  public  relations  is  trying  to  patch  up  the 
feelings  of  certain  individuals  who  have  been 
victimized  by  the  few  over-charging  members  of 
the  profession  or  have  had  unpleasant  exper- 
iences with  some  physician  who  was  too  “busy” 
or  too  lazy  to  do  his  job  thoroughly. 


According  to  newspaper  dispatches,  the  Cen- 
tral Statistical  Board  of  the  Works  Progress 
Administration,  Washington,  D.  C.,  is  planning 

a survey  to 

Clean-up  of  Relief  Situation  fincl  out  the 
Expected  as  Problem  is  feeble  . minded 

Returned  to  Local  Units  or  borderline 

persons  who 


are  recipients  of  relief. 

All  of  which,  we  believe,  will  prove  little,  if 
anything.  There  always  have  been  a certain 
number  of  feeble-minded  and  mentally  unbal- 
anced individuals  among  those  living  off  charity. 
This  will  continue  to  be  the  case.  Doubtless  they 
constitute  a comparatively  small  portion  of  the 
average  county’s  relief  load. 

Considerably  more  good  will  come  from  the 
drive  which  has  been  launched  in  many  Ohio  com- 
munities to  purge  the  relief  rolls  of  chislers, 
tighten  up  on  relief  administration,  and  prevent 
questionable  practices  on  the  part  of  dispensers 
of  merchandise  and  services  to  relief  clients. 

Incidentally,  physicians  who  have  followed 
legislative  developments  as  reviewed  in  The 
Journal  and  elsewhere  know  that  the  relief  setup 
has  been  decentralized.  That  is,  counties,  cities 
and  townships  are  at  present  responsible  for 
furnishing  relief.  The  state  has  withdrawn  from 
the  relief  picture,  at  least  temporarily. 

This  means  that  new  plans  for  medical  ser- 
vices will  have  to  be  established  in  some  com- 
munities. County  medical  societies  should  take 
this  matter  under  advisement  at  once,  if  they 
have  not  already  done  so.  Agreements  should  be 
worked  out  with  city,  township  and  county 
officials. 

There  probably  will  have  to  be  curtailment  of 
relief  in  many  communities.  The  shoe  may  pinch 
a bit.  Nevertheless,  this  may  prove  to  be  a real 
start  toward  a return  to  normalcy  and  act  as  an 
incentive  to  many  on  relief  to  seek  employment 
as  a substitute  for  the  dole.  Physicians  have 
had  an  opportunity  to  see  relief  at  its  worst  and 
we  venture  to  say  that  many  of  them  will  wel- 
come a leveling-off,  although  to  some  it  may 
mean  some  financial  loss. 

As  soon  as  relief  is  returned  permanently  to 
local  subdivisions,  it  will  be  necessary  to  start 
a movement  for  revision  of  the  old  relief  laws 
which  have  become  shopworn  and  unworkable 
in  many  instances.  This  is  particularly  true  of 
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statutes  relating  to  medical  care  of  the  poor. 
The  State  Medical  Association  is  making  a study 
of  those  laws  and  will  be  ready  to  present  con- 
structive suggestions  for  changes  at  the  ap- 
propriate time. 

Physicians  do  not  by  the  nature  of  their  work 
acquire  the  experience  of  cooperative  effort  which 
most  business  men  and  workers  in  other  profes- 
sional fields  gain  early  in  their  careers.  The 
average  doctor  either  despises  the  slow  tempo  of 
organized  activity  or  expects  miracles  to  happen 
by  the  mere  passage  of  a resolution. — New  York 
Medical  Week. 

Inasmuch  as  several  hundred  medical  school 
graduates  will  begin  their  hospital  internships 
in  Ohio  within  the  next  few  weeks,  it  seems  ap- 

proprite  to  call  to 
Why  Not  Give  the  New  the  attention  of 

j rj  those  now  in  ac- 

Intern  a Hand.  He  tive  practjce  and 
Needs  Your  Assistance  who  are  members 

of  staffs  of  hos- 
pitals providing  internships,  the  fact  that  they 

have  a definite  obligation  to  fulfill  in  the  matter 
of  helping  the  new  intern  to  get  off  on  the  right 
foot  and  get  as  much  as  possible  out  of  his 
apprenticeship. 

The  hospital  and  the  staff  should  not  permit 
the  intern  to  just  float  along  and  expect  him  to 
work  out  his  own  salvation.  He  needs  the  help 
and  counsel  of  those  with  experience  and  wisdom. 
He  deserves  assistance,  especially  at  a time  when 
he  is  getting  his  first  baptism  of  actual  everyday, 
routine  clinical  work.  Examples  should  be  set 
by  the  older  men  which  will  be  to  his  advantage 
and  not  give  him  a misconception  of  accepted 
procedures  and  fundamental  ethics. 

The  following  editorial  published  in  Hospitals, 
official  publication  of  the  American  Hospital  As- 
sociation, is  timely,  as  well  as  constructive,  and 
should  be  used  as  a pattern  by  staff  members  as 
well  as  hospital  administrators: 

“Hospitals  stress  their  educational  function, 
and  properly  so.  The  hospital  in  medical  educa- 
tion has  replaced  to  a considerable  degree  both 
the  preceptor  and  the  professor.  To  the  indus- 
trious, progressive,  and  dependable  graduate  in 
medicine,  the  intern  year  is  the  mos't  important 
year  in  his  medical  life.  He  is  earnest  in  his  de- 
sire to  round  out  the  theory  he  has  been  taught 
by  its  practical  application  at  the  bedside. 

“The  intern’s  successful  intern  year  depends 
upon  three  things: 

“First,  the  interest  of  the  hospital  and  its  ad- 
ministration in  his  progress,  in  making  available 
its  diagnostic  and  therapeutic  equipment  for  his 
use,  as  he  needs  it  and  under  proper  supervision. 

“Second,  the  interest  and  counsel  of  the  mem- 
bers of  the  staff  to  whose  services  he  may  be 
assigned,  in  explaining  the  significance  of  path- 
ology found,  in  teaching  him  the  application  of 
diagnostic  procedures,  and  by  showing  a sym- 
pathetic and  helpful  interest  in  his  study  prog- 
ress. 


“Third,  his  application  to  the  work  allotted  him 
during  his  intern  year,  and  the  sincerity  of  the 
effort  put  forth  to  learn  everything  that  will 
help  him  when  he  engages  in  private  practice. 

“The  hospital  superintendent  can  assist  the 
intern  greatly  by  taking  an  interest  in  the  in- 
tern’s welfare  and  comfort  while  he  is  a guest 
of  the  hospital,  in  receiving  him  cordially  when 
he  reports  for  duty,  in  meeting  with  the  intern 
body  informally,  and  in  encouraging  an  adminis- 
trative, if  not  a personal,  friendship  with  him 
and  his  staff. 

“Many  of  our  better  hospitals  view  the  enter- 
ing intern  as  a potential  member  of  their  staff, 
and  if  not  of  their  own  staff,  then  certainly  as  a 
member  of  the  staff  of  some  other  good  hospital. 

“The  superintendent  can  serve  the  intern  well 
by  giving  one  or  two  informal  talks  to  the  in- 
tern body  on  ‘hospital  ethics,’  the  ‘role  of  intern 
service  in  the  hospital,’  ‘professional  and  patient 
relationships.’ 

“Hospitals  are  becoming  more  and  more  de- 
pendent upon  their  intern  service.  They  can 
secure  better  service  if  they  will  take  a profes- 
sional and  social  interest  in  the  young  medical 
men  who  are  now  coming  to  them  and  make 
them  feel  that  the  hospital  will  be  their  profes- 
sional home  for  the  coming  year.” 


The  United  States  News  says  insiders  in  the 
Resettlement  Administration  are  resigned  to 
“virtual  dismantling”  of  the  bureau  by  Congress 
with  farm  relief  its  probable  sole  function.  This 
may  or  may  not  mean  that  the  excursion  of  the 
R.A.  into  medical  services  will  be  short-lived. 


The  venereal  disease  control  program  is  “going 
over  the  top”.  If  the  ethical  physicians  don’t  add 
venereal  disease  services  to  their  list  of  regular 
services,  the  quacks  and  incompetents  will  be 
doing  the  cashing-in  while  the  public  pays  and 
suffers. 


Before  and  after  a doctor  enters  medical 
school  there  should  be  a developing  of  the  phil- 
osophy of  life.  There  are  so  many  colorless  doc- 
tors.— John  Wvckoff,  M.D.,  president,  Association 
of  American  Medical  Colleges. 


To  re-emphasize  what  has  been  said  repeatedly 
in  these  columns,  it  is  advisable  to  purchase  in- 
surance only  from  companies  registered  with  the 
Ohio  Division  of  Insurance  and  licensed  to  main- 
tain agents  and  offices  in  Ohio. 

We  are  getting  away  from  that  defeatist  at- 
titude of  but  a few  years  ago  when  most  of  us 
were  all  too  willing  to  let  just  a few  colleagues 
do  the  society’s  work  while  other  groups  advised 
governments  on  problems  peculiarly  our  own. — 
Colorado  Medicine. 


Governments  derive  their  just  powers  only 
from  the  consent  of  the  governed — never  from 
one  man  or  nine  men  or  531  men  but  from  the 
whole  people. — David  Lawrence. 


REGULAR  SESSION  OF  LEGISLATURE  ENDS;  PROPOSED  CHANGES 
IN  MEDICAL  PRACTICE  ACT  DEFEATED;  TO  RETURN  SOON 


REGULAR  session  of  the  Ninety-Second 
Ohio  General  Assembly  officially  ad- 
journed sine  die  on  May  10,  bringing  to 
a close  one  of  the  most  difficult  legislative  ses- 
sions in  decades  for  the  medical  profession  and 
similar  groups  interested  in  promoting  public 
health  and  in  the  preservation  of  Ohio’s  Medical 
Practice  Act. 

The  Ninety-Second  General  Assembly  ended  its 
regular  session  without  passing  a General  Ap- 
propriations Act,  a new  state  relief  act,  and  any 
new  revenue-producing  measures. 

A special  session  befoi'e  June  30  is  inevitable 
since  the  Partial  Appropriations  Act  passed  early 
in  the  regular  session  provides  only  enough 
money  to  operate  the  state  government  until  that 
date. 

RELIEF  NOW  LOCAL  PROBLEM 
The  responsibility  of  providing  for  the  needs 
of  indigents  and  temporarily  unemployed  now 
rests  with  counties,  municipalities  and  townships. 
This  is  somewhat  of  a trial  balloon.  If  the  local 
subdivisions  can  demonstrate  financial  ability  to 
care  for  their  needy,  the  state  may  stay  out  of 
the  relief  picture  permanently.  The  majority  of 
the  members  of  the  General  Assembly  believed 
the  local  communities  should  be  given  an  oppor- 
tunity to  see  what  they  can  do  with  this  problem 
and  felt  that  demands  for  relief  would  not  de- 
crease as  they  should  until  counties,  cities  and 
townships  were  forced  to  assume  additional 
financial  responsibility.  If  this  decentralization 
of  relief  administration  proves  a failure,  the 
question  undoubtedly  will  be  taken  up  at  some 
subsequent  session  of  the  State  Legislature  and 
enabling  legislation  enacted. 

At  present  there  appears  to  be  a deadlock  be- 
tween a substantial  bloc  in  the  Legislature  op- 
posing the  enactment  of  new  taxes  and  the  State 
Administration  which  contends  new  taxes  are 
necessary.  This  situation  brought  about  the 
failure  of  the  General  Assembly  to  pass  the  Gen- 
eral Appropriations  Bill.  The  battle  as  to 
whether  or  not  new  taxes  are  necessary  doubt- 
less will  flare  again  when  the  Legislature  is  re- 
called for  the  purpose  of  acting  on  the  appropria- 
tions measure. 

BAD  MEDICAL  PROPOSALS  KILLED 
At  its  regular  session,  the  General  Assembly 
did  not  enact  any  proposals  inimical  to  public 
health  and  scientific  medicine,  thanks  to  the 
stubborn  resistance  made  by  those  members  of 
the  Senate  and  House  who  saw  the  dangers 
lurking  in  bills  sponsored  by  the  osteopaths, 
chiropractors,  naprapaths  and  Christian  Scien- 
tists, and  to  the  faithful,  untiring  and  effective 


efforts  of  the  legislative  committeemen  and  com- 
mittees of  most  of  the  component  county  medical 
societies  of  the  state. 

Although  the  above  groups  made  the  hardest 
drives  they  have  put  forth  in  years  and  were  able 
to  rally  considerable  support  and  pressure  from 
some  rather  prominent  politicians,  their  pro- 
posals were  short-circuited  rather  quickly  as 
soon  as  substantial  members  of  the  General  As- 
sembly became  fully  acquainted  with  the  de- 
structive content  of  and  deceptive  purposes  be- 
hind such  measures. 

Several  proposals  sponsored  by  the  medical 
profession  were  caught  in  the  jam  of  more  than 
1,300  bills  and  were  not  enacted  when  the  Gen- 
eral Assembly  decided  on  early  adjournment. 
These  were  the  bill  to  require  by  statute  that  all 
applicants  for  licenses  to  practice  medicine  and 
surgery  must  have  at  least  two  years  of  pre- 
medical collegiate  work;  the  proposal  to  deny 
foreign  physicians  entrance  to  the  Ohio  exami- 
nations unless  reciprocity  to  Ohio  physicians  is 
granted  by  the  foreign  country  from  which  he 
comes;  and  the  medical,  dental,  nurses  and  hos- 
pital lien  bill.  The  lien  bill  was  actively  op- 
posed by  the  insurance  interests  and  some  at- 
torneys which  caused  many  delays  and  made 
final  enactment  impossible. 

IMPORTANT  WORKMEN’S  COMPENSATION  ACTS 

Considerable  Workmen’s  Compensation  legis- 
lation was  enacted.  The  principal  proposals 
which  passed  both  houses  were:  Addition  of  sili- 
cosis to  the  schedule  of  compensable  occupational 
diseases  (see  page  562,  May  issue,  The  Journal 
for  detailed  explanation  of  this  bill)  ; establish- 
ment of  four  boards  of  claims,  to  be  appointed 
by  the  State  Industrial  Commission,  to  hold 
hearings  in  various  parts  of  the  state,  and  to 
have  final  jurisdiction  on  matters  of  fact  but 
with  no  jurisdiction  over  rehearing  cases  or  on 
claims  for  additional  awards  for  violation  of 
specific  requirements;  re-defining  the  term  “in- 
jury” as  used  in  the  Workmen’s  Compensation 
Act  as  “any  injury  received  in  the  course  of,  and 
arising  out  of,  the  injured  worker’s  employ- 
ment”; supplemental  appropriation  of  almost  a 
half-million  dollars  to  be  used  in  bringing  up  to 
date  the  rehearing  section  of  the  Industrial 
Commission,  etc.;  requiring  an  audit  of  Work- 
men’s Commission  fund  every  five  years;  oc- 
cupational disease  death  claims  must  be  filed 
within  six  months  after  death. 

The  following  welfare  proposals  were  enacted: 
Local  public  assistance  agencies  may  provide 
health  services  for  dependent  children;  appro- 
priation of  $4,000,000  to  match  Federal  funds  for 
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Social  Security  activities  locally;  appropriation 
of  $315,000  for  additions  and  betterments  at 
state  welfare  institutions;  creating  a state 
division  of  mental  diseases  and  authorization  of 
mental  disease  clinics  and  out-patient  depart- 
ments at  institutions  for  the  insane. 

MENTAL  DISEASE  CLINICS  ACT 

The  mental  disease  clinic  bill  was  not  intro- 
duced until  about  10  days  before  the  session 
ended.  It  was  given  only  superficial  hearings 
and  enacted  during  the  confusion  of  the  closing 
hours.  The  measure  was  drafted  by  the  Probate 
Judges’  Association,  supposedly  after  many 
months  of  research  and  study. 

Bills  to  create  a welfare  department  in  each 
county,  to  provide  optional  forms  of  county  gov- 
ernment, and  establish  the  office  of  county  medi- 
cal examiner  in  place  of  the  office  of  coroner 
failed  of  enactment. 

Early  in  the  session  there  was  enacted  a bill 
which  requires  all  coroners  to  be  licensed  physi- 
cians, except  candidates  who  may  have  held  that 
office  at  one  time.  A bill  to  give  the  coroner  of 
any  county  power  to  appoint  an  assistant  coroner 
was  caught  in  the  jam  at  the  finish  and  failed, 
although  a proposal  which  permits  the  establish- 
ment of  the  office  of  deputy  coroner  in  larger 
counties  was  enacted. 

The  Ninety-Second  General  Assembly  doubt- 
less was  called  upon  to  consider  more  radical 
proposals  than  any  Legislature  in  the  history 
of  the  state.  Nevertheless,  it  enacted  few,  if 
any,  really  radical  measures  and  actually  passed 
fewer  bills  than  any  Assembly  in  several  de- 
cades. 


Talks  at  Venereal  Disease  Confab  Printed 

The  proceedings  of  the  Conference  on  Venereal 
Disease  Control  Work,  Washington,  D.  C.,  De- 
cember 28-30,  1936,  have  been  printed  by  the 
U.  S.  Public  Health  Service  as  Supplement  3 to 
Venereal  Disease  Information.  Copies  of  the 
proceedings  may  be  obtained  by  writing  the 
Superintendent  of  Documents,  Washington,  D.  C. 
The  book  contains  154  pages,  and  costs  15c.  In 
addition  to  the  addresses  given  by  the  speakers 
and  the  reports  of  section  chairmen,  the  volume 
has  the  report  of  a special  committee  on  the 
prevalence,  incidence  and  trend  of  syphilis.  A 
paper  “Recent  Extension  of  Venereal  Disease 
Control  Work  Through  the  Provisions  of  the 
Social  Security  Act”,  which  was  presented  by 
Dr.  R.  A.  Vonderlehr,  Assistant  Surgeon  Gen- 
eral, lists  detailed  measures  initiated  by  the 
various  states. 


Dr.  W.  I.  Jones,  Columbus  dentist,  has  been 
reappointed  by  Governor  Davey  as  a member  of 
the  public  health  council  of  the  State  Depart- 
ment of  Health.  His  term  will  expire  June  30, 
1939. 


Mayo  Clinic  Ex-Residents  Meet 

The  North  Central  Clinical  Society,  composed 
of  ex-residents  of  the  Mayo  Clinic  in  the  states 
of  Ohio,  Indiana,  Illinois,  Michigan,  Pennsyl- 
vania and  the  province  of  Ontario,  held  a two- 
day  meeting  in  Cleveland,  April  23-24.  They 
were  guests  of  the  Cleveland  Clinic  on  Friday 
morning,  April  23,  and  of  the  Western  Reserve 
University  College  of  Medicine,  Saturday  morn- 
ing April  24.  Dr.  Robert  C.  Austin,  Dayton  was 
elected  president  and  Dayton  was  selected  as 
the  meeting  place  for  next  year. 


Board  of  Ophthalmology  Exams 

'The  American  Board  of  Ophthalmology  will 
conduct  examinations  in  Philadelphia,  June  7, 
and  in  Chicago,  October  9.  All  applications  and 
case  reports,  in  duplicate,  must  be  filed  at  least 
60  days  before  the  date  of  examination.  De- 
tailed information  can  be  obtained  by  writing 
Dr.  John  Green,  3720  Washington  Blvd.,  St. 
Louis,  Mo. 


Hanna  Portrait  Presented  Hospital 

A portrait  of  her  father,  Dr.  Leonard  Hanna, 
has  been  presented  to  University  Hospitals, 
Cleveland,  by  Mrs.  S.  Prentiss  Baldwin.  It  has 
been  hung  in  the  library  at  Lakeside  Hospital, 
which  was  furnished  by  Mrs.  Baldwin.  Dr. 
Hanna  was  born  in  Ohio  in  1806.  He  received  his 
medical  education  in  Philadelphia.  When  he 
moved  to  Cleveland  in  1852  he  gave  up  his  prac- 
tice and  entered  business.  He  had  seven  children, 
among  whom  were  the  late  Marcus  Alonzo 
Hanna,  United  States  senator  from  Ohio,  and 
the  late  Leonard  Colton  Hanna,  for  whom  Hanna 
House  of  the  University  Hospitals  is  named.  Dr. 
Hanna  died  in  1862. 


Dr.  Brewer  Honored  by  Associates 

Representatives  of  the  medical  profession  in 
Toledo  recently  honored  Dr.  Lyman  A.  Brewer  on 
the  50th  anniversary  of  his  entrance  into  the 
practice  of  medicine. 

The  commemorative  dinner  was  held  in  the 
Nurses’  Home  of  Mercy  Hospital,  where  Dr. 
Brewer  has  been  chief  of  staff  since  its  opening 
in  1918.  As  tangible  evidence  of  the  respect  of 
his  associates  he  was  presented  with  an  auto- 
mobile, a plaque  and  a medal. 

Speakers  at  the  dinner  included  Dr.  Waldo 
Beck,  Dr.  Thomas  F.  Heatley,  Dr.  F.  M.  Doug- 
lass, Dr.  L.  K.  Maxwell,  Dr.  Thomas  M.  Crinnion, 
and  Dr.  Lyman  A.  Brewer,  III.  Dr.  Louis  R. 
Effler  was  toastmaster. 


Dr.  G.  D.  Carlyle  Thompson,  former  Gallia 
County  physician,  and  later  associated  with  the 
Idaho  State  Department  of  Health,  is  now  lo- 
cated at  Portland,  Oregon,  where  he  is  Director 
of  Maternal  and  Child  Health. 


THE  PHYSICIAN’S  BOOKSHELF 

All  unsigned  reviews  are  from  the  pen  of  the  Editor. 


National  Health  Series.  20  volumes,  some  com- 
pletely revised,  others  published  for  the  first 
time,  by  leading  health  authorities  for  the 
National  Health  Council.  Cloth,  per  copy  35 
cents;  postpaid  40  cents.  Three  volumes 
$1.00;  postpaid  $1.10.  Funk  and  Wagnalls, 
New  York,  1937. 

In  the  production  of  these  attractive  little 
volumes  of  about  125  pages,  The  National  Health 
Council  has  accomplished  its  avowed  purpose, 
“to  give  to  lay  readers  helpful  and  authoritative 
information  about  various  aspects  of  personal 
and  community  health  with  which  they  should  be 
familiar.”  The  titles  and  authors  are:  ADOLES- 
CENCE by  Director  Maurice  A.  Bigelow  of  the 
Institute  of  Practical  Science  Research;  HOW 
TO  SLEEP  AND  REST  BETTER  by  Prof. 
Donald  A.  Laird  of  Colgate  University;  LOVE 
AND  MARRIAGE  by  T.  W.  Galloway  of  the 
American  Social  Hygiene  Association;  EXER- 
CISE and  HEALTH  by  Jesse  F.  Williams,  M.D., 
Columbia;  FOOD  FOR  HEALTH’S  SAKE  by 
Lucy  H.  Gillett,  superintendent  nutrition  bureau, 
Association  for  Improving  the  Conditions  of  the 
Poor,  New  York;  HEAR  BETTER  by  Hugh 
Grant  Rockwell,  M.D.,  of  Columbia;  CANCER  by 
Francis  Carter  Wood,  director  institute  of  can- 
cer research  of  Columbia;  DIABETES  by  James 
Ralph  Scott,  M.D.,  chairman,  New  York  Diabetes 
Association;  THE  EXPECTANT  MOTHER  AND 
HER  BABY  by  R.  L.  DeNormandie,  M.D.;  TAK- 
ING CARE  OF  YrOUR  HEART  by  T.  Stuart 
Hart,  M.D.,  of  New  York  Presbyterian  Hospital; 
THE  HEALTHY  CHILD  by  Henry  L.  K.  Shaw, 
M.D.,  professor  of  diseases  of  children  at  Albany 
New  York;  THE  COMMON  COLD  by  W.  G. 
Smillie,  M.D.  of  Harvard;  THE  COMMON 
HEALTH  by  James  A.  Tobey,  director  health 
service,  Borden  Company;  WHAT  YOU 
SHOULD  FlNOW  ABOUT  YOUR  EYES  by  F. 
Park  Lewis,  M.D.,  vice  president  National  So- 
ciety for  the  Prevention  of  Blindness;  TUBER- 
CULOSIS by  H.  E.  Kleinschmidt,  M.D.,  director 
education  service,  National  Tuberculosis  Asso- 
ciation; WHY  THE  TEETH  by  Leroy  M.  S. 
Miner,  D.D.S.,  M.D.,  of  Harvard;  YOUR  MIND 
AND  YOU  by  George  K.  Pratt,  M.D.,  Con- 
necticut Society  for  Mental  Hygiene;  STAYING 
YOUNG  BEYOND  YOUR  YEARS  by  H.  W. 
Haggard,  M.D.,  of  Yale;  THE  HUMAN  BODY 
by  Thurman  B.  Rice,  M.D.,  professor,  public 
health  at  Indiana  University;  VENEREAL  DIS- 
EASE by  Wm.  F.  Snow,  M.D.,  director  American 
Social  Hygiene  Association. 

Such  titles  cover  the  field  and  such  authors  do 
it  well  and  authoritatively.  What  a fine  thing  it 


would  be  if  all  our  patients  could  read  these 
handy  little  books.  If  they  could  we  would  have 
no  more  concern  about  the  cultists. 

Clinical  Laboratory  Diagnosis.  By  Samuel  A. 
Levinson  and  Robert  P.  MacFate,  director  and 
assistant  dii’ector  of  laboratories,  Research 
and  Educational  Hospitals  of  Chicago,  re- 
spectively. $9.50.  Lea  and  Febiger,  1937.  pp. 
877. 

From  the  University  of  Illinois  comes  this 
volume.  It  is  one  of  the  most  complete  and 
satisfactory  available.  The  contributed  chapters 
on  laboratory  procedures  in  Pediatrics  and  Legal 
Medicine  are  especially  welcome.  Another  in- 
novation is  a brief  review  of  Anatomy,  Physiology 
and  Biochemistry,  which  has  been  included  in  the 
discussion  of  each  topic.  It  is  sincerely  recom- 
mended to  physicians  as  an  outstanding  work  in 
a field  where  texts  have  a habit  of  growing  out- 
of-date  mighty  fast. 

Why  We  Do  It.  By  Edward  C.  Mason,  M.D., 
Ph.D.,  F.A.C.P.,  professor  of  physiology,  Uni- 
versity of  Oklahoma  School  of  Medicine. 
$1.50.  The  C.  V.  Mosby  Company,  1937.  pp. 
177. 

Here,  the  author,  a physiologist  as  well  as  a 
practical  M.D.,  presents  a most  instructive, 
elementary  discusson  of  human  conduct  and  re- 
lated physiology.  Time  and  again  the  practicing 
physician  will  find  a need  for  such  a book  to  help 
some  parent  in  adjusting  his  child  to  its  environ- 
ment or  to  help  some  adult  with  his  maladjust- 
ments. It  is  well  written  and  easily  read — a book 
which  will  perform  a real  service.  Its  reading 
inspires  the  thought  that  medicine  and  the  public 
would  profit  if  more  teachers  in  the  pre- 
clinical  years  with  medical  training  would  help 
the  rest  of  us  to  interpret  life  instead  of  wasting 
so  much  energy  in  producing  just  another  text 
book. 

A Hand  Book  of  Ocular  Therapeutics.  By  San- 
ford R.  Gifford,  M.A.,  M.D.,  professor  of 
ophthalmology,  Northwestern  University, 
Chicago,  Illinois.  $3.75.  Lea  & Febiger, 
Philadelphia,  1937.  pp.  341. 

In  its  present  form  this  book  is  more  service- 
able than  ever.  It  is  recommended  to  all  who 
treat  the  eye.  A very  carefully  written  chapter 
on  physical  therapy  as  applied  to  this  field  will 
attract  many  new  readers.  It  is  practical  and 
concise,  describing  only  procedures  which  the 
author  has  found  to  be  valuable. 
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Medical  Formulary.  By  E.  Quinn  Thornton,  M.D., 
emeritus  professor  of  therapeutics  in  the  Jef- 
ferson Medical  College.  Fourteenth  edition, 
thoroughly  revised.  $2.75.  Lea  and  Febiger, 
1937.  pp.  363. 

This  classic  has  been  revised  in  keeping  with 
the  1936  U.S.P.  This  handy  book  in  the  former 
editions  is  so  well  known  that  it  does  not  need 
more  to  recommend  it  to  most  of  the  readers  of 
The  Ohio  State  Medical  Journal. 

Medical  Urology.  By  Irvin  S.  Roll,  B.S.,  M.D., 
F.A.C.S.,  attending  urologist,  Michael  Reese 
Hospital.  $5.00.  92  illustrations  and  6 color 
olates.  The  C.  V.  Mosby  Company,  St.  Louis, 
1937.  pp.  431. 

This  is  an  excellent  book  on  non-operative 
urology  designed  primarily  for  the  general  prac- 
titioner and  the  medical  student.  The  type  used 
is  one  that  makes  for  easy  reading.  The  chap- 
ters on  anatomy,  bacteriology  and  pathology  are 
effectual  in  giving  a basic  understanding  of  the 
symptomatology  and  treatment  in  urology. 
Treatment  of  gonorrhea  and  its  complications 
are  discussed  in  chapters  that  are  not  burdened 
with  a multitude  of  remedies  which  usually  con- 
found the  reader.  In  fact,  the  author  does  not 
even  mention  potassium  permanganate  and  dis- 
misses argyrol  and  acriflavine.  The  etiological 
factors  of  renal  infections  are  outlined  and  dis- 
cussed. However,  in  the  treatment  of  this  con- 
dition no  mention  is  made  of  ketogenic  diet  or 
mandelic  acid  therapy.  Lymphogranuloma  In- 
guinale, the  sixth  venereal  disease,  is  covered 
in  a timely  and  interesting  chapter. 

There  are  six  splendid  color  plates  showing 
the  effects  of  specific  and  nonspecific  infection 
on  the  urethra.  The  numerous  illustrations  in 
this  volume  are  unusually  effective.  Each  chap- 
ter is  concluded  with  a wealth  of  references  and 
the  book  ends  with  an  excellent,  concise  outline 
on  urological  differential  diagnosis. — L.  J.  Roth, 

Physiology  in  Health  and  Disease.  By  Carl  J. 
Wiggers,  M.D.  Second  Edition.  $9.00.  Lea 
and  Febiger,  Philadelphia,  1937. 

The  second  edition  of  this  excellent  textbook 
is  more  than  a reprinting.  There  are  many  re- 
visions and  additions,  all  in  the  very  complete 
style  of  the  first  edition.  An  essential  character- 
istic of  this  work  is  the  relatively  large  amount 
of  space  devoted  to  the  presentation  of  evidence 
leading  to  different  interpretations  of  physi- 
ological processes.  The  extensive  consideration 
of  clinical  applications  should  make  the  book 
desirable  as  a reference  work  to  the  clinician,  as 
well  as  a student  text.  As  the  author  recognizes, 
this  thoroughness  may  confuse  or  overwhelm  the 
less  mature  students.  The  text  is  illustrated  and 
amplified  by  well  executed  sketches  and  dia- 
grams, many  of  which  are  new.- — R.  R. 

Durant,  M.D. 


Clinical  Allergy — Manifestations,  Diagnosis  and 
Treatment.  By  Albert  H.  Rowe,  M.S.,  M.D., 
lecturer  in  medicine,  University  of  California. 
$8.50.  Lea  and  Febiger,  1937.  pp.  812. 

Here  is  the  best  book  so  far  brought  forward 
for  the  clinician,  prescribing  a complete  con- 
sideration of  allergic  manifestations.  Since  one 
patient  in  ten  on  the  average  coming  to  every 
physician  is  allergic,  self-protection  as  well  as 
the  desire  to  serve  demands  that  we  must  all 
read  this  volume  and  refer  to  it  frequently  in 
our  day’s  work. 

Endocrinology.  By  August  A.  Werner,  M.D.,  St. 
Louis  University.  265  Engravings.  $8.50. 
Lea  & Febiger,  Philadelphia,  pp.  672. 

The  author  has  succeeded  in  producing  a text 
which  will  be  of  great  value  in  aiding  prac- 
titioners to  obtain  dependable  information  in 
this  difficult  field.  Fundamentals  are  discussed. 
Well  selected  illustrative  cases  are  presented.  A 
conservative  but  helpful  attitude  is  maintained 
throughout. 

Handbook  of  Orthopaedic  Surgery.  By  Alfred 

Rives  Shands,  M.D.,  professor  of  surgery  in 
charge  orthopaedic  surgery,  Duke  University, 
Durham,  N.  C.  $5.00.  C.  V.  Mosby  Company, 
St.  Louis,  1937. 

The  author  has  kept  his  promise  to  the  medical 
student  and  general  practitioner  to  give  them 
the  fundamentals  of  the  subject  in  a concise  and 
practical  manner.  The  contents  as  well  as  the 
price  recommend  this  work. 

Murder  Walks  the  Corridors.  By  James  D.  Perry. 
$2.00.  Macmillan,  New  York.  pp.  259. 

A fascinating  mystery  tale  which  will  appeal 
to  all  lovers  of  such  yarns  and  to  all  who  collect 
books  about  physicians  and  their  work. 


Ways  to  Aid  Blind,  Handicapped  Studied 

Under  the  terms  of  House  Joint  Resolution  No. 
50,  passed  at  the  recent  session  of  the  Ohio  Gen- 
eral Assembly,  a commission  of  nine  members 
has  been  appointed  to  study  methods  of  rehabili- 
tating Ohio’s  blind  and  physically  handicapped. 
Representatives  of  the  House  of  Representatives 
are  George  J.  Harter,  Akron;  W.  H.  Whetro, 
Ironton,  and  William  E.  Ashbolt,  Lorain.  The 
Senate  will  be  represented  by  Wm.  J.  Zoul, 
Cleveland;  E.  Matthews  Steele,  Wilmington,  and 
Tom  W.  Jones,  Middleport.  Members  of  the 
Commission  appointed  by  Governor  Davey  are: 
Judge  Henry  J.  Robison,  chief  of  the  State 
Division  of  Public  Assistance;  William  E.  Bar- 
tram,  executive  secretary  of  the  Ohio  Commis- 
sion for  the  Blind,  and  Mrs.  Viola  Romans,  presi- 
dent of  the  Ohio  Women’s  Christian  Temperance 
Union. 


IN  MEMORIAM 


Asa  Douglass  Campbell,  M.D.,  Cleveland; 
Northwestern  Ohio  Medical  College,  Toledo,  1888; 
aged  82;  former  member  of  the  Ohio  State  Medi- 
cal Association  and  the  American  Medical  Asso- 
ciation; died  May  8.  A native  of  Eden,  Ontario, 
Dr.  Campbell  first  practiced  medicine  at  Murray, 
Indiana.  He  continued  in  practice  in  Cleveland 
from  1890  until  his  retirement  a few  years  ago. 
Dr.  Campbell  was  formerly  a member  of  the 
staff  of  St.  Clair  Hospital  and  Glenville  Hospital. 
A son  and  a daughter  survive. 

John  Stannard  Campbell,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 
1883;  aged  80;  died  April  18.  Dr.  Campbell 
practiced  in  Cleveland  for  over  50  years.  He  was 
a member  of  the  Masonic  Order  and  the  I.O.O.F. 
Surviving  are  a daughter  and  two  sons. 

William  H.  Coontz,  M.D.,  Findlay;  Medical 
College  of  Ohio,  Cincinnati,  1899;  aged  71;  died 
April  3.  Dr.  Coontz  formerly  practiced  in  Cleve- 
land, Cincinnati  and  Chicago.  A sister  and  two 
brothers  survive. 

Kate  Whipple  Cory,  M.D.,  Geneva;  Cleveland 
University  of  Medicine  and  Surgery,  1880;  aged 
88;  died  April  23.  Dr.  Cory  retired  20  years  ago, 
after  having  practiced  in  Painesville,  Newton 
Falls,  Akron  and  Barberton.  She  was  an  active 
member  of  the  W.C.T.U.  and  the  Methodist 
Church.  A son  survives. 

Philip  H.  Cosner,  M.D.,  Newark;  Baltimore 
Medical  College,  1896;  aged  66;  former  member 
of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  May  6. 
Dr.  Cosner  practiced  in  Bladensburg  for  eight 
years.  He  moved  to  Newark  in  1904  where  he 
continued  in  practice  until  his  retirement  about 
a year  ago  because  of  ill  health.  Dr.  Cosner  was 
councilor  for  the  Eighth  District  of  the  Ohio 
State  Medical  Association,  1927-1928,  and  a past 
president  of  the  Licking  County  Medical  Society. 
A son  survives. 

Ralph  P.  Gaskill,  M.D.,  Columbus;  Ohio  Medi- 
cal University,  Columbus,  1903;  aged  57;  died 
May  3.  Dr.  Gaskill  practiced  in  Columbus  for  23 
years.  He  was  a member  of  the  Congregational 
Church.  Surviving  are  his  widow,  a son,  Dr. 
Harold  V.  Gaskill,  Ames,  Iowa,  a brother  and  a 
sister. 

Herbert  Willard  Green,  M.D.,  Cincinnati;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1936; 
aged  25;  died  suddenly  February  11,  1937.  At 
the  time  of  his  death  Dr.  Green  was  serving  his 
internship  at  Christ  Hospital,  Cincinnati.  Sur- 


viving are  his  widow,  his  mother,  a sister  and  a 
brother,  Dr.  W.  W.  Green,  Toledo. 

Ernest  L.  Haffner,  M.D.,  Fairport;  St.  Louis 
College  of  Physicians  and  Surgeons,  1895;  aged 
65;  member  of  the  Ohio  State  Medical  Associa- 
tion and  Fellow  of  the  American  Medical  Asso- 
ciation; died  May  5.  Dr.  Haffner  practiced  in 
Fairport  for  44  years.  During  the  World  War 
he  was  a captain  in  the  Medical  Corps  of  the 
U.  S.  Army.  Dr.  Haffner  was  a member  of  the 
American  Legion. 

Jane  Roney  Husted,  M.D.,  Columbus;  Ohio 
Medical  University,  Columbus,  1901;  aged  69; 
died  April  24.  Dr.  Husted  retired  a year  ago  be- 
cause of  ill  health,  after  having  practiced  in 
Columbus  for  many  years.  A daughter  survives. 

Henry  Harlan  Langdon,  M.D.,  Cincinnati;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1925; 
aged  41;  member  of  the  Ohio  State  Medical  As- 
sociation and  the  American  Medical  Association; 
died  May  6.  At  the  time  of  his  death,  Dr.  Lang- 
don was  acting  superintendent  of  the  Cincinnati 
General  Hospital,  a post  which  he  had  held  since 
January  1,  1935.  For  seven  years  prior  to  that 
time  he  was  assistant  superintendent  of  the  hos- 
pital, after  having  served  one  year  as  resident 
and  one  year  as  intern.  Dr.  Langdon  was  a mem- 
ber of  the  American  Legion.  He  saw  active  ser- 
vice in  France  with  the  147th  Field  Artillery. 
Surviving  are  his  widow,  two  daughters,  his 
father — Dr.  William  C.  Langdon,  Cincinnati,  and 
a sister. 

Henry  Franklin  Massie,  M.D.,  Miami  Medical 
College,  Cincinnati,  1896;  aged  70;  died  April  14. 
Dr.  Massie  had  practiced  in  Scioto  County  for  40 
years.  He  was  prominent  in  the  life  of  the 
Haverhill  community  and  was  a member  of  the 
Methodist  Church.  Surviving  are  his  widow; 
three  sons,  one  of  whom  is  Dr.  Ralph  Massie, 
Ironton;  a sister  and  a brother. 

Eugene  Franklin  McCampbell,  M.D.,  Columbus; 
Rush  Medical  College,  University  of  Chicago, 
1912;  aged  55;  member  of  the  Ohio  State  Medi- 
cal Association,  Fellow  of  the  American  Medical 
Association  and  the  American  College  of  Phy- 
sicians; died  May  8.  Dr.  McCampbell  began  his 
distinguished  medical  career  as  an  instructor  in 
bacteriology  at  Ohio  Medical  College  in  1903.  In 
1905-6  he  was  assistant  in  that  subject  at  the 
University  of  Wisconsin  and  during  the  summer 
of  1908  and  1911  was  assistant  in  pathology  at 
the  University  of  Chicago,  where  he  received  his 
B.Sc.  degree  in  1906  and  Ph.D.  in  1910.  He  be- 
came an  associate  professor  at  Ohio  State  Uni- 
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versity  in  1908  and  two  years  later  was  made  full 
professor.  Dr.  Campbell  was  pathologist  for  the 
Columbus  State  Hospital  from  1909  to  1911  and 
was  secretary  and  executive  officer  of  the  State 
Board  of  Health  from  1912  to  1916.  From  1916 
to  1927  Dr.  McCampbell  was  Dean  of  the  Ohio 
State  University  College  of  Medicine.  Since 
1927  he  had  been  in  private  practice  in  Columbus, 
specializing  in  internal  medicine.  He  was  an 
active  member  of  the  Columbus  Academy  of 
Medicine,  which  he  represented  in  the  House  of 
Delegates  of  the  Ohio  State  Medical  Association. 
At  the  time  of  his  death  he  was  president  of 
the  Academy.  During  the  World  War,  Dr.  Mc- 
Campbell was  a colonel  in  the  Medical  Corps  of 
the  U.  S.  Army,  having  served  as  camp  surgeon 
at  Camp  Pike,  Arkansas ; Camp  Custer,  Michigan, 
and  Camp  McArthur,  Texas.  His  contributions  to 
medical  literature  included  “General  Bacteri- 
ology”, and  “Laboratory  Methods  for  Study  of 
Immunity”,  published  in  1910.  Surviving  are  his 
widow  and  two  daughters. 

J.  Baldwin  McComb,  M.D.,  Palo  Alto,  Cali- 
fornia; Starling  Medical  College,  Columbus, 
1897;  aged  64;  died  April  21.  Formerly  of  Co- 
lumbus, Dr.  McComb  retired  as  head  of  the 
Veterans’  Hospital,  Alexandria,  La.,  two  years 
ago  because  of  ill  health.  A sister  survives. 

John  Ezra  Myers,  M.D.,  Springfield;  Medical 
College  of  Ohio,  Cincinnati,  1880;  aged  84;  died 
May  3.  Dr.  Myers  was  the  oldest  practicing 
physician  in  Clark  County.  He  had  served  two 
terms  as  president  of  the  Clark  County  Medical 
Society,  and  for  eight  years  was  a member  of 
the  Springfield  Hospital  Board  of  Trustees.  A 
daughter  survives. 

Carl  Eugene  Neal,  M.D.,  Cardington;  Ohio 
State  University  College  of  Medicine,  1914;  aged 
46;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association; 
died  May  4,  from  a self-inflicted  gun  wound.  Dr. 
Neal  had  been  in  ill  health  for  several  years. 
He  had  practiced  in  Cardington  for  23  years, 
was  a member  of  the  Morrow  County  Board  of 
Health  and  a former  president  of  the  Morrow 
County  Medical  Society.  Dr.  Neal  was  a jjnember 
of  the  Phi  Chi  Fraternity  and  the  Masonic  Order. 
His  widow,  a son  and  a daughter  survive. 

William  Edwin  Savage,  M.D.,  Lynchburg; 
Medical  College  of  Ohio,  Cincinnati,  1899;  aged 
65;  former  member  of  the  Ohio  State  Medical 
Association  and  the  American  Medical  Associa- 
tion; died  April  21.  Dr.  Savage  practiced  in 
Price  Hill,  a suburb  of  Cincinnati  for  many 
years  before  going  to  Lynchburg.  During  the 
World  War,  he  served  in  France  as  a member  of 
the  Medical  Corps  of  the  U.  S.  Army.  Surviving 
are  three  sons,  two  sisters  and  a brother. 

Julius  Jay  Selman,  M.D.,  Cleveland;  Western 
Reserve  University  School  of  Medicine,  1917; 


aged  45;  member  of  the  Ohio  State  Medical  As- 
sociation and  Fellow  of  the  American  Medical 
Association;  died  April  24.  Dr.  Selman  had  been 
on  the  medical  staff  of  Mt.  Sinai  Hospital  for  18 
years  and  on  the  staff  at  City  Hospital  for  5 
years.  He  was  secretary  of  the  Clinical  Patho- 
logical Section  of  the  Cleveland  Academy  of 
Medicine.  Surviving  are  his  widow,  his  parents, 
two  sisters  and  three  brothers. 

James  A.  Sherbondy,  M.D.,  Youngstown;  Wes- 
tern Reserve  University  School  of  Medicine, 
1902;  aged  60;  member  of  the  Ohio  State  Medi- 
cal Association,  Fellow  of  the  American  Medical 
Association  and  the  American  College  of  Sur- 
geons; died  April  24.  Dr.  Sherbondy  had  prac- 
ticed medicine  in  Youngstown  since  1902,  and  at 
the  time  of  his  death  was  chief  of  staff  of  the 
Youngstown  Hospital.  In  addition  to  his  promi- 
nence in  the  field  of  surgery,  Dr.  Sherbondy  took 
an  active  part  in  civic  affairs  in  the  community. 
He  was  chairman  of  the  public  health  committee 
of  the  Chamber  of  Commerce.  Dr.  Sherbondy 
entered  the  World  War  as  major  with  the 
Youngstown  Base  Hospital  Unit  No.  31,  served 
with  distinction  in  France  and  returned  as  a 
lieutenant-colonel.  He  was  the  only  Ohio  member 
of  the  Eclat  Club,  made  up  of  25  surgeons  who 
served  in  a highly  meritorious  manner  at  the 
Front.  Dr.  Sherbondy  was  a member  of  the 
Masonic  Order,  the  Elks  Club  and  the  Rotary 
Club.  His  widow,  his  mother  and  a brother  sur- 
vive. 

Jonathan  Mackie  Smith,  M.D.,  Dunbridge;  Uni- 
versity of  Western  Ontario  Medical  Sch’ool,  1901; 
aged  63;  member  of  the  Ohio  State  Medical  As- 
sociation and  Fellow  of  the  American  Medical 
Association.  Dr.  Smith  had  practiced  in  Scotch 
Ridge  and  Dunbridge,  Wood  County,  for  36 
years.  He  was  a member  of  the  Presbyterian 
Church.  Surviving  are  his  widow,  two  daughters 
and  a son,  Dr.  S.  J.  Smith,  Bowling  Green. 


Advisory  Health  Board  Named 

A special  board  has  been  appointed  to  advise 
the  United  States  Conference  of  Mayors  in  the 
appointment  of  public  health  officers.  Dr.  Joseph 
W.  Mountin  of  the  U.  S.  Public  Health  Service 
is  chairman  of  the  board;  other  members  are 
Drs.  Allen  W.  Freeman,  dean  of  the  Johns  Hop- 
kins University  School  of  Hygiene  and  Public 
Health,  Baltimore;  Wilson  G.  Smillie,  professor 
of  public  health  administration  in  the  Harvard 
School  of  Public  Health  and  recently  appointed 
professor  of  public  health  and  preventive  medi- 
cine at  Cornell  University  Medical  College,  New 
York;  Huntington  Williams,  health  commissioner 
of  Baltimore,  and  John  L.  Rice,  health  commis- 
sioner of  New  York. 


ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

ADAMS 

An  all-day  meeting  of  the  Adams  County  Med- 
ical Society  was  held  at  the  Court  House,  West 
Union,  April  21.  At  the  morning  session,  busi- 
ness matters  were  considered  and  Dr.  Sam 
Clark,  Cherry  Fork,  spoke  on  “Hemophilia”.  The 
subject  was  discussed  by  Dr.  F.  C.  Leeds,  Win- 
chestex-.  In  the  afternoon,  Dr.  John  L.  Walker, 
Hillsboro,  read  a paper  on  “The  Diagnosis  and 
Treatment  of  Peptic  Ulcer”.  Dr.  F.  C.  Wenrick, 
Winchester,  was  the  discussant.  “Empyemia”, 
was  the  subject  presented  by  Dr.  J.  Edward 
Pirrung,  Cincinnati,  and  discussed  by  Dr.  S.  J. 
Ellison,  West  Union. — 0.  T.  Sproull,  M.D.,  secre- 
tary. 

BUTLER 

Physicians  from  Middletown  furnished  the  pi-o- 
gram  for  a meeting  of  the  Butler  County  Medical 
Society,  May  6,  at  Mercy  Hospital,  Hamilton. 
Di\  D.  F.  Gerber  spoke  on  “Pulmonary  Em- 
bolism”. Dr.  W.  H.  Roehll’s  subject  was  “Hay 
Fever”,  and  Dr.  Mabel  Gardner  told  of  “Corbus- 
Fei’ry  Vaccine”.  Discussions  of  the  thi’ee  sub- 
jects were  led  by  Dr.  E.  O.  Bauer,  Dr.  W.  H.  Wil- 
liams and  Dr.  D.  M.  Blizzard. — News  clipping. 

CLINTON 

Dr.  E.  Dalton  Peelle,  Wilmington,  read  a 
paper  on  “Diabetes”,  at  a meeting  of  the  Clinton 
County  Medical  Society,  May  4,  at  the  Genei’al 
Denver  Hotel,  Wilmington. — News  clipping. 

HIGHLAND 

“Fractures  of  the  Hip,  Correction  and  Care”, 
was  the  subject  discussed  by  Dr.  Ralph  G. 
Carothers,  Cincinnati,  at  a meeting  of  the  High- 
land County  Medical  Society,  April  7,  at  the 
Hotel  Parker,  Hillsboro. — News  clipping. 


HAMILTON 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cincinnati,  during  May: 

May  4 — “Indications  for  Surgery  and  Irradia- 
tion in  the  Treatment  of  Cancer;  A Comparative 
Study”,  by  Dr.  George  T.  Pack,  New  York  City. 

May  11 — “A  Study  of  Meningitis  in  Cincinnati 
for  a Period  of  Twenty  Years”,  by  Dr.  F.  K. 
Harder,  acting  commissioner  of  health,  Cincin- 
nati Health  Department;  “Treatment  of  Menin- 
gitis”, by  Dr.  Fi’ank  E.  Stevenson;  “A  Special 
Treatment  of  Serum  Sickness”,  by  Dr.  George 
E.  Rockwell. 

May  18 — A Case  Report,  “Multiple  Annular 
Cai’cinomata  of  the  Lax-ge  Bowel”,  by  Dr.  Otto 
J.  Seibert;  “Newer  Methods  in  the  Treatment  of 
Fracture  of  the  Hip”,  by  Dr.  Eslie  Asbury  with 
discussion  by  Dr.  Ralph  G.  Carothers;  “The  Pre- 
vention of  Constitution  Reactions  in  the  Treat- 
ment of  Allergic  Patients”,  by  Dr.  Joseph  B. 
Biederman,  with  discussion  by  Dr.  Stanley  E. 
Dorst. — Bulletin. 

WARREN 

Dr.  Wm.  Kelley  Hale,  Wilmington,  was  the 
speaker  at  a meeting  of  the  Warren  County 
Medical  Society,  May  4,  at  Franklin.  Dr.  J.  R. 
Hudson,  Dayton  dentist,  also  spoke  at  the  meet- 
ing, at  which  local  dentists  wei’e  guests. — News 
clipping. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

MIAMI 

“The  Diagnosis,  Clinical  Significance  and 
Treatment  of  Auricular  Fibrillation”,  was  the 
subject  pi’esented  by  Dr.  John  T.  Quirk,  Piqua, 
and  discussed  by  Dr.  Russell  W.  Gardner,  Troy, 
at  a meeting  of  the  Miami  County  Medical  So- 
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A Selective  - - “R  N_”  SERVICE 

(Operated  not  for  profit) 

Call  any  one  of  our  ten  District  Registries  which  have  been  approved  by  the 
local  Academies  of  Medicine. 

PROFESSIONAL  NURSING  SERVICE 

available  for  your  patient 
AT  A COST  HE  CAN  AFFORD  TO  PAY 


OFFICIAL  REGISTRIES 

Akron Fr.  7013  Marion  2118 

Cincinnati  Woodburn  7127  Portsmouth  659 

Cleveland... — Prospect  1951  Springfield— Main  3126 

Columbus Adams  1669  Toledo  . Main  7962 

Dayton Fulton  7211  Youngstown  40201 


Qualified  “R.  N.s”  available  for 
every  branch  of  hospital  service, 
also  for  public  health  and  in- 
dustrial nursing,  doctors’  offices, 
etc. 


OHIO  STATE  NURSES’  ASSOCIATION 

ADams  5677  50  E.  Broad  Street,  Columbus,  Ohio 
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ciety,  May  6,  at  West  Milton. — G.  A.  Woodhouse, 
M.D.,  secretary. 

MONTGOMERY 

The  following  programs  were  presented  by  the 
Montgomery  County  Medical  Society  during 
May: 

May  7 — “Endocrinology”,  by  Dr.  Emil  Novak, 
associate  in  gynecology,  Johns  Hopkins  Medical 
School. 

May  21 — “Anatomy  of  the  Lung”,  by  Dr.  John 
Skavlem,  assistant  professor  of  medicine,  Uni- 
versity of  Cincinnati  College  of  Medicine — Mild- 
red E.  Jeffrey,  executive  secretary. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

HANCOCK 

Dr.  L.  A.  Erf,  Cincinnati,  discussed  “Treatment 
of  Diseases  of  the  Blood”  at  a meeting  of  the 
Hancock  County  Medical  Society,  April  1,  at 
Findlay. — News  clipping. 

MARION 

Dr.  Edward  J.  McCormick,  Toledo,  spoke  on 
“The  Early  Diagnosis,  Prevention  and  Treatment 
of  Cancer”,  at  the  regular  meeting  of  the  Marion 
Academy  of  Medicine,  April  6,  at  Marion  City 
Hospital. 

Dr.  W.  I.  Jones,  Columbus  dentist,  spoke  on 
“Fractures  of  the  Jaw”,  at  a meeting  of  the 
Academy  at  the  Marion  City  Hospital,  May  4. — 
Robert  G.  McMurray,  M.D.,  secretary. 

SENECA 

“Frequent  Complications  of  Pregnancy,  Their 
Diagnosis  and  Treatment”,  was  the  subject  pre- 
sented by  Dr.  John  A.  McNamara,  Marion,  at  a 
meeting  of  the  Seneca  County  Medical  Society, 
May  13,  at  the  Shawhan  Hotel,  Tiffin. — Edmund 
F.  Ley,  M.D.,  secretary. 

VAN  WERT 

Dr.  A.  T.  Rank  and  Dr.  B.  L.  Good  were  the 
speakers  at  a meeting  of  the  Van  Wert  County 
Medical  Society,  May  4,  at  the  Hotel  Marsh,  Van 
Wert.  “Gall  Bladder  and  Gall  Stones”,  was  the 
subject  discussed. — News  clipping. 

Fourth  District 

(COUNCILOR:  E.  J.  McCORMICK,  M.D.,  TOLEDO) 

LUCAS 

The  following  programs  were  presented  by  the 
Toledo  Academy  of  Medicine  during  May: 

May  7 — “The  Treatment  of  Certain  Fractures 
of  the  Upper  Extremities”,  by  Dr.  H.  Theodore 
Simon,  professor  and  director  of  the  Department 
of  Orthopedics,  Louisiana  State  University  Medi- 
cal Center,  New  Orleans,  La. 

May  14 — Section  of  Pathology,  Experimental 


CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 


CLASSIFIED  ADVERTISEMENTS 

Rates  50  cents  per  line,  payable  in  advance.  Minimum 
charge  of  $1.00  for  each  insertion.  Price  covers  the  cost  of 
remailing  answers.  Forms  close  16th  of  the  month  pre- 
ceding publication. 


FOR  SALE  OR  LEASE — Combined  office  and  residence 
by  retiring  physician.  Address  H.  A.  Slusser,  1504  East 
Fifth  St.,  Dayton,  Ohio. 


FOR  SALE — Large  unopposed  general  practice  in 

mod  rn  town.  Office  equipment  for  sale.  Specializing.  Ad- 
dress L.  W.  6,  care  Ohio  State  Medical  Journal. 


FOR  SALE — Physician  retiring ; 20  years  in  same  loca- 
tion ; specializing  in  urology.  Wonderful  opportunity  for 
one  desiring  a change  or  one  just  entering  the  profession. 
Located  in  large  industrial  city  in  Northern  Ohio.  Asking 
no  more  than  a reasonable  price  of  equipment.  Possession 
given  at  any  convenient  time.  Address  S.E.  6,  care  Ohio 
State  Medical  Journal. 


FOR  SALE-  Office  equipment  of  the  late  Dr.  J.  A. 
Malone.  Including  1 polysine  generator ; 1 diathermy 

machine ; 1 quartz  lamp  ; 1 infra-red  lamp ; 1 health  re- 
juvenator  ; 1 scales,  2 oak  examining  tables;  1 tonsillec- 
tomy chair  ; 1 instrument  cabinet  and  instruments ; 2 

operating  room  tables  ; 1 desk  ; 1 typewriter  stand  ; in- 

struments and  accessories  for  office  practice.  Address  Mrs. 
J.  A.  Malone,  Athens,  Ohio.; 


FOR  SALE- — Doctor’s  office,  electrical  equipment,  operat- 
ing chair,  diathermy  and  instruments  in  A-l  shape.  Ad- 
dress Mrs.  A.  H.  Linaweaver,  228  W.  Harding  St.,  Findlay, 
Ohio. 


FOR  RENT- -Deceased  physic'an’s  office  suitable  for 
physician  or  dentist.  Address  Mrs.  Electa  Hard,  P.  O.  Box 
11,  Seville,  Ohio. 
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Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

i 

Tel.  Main  1537  University  5842 


The  Test  of  Time 

We  have  been  making  the  Baumanometer  now  for  some  twenty- 
one  years,  which  is  a long  while  to  devote  exclusively  to  the 
making  of  any  one  thing.  And  in  all  of  that  time  our  work  has 
never  deviated  from  these  three  principles: 

ACCURACY  — above  all  else,  the  rock  upon  which  the  Baumanometer 
first  won  the  medical  profession’s  confidence. 

SIMPLICITY  — the  "irreducible  minimum"  number  of  parts,  especially 
valves  or  joints  to  leak  air  pressure  or  mercury. 

RELIABILITY  — to  the  end  that  whatever  variation  is  found,  you  may 
be  sure  it  is  in  the  patient,  and  not  in  the  instrument. 


To-day  our  most  cherished  asset  is  the  confidence,  and 
good-will,  and  respect  of  doctors  and  hospitals  through- 
out the  world  . . . The  Baumanometer  has  stood  the  test 
of  time. 


You  don’t  buy  a sphygmomanometer  every  year,  so  why 
not  have  a genuine  Lifetime  Baumanometer.  First-cost  may 
a little  more,  but  through  the  years  it  actually  costs  less. 
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Medicine  and  Bacteriology.  “The  Treatment  and 
Management  of  Syphilis”,  by  Dr.  Paul  A. 
O’Leary,  professor  of  dermatology  and  syphil- 
ology,  Mayo  Foundation,  Rochester,  Minnesota. 

May  21 — Medical  Section.  “Controlling  Tuber- 
culosis”, by  Dr.  J.  A.  Myers,  professor  of  medi- 
cine, preventive  medicine  and  public  health,  Uni- 
versity of  Minnesota  Medical  School,  Minne- 
apolis, Minn. 

May  26 — Surgical  Section.  “The  Adrenal  Sym- 
pathetic System”,  by  Dr.  George  W.  Crile,  Cleve- 
land.— Bulletin. 

SANDUSKY 

At  a meeting  of  the  Sandusky  County  Medical 
Society,  April  19,  at  Fremont,  Dr.  L.  I.  Clark, 
Toledo,  spoke  on  “Tuberculosis  in  Children”,  and 
Dr.  L.  P.  Dolan,  Toledo,  discussed  “Pyuria  and 
Haematuria  as  Seen  by  Others  Than  the  Urol- 
ogist”.— News  clipping. 

WOOD 

Members  of  the  Wood  County  Medical  Society 
were  guests  of  the  Hancock  County  Medical  So- 
ciety at  Findlay,  May  13,  at  which  time  Dr. 
George  M.  Curtis,  professor  of  surgery,  Ohio 
State  University  College  of  Medicine  spoke  on 
“The  Significance  of  Iodine  Metabolism  in  the 
Evaluation  of  Thyroid  Disease”. — R.  N.  White- 
head,  M.D.,  secretary. 


URINE  DARK  FIELD— SPIROCHETA 

BLOOD  BASAL  METABOLISM 

BLOOD  CHEMISTRY  AUTOGENOUS  VACCINES 
SPUTUM  SURGICAL  PATHOLOGY 

FECES-VACCINES  MEDICO-LEGAL  AUTOPSIES 

EFFUSIONS  X-RAY  DIAGNOSIS 

STOMACH  CONTENTS  ALLERGY 
PREGNANCY  TEST  ELECTROCARDIOGRAPHY 
AGGLUTINATION  WASSERMANN  & KAHN 

TESTS  TESTS 


LABORATORY 


Clinical  and  Pathological 


Established  1904 

Approved  by  the  American  Medical  Association 

Columbus,  Ohio  370  E.  Town  Street 


J.  J.  COONS,  Director, 

B.  Sc.,  M.D.,  D.  Sc.,  F.A.C.P. 

H.  M.  Brundage,  M.D. 

H.  A.  Baughn,  A.B.,  M.D. 

M.  D.  Godfrey,  M.D. 

Frances  Coup,  A.B. 

Marian  Guild,  A.B. 
Alice  Gerlinger,  A.B. 


PROMPT  SERVICE 

Immediate  Report  on  Frozen  Sections  of  all  Tumors 


Fifth  District 

(COUNCILOR:  A.  A.  JENKINS.  M.D..  CLEVELAND! 

CUYAHOGA 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cleveland  during  May: 
May  7 — Clinical  and  Pathological  Section. 
Symposium:  Diseases  of  the  Liver  and  Gall 

Bladder.  “Medical  Aspects”,  by  Dr.  Samuel  J. 
Webster:  “Surgical  Aspects”,  by  Dr.  Carl  H. 
Lenhart;  “Roentgenological  Aspects”,  by  Dr. 
David  Steel;  “Pathological  Aspects”,  by  Dr. 
Anna  May  Young. 

May  14 — Experimental  Medicine  Section  and 
Cleveland  Section  of  the  Society  for  Experi- 
mental Biology  and  Medicine.  “Application  of 
the  Cathode  Ray  to  the  Study  of  Cardiac  Ir- 
regularities”, by  Jerome  A.  Gans,  B.A.;  “Period 
Variations  in  Blood  Pressure”,  by  Peter  Rowe, 
B.A.,  and  Dr.  H.  D.  Green;  “Cardio-Vascular  Re- 
actions Induced  by  Stimulation  of  the  Cerebral 
Cortex”,  by  Dr.  H.  D.  Green  and  E.  C.  Hoff,  D. 
Phil.;  “Registration  of  Motility  and  Tone  of  the 
Pyloric  Sphincter  and  Adjacent  Portions  of  the 
Gut:  Effects  of  Variations  in  pH  and  Osmotic 
Relations”,  by  Isadore  Meschan,  B.A.,  and  J.  P. 
Quigley,  Ph.D.;  “The  Influence  of  Fats  on  Gas- 
tric Evacuation  with  Especial  Reference  to  Be- 
havior of  the  Pyloric  Sphincter”,  by  J.  P.  Quig- 
ley, Ph.D.,  and  Isadore  Meschan,  B.A.;  “Studies 


COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course  first  of  every  week  ; In- 
tensive Personal  Courses  during  August. 
SURGERY — General  Course  One,  Two.  Three  and  Six 

Months  ; Two  Weeks  Intensive  Course ; Surgical 
Technique  (Operative  Surgery  with  Practice)  ; 
Clinical  Course.  Courses  available  every  week. 

GYNECOLOGY — Four  Weeks  Intensive  Personal 
starting  August  2nd.  Two  Weeks  Intensive 
Course  starting  September  20th  and  October 
18th. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Ten  Day  Intensive 
Course  starting  July  12. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course 
starting  October  4th. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course 
starting  October  18th. 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks;  Special  Courses. 
CYSTOSCOPY — Intensive  Course  every  two  weeks  (at- 
tendance limited). 

GENERAL,  INTENSIVE  and  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 

SURGERY  starting  every  week. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Honore  Street, 
CHICAGO.  ILLINOIS 
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Do  You  Treat  C A MCE  It? 

THE  RADIUM  EMANATION  CORPORATION 

MAINTAINS  the  most  efficiently  organized  Radium  laboratory  to 
make  available  to  you,  at  low  cost,  every  facility  for  the  use  of 
Radium  in  your  practice. 

RADON  SEEDS.  Removable  or  permanent.  We  provide  seeds 
of  the  composite  type,  with  Radon  under  leak-proof  glass  seal. 

Filtration  0.3  mm.  of  Platinum. 

APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
plaques  properly  prepared  to  meet  the  requirements  of  each  indi- 
vidual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  Your  inquiries  and  orders  will  receive  our 
prompt  and  careful  attention. 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Tel:  MOhawk  4-6455  NEW  YORK,  N.  Y. 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  * MEDICAL 
INSTITUTION  IN  AMERICA 


UROLOGY 


Surgical  Anatomy 
Urologic  Operations 
Diagnosis  and  Office 
Treatment 
Regional  Anesthesia 
Proctology 
Neur.ology 


Cystoscopy  and 
Endoscopy 
Dermatology  and 
Syphilology 
Diathermy 
Pathology 
Roentgenology 


Operative  Urology  (cadaver) 


POST-GRADUATE  INSTRUCTION 

comprising 

MEDICINE,  SURGERY 
and  ALLIED  SPECIALTIES 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 
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on  the  Blood  Flow  from  Moment  to  Moment 
Utilizing  an  Optical  Meter  of  Improved  Design”, 
by  Dr.  H.  D.  Green  and  D.  E.  Gregg,  Ph.D. 

May  21 — Annual  Academy  Meeting.  “The  Re- 
lief of  Intractable  Pain”,  by  Dr.  A.  W.  Adson, 
professor  of  neurosurgery,  University  of  Minne- 
sota Graduate  Medical  School,  Rochester,  Minn. 
— Bulletin. 

HURON 

Dr.  George  H.  Quay  spoke  on  “Plastic  Sur- 
gery” at  a meeting  of  the  Huron  County  Medi- 
cal Society,  May  5,  at  Norwalk. — News  clipping. 

LORAIN 

“Medical  Ethics”,  was  the  subject  of  an  ad- 
dress made  by  Dr.  George  E.  Follansbee,  Cleve- 
land, chairman  of  the  Judicial  Council  of  the 
American  Medical  Association,  at  a meeting  of 
the  Lorain  County  Medical  Society,  at  the  Elks 
Club,  Elyria,  May  11.  Dr.  S.  V.  Burley  gave  a 
report  on  the  State  Association  Annual  Meeting 
held  at  Dayton,  April  28-29. — L.  H.  Trufant, 
M.D.,  secretary. 

MEDINA 

At  a meeting  of  the  Medina  County  Medical 
Society,  April  15,  at  Bunker  Hill  Golf  Club, 
Medina,  Dr.  I.  M.  Hinnant,  Cleveland,  spoke  on 
“Allergy”. — News  clipping. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

Various  business  matters  were  discussed  and 
case  reports  presented  at  a meeting  of  the  Ash- 
land County  Medical  Society,  May  14,  at  Ash- 
land.— M.  D.  Shilling,  M.D.,  secretary. 

MAHONING 

Dr.  J.  Douglas  Taylor,  Montreal,  Quebec,  spoke 
on  “The  Treatment  of  Chronic  Arthritis”,  at  a 
meeting  of  the  Mahoning  County  Medical  So- 
ciety, May  18,  at  the  Youngstown  Club. — Bul- 
letin. 

PORTAGE 

An  excellent  practical  talk  on  “The  Treatment 
of  Gonorrhea  and  its  Complications”,  was  given 
by  Dr.  C.  C.  Higgins,  Cleveland,  at  a meeting  of 
the  Portage  County  Medical  Society,  May  6,  at 
the  home  of  Dr.  R.  D.  Worden,  Ravenna.  Three- 
fourths  of  the  members  of  the  society  attended 
the  meeting.  A pleasant  social  hour  followed  the 
address. — E.  J.  Widdecombe,  M.D.,  secretary, 

STARK 

The  annual  golf  tournament  of  the  Stark 
County  Medical  Society  was  held  at  the  Shady 
Hollow  Country  Club,  May  19.  In  the  evening, 
Dr.  J.  A.  Carnes,  Massillon,  presented  moving 
pictures  of  “The  Boehler  Technique  in  the  Re- 
duction of  Fractures”,  and  moving  pictures  of 


IN  PRESCRIBING... 


Evaporated  Milk 
for  infant  feeding 
or  other  purposes, 
remember 
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VITAMIN  REQUIREMENTS  OF  MAN 


IV.  VITAMIN  B, 


• The  multiple  nature  of  vitamin  B has  been 
definitely  established  by  intensive  research 
within  the  past  decade.  Considerable  quan- 
titative information  is  now  available  con- 
cerning the  requirements  of  certain  species 
of  animals  for  the  various  factors  contained 
in  the  vitamin  B complex.  At  the  present 
time,  however,  the  anti-neuritic  vitamin  Bi 
is  the  only  one  of  these  factors  for  which  the 
minimum  requirement  for  man  can  be  postu- 
lated. 

Beriberi-preventing  diets  of  Chinese  coolies 
and  natives  of  Java  have  been  estimated  to 
contain  200  International  units  of  vitamin 
Bi  ( 1 ) . Practical  use  is  made  of  knowledge 
such  as  this  in  the  Philippines,  where  the 
Bureau  of  Science,  in  a successful  effort  to 
combat  beriberi,  dispenses  tikitiki  (vitamin 
Bi  concentrate  from  rice  polishings)  con- 
taining approximately  200  International 
units  of  vitamin  Bx  per  daily  dose. 

It  is  generally  agreed  that  the  absolute  re- 
quirement for  this  factor  may  be  variable, 
depending  upon  such  factors  as  size  and 
caloric  intake  of  the  individual.  However, 
equations  have  been  derived  which  take  into 
consideration  some  of  these  variables  and 
are  useful  in  estimating  the  adult  vitamin  Bi 
requirement  (2). 

Application  of  these  equations  indicate  that 
approximately  225  International  units  of 
vitamin  B2  per  day  are  required  for  the  aver- 
age American  adult.  The  average  daily  in- 
fant requirement  has  been  estimated  to  be 


50  International  units,  increasing  to  200 
units  at  the  time  of  adolescence  (1).  The 
League  of  Nations  Technical  Commission 
recommends  a daily  intake  of  over  150  In- 
ternational units  for  pregnant  and  lactating 
women  (3). 

While  it  may  be  possible  to  estimate  the 
daily  intake  of  vitamin  Bt  which  will  pre- 
vent clinical  beriberi,  it  is  not  yet  possible 
to  state  the  minimum  amount  of  the  vitamin 
which,  when  imposed  on  an  otherwise  ade- 
quate diet,  will  promote  optimum  nutrition. 
There  is  increasing  belief  that  some  of  the 
vague  disorders,  noted  clinically,  may  be  in 
reality  manifestations  of  suboptimal  vitamin 
Bi  intake  (4) . 

Today,  we  have  the  new  concept  of  nutrition 
which  recommends  the  intelligent  inclusion 
in  the  varied  dietary  regime  of  foods  with 
known  nutritive  values — thereby  insuring 
that  the  individual  is  not  dwelling  in  “the 
twilight  zone  of  nutrition”.  Thus  has  arisen 
the  concept  of  “protective  foods”. 

Results  of  formal  bio-assay  have  established 
many  commercially  canned  foods  as  valu- 
able sources  of  vitamin  Bx  (5) . 
Incorporation  in  the  diet  of  the  wide  variety 
of  foods — made  available  throughout  the 
year  by  commercial  canning — will  assist  in 
the  acquisition  of  an  adequate  supply  of 
vitamin  B1?  as  well  as  other  members  of  the 
B complex,  essential  to  human  nutrition  and 
usually  occurring  in  nature  along  with  the 
antineuritic  factor  (6). 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  Cily 


(1)  1934-35.  Am.  Pub.  Healrh  Assn. 
Year  Book.  Page  70 

(2)  The  Vitamin  B Requirements  of 
Man.  G.  R.  Cowgill  Yale  Uni- 
versity Press.  New  Haven.  1935 


(3)  1936.  Nutr.  Abst.  and  Rev.  5,  855 

(4)  a.  1936.  J.  Am.  Med.  Assn.  106,  261 

b.  1935.  Ibid.  105,  1580 


(5)  a.  1932.  Ind.  Eng.  Chem.  24,  457 

b.  1932.  J.  Nutrition  5,  307 

c.  1934.  ibid.  8,  449 

d.  1935.  Ibid.  11,  383 

(6)  1934.  U.S.  Pub.  Health  Rpts.  49,754 


This  is  the  twenty-fifth  in  a series  of  monthly  articles,  which  will  summar- 
ize, for  your  convenience,  the  conclusions  about  canned  foods  ivhich  au- 
thorities in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 
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“The  Use  of  the  Thomas  Splint  in  Emergency 
Fractures”  were  shown  by  Dr.  J.  E.  Purdy,  Can- 
ton.— Clair  B.  King,  M.D.,  secretary. 

SUMMIT 

Dr.  Sidney  M.  McCurdy,  supervisor  of  the 
Medical  Division,  State  Industrial  Commission, 
spoke  on  “The  Relation  of  the  Medical  Profession 
to  Workmen’s  Compensation”,  at  a meeting  of 
the  Summit  County  Medical  Society,  May  4,  at 
the  Mayflower  Hotel,  Akron. — Bulletin. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

BELMONT 

A joint  meeting  of  the  Belmont  County  Medi- 
cal and  Dental  Societies  was  held  at  the  Martins 
Ferry  Hospital,  April  1.  Homer  B.  Porrett, 
D.D.S.,  Allegheny  Hospital,  Pittsburgh,  spoke  on 
“Oral  Surgery  Incident  to  General  Practice”. 

Members  of  the  society  visited  the  rehabilita- 
tion school  for  handicapped  children  at  Martins 
Ferry,  May  13. — C.  W.  Kirkland,  M.D.,  secre- 
tary. 

CARROLL 

An  interesting  program  was  presented  at  a 
meeting  of  the  Carroll  County  Medical  Society, 
at  Minerva,  May  6,  at  which  Dr.  Paul  Bennett, 
Alliance,  showed  pictures  and  lectured  on  his  re- 
cent trip  abroad. — Carl  A.  Lincke,  M.D.,  secre- 
tary. 

COLUMBIANA 

Dr.  Joseph  M.  Hayman,  assistant  medical  chief 
of  Lakeside  Hospital,  Cleveland,  spoke  on  “The 
Relation  of  Function  Tests  to  Kidney  Physiology 
and  its  Bearing  on  the  Use  of  Diuretics”,  at  a 
meeting  of  the  Columbiana  County  Medical  So- 
ciety, May  11,  at  Lisbon.  The  subject  was  ably 
and  interestingly  presented. — J.  W.  Schoolnie, 
M.D.,  secretary. 

TUSCARAWAS 

At  a business  meeting  of  the  Tuscarawas 
County  Medical  Society,  May  13,  at  New  Phila- 
delphia, it  was  established  that  the  society  is, 
and  has  been  unfavorable  toward  free,  public 
clinics  not  sponsored  by  the  society.  A motion 
was  adopted  instructing  the  president  to  file  with 
the  Board  of  Censors  a statement  regarding  the 
policy  of  the  society  on  this  question,  and  to  in- 
struct the  Censors  to  inform  offending  members 
that  association  with  such  clinics  is  considered 
unethical.^ — William  E.  Hudson,  M.D.,  secretary. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

MORGAN 

A joint  meeting  of  the  Morgan  County  Medical 
Society  and  the  Morgan  County  Bar  Association 


Professional  Protection 


SINCE  1399 
PECIALIZED 
E R V I C E 


A DOCTOR  SAYS:— 

“ Your  organization , 1 feel,  has  again  lived 
up  to  its  promises.  The  protection  that  your 
Company  offers  to  the  honest  and  conscien- 
tious practitioner  is  a wonderful  safeguard 
against  unfair  litigation.” 


OP  FORT  WAYNE,  INDIANA 


Ott  i? ta 


Service 
Exclusively 
Ethical 

Constant  research,  and  over 
Fifty  Years  experience  in 
manufacturing  pharmaceuti- 
cals for  physicians  is  the  basis 
of  our  honored  reputation. 

We  are  proud  and  appreciative 
of  the  confidence  reposed 


in  us. 


Write  for  our  complete  catalog. 

TheColumbusPharmacalCo. 

330  OAK  ST.  , COLUMBUS,  OHIO- 
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A preliminary  study  conducted  in  the  Department  of  Pediatrics  of  a prominent  Eastern 
University  was  made  with  three  groups  of  infants  (fifty  babies  in  each).  The  study 
was  intended  to  duplicate  the  usual  type  case  as  seen  by  the  practicing  physician 
such  as  vomiting,  constipation,  and  other  disorders  relating  to  the  digestive  system. 

To  determine  any  differences  between  cow’s  milk,  lactic  acid  milk,  and  gelatinized 
milk*  was  the  purpose.  The  results  as  reported  (Archives  of  Pediatrics  January- 
February  1937)  are: 


1.  Infants  fed  gelatinized  milk  appeared  to  be  less  susceptible  to  infections,  espe- 
cially upper  respiratory  infections,  than  those  fed  acidified  or  cow’s  milk. 

2.  The  occurrence  of  diarrhea  was  less  frequent  in  the  gelatinized  milk  group  and 
acidified  milk  group  than  in  the  plain  milk  group. 


3-  The  group  of  infants  fed  gelatinized  milk  had  a better  rate  of  gain  than  those 
groups  fed  acidified  milk  or  plain  cow’s  milk. 

4.  Vomiting  and  "appetite  poor”  symptoms  among  the  infants  were  obviated  or 
showed  improvements  when  fed  gelatinized  milk  in  contrast  to  the  feeding 
results  of  the  other  groups  which  showed  little  change. 

5.  The  infants  in  the  gelatinized  milk  group  had  more  favorable  results  than  the 
acidified  milk  group  or  cow’s  milk  group  in  relation  to  constipation. 


* IT 


One  or  two  per  cent  of  Knox  Gelatine  was  added  to  the 
formula  water  which  had  been  boiled  and  cooled.  The 
gelatine  was  softened  ten  minutes  before  being  added  to 
the  milk  of  the  formula. 


i 


KNOX  SPARKLING  GELATINE 

KNOX  GELATINE  LABORATORIES 
487  Knox  Avenue,  Johnstown,  New  York 

Kindly  send  me  a copy  of  above-mentioned  report.  Include  a sample  of 
Knox  Gelatine  for  me  to  try. 

Name  

Street 
City 


State 
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was  held  at  the  Kennebec  Hotel,  McConnelsville, 
April  20.  G.  0.  McGonagle,  McConnelsville  at- 
torney, discussed  the  relationship  between  the 
two  professions. — News  clipping. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

JACKSON 

Officers  of  the  Jackson  County  Medical  So- 
ciety for  1937  are:  Dr.  J.  S.  Hunter,  Jackson, 
president;  Dr.  J.  J.  McClung,  Jackson,  secretary- 
treasurer;  Dr.  W.  R.  Evans,  Jackson,  legislative 
committeeman;  Dr.  E.  T.  Dando,  Wellston,  medi- 
cal defense  committeeman;  Dr.  A.  G.  Ray,  Jack- 
son,  delegate,  and  Dr.  W.  R.  Riddell,  Jackson, 
alternate. — J.  J.  McClung,  M.D.,  secretary. 

LAWRENCE 

The  following  resolution  was  adopted  at  a 
meeting  of  the  Lawrence  County  Medical  Society 
at  Ironton,  March  22: 

“Whereas  the  training  and  professional  skill  of 
a physician  is  his  stock  in  trade  in  the  same  sense 
as  the  merchandise  of  the  merchant  or  the  money 
of  a banker,  and, 

“Whereas  contributions  of  physicians’  services 
to  the  public  welfare  have  a value  which  differs 
in  no  respect  from  merchandise  or  money  except 
that  its  value  can  not  be  definitely  determined, 
and, 

“Whereas  the  Lawrence  County  Welfare 
Bureau  has  arbitrarily  set  a fee  of  fifteen  dollars 
for  obstetrical  services  to  “relief”  clients  with- 
out consulting  the  Lawrence  County  Medical  So- 
ciety, and  in  the  face  of  a steadily  mounting  cost 
of  living,  Therefore  Be  It  Resolved: 

“That  the  Lawrence  County  Medical  Society  set 
a minimum  fee  of  twenty-five  dollars  for  “relief” 
obstetrical  cases  within  five  miles  of  the  attend- 
ing physician’s  home  or  office,  additional  mileage 
fees  to  be  charged  as  usual  beyond  the  five  mile 
limit. 

“That  the  above  fee  entitle  the  patient  to  two 
prenatal  office  calls  and  two  post  partum  (post- 
natal) calls. 

“That  in  abnormal  cases  such  as  forceps  de- 
livery, where  the  life  of  the  mother  or  child  is  at 
stake,  the  attending  physician  be  allowed  an  ad- 
ditional fee  of  ten  dollars,  and  that  in  the  event 
an  assistant  be  called  ii>to  the  case,  he  also  be 
allowed  a fee  of  ten  dollars. 

“That  a copy  of  this  resolution  be  sent  to  every 
practicing  physician  in  Lawrence  County,  to  the 
County  Commissioners,  the  Welfare  Director,  the 
State  Medical  Association,  the  Scioto  County 
Medical  Society,  and  a copy  kept  for  the  perma- 
nent record  of  the  Lawrence  County  Medical  So- 
ciety.”— Wm.  A.  French,  Jr.,  M.D.,  secretary. 

SCIOTO 

At  a meeting  of  the  Hempstead  Academy  of 
Medicine,  May  11,  at  Portsmouth,  Dr.  George  T. 
Harding,  Columbus,  spoke  on  “Differential  Diag- 


TWENTY  MILLION 
CIGARETTE 
SMOKERS 

7ITH  more  than  20,000,000  ciga- 
* * rette  smokers  in  the  country,  the 
effects  of  cigarette  smoking  should  be 
of  vital  interest  to  the  medical  pro- 
fession. 

One  phase  of  the  subject  is  the  irri- 
tant properties  of  cigarette  smoke. 
Studies  show  that  Philip  Morris  ciga- 
rettes, in  which  diethylene  glycol  is 
used  as  the  hygroscopic  agent,  are  con- 
siderably less  irritating  than  cigarettes 
in  which  glycerine  is  employed.* 

Try  Philip  Morris  yourself.  Test  them 
on  your  patients.  Your  findings  will 
confirm  Philip  Morris  superiority. 


For  exclusive  use  of  practising  physicians 

PHILIP  MORRIS  & CO.  Ltd.  Inc. 
119  Fifth  Avenue  New  York 

Please  send  me 
★ Reprints  of  papers  from 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,32, 241-245  Cl 
Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154  Cl 
N.Y.  State  Jour.  Med.,  June  1935,  Vol.  35,  No.  11  □ 
Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  58-60  Cl 
* 

SIGNED: 

ADDRESS — 
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nosis  of  Common  Mental  Diseases”. — W.  M.  Sin- 
gleton, M.D.,  secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D..  COLUMBUS) 

FRANKLIN 

The  following  programs  were  presented  by  the 
Columbus  Academy  of  Medicine  during  May: 

May  3 — Symposium  on  Rabies.  Motion  picture, 
“Human  Rabies”;  “Twenty  Years  Past  Exper- 
ience with  the  Disease”,  by  J.  Mcl.  Phillips,  M.D., 
formerly  assistant  professor  of  pathology,  Col- 
lege of  Veterinary  Medicine,  Ohio  State  Univer- 
sity, and  formerly  director  of  Pasteur  Institute, 
Columbus;  “Distribution  of  the  Disease  in  Ohio, 
and  Laboratory  Procedures”,  by  Leo  F.  Ey, 
director  of  laboratories,  State  Department  of 
Health.  “Veterinary  and  Public  Health  Prob- 
lems”, by  A.  F.  Schalk,  D.V.S.,  Ohio  State  Uni- 
versity College  of  Veterinary  Medicine. 

May  10 — Meningitis.  “Epidemic  Cerebro- 
spinal”, by  Dr.  E.  G.  Horton;  “Pneumocoecic”, 
by  Dr.  Robin  Obetz;  “Streptococcic”,  by  Dr. 
Harry  E.  LeFever. 

May  17 — Anterior  Poliomyelitis.  “Etiology 
and  Prevention”,  by  Dr.  N.  P.  Hudson;  “Diag- 
nosis”, by  Dr.  J.  E.  Brown,  Jr.;  “Treatment”,  by 
Dr.  S.  D.  Edelman;  “Management  of  Sequelae”, 
by  Dr.  E.  H.  Wilson. 

May  24— Section  of  General  Medicine.  “Apo- 
morphine”,  by  Dr.  Hervey  W.  Whitaker,  with 
discussion  by  Dr.  John  Rauschkolb;  “Hospitals 
and  Diseases  of  South  America”,  by  Dr.  Frank 
Warner. — Bulletin. 

MORROW 

The  Morrow  County  Medical  Society  held  its 
monthly  meeting  at  the  Globe  Hotel,  Mt.  Gilead, 
May  11.  Dentists,  funeral  directors  and  regis- 
trars of  the  county  were  guests  at  the  meeting. 
I.  C.  Plummer,  chief,  Bureau  of  Vital  Statistics, 
State  Department  of  Health,  gave  a very  in- 
teresting talk  on  the  work  of  his  bureau.- — T. 
Caris,  M.D.,  secretary. 


The  Wendt -Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons — and  the  many  people  they  serve 

Two  Prescription  Departments 

maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 
Other  Complete  Departments 
OFFICE  EQUIPMENT 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 

W-B  Pharmaceutical  Supplies 
JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 


Prompt  Service  on  Phone  Orders 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


Club  Honors  Two  Physicians 

Two  of  the  first  physicians  of  Polish  ancestry 
in  Cleveland,  Dr.  Peter  S.  Smigel  and  Dr.  Frank 
J.  Kuta,  founders  of  the  Polish  Medical  and  Den- 
tal Arts  Club,  were  recently  presented  with 
diplomas  of  honorary  membership  in  the  club. 
Dr.  Hippolit  Matuzeski  was  chairman  of  the 
presentation  committee,  assisted  by  Dr.  P.  J. 
Warren  and  Dr.  J.  P.  Wycislik. 


Cincinnati — Dr.  Albert  H.  Freiberg,  professor 
of  orthopedic  surgery,  University  of  Cincinnati 
College  of  Medicine,  was  toastmaster  at  a din- 
ner following  the  14th  Annual  Meeting  of  the 
Chicago  Orthopedic  Society,  at  Chicago,  May  14. 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 

AT 


The  Rupp  & Bowman  Co. 

319  Superior  St.  Toledo,  Ohio 


June,  1937 


Activities  of  County  Societies 


713 


INFANT  FEEDING  PRACTICE 


T 

Xmproved  economic  conditions  are 
returning  babies  to  private  practice. 
Encourage  it. 

The  doctor  knows  bis  practice,  the 
mother  her  economies.  When  the  in- 
fant feeding  materials  prescribed  are 
within  the  reach  of  every  budget, 
mothers  will  appreciate  the  physician 
and  babies  will  thrive. 

Karo  is  a most  economical  milk- 
modifier.  It  consists  of  dextrins,  malt- 
ose and  dextrose  (with  a small  per- 
centage of  sucrose  added  for  flavor) 
and  is  suitable  for  every  formula. 

A tablespoon  of  Karo  gives  twice 
the  number  of  calories  (60)  in  com- 


should  be  in 
the  private 
doctor’s 
office 

parison  with  a tablespoon  of  any 
powdered  maltose  - dextrins  - dextrose, 
including  Karo  powdered.  Karo  is 
well  tolerated,  highly  digestible,  not 
readily  fermentable  and  effectively 
utilized  by  infants. 

For  further  information,  write 

CORN  PRODUCTS  SALES  COMPANY 
Dept.  S.J.6, 17  Battery  Place,  New  York,  N.  Y. 


'A'  Infant  feeding  practice  is  primarily  the  concern  of  the  physician,  therefore, 
Karo  for  infant  feeding  is  advertised  to  the  Medical  Profession  exclusively. 


BUCKEYE  NEWS  NOTES 


Akron — Officers  of  the  Akron  Academy  of 
Ophthalmology  and  Otolaryngology  for  1937  are: 
Dr.  L.  E.  Brown,  president;  Dr.  E.  L.  Mather, 
vice-president,  and  Dr.  C.  R.  Anderson,  secretary. 
They  served  in  1936  and  were  re-elected  for 
another  year. 

Alliance — An  illustrated  lecture  on  “Tuber- 
culosis” was  delivered  by  Dr.  E.  B.  Pierce,  super- 
intendent of  the  Molly  Stark  Sanatorium,  Can- 
ton, recently  at  Mt.  Union  College  chapel. 

Carey — Dr.  H.  K.  Van  Buren  narrowly  escaped 
from  his  burning  sedan  after  it  had  skidded  from 
the  road  near  here  recently. 

Chillicothe — Members  of  the  Chillicothe  Hos- 
pital staff  have  organized  by  electing  Dr.  H.  R. 
Brown,  president;  Dr.  D.  A.  Perrin,  vice  presi- 
dent, and  Dr.  Walter  L.  Evans,  secretary. 

Cincinnati — Plans  of  Cincinnati  medical  and 
health  groups  for  participation  in  the  national 
campaign  for  the  control  of  syphilis  were  out- 
lined by  Dr.  Carl  A.  Wilzbach,  executive  secre- 
tary of  the  Social  Hygiene  Society,  at  a recent 
meeting  of  the  Lions  Club. 


Cleveland — Dr.  Harold  N.  Cole  was  one  of  the 
guest  speakers  at  the  recent  annual  postgraduate 
course  of  the  Indiana  University  School  of  Medi- 
cine and  the  Indiana  State  Medical  Association 
held  at  Indianapolis. 

Columbus — “What  a Man  of  Middle  Age  Ought 
to  Know  About  Heart  Diesase”,  was  the  subject 
discussed  by  Dr.  J.  H.  J.  Upham,  at  a recent 
meeting  of  the  Kiwanis  Club. 

Defiance — Dr.  E.  P.  Mitchell  has  recently  re- 
turned from  Roanoke,  Va.,  where  he  attended  the 
annual  graduate  course  at  Gill  Memorial  Eye, 
Ear,  and  Throat  Hospital. 

Delphos— Dr.  0.  E.  Harvey,  superintendent  of 
the  district  Tuberculosis  Hospital,  Lima,  re- 
cently addressed  the  Kiwanis  Club. 

Dresden — A talk  on  preventive  medicine  was 
given  by  Dr.  Donald  K.  Matthews  at  a recent 
meeting  of  the  local  Grange. 

East  Liverpool — Dr.  E.  W.  Miskall  is  the  new 
president  of  the  Columbiana  County  Public 
Health  League. 

Elyria — Dr.  E.  H.  Evans  spoke  on  his  ten 


When  dealing  with  Cancer . . . 

consider  the  utility,  accessibility  and 

Low-Cost  oi  Radium  Therapy 

“Equivalent  to  radium  ownership  without  CAPITAL  investment.  You 
keep  possession  continuously.  We  pay  insurance  and  upkeep.  50  milli- 
grams for  $22.50  per  month:  100  milligrams  $40.00.  Larger  amounts 
in  proportion.  The  initial  lease  is  for  a period  of  one  year.  New 
radium.  Modern  platinum  containers." 

Any  quantity  available  by  special  delivery  express.  Platinum  tubes  and 
needles,  and  plaques,  in  all  dosage  range.  The  basic  rate  is  $ 1 0 for  50 
milligrams  for  36  hours  actual  time  of  application. 

Radium  in  all  forms  available  for  purchase  in  any  quantity  at  the  lowest 
price  in  the  history  of  the  radium  industry. 

Radon  in  ALL-GOLD  implants  at  $2.50  per  millicurie. 

THE  COMPLETE  SERVICE  FOR  RADIUM  USERS 

Telephone  Randolph  8855  or  write  or  wire 

RADIUM  AND  RADON  CORPORATION 

Marshall  Field  Annex  Building  25  E.  Washington  St. 

CHICAGO,  ILLINOIS 


Leasing  Plan: 

Rental  Plan: 

Purchase  Plan: 
Radon: 
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when  a full 
is  important 


During  illness,  or  before  an  operation, 
sleep  is  particularly  necessary;  yet  fear 
and  worry  often  rob  the  patient  of  needed 
rest.  In  such  cases  the  use  of  a safe  and 
effective  sedative  is  advisable. 

Ipral  Calcium  has  been  used  for  more 
than  twelve  years  as  a safe  sedative  and 
hypnotic.  It  induces  a sound,  restful  sleep 
closely  resembling  the  normal,  from 
which  the  patient  awakens  calm  and  gen- 
erally refreshed.  Ipral  is  readily  absorbed 
and  rapidly  eliminated,  its  effect  being 
chiefly  confined  to  a selective  action  on 
the  higher  cerebral  centers.  In  therapeutic 
doses  no  untoward  organic  or  systemic 
effects  have  been  reported  from  its  use. 

Ipral  Calcium  (calcium  ethylisopro- 
pylbarbiturate)  is  supplied  in  2-gr.  tab- 


lets and  in  powder  form  for  use  as  a 
sedative  and  hypnotic. 

Ipral  Sodium  (sodium  ethylisopropyl- 
barbiturate)  is  supplied  in  2-gr.  tablets 
and  capsules  for  hypnotic  use  and  in 
4-gr.  tablets  for  preanesthetic  medication. 

Tablets  Ipral-Aminopyrine  (2  gr- 
Ipral,  2.33  gr.  Aminopyrine  Squibb) 
provide  both  analgesic  and  sedative 
effects. 

Ipral  Calcium  (Powder)  is  available  in 
1-oz.  bottles.  Tablets  Ipral  Calcium  2 gr., 
Tablets  Ipral-Aminopyrine  4.33  gr.,  Tab- 
lets Ipral  Sodium  2 gr.  and  4 gr.  and 
Capsules  Ipral  Sodium  2 gr.  are  available 
in  bottles  of  100  and  1000. 

For  literature  address  Professional  Service 
Department,  743  Fifth  Avenue,  New  York. 


PRODUCTS 


W MADE  BY  E.  R.  SQUIBB  & SC 


MADE  BY  E.  R.  SQUIBB  & SONS,  MANUFACTURING 
CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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years’  experience  as  a medical  missionary  at  a 
recent  meeting  of  the  Parent-Teacher  Associa- 
tion. 

Fostoria — Dr.  J.  H.  Norris  recently  celebrated 
his  82nd  birthday.  Dr.  Norris  has  been  practicing 
medicine  for  60  years,  57  of  them  in  Fostoria. 

Gallipolis — The  accomplishment  of  the  local 
public  health  and  school  health  programs  were 
reviewed  by  Dr.  H.  B.  Thomas  at  a recent  meet- 
ing of  the  Rotary  Club. 

Georgetown — Plans  are  being  discussed  for  a 
new  tri-county  tuberculosis  hospital  for  Brown, 
Clermont  and  Adams  counties. 

Grove  City — Speakers  at  the  “Doctor’s  Night-’ 
of  the  local  Chamber  of  Commerce,  were  Dr.  H. 
L.  Mitchell,  Franklin  County  health  commissioner, 
and  Dr.  P.  L.  Harris,  assistant  chief  of  the 
Bureau  of  Venereal  Diseases,  State  Department 
of  Health. 

Hamilton — A committee  consisting  of  Dr. 
Harry  M.  Lowell,  Dr.  Neil  Millikin,  Dr.  Edward 
Keating,  Dr.  William  M.  Hayes  and  Dr.  C.  L. 
Weston  is  arranging  for  the  establishment  of  a 
medical  library  at  Mercy  Hospital. 

Homeworth — Dr.  J.  F.  Elder,  who  has  prac- 
ticed in  Mahoning  and  Columbiana  Counties  for 
many  years,  has  moved  his  office  to  Sharon,  Pa. 

Ironton — Dr.  George  G.  Hunter  has  been  ap- 
pointed a member  of  the  Board  of  Trustees,  Ohio 
University,  Athens,  by  Governor  Davey,  for  a 
term  ending,  May  17,  1942. 

Kenton — Dr.  C.  G.  Jackson  recently  addressed 
a meeting  of  the  Biological  Society  of  Ohio 
Northern  University,  Ada. 

Madison — Dr.  J.  V.  Winans  has  been  re-elected 
president  of  the  Lake  County  Health  Board. 

Mansfield — The  Mansfield-Richland  County 
public  health  department  was  awarded  honorable 
mention  for  the  second  successive  year  in  the 
eighth  annual  City  and  Rural  Health  Conserva- 
tion contest  conducted  by  the  United  States 
Chamber  of  Commerce  and  the  American  Public 
Health  Association.  Dr.  Roy  C.  Rehder,  assistant 
health  commissioner,  was  recently  elected  health 
commissioner  succeeding  Dr.  M.  C.  Hanson,  who 
became  health  director  at  Toledo  May  1. 

Marion — At  a recent  meeting  of  the  local 
chapter  of  the  Pan  American  Medical  Associa- 
tion, Dr.  John  LoCricchio,  who  spent  several 
years  in  Brazil,  South  America,  read  a paper  on 
“Malaria”. 

Martins  Ferry — Dr.  and  Mrs.  Richard  H.  Wil- 
son recently  returned  from  a trip  around  the 
world. 

Massillon — Motion  pictures  showing  the  Bohler 
treatment  of  reducing  fractures  were  shown  by 
Dr.  J.  A.  Carnes  at  a recent  meeting  of  the 
Kiwanis  Club. 

Middletown — The  Middletown  Hospital  Asso- 
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ciation  was  bequeathed  $1,000  in  the  will  of  the 
late  Mrs.  Ida  May  Felter. 

Mingo  Junction — Dr.  John  L.  Quinn,  Steuben- 
ville, spoke  on  “The  Common  Cold”  at  a recent 
meeting  of  the  Kiwanis  Club. 

New  Philadelphia — Dr.  Wm.  E.  Hudson  has 
been  appointed  superintendent  of  the  new  Tus- 
carawas County  Tuberculosis  Hospital. 

Oak  Hill — Dr.  Martin  R.  Wedemeyer  was  ser- 
iously injured  in  an  automobile  accident  near 
Pedro  recently. 

Salem — Advancements  made  by  the  medical 
profession  in  the  past  50  years  were  outlined  by 
Dr.  P.  Calvin  Hartford,  East  Palestine,  at  a re- 
cent meeting  of  the  Rotary  Club.  Dr.  Fred  R. 
Crowgey  arranged  the  program. 

St.  Clairsville — Outstanding  poems  of  many 
nations  were  recited  by  Dr.  W.  Miles  Garrison, 
superintendent  of  the  Belmont  County  Sani- 
torium,  at  a recent  meeting  of  the  Woodsfield 
Kiwanis  Club. 

Toledo — Dr.  Dudley  M.  Stewart  was  invited  by 
the  Michigan  Association  of  Roentgenologists  to 
read  a paper  on  “Bone  Manifestations  of 
Syphilis”  at  a recent  meeting  of  that  association 
in  Detroit. 

Urbana — A campaign  is  now  under  way  to 
raise  $8,000  to  purchase  new  furniture  and  equip- 
ment for  the  Champaign  County  Hospital. 

Vermilion — Dr.  E.  J.  Heinig  is  recovering 
from  injuries  received  in  an  automobile  accident 
recently. 

Wadsworth — Dr.  R.  L.  Johnson  has  been  elected 
chief  of  staff  of  the  Municipal  Hospital. 

Wapakoneta — Dr.  Clyde  W.  Berry  was  injured 
in  an  automobile  accident  near  Lima  recently. 

Warren — Dr.  W.  K.  Stewart,  Youngstown, 
spoke  on  “The  Administration  of  Poor  Relief” 
at  a recent  meeting  of  the  Association  of  Social 
Workers  of  Trumbull  County. 

Wauseon — At  the  recent  annual  spring  meet- 
ing of  the  combined  staffs  of  Flower  Hospital, 
Toledo  and  Detwiler  Memorial  Hospital,  Wau- 
seon, addresses  were  made  by  Dr.  N.  Worth 
Brown,  Dr.  W.  H.  Meffley  and  Dr.  Kenneth  C. 
McCarthy,  Toledo.  Dr.  Edwin  R.  Murbach,  Arch- 
bold is  secretary  of  the  Detwiler  Hospital  com- 
mittee. 

Xenia — Dr.  Wm.  Kelley  Hale,  Wilmington,  dis- 
cussed the  photographing  of  nature  objects  at  a 
recent  meeting  of  the  Kiwanis  Club. 

Youngstown — Physicians  who  filled  engage- 
ments arranged  by  the  Speakers’  Bureau  of  the 
Mahoning  County  Medical  Society  during  April 
included:  Dr.  Wm.  M.  Skipp,  Dr.  C.  A.  Gustaf- 
son, Dr.  Henri  Schmid,  Dr.  M.  H.  Steinberg,  Dr. 
W.  Mermis,  Dr.  I.  C.  Smith,  Dr.  J.  P.  Harvey  and 
Dr.  Paul  J.  Mahar. 
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Maternal  and  Child  Care  Plans 

The  Conference  of  State  and  Territorial  Health 
Officers,  meeting  with  the  U.  S.  Children’s 
Bureau  at  Washington,  D.  C.,  on  April  9, 
unanimously  adopted  the  following  recommenda- 
tions of  a joint  meeting  of  the  Committee  on 
Maternal  and  Child  Health  of  the  State  and  Ter- 
ritorial Health  Officers  and  the  Child-Hygiene 
Committee  of  the  State  and  Provincial  Health 
Authorities  of  North  America,  agreed  to  April 
4,  1937. 

1.  That  the  Children’s  Bureau  prepare  and 
send  a questionnaire  relating  to  present  facilities 
and  resources  for  maternal  and  child  health  to 
the  States  and  Territories. 

2.  That  the  medical  schools  of  the  country  be 
encouraged  to  provide  more  adequate  instruction 
in  maternal  and  child  care  through  their  ob- 
stetrical and  pediatric  departments  in  order  that 
their  graduates  may  be  better  prepared  to  prac- 
tice preventive  as  well  as  curative  medicine  and 
render  service  of  such  a character  that  the  ma- 
ternal death  rate  would  be  lowered  and  that 
further  reduction  would  be  made  in  the  infant 
death  rate,  and  that  the  assistance  and  coopera- 
tion of  the  Council  on  Medical  Education  of  the 
American  Medical  Association  be  enlisted  in  the 
furtherance  and  promotion  of  this  program  of 
better  instruction  in  these  schools. 

3.  That  it  is  necessary  to  extend  the  maternal 
and  child-health  work  now  being  conducted  in  the 
States  and  Territories. 

For  the  purposes  of  developing  sound  pro- 
cedures in  this  field,  the  joint  committee  recom- 
mends that  (1)  resources  be  made  available  so 
that  qualified  local  practitioners  of  medicine  and 
qualified  nurses  be  made  available  for  all  aspects 
of  maternal  care  to  those  women  who  are  unable 
to  secure  this  service  otherwise  and  (2)  neces- 
sary consultation  service  and  emergency  hos- 
pitalization for  these  women  should  also  be  pro- 
vided. 

Medical  leadership  is  both  desirable  and  neces- 
sary and  the  right  of  the  patient  to  choose  her 
own  physician  should  be  recognized. 

4.  That  the  facilities  for  postgraduate  educa- 
tion for  physicians  and  nurses  be  extended  and 
that  in  cooperation  with  the  State  medical  so- 
cieties an  analysis  be  made  of  the  causes  of 
maternal  deaths  in  order  to  demonstrate  the  need 
for  better  obstetric  practice. 


Causes  of  Highway  Mishaps  Studied 

Extensive  research  into  the  causes  of  highway 
accidents  is  in  progress  by  the  Bureau  of  Public 
Roads,  the  U.  S.  Secretary  of  Agriculture  re- 
cently reported  to  Congress.  The  Bureau  is  co- 
operating with  nationally  recognized  agencies  in 
the  field  of  highway  safety.  A detailed  study 
is  being  made  into  the  lack  of  uniformity  in 
state  motor  vehicle  laws,  which  is  regarded  as 
an  important  contributing  cause  of  highway  ac- 
cidents. Characteristics  and  habits  of  drivers 
and  identification  of  dangerous  drivers  is  also 
being  studied.  According  to  the  Bureau  reports, 
the  accident  expectancy  of  the  average  driver  is 
one  accident  in  about  25  years. 
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THE  DIAGNOSIS  AND  SURGICAL  TREATMENT  OF  ABDOMINAL 
SURGICAL  CONDITIONS  IN  YOUNG  INFANTS 

By  LLOYD  B.  JOHNSTON,  M.D..  F.A.C.S.,  Cincinnati,  Ohio 


THIS  paper  deals  with  abdominal  or  closely 
allied  surgical  conditions  which  have  been 
treated  in  private  surgical  practice.  The 
fifty-seven  cases  which  are  reported  were  all 
under  2%  years  of  age,  and  with  the  exception 
of  four  cases  they  were  all  taken  care  of  at  the 
Good  Samaritan  Hospital. 

CONGENITAL  HYPERTROPHIC  PYLORIC  STENOSIS 
In  this  group  there  were  thirty-two  cases  veri- 
fied by  operation.  Twenty-seven  were  males  and 
five  females.  Twenty-one  were  first-born  infants. 
The  average  birth  weight  was  7 lbs.,  8 oz.,  the 
average  maximal  weight  8 lbs.,  5 6z.,  the  average 
weight  at  the  time  of  operation  7 lbs.,  10  oz.,  and 
the  average  weight  on  leaving  the  hospital  8 lbs., 
5 oz.  The  average  age  at  the  onset  of  symptoms 
was  3-1/3  weeks,  the  earliest  three  days  and  the 
latest  eight  weeks.  The  average  age  at  operation 
was  6-2/3  weeks,  the  youngest  three  weeks  and 
the  oldest  twelve  weeks.  The  pre-operative  feed- 
ing record  is  not  accurate  but  the  breast  fed  and 
artificial  fed  infants  were  about  equal  in  number. 
The  average  hospital  stay  was  twelve  days,  the 
shortest  six  days  and  the  longest  thirty-one  days. 

The  diagnosis  of  this  condition  is  based  upon 
the  history  of  forceful  vomiting  beginning 
usually  several  weeks  after  birth,  the  presence  of 
visible  peristaltic  waves,  and  the  presence  of  a 
palpable  mass.  Some  cases  have  been  verified  by 
roentgenological  examination  showing  partial  re- 


Read  before  the  Section  on  Surgery,  Ohio  State  Medical 
Association,  at  the  91st  Annual  Meeting,  Dayton,  Ohio, 
April  28  and  29,  1937. 
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• Dr.  Johnston  is  a graduate  of  Johns  Hopkins 
University  School  of  Medicine,  1922;  fellow 
American  College  of  Surgeons;  attending  sur- 
geon, Good  Samaritan  Hospital;  junior  sur- 
geon, Christ  Hospital,  Cincinnati. 


tention  of  a barium  feeding.  Dr.  Edward  A. 
Wagner  routinely  passes  an  opaque  catheter 
under  the  fluoroscope,  and  he  feels  that  the  fail- 
ure to  pass  the  catheter  beyond  the  pylorus  is 
corroborative  evidence  of  pyloric  obstruction.  In 
this  series  only  nine  were  examined  roent- 
genotogieally  after  having  been  given  barium, 
but  an  indefinite  number  were  subjected  to  the 
passage  of  an  opaque  catheter. 

Having  made  the  diagnosis,  the  decision  to  sub- 
ject the  infant  to  surgical  treatment  is  based 
upon  the  presence  of  a palpable  mass,  the  fail- 
ure to  respond  to  thick  feedings  and  medication, 
progressive  loss  in  weight,  or  failure  to  gain  in 
weight.  The  presence  of  a palpable  mass  is  con- 
sidered a fairly  definite  surgical  indication.  All 
other  indications  being  present  the  failure  to 
palpate  a mass  does  not  contra-indicate  surgical 
treatment. 

The  uniformly  good  results  in  our  cases  are 
due  in  a large  measure  to  the  fact  that  the  sur- 
gical treatment  was  requested  by  the  pediatrician 
before  great  loss  of  weight  had  occurred.  The 
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average  weight  at  operation  was  two  ounces 
greater  than  the  average  birth  weight.  In  twelve 
cases  the  average  weight  at  operation  was  ten 
ounces  below  the  average  birth  weight. 

I am  indebted  to  Dr.  D.  W.  Palmer  of  Cincin- 
nati for  my  knowledge  of  the  details  of  the  pre- 
operative, operative  and  post-operative  treat- 
ment. Careful  pre-operative  care  is  extremely 
important.  The  infant  is  given  a hypodermocylsis 
of  100  to  150  cc.  of  5 per  cent  glucose  in  normal 
saline  daily  for  one  to  three  days  preceding 
operation.  On  the  morning  of  operation  the  in- 
fant is  given  another  hypodermoclysis  and  also 
a colon  irrigation.  The  stomach  is  thoroughly 
washed  with  normal  saline  by  means  of  a Luer 
syringe  and  a small  catheter.  After  the  fluid  re- 
turns clear  15  to  20  drops  of  paregoric  are  given 
and  the  catheter  is  withdrawn. 

The  typical  Fredet-Ramstedt  operation  is  per- 
formed through  a high  right  rectus  incision. 
Local  anesthesia  has  been  used  routinely  and  we 
think  that  it  is  partially  responsible  for  the  re- 
covery of  all  these  cases.  The  wound  is  closed 
layer  by  layer  using  No.  000  plain  catgut  in  all 
layers  except  the  outer  sheath  of  the  right  rectus 
and  the  skin,  each  of  which  is  closed  with  inter- 
rupted fine  black  silk. 

Nine  hours  after  the  operation  the  infant  is 
given  another  hypodermoclysis,  and  one-half 
ounce  of  water  is  given  orally  every  three  hours. 
Eighteen  hours  after  operation  one-half  ounce  of 
half  strength  Dryco  is  substituted  for  the  water. 
The  first  post-operative  day  the  three  hourly  feed- 
ing is  usually  increased  to  one  ounce  of  half 
strength  Dryco,  and  by  the  second  or  third  day 
the  infant  takes  two  ounces  every  three  hours. 
The  morning  after  operation  the  infant  is  given 
one  drachm  of  castor  oil.  Hypodermoclyses  are 
continued  for  two  or  three  days.  Blood  trans- 
fusions have  been  given  only  to  two  or  three  very 
weak  under-nourished  infants.  The  pediatrician 
handles  the  feeding  after  the  second  day.  While 
most  infants  have  been  fed  with  Dryco  through- 
out their  hospital  stay,  certain  ones  have  required 
a change  in  feeding.  Breast  milk  was  obtained 
for  one  or  two  cases.  The  convalescence  is  gen- 
erally smooth.  Many  cases  have  never  vomited 
after  operation.  Slight  eructation  of  a few 
drachms  of  a feeding  often  occurs.  Once  in  a 
while  a whole  feeding  is  vomited. 

In  the  thirty-two  cases  in  which  the  Fredet- 
Ramsted  operation  was  done  there  have  been  no 
deaths,  and  in  so  far  as  we  know  their  ultimate 
course  has  been  free  from  gastric  disturbances. 
These  infants  soon  reach  a state  of  normal 
nutrition. 

OTHER  FORMS  OF  PYLORIC  OR  DUODENAL 
OBSTRUCTION 

In  two  cases  in  which  the  pylorus  was  of  nor- 
mal size  we  found  it  closely  adherent  to  the 
transverse  colon  by  fine  sheets  of  adhesions. 


These  were  freed  allowing  the  colon  to  drop  to 
its  normal  position.  One  recovered  after  a stormy 
convalescence  and  one  died.  There  were  two  cases 
of  duodenal  obstruction.  The  first  one  was  a case 
of  complete  atresia  of  the  duodenum  just  above 
the  ampulla  of  Vater.  This  infant  died  before  it 
could  be  prepared  for  operation.  The  second  case 
had  a markedly  dilated  duodenum  due  to  a con- 
striction at  the  ligament  of  Treitz,  resulting  from 
the  torsion  of  the  mesentery  of  the  small  intes- 
tine, which  was  made  possible  because  of  an  in- 
completely rotated  cecum  so  situated  that  the 
base  of  the  mesentery  was  a narrow  pedicle.  This 
infant  died  after  a second  operation  at  which  a 
duodeno-jejunostomy  was  done.  In  such  cases 
where  exploration  and  handling  of  viscera  are 
necessary  a general  anesthetic  must  be  used.  One 
infant  had  a perfectly  normal  pylorus  free  of 
adhesions.  It  remained  a feeding  problem  and 
died  at  one  year  of  age. 

ACUTE  APPENDICITIS 

This  condition  is  uncommon  in  young  infants 
although  cases  have  been  reported  in  the  early 
weeks  of  life.  In  this  series  there  have  been  five 
cases  under  2%  years  of  age,  the  youngest  hav- 
ing been  18  months.  All  had  perforated  except 
one.  Perforation  with  abscess  formation  or  peri- 
tonitis has  generally  occurred  before  the  pediatri- 
cian is  called.  The  early  diagnosis  of  acute  ap- 
pendicitis in  young  infants  is  extremely  difficult, 
and  it  requires  careful  observation  and  examina- 
tion of  the  abdomen.  Abdominal  distress,  vomit- 
ing, local  tenderness  and  leucocytosis  are  the 
chief  findings  which  help  make  the  diagnosis 
after  having  ruled  out  as  nearly  as  possible 
enteritis,  pneumonia  or  pyelitis.  Abdominal  rigid- 
ity is  usually  not  marked  in  infants.  Four  of  the 
five  cases  recovered  and  one  died.  We  believe 
that  surgical  treatment  should  be  instituted  when 
the  diagnosis  is  made. 

PEPTIC  ULCER  OF  MECKEL'S  DIVERTICULUM 

We  have  had  two  cases  in  this  group,  one  male 
infant  of  18  months  and  one  a female  infant  of 
15  months.  The  most  common  clinical  picture  of 
this  condition  is  that  of  repeated  massive  intes- 
tinal hemorrhages.  The  physical  findings  are 
negative  except  for  anemia.  In  the  anemic  state 
the  peptic  ulcer  is  likely  to  perforate  with  re- 
sulting peritonitis.  Occasionally,  as  in  our  first 
case,  acute  perforation  will  occur  without  any 
history  of  preceding  hemorrhages.  The  condition 
is  most  frequently  seen  in  infants  or  children, 
and  in  males  more  commonly  than  females.  It 
has  to  be  differentiated  from  intussusception, 
polypi  of  the  large  bowel,  and  from  the  blood 
dyscrasias.  The  treatment  of  this  condition  is 
surgical.  Any  infant  or  child  having  repeated 
massive  intestinal  hemorrhage  of  unknown  origin 
should  be  subjected  to  abdominal  exploration,  if 
conditions  other  than  the  one  just  described  have 
been  ruled  out.  Resection  of  the  diverticulum  is 


July,  1937 


Abdominal  Surgical  Conditions  in  Infants 


739 


almost  invariably  followed  by  recovery.  If  per- 
foration has  taken  place  an  emergency  operation 
is  performed  with  a diagnosis  of  local  or  spread- 
ing peritonitis.  Our  two  cases  recovered  after 
operation.  Dr.  Renner  and  I published  a review 
of  this  subject  in  1934.  Other  extensive  reviews 
are  by  Achsner  and  Karelitz,  Lindau  and  Wulff, 
Mason  and  Graham,  and  Thompson. 

INTESTINAL  intussusception 

The  signs  and  symptoms  of  this  condition  are 
familiar  to  all,  namely — sudden  onset,  pallor,  sub- 
normal temperature,  abdominal  pain,  the  passage 
of  blood  or  bloody  mucus  from  the  rectum,  and 
the  palpation  of  an  abdominal  or  rectal  mass. 
Our  one  case,  an  eight  months  old  infant,  re- 
covered after  operation.  The  operative  mortality 
in  this  condition  has  been  very  high,  especially 
in  infants  under  one  year  of  age.  The  mortality 
has  been  dropping  gradually  through  the  years 
as  the  diagnosis  is  being  made  earlier.  The  best 
results  have  been  reported  by  Hipsley  from  the 
Royal  Alexandra  Hospital  for  Children,  Sydney, 
Australia.  He  first  attempts  reduction  by 
hydrostatic  pressure  under  anesthesia,  and 
operates  right  away  if  reduction  is  not  suc- 
cessful. Of  62  cases  reduced  successfully 
by  hydrostatic  pressure  only,  18  of  which 
were  verified  by  operation  through  a small  in- 
cision there  was  only  one  death.  In  38  cases  in 
which  operation  was  performed  after  failure  of 
reduction  there  were  only  four  deaths.  Early 
diagnosis  and  early  treatment  are  extremely  im- 
portant in  this  condition.  Late  operation  carries 
a high  mortality  rate,  and  if  resection  is  neces- 
sary the  rate  is  extremely  high. 

INGUINAL  HERNIA 

This  condition  is  mentioned  because  the  symp- 
toms of  acute  strangulation  are  partially  ab- 
dominal, and  because  we  are  frequently  asked  at 
what  age  an  infant  may  safely  be  operated  upon 
for  a hernia.  In  this  group  of  cases  six  infants 
from  11  weeks  to  2%  years,  five  of  which  were 
less  than  one  year  of  age,  have  been  operated 
upon  for  acute  strangulation.  The  infant  usually 
doubles  up  and  screams  with  pain.  Vomiting 
soon  occurs.  The  mother  or  the  physician  de- 
tects a small  mass  in  the  inguinal  region.  In 
all  instances  in  which  acute  strangulation  has 
occurred  there  has  been  no  previous  knowledge  of 
the  presence  of  a hernia.  The  internal  inguinal 
ring  in  each  case  has  been  found  to  be  very  nar- 
row, and  undoubtedly  the  intestine  was  caught 
the  first  time  it  descended  into  the  canal.  The 
infant  must  be  operated  upon  at  once  before 
gangrene  of  the  intestine  results.  Attempts  to 
reduce  the  hernia  are  dangerous  and  futile.  The 
Halstead  operation  has  been  performed  in  these 
infants,  using  local  anesthesia  in  the  younger 
infants  and  general  in  the  older  ones.  In  hernias 
known  to  have  been  present  since  birth  we  have 


not  seen  any  instances  of  acute  strangulation. 
Usually  it  is  best  to  delay  operation  for  re- 
ducible hernias  until  the  age  of  two  or  three 
years.  In  two  infants,  one  three  months  and  one 
eleven  months  old,  we  performed  a herniaplasty 
because  of  the  presence  of  a fairly  large  hernia 
which  in  each  instance  was  reduced  with  some 
difficulty  and  which  caused  the  infant  to  be  rest- 
less and  uncomfortable.  One  infant  which  had  a 
large  bilateral  inguinal  hernia  at  birth  was 
finally  operated  upon  at  the  age  of  seventeen 
months,  at  which  time  the  large  scrotum  was  in- 
terfering with  his  attempts  to  walk.  Each  sac 
contained  large  segments  of  intestines,  and  the 
infant  was  treated  surgically  by  two  operations 
two  months  apart.  All  of  these  cases  recovered. 

OTHER  MISCELLANEOUS  CASES 

Three  cases  in  this  series  were  a three  months 
old  female  infant  with  a large  sarcoma  of  the 
liver,  a newborn  infant  with  an  imperforate  anus, 
and  a twenty-three  months  old  female  infant 
with  thrombocytopenic  purpura  hemorrhagica. 
This  last  patient  seems  to  have  recovered  follow- 
ing a splenectomy.  The  sarcoma  case  died  one 
year  after  a biopsy  was  done.  The  mass  had 
largely  disappeared  with  deep  X-ray  therapy. 

SUMMARY 

1.  In  57  surgical  cases  in  young  infants  there 
have  been  32  cases  of  congenital  hypertrophic 
pyloric  stenosis,  4 cases  of  other  forms  of  pyloric 
or  duodenal  obstruction,  9 cases  of  inguinal 
hernia,  2 cases  of  peptic  ulcer  of  Meckel’s  diver- 
ticulum, 5 cases  of  acute  appendicitis,  1 case  of 
intussusception,  and  4 miscellaneous  cases. 

2.  In  the  entire  group  there  hav.e  been  three 
operative  deaths  and  in  the  pyloric  stenosis  cases 
in  which  the  Fredet-Ramstedt  operation  was  done 
there  were  no  deaths. 

3.  Careful  pre-operative  treatment  is  very  im- 
portant, especially  in  the  very  young  infants. 

4.  Local  anesthesia  is  recommended  for  the 
Fredet-Ramstedt  operation. 

DISCUSSION 

Lloyd  K.  Felter,  M.D.,  Cincinnati,  Ohio:  Dr. 

Johnston  has  reviewed  for  you  his  personal  ex- 
periences in  all  abdominal  operations  performed 
by  him  on  children  under  two  and  one-half  years 
of  age.  It  is  interesting  to  note  that  there  were 
twice  as  many  non-acute  conditions  as  there  were 
those  in  need  of  immediate  operation.  It  is  sin- 
gular that  only  one  case  of  intussusception  was 
encountered  in  this  series.  This  however  paral- 
lels the  experience  of  pediatricians  in  this 
vicinity.  Intussusception  has  become  less  fre- 
quent in  the  last  few  years.  Some  of  these  cases 
are  now  reduced  under  the  fluoroscope  with 
hydrostatic  pressure  and  do  not  come  to  opera- 
tion. 

In  the  acute  group  the  pediatrician’s  helpful- 
ness lies  in  making  an  early  differential  diagnosis. 
The  allotted  time  does  not  permit  of  discussion 
on  diagnosis.  Early  diagnosis  is  less  important 
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in  the  non-aeute  conditions.  In  Dr.  Johnston’s 
series  this  group  is  largely  made  up  of  Hyper- 
trophic Pyloric  Stenosis.  My  following  remarks 
will  pertain  to  this  condition.  Here  the  pedia- 
trician can  best  aid  the  surgeon  by  presenting  for 
operation  a good  surgical  risk.  Loss  of  weight 
must  be  one  of  the  indications  for  operation, 
however  the  pediatrist  must  not  allow  this  to 
approach  or  go  below  the  level  of  the  birth 
weight.  With  the  loss  in  weight  there  is  always 
a corresponding  dehydration.  Dr.  Johnston  uses 
large  amounts  of  glucose  before  operation.  This 
solution  is  preferred  over  others  because  in  off- 
setting the  dehydration  it  also  affords  some  food 
value,  it  stimulates  renal  function,  and  it  does 
not  greatly  alter  the  general  metabolism  of  the 
infant. 

The  advantage  of  local  anesthesia  is  apparent. 
Its  only  disadvantage  is  in  prolonging  the 
operating  time  and  the  inconvenience  it  might 
cause  the  surgeon.  Much  difficulty  can  be  elimi- 
nated by  careful  and  complete  lavage  of  the 
stomach  immediately  before  operation.  A 

pacifier  packed  with  sterile  cotton  soaked  in 
glucose  and  containing  a few  drops  of  whiskey 
will  keep  the  infant  quiet  and  occupied  during 
the  operation.  If  gastric  distention  occurs  a 
catheter  is  passed  orally  and  the  stomach  de- 
flated. Unless  extensive  manipulation  of  the  in- 
testinal tract  is  required  local  anesthesia  offers 
no  handicap  to  this  operative  procedure. 

After-care  is  largely  one  of  feeding  and  nurs- 
ing Careful  notations  should  be  made  by  the 
nurse  as  to  the  child’s  color*,  pulse,  and  tempera- 
ture. Any  internal  bleeding  will  then  be  quickly 
evident.  The  nurse  should  always  hold  the  child 
for  feedings.  Small  amounts  of  food  given  at 
short  intervals  have  given  the  best  results.  As 
you  know  fat  digestion  is  the  most  difficult  of 
all  for  infants,  therefore  a food  of  low  fat  con- 
tent is  desirable.  Also  a food  with  low  bacterial 
count  is  preferred.  We  have  usually  used  Dryco 
because  it  meets  both  of  these  requirements. 
However  other  milk  preparations  may  be  used 
for  the  purpose. 

I believe  the  excellent  results  Dr.  Johnston  has 
reported  in  this  series  of  cases  are  in  part  due  to 
his  care  in  preparing  the  infants  for  operation 
and  the  post-operative  management;  and  above 
all  to  the  use  of  local  anesthesia  for  this  pro- 
cedure. 
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While  congenital  deformities  cannot  be  pre- 
vented, early  diagnosis  and  prompt  treatment  is 
urgent  as  soon  as  the  deformity  is  recognized. — 


Polyneuritis  of  Pregnancy 

Paralysis  associated  with  pregnancy,  exclu- 
sive of  the  better  known  types  due  to  trauma, 
infections,  etc.,  was  first  noted  by  Whitfield  to 
be  more  commonly  associated  with  toxic  vomiting 
of  pregnancy.  In  1932,  Berkwitz  and  Lufkin  in  a 
review  of  the  literature  were  able  to  find  only 
fifty-two  undoubted  cases.  This  would  indicate 
the  comparative  rareness  of  this  complication. 
To  this  group  they  added  four  cases  of  their  own; 
three  of  them  died.  They  stressed  six  points  in 
this  disorder;  namely,  (1)  vomiting  with  onset  as 
“physiological”  in  the  second  month  progressed 
into  the  pernicious  type  in  the  great  majority  of 
cases  and  lasted  for  several  weeks  previous  to 
onset  of  paralysis.  (2)  The  onset  of  neurological 
findings  was  usually  in  the  third  or  fourth  month. 
Weakness,  numbness  and  pain  were  first  noted 
in  the  lower  extremities  but  soon  occurred  in  the 
upper  extremities.  As  the  neurological  symp- 
toms progressed  they  became  charactei'ized  by 
flaccid  paralysis  below  the  knees  and  of  the  in- 
terossei,  flexors  and  extensors  of  the  fingers  and 
wrists,  by  weakness  of  the  thigh  and  arm  mus- 
cles, stocking  and  glove  anesthesia,  loss  of  deep 
reflexes  of  the  upper  extremities,  muscle  atrophy 
of  the  involved  parts,  involvement  of  the  vagus 
nerve,  involvement  of  muscles  of  the  diaphragm 
and  larynx  and  deglutition,  loss  of  sphincteric 
control,  diplopia,  varying  degrees  of  hypochromic 
anemia,  varying  degrees  of  optic  neuritis,  pain 
and  tenderness  of  involved  parts  and  mental 
changes.  (3)  It  was  noted  that  improvement  oc- 
curred only  after  therapeutic  abortion  and  even 
then  with  a mortality  of  25  per  cent.  (4)  They 
stated  death  resulted,  in  a majority  of  cases, 
from  intercurrent  infections  and  exhaustion 
states.  (5)  Positive  pathological  findings  in  their 
cases  consisted  of  peripheral  nerve  degeneration, 
petechial  hemorrhages  in  the  brain  or  spinal 
cord  and  invariably  changes  in  the  anterior  horn 
cells.  The  latter  included  loss  of  Nissl  substance, 
swelling  of  the  cells,  eccentricity  of  the  nuclei 
and  occasional  cell  necrosis.  (6)  The  causative 
factor  was  ascribed  to  be  that  of  an  unknown 
toxin. 

The  possible  role  of  starvation  as  a causative 
factor  had  been  considered  by  Tuillant.  In  1933, 
Strauss  and  McDonald  logically  reasoned  this  dis- 
order to  be  a result  of  dietary  deficiency.  This 
idea  was  based  upon  the  fact  that  severe  vomit- 
ing almost  always  occurs  for  weeks  previous  to 
onset  of  symptoms  preventing  the  patient  from 
ingesting  the  proper  amount  of  food. — George  W. 
Forman,  M.D.,  St.  Joseph,  Mo.;  Jour.  Mo.  St. 
Med.  Assn.,  34:6,  June,  1937 


Trauma,  particularly  that  due  to  weak  feet  and 
poor  posture,  is  an  important  exciting  cause  of 
low  back  pain. 


SOME  INTERESTING  AND  OBSCURE  PROBLEMS  IN  THE 
DIAGNOSIS  AND  TREATMENT  OF  DIABETES 

By  HENRY  J.  JOHN,  M.D.,  Cleveland,  Ohio 


GLYCOSURIA 

I HAVE  shown1  that  in  every  100  cases  of 
glycosuria,  when  these  patients  are  finally 
worked  up,  one  will  find  that  66  per  cent 
are  not  diabetic  and  33  per  cent  are  diabetic. 
This  I think  is  a pretty  well  established  fact  and 
it  behooves  us  clinicians  to  bear  this  in  mind  in 
order  to  deal  fairly  with  the  problem  and  not  be 
treating  every  case  of  glycosuria  for  diabetes 
or  else  to  err  in  the  opposite  direction  and  dis- 
regard glycosuria  and  thus  let  a mild  or  an  early 
case  of  diabetes  drift  into  severe  diabetes  before 
treatment  is  instituted.  This  problem  is  a defi- 
nite and  a moral  challenge  to  the  ability  and  in- 
tegrity of  the  profession.  The  reason  I am 
stressing  it  right  at  the  beginning  is  the  fact 
that  in  the  past  fifteen  years  I have  seen  hun- 
dreds of  cases  of  glycosuria  who  have  been 
treated  for  diabetes  anywhere  from  one  month 
to  seven  years  who,  when  worked  up  were  not 
diabetic.  Just  in  the  last  three  years  when  I 
have  been  keeping  track  of  these  cases  of  non- 
diabetic glycosuria,  I pulled  out  of  my  files  92 
such  cases,  ranging  from  one  year  of  age  to 
77  years.  (Table  1.)  These  cases  were  not 
diabetic,  they  all  had  glycosuria  and  most  of 
them  have  been  diagnosed  and  treated  as  dia- 
betics. 

I shall  not  try  to  analyze  for  you  each  case 
separately,  for  we  would  not  have  time  enough, 
but  I shall  give  you  a picture  of  just  two  typical 
cases. 

The  first  case  is  that  of  a young  girl  18  years 
of  age  whom  I saw  in  1921  in  an  extremely 
emaciated  and  weak  state,  who  was  treated  for 
diabetes  because  she  had  glycosuria,  and  her 
physician  in  the  attempt  to  clear  up  this  gly- 
cosuria which  meant  to  him  diabetes,  kept  her  on 
starvation  diet  for  a long  time  during  which  her 
weight  dropped  from  123  pounds  to  63  pounds 
and  the  glycosuria  still  persisted.  When  I 
worked  out  the  problem — she  was  not  diabetic, 
and  she  was  restored  to  her  former  health. 

The  other  case  is  that  of  a woman  49  years  of 
age  whom  I saw  a few  months  ago  who  has  had 
glycosuria  and  has  been  treated  for  diabetes  for 
the  past  seven  years,  has  even  been  on  insulin. 
She  too,  though  not  emaciated,  when  worked  up 
was  found  not  to  have  diabetes,  which  as  you 
can  well  imagine,  was  a tremendous  relief  to 
her;  and  she  was  the  wife  of  a physician. 

Were  I to  relate  to  you  the  stories  of  the  other 
cases,  it  would  be  similar  to  that  of  the  two 


Read  before  the  Section  cn  MeUcine,  Ohio  State  Medical 
Association,  at  the  91st  Annual  Meeting,  Dayton,  Ohio, 
April  28  and  29,  1937.. 


The  Author 

® Dr.  John  is  a graduate  of  Western  Reserve 
University  School  of  Medicine,  1916;  Fellow 
American  College  of  Physicians;  second  vice- 
president,  Association  for  Study  of  Internal 
Secretions;  member  Central  Society  for  Clini- 
cal Research;  Association  for  Study  of  Endo- 
crine Diseases. 


cases  mentioned,  a story  of  unnecessary  and  un- 
fair treatment  for  a condition  which  was  not 
there,  in  little  children,  the  middle-aged,  and  the 
old. 

OBESITY 

That  obesity  is  a strong  predisposing  factor  in 
the  etiology  of  diabetes  all  students  of  diabetes 
have  stressed.  Obesity  precludes  overeating  and 
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Fig.  1.  The  incidence  of  overweight  in  non-diabetics 
compared  with  that  in  diabetics  arranged  according  to  de- 
cades. 


overeating  places  a greater  load  on  the  insulo- 
genic  function  of  an  individual,  which,  if  by  any 
chance  happens  to  be  below  par,  tends  to  break 
down  and  diabetes  develops.  Thus  when  we 
analyze  the  percentage  of  overweight  in  diabetic 
patients  and  compare  it  with  that  of  the  non- 
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TABLE  1 

NON-DIABETIC  GLYCOSURIA 


iria 

ifrs. 

Sex 

M.  F. 

Age 

Yrs. 

Blood  Sugar  Mg 
8 12 

/100 

5 

CC. 

2%  hr.  p.c. 

Glycosuria 
Mos.  Yrs. 

0 

41 

65 

1 

0 

41 

94 

4 

0 

41 

84 

100 

2 

2 

0 

42 

113 

1 

1 

0 

44 

53 

48 

1 

4 

0 

44 

73 

44 

88 

1 

0 

45 

114 

91 

8 

1 

0 

45 

56 

62 

3 

0 

45 

52 

43 

1 

0 

46 

58 

43 

1 

0 

48 

74 

4 

0 

48 

92 

1 

12 

0 

49 

78 

104 

1 

0 

49 

94 

74 

63 

74 

1 

0 

50 

75 

89 

1 

1 

0 

50 

80 

51 

98 

62 

0 

50 

60 

6 

0 

50 

100 

111 

6 

0 

51 

82 

0 

51 

83 

1 

0 

52 

75 

79 

98 

5 

0 

53 

65 

58 

2 

0 

54 

85 

92 

110 

1 

3 

0 

54 

104 

15 

1 

0 

54 

73 

0 

55 

74 

97 

1 

7 

0 

55 

94 

98 

72 

97 

4 

5 

0 

55 

74 

60 

1 

0 

55 

60 

44 

1 

0 

56 

75 

94 

1 

0 

55 

77 

88 

1 

0 

56 

57 

116 

2 

i 

0 

56 

74 

45 

18 

ii 

0 

56 

86 

90 

i 

3 

0 

57 

73 

57 

83 

2 

1 

0 

57 

58 

84 

2 

0 

58 

51 

5 

0 

60 

72 

88 

1 

1 

0 

61 

58 

1 

3 

0 

63 

78 

73 

7 

1 

0 

63 

74 

67 

1 

1 

0 

66 

70 

60 

6 

1.5 

0 

69 

73 

102 

1 

0 

75 

92 

72 

1 

0 

77 

77 

116 

1 

Sex 


Age  Blood  Sugar  Mg./100  cc. 


M. 

F. 

Yrs. 

8 

12 

5 ! 

2.V2  hr.  p.c. 

Mos. 

0 

1 

50 

1 

0 

3 

93 

56 

1 

0 

4 

95 

91 

2 

0 

6 

37 

0 

6 

68 

71 

0 

6 

54 

0 

8 

70 

64 

79 

1 

0 

9 

69 

0 

11 

62 

0 

12 

77 

1 

0 

13 

75 

60 

4 

0 

16 

76 

46 

0 

17 

43 

67 

1 

0 

17 

57 

47 

1 

0 

18 

91 

1 

0 

18 

40 

118 

53 

55 

10 

19 

44 

42 

1 

0 

20 

47 

1 

0 

24 

52 

1 

0 

24 

75 

0 

24 

77 

42 

3 

0 

25 

78 

104 

0 

26 

60 

0 

28 

67 

0 

29 

77 

63 

76 

0 

29 

53 

42 

0 

29 

54 

118 

2 

0 

32 

58 

44 

1 

0 

33 

61 

1 

0 

33 

117 

120 

0 

33 

73 

110 

0 

34 

88 

70 

93 

0 

35 

83 

56 

0 

36 

98 

1 

0 

37 

74 

73 

1 

0 

38 

75 

51 

0 

38 

52 

4 

0 

39 

58 

0 

39 

58 

58 

0 

39 

50 

52 

56 

0 

40 

98 

108 

0 

40 

70 

92 

1 

0 

40 

72 

84 

1 

diabetic,  we  are  immediately  impressed  wi 
tremendous  increase  in  the  incidence  of  < 
in  the  diabetics  as  can  be  seen  in  Chart  1 
I classified  the  cases  according  to  decade 

added  a parallel  incidence  of  non-diabetic  obesity 
in  that  particular  decade  as  gathered  from  life 
insurance  statistics. 

Theoretically  then  if  we  could  prevent  the  in- 
cidence of  obesity  we  should  be  able  to  cut  down 
the  incidence  of  diabetes  which  is  rather  an  im- 
portant problem  which  confronts  us  all. 

Furthermore,  when  diabetes  is  discovered  at 
the  time  of  the  peak  of  the  obesity  of  such  a per- 
son, how  well  will  his  diabetes  respond  if  we  do 
nothing  more  but  reduce  his  obesity,  thereby 
naturally  limiting  the  demand  on  the  insulogenic 


function?  Will  his  insulogenic  function  improve 
or  will  it  remain  damaged  to  the  extent  that  it 
happens  to  be  damaged  at  that  particular  time? 

Chart  2,  first  part,  presents  such  a case  of  an 
obese  individual — A man  50  years  of  age  whose 
weight  has  been  312  pounds.  He  became  diabetic 
in  January,  1935.  Note  what  a simple  reduction 
in  weight  did  to  his  diabetic  state,  clearing  it  up 
completely  so  that  in  June,  1936,  when  I repeated 
his  glucose  tolerance  test  a normal  curve  re- 
sulted. The  problem  is:  will  such  a patient  whose 
diabetic  condition  has  been  cleared  up  when  he 
reduced  his  weight  stay  cleared  up  even  if  he 
were  to  go  back  and  become  obese  again?  This 
is  the  crux  of  the  problem.  From  my  previous 
experience  I can  answer  it  in  the  negative — it 
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B Fig.  2.  Record  of  two  obesity  cases  showing  the  in  uence  of  weight  reduction  on  carbohydrate  tolerance. 


will  not.  It  is  the  keeping  of  his  weight  down, 
which  precludes  moderation  in  eating,  which 
merely  keeps  diabetes  in  check,  and  any  larger 
overload,  placed  over  long  enough  period  of  time, 
will  break  down  the  gained  improvement  and 
throw  him  back  into  the  diabetic  ranks  again. 

Chart  2,  second  part  shows  a similar  case  of 
obesity  in  a man  39  years  of  age,  first  seen  in 
1932.  He  weighed  225  pounds,  which  for  a man 
of  short  stature  was  a marked  overweight.  I told 
him  frankly  that  he  had  to  reduce  his  weight  if 
he  expected  to  keep  well.  This  he  did  as  you  can 
see  from  the  weight  curve,  and  with  the  reduc- 
tion in  weight  note  the  marked  improvement  of 
his  diabetic  state  as  evidenced  by  six  repeated 
glucose  tolerance  tests. 

infection 

That  an  infection  in  a diabetic  patient  upsets 
the  diabetic  state,  raises  the  blood  sugar  and 
brings  on  acidosis  is  a well-known  fact.  This 
happens  in  the  young  as  can  be  seen  from  Chart 
3.  A little  boy  with  early  diabetes  in  whom  I 
was  able  to  discontinue  insulin  and  kept  him  in 
control  by  diet  alone  developed  measles.  His 
family  physician  in  a small  town  did  not  ap- 
preciate the  fact  of  infection  upsetting  a diabetic 
state,  and  consequently  when  I saw  him  five 
weeks  later — he  was  in  acidosis,  his  blood  sugar 
400.  At  that  time  I had  to  resort  to  large  dosage 
of  insulin  in  order  to  straighten  him  out.  The 


damage  was  done  and  permanent.  While  the  boy 
at  the  beginning  was  a mild  diabetic,  he  became 
a severe  diabetic  through  the  infection  and  sub- 
sequent lack  of  proper  care,  and  is  on  heavy  in- 
sulin dosage  to  this  date. 

Chart  4 represents  a similar  condition  in  an 
old  person.  This  man  was  70  years  old  in  1926 
when  he  developed  diabetes.  But  diabetes  when 
it  develops  in  old  people  is  usually  mild  in  nature. 
Thus  but  a few  days  of  insulin  sufficed  to  get  his 
condition  under  control  and  his  blood  sugar 
stayed  normal  after  that  on  a liberal  diet  alone 
for  four  years,  when  an  infection  occurred — 
cystitis.  Note  the  prompt  rise  of  blood  sugar 
again  and  the  insulin  following  this  had  to  be 
continued  for  several  months  before  the  blood 
sugar  stayed  at  a normal  level.  Now  again  for  a 
number  of  years  he  carries  normal  blood  sugar 
on  a liberal  diet  alone. 

These  two  cases  show  clearly  just  what  an 
infection  does  to  a diabetic,  young  or  old.  During 
such  times  we  have  to  increase  markedly  the 
insulin  dosage  in  order  to  protect  the  patient. 
The  medical  problem  here  involved  is  to  have  a 
patient  as  mild  a diabetic  at  the  end  of  the  in- 
fection as  he  was  before  the  infection.  In  other 
words,  to  protect  his  pancreas  adequately  during 
infection. 

In  considering  infection  in  a diabetic,  I might 
cite  to  you  another  interesting  case,  that  of  a 
man  past  70  who  had  been  a severe  diabetic  for 
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Fig.  3.  The  effect  of  infection  on  a mild  diabetic  condition  in  a child  eight  years  of  age. 


many  years.  Now  in  addition  he  developed  severe 
neuritis.  While  in  the  East  he  went  to  see  a well- 
known  specialist,  who  X-rayed  his  teeth,  and 
having-  found  one  abscessed  tooth,  had  it  ex- 
tracted. When  I saw  him  two  weeks  later,  he 
was  having  fever  and  chills — a blood  culture  re- 
vealed a streptococcus  which  sealed  his  fate  and 
he  died  in  two  days.  His  diabetic  state  was  upset 
ofcourse,  just  like  the  other  two  preceding  cases, 
but  this  was  a secondary  thing  which  could  be 
controlled  but  the  septicemia  could  not.  It  is 
well  to  bear  in  mind  that  even  the  apparently 
innocent  extraction  of  an  abscessed  tooth  may 
be  fatal. 

TOO  MUCH  INSULIN 

If  a diabetic  patient  is  given  too  much  insulin 
for  his  particular  needs,  he  is  likely  to  have  an 
insulin  reaction.  This  manifests  itself  in  nerv- 
ousness, mental  tension,  tachycardia,  hunger, 
profuse  perspiration,  and  may  go  on  even  to 
unconsciousness.  And  yet  a patient  may  be  get- 
ting too  much  insulin  and  have  none  of  these 
symptoms,  as  a man  50  years  of  age  who  was 
getting  85  units  of  insulin  twice  daily  before  I 
saw  him  and  whose  actual  insulin  requirement 
was  but  20  units  of  insulin  a day.  And  yet  he  had 
not  had  any  reactions.  Another  patient,  also  past 
50  years  of  age  in  the  early  insulin  era,  whom  I 
discharged  on  20  units  of  insulin  twice  a day 
taking  200  units  in  the  morning  and  200  units 
in  the  evening  by  mistake  for  a whole  month 
and  he  is  still  here  to  tell  the  tale.  He  was  in  a 


constant  reaction  all  day  long  as  you  can  well 
imagine,  but  at  the  end  of  the  month  I was  able 
to  discontinue  all  insulin  and  he  has  been  off  it 
ever  since. 

It  is  not  always  hypoglycemia  that  we  en- 
counter at  the  time  of  a reaction,  for  I have 
seen  and  reported-  insulin  reactions  occurring 
at  various  hyperglycemic  blood  sugar  levels  up 
to  360  mg.  per  100  cc. 

There  are  some  other  problems,  which  we  are 
apt  to  encounter  if  too  much  insulin  is  used.  In 
the  old,  arteriosclerotic  or  cardiac  cases,  hypo- 
glycemia is  apt  to  bring  on  anginal  attacks  as 
was  the  case  of  a man  past  70  who  was  having 
attacks  on  12-12  units  of  insulin  per  day.  When 
all  insulin  was  discontinued  these  attacks  ceased. 
When  at  a later  date  protamine  insulin  was  given 
40  to  45  units  in  the  morning,  the  amount  needed 
for  proper  control,  there  were  no  anginal  attacks. 
It  is  apparently  the  sudden  drop  of  blood  sugar 
which  during  hypoglycemic  state  is  inadequate  in 
supplying  enough  nutrition  to  the  heart  muscle, 
and  thus  brings  on  angina  and  which  is  cir- 
cumvented by  the  use  of  protamine  insulin  which 
keeps  the  blood  sugar  level  more  even. 

Another  interesting  problem  which  may  come 
up  from  too  much  insulin  is  the  onset  of  con- 
vulsive seizures  resembling  epilepsy.  In  1935  I 
was  confronted  with  such  an  experience  in  the 
case  of  a little  diabetic  girl  ten  years  of  age, 
who  was  on  a large  insulin  dosage  which  dropped 
her  evening  sugar  to  47  mg.  per  100  cc.,  and 
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perhaps  even  lower  at  times.  When  I first  saw 
her  at  this  stage,  her  condition  worried  me  a 
great  deal  as  the  attacks  seemed  typical  of 
Jacksonian  epilepsy  and  were  then  of  three 
weeks  duration.  I had  a neurologist  look  into 
the  problem  and  his  conclusion  was  that  a posi- 
tive diagnosis  of  Jacksonian  epilepsy  could  not 
be  made.  In  short,  as  soon  as  I got  her  insulin 
adjusted  to  her  needs,  no  more  attacks  occurred, 
and  also  the  enlarged  liver  receded,  which  I 
think  was  a sufficient  evidence  that  these  at- 
tacks were  not  epileptic,  but  due  to  hypogly- 
cemia caused  by  too  much  insulin. 

The  natural  question  which  arises  in  this  con- 
nection is:  Given  too  much  insulin  to  a patient 


state  I mean  the  first  deviation  from  the  normal 
toward  the  diabetic  side,  in  other  words  a 
weakened  carbohydrate  metabolism,  but  not 
weakened  enough  to  present  diabetes. 

Do  we  have  a ready  means  to  determine  such 
a stage?  We  do,  provided  we  use  care  and  dis- 
crimination in  the  interpretation  of  our  results. 
Laboratory  data  are  important  and  helpful  but 
the  interpretation  of  these  data  is  infinitely 
more  important.  That  is  the  crux  of  the  whole 
problem  and  the  weakest  spot  in  our  medical 
work. 

If  we  wish  to  determine  the  strength  of  a man 
we  may  have  him  lift  weights  of  increased  value 
and  finally  we  reach  the  maximum  weight  he  can 


Fig-.  4.  The  effect  of  infection  on  a diabetic  state  in  an  old  man. 


is  this  apt  to  bring  on  a fatality?  If  we  had 
time  it  would  be  interesting  to  go  into  this  prob- 
lem at  length  and  illustrate  it  by  numerous  ex- 
amples. But  I will  have  to  answer  it  briefly: 
There  is  practically  no  danger  from  insulin  re- 
action if  we  exclude  the  arteriosclerotic,  the 
hypertensive  and  the  cardiac.  In  these  three  it 
behooves  us  to  avoid  hypoglycemia.  In  4745 
cases  of  diabetes  I have  encountered  but  one 
death  from  insulin  reaction  and  in  that  case  I 
am  not  sure  but  what  some  other  factor  did  not 
play  a part. 

prediabetics 

Whether  or  not  we  will  ever  reach  a more 
rational  view  of  the  whole  diabetic  problem  will 
depend  on  how  much  attention  we  will  pay  to  the 
condition  which  I call  “prediabetic  stage.”  This 
leads  us  directly  into  preventive  medicine,  the 
most  rational  field  in  medicine.  By  a prediabetic 


lift,  which  we  say  is  his  limit,  and  thus  we  can 
compare  his  ability  to  lift  weight  with  a hun- 
dred others.  In  a similar  manner  we  test  the 
ability  of  an  individual  to  burn  carbohydrates  by 
giving  him  a heavy  load  of  glucose  /or  a heavy 
carbohydrate  meal/  and  seeing  how  well  he  han- 
dles it.  We  speak  of  this  as  glucose  tolerance 
test.  If  his  insulogenic  function  is  below  par, 
then  he  cannot  burn  up  this  amount  of  carbohy- 
drate readily,  and  we  get  an  abnormal  elevation 
of  the  blood  sugar  curve  from  which  we  can 
judge  whether  Ijhe  individual  is  A.  normal,  B. 
prediabetic,  C.  diabetic. 

Now  supposing  that  we  consider  a group  of 
individuals  whose  carbohydrate  metabolism  is 
impaired  but  who  have  not  reached  the  stage  of 
definite  diabetes — what  can  we  say  about  them? 
Will  they,  if  not  warned  and  protected,  become 
diabetics  as  times  goes  on  or,  if  protected,  will 
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Fig.  5.  Response  of  macrocytic  anemia  in  a diabetic. 


their  carbohydrate  metabolism  improve  so  that 
they  can  be  kept  from  developing  diabetes?  That 
is  exactly  what  happens.  A prediabetic  if  not 
warned  and  protected  will  become  a diabetic  in 
the  future,  whereas  if  protected  by  a reasonable 
regulation  of  his  eating  habits,  he  can  be  kept 
from  developing  diabetes,  and  this,  I feel,  is  our 
strongest  and  the  most  essential  field  to  work 
in,  in  the  whole  diabetic  problem.  We  cannot 
cure,  so  let  us  try  to  prevent. 

ANEMIA 

That  diabetics  respond  to  treatment  of  other 
conditions  that  diabetes  can  be  seen  from  Chart 
5;  a woman  65  years  old  who  has  been  a diabetic 
for  over  12  years.  When  in  1935  she  developed 
anemia  of  a marked  degree,  her  weakness  and 
her  prostration  was  much  more  marked  than  the 
chart  would  indicate,  on  5 cc.  of  liver  extract 
intravenously  every  other  day  during  her  stay  of 
20  days  in  the  hospital,  not  only  was  the  blood 
picture  improved,  but  the  general  condition  as 


well,  for  shortly  after  that  she  went  to  Cali- 
fornia— a trip  she  could  not  have  taken  before 
her  treatment,  and  all  that  improvement  which 
is  indicated  on  the  chart  was  in  20  days  of  treat- 
ment. The  anemia  was  of  the  macrocytic  type, 
volume  index  being  1.25. 

GALL  BLADDER  INFECTIONS 

Gall  bladder  infections  in  diabetics  are  far 
from  rare.  They  usually  play  havoc  with  the 
diabetic  condition.  Usually  the  gall  bladder 
should  be  removed  for  thus  the  diabetic  state 
improves. 

I just  want  to  call  attention  here  to  a peculiar 
phase  of  this  condition,  which  a physician  runs 
into  occasionally.  A diabetic,  a man  of  42  years 
of  age  had  been  operated  for  appendicitis  in  the 
East.  However,  even  after  the  operation  he  con- 
tinued having  attacks  of  abdominal  pain  which 
came  on  usually  at  night  and  would  double  him 
up  with  pain,  and  morphine  was  the  only  thing 
which  gave  relief.  There  was  no  jaundice.  I re- 
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ferred  him  to  a surgeon  for  this  condition  and 
asked  him  to  make  it  a point  to  see  this  man  in 
one  of  the  attacks  as  they  were  becoming  more 
frequent.  This  he  did.  The  pain  was  in  the  left 
upper  quadrant  and  was  puzzling.  Upon  close 
examination  at  this  time,  the  surgeon  gave  a 
long  discourse  to  the  patient’s  wife  as  to  why 
this  could  not  be  a gall  bladder  problem,  yet 
three  days  later  at  an  exploratory  operation  it 
was  the  gall  bladder,  which  removed,  the  patient 
became  well.  It  is  well  to  remember  that  a gall 
bladder  pain  can  be  present  in  the  left  upper 
quadrant. 
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Fig.  6.  Pregnancy  in  a diabetic  woman  sho  - ing  the 
decreased  insulin  requirement  toward  the  end  of  pregnancy 
which  increased  after  delivery. 


PREGNANCY 

The  first  thing  that  confronts  one  in  this  field 
is  first  of  all  the  frequent  glycosurias  of  preg- 
nancy. Just  what  is  their  meaning?  Are  they 
true  glycosurias  or  are  they  lactosurias?  If  true 
glycosurias,  what  attitude  are  we  to  take  toward 
them  ? 

Glycosurias  of  pregnancy  are  true  glycosurias. 
This  point  has  been  definitely  settled  by  Rowe 
who  showed  their  nature.  Lactosuria  appears 
first  in  the  last  stage  of  pregnancy,  and  during 
lactation.  Thus  there  is  no  need  of  wasting  time 
in  an  attempt  to  determine  the  type  of  glycosuria 
when  it  is  found  in  a pregnant  woman.  It  is  a 
true  glycosuria. 

Now  what  shall  we  do  about  it,  having  once 
found  it?  The  next  step  to  determine  is  whether 
it  is  a diabetic  glycosuria  or  a non-diabetic  gly- 


cosuria. The  first  calls  for  treatment,  the  second 
requires  no  treatment.  Already  at  the  beginning 
I mentioned  the  fact  that  66  per  cent  of  all 
glycosurias  are  non-diabetic,  thus  our  patient 
has  an  excellent  chance  to  fall  into  this  group. 
If  it  is  diabetes  then  this  needs  watching  and 
appropriate  treatment,  so  that  such  an  early  and 
mild  case  will  not  become  severe  through  neglect. 
That  briefly,  is  the  issue  involved. 

Now  how  are  we  going  to  settle  the  diagnosis? 
This,  fortunately,  is  simple  enough.  A glucose 
tolerance  test  is  the  best  guide.  For  practical 
purposes,  however,  I feel  that  a short  cut  method 
to  this  can  be  reasonably  relied  upon.  This  short 
cut  method  means  the  taking  of  but  one  blood 
sugar  on  the  patient,  2.5  hours  from  the  time 
she  started  eating,  after  a heavy  carbohydrate 
meal.  If  this  is  normal,  we  can  consider  diabetes 
ruled  out.  If  that  patient  is  even  mildly  diabetic, 
she  will  not  present  a normal  blood  sugar  at 
such  a time  following  a heavy  carbohydrate  meal. 

Pregnancy  in  a diabetic  woman  is  not  alto- 
gether a desirable  thing  for  two  reasons:  1.  It 

throws  an  unnecessary  risk  on  the  woman  in 
case  some  complication  develops.  It  requires  then 
a close  supervision  and  hospitalization  which  is 
expensive.  2.  Children  brought  to  the  world 
by  diabetic  women  are  apt  to  carry  on  the  germ 
of  diabetic  heredity.  This  certainly  is  not  de- 
sirable. Pregnancy,  for  that  reason,  I feel  should 
be  discouraged  so  that  the  diabetic  incidence 
would  tend  to  shrink  rather  than  expand. 

On  the  other  hand,  most  diabetic  women,  if 
reasonably  controlled,  go  through  pregnancy  and 
parturition  fairly  well.  Toward  the  end.  of  preg- 
nancy, as  the  fetus  develops  and  begins  to  manu- 
facture its  own  insulin,  the  stimulation  of  the 
combined  circulation  if  hyperglycemia  is  allowed 
to  persist,  tends  to  stimulate  the  growing  gland 
to  functional  overdevelopment  and  over  function, 
which  function  is  nicely  balanced  while  the  child 
is  in  utero,  thus  caring  for  itself  and  the  mother 
as  well.  But  once  delivered,  that  same  over- 
function which  served  both  the  mother  and  the 
child  becomes  too  great  for  the  child  alone — it 
becomes  a boomerang  to  it,  and  thus  the  child 
perishes  from  it,  and  dies  in  a hypoglycemic 
shock.  This  is  an  important  point  to  bear  in 
mind  and  the  only  way  to  prevent  it  is  to  pre- 
vent excessive  hyperglycemia  in  the  mother 
during  pregnancy. 

Due  to  this  growing  function  of  the  fetus’ 
pancreas  the  insulogenic  requirement  of  the 
mother  will  be  lessened  as  can  be  noted  from 
Chart  6.  There  you  can  follow  the  drop  in  the 
insulin  requirement  of  the  mother  as  the  fetus 
began  to  develop,  until  the  parturition.  Once  the 
baby  is  born,  and  the  infantile  insulin  supply  to 
the  mother  thus  having  been  removed,  her  in- 
sulin requirement  increases.  This  is  what  hap- 
pens in  a general  way.  For  detail  we  would  need 
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to  go  much  more  deeply  into  this  question. 

I have  hurriedly  sketched  to  you  some  of  the 
problems  one  meets  in  the  diabetic  routine. 
There  are  many  more,  but  these  basic  things  one 
should  bear  in  mind  in  order  to  give  the  diabetic 
patient  a fair  chance. 

10515  Carnegie  Agenue. 

discussion 

Harry  V.  Paryzek,  M.D.,  Cleveland,  Ohio:  The 
timely  comments  brought  to  you  by  Dr.  John  are 
worthy  of  consideration  in  the  evaluation  of 
the  problem  of  diabetes.  It  is  unfortunately  true 
that  many  patients  are  unnecessarily  treated  as 
diabetics  on  the  basis  of  glycosuria  alone,  thereby 
disturbing  their  physical,  mental  and  economic 
status.  The  rule  which  considers  any  patient  with 
demonstrable  sugar  in  the  urine  as  a diabetic 
until  the  contrary  is  proved  is  practical,  provid- 
ing that  a more  complete  study  is  made  to  estab- 
lish or  disprove  the  presence  of  diabetes.  Obesity 
is  perhaps  the  commonest  inciting  cause  of 
diabetes  and  deserves  serious  consideration. 

The  obese  individual  is  a potential  diabetic  and 
in  stressing  this  particular  fact  to  our  over- 
weight patient,  we  are  actually  applying  preven- 
tive medicine,  which  is  much  more  important 
than  the  actual  management  of  the  diabetes 
when  it  develops. 

In  considering  the  factor  of  obesity,  it  is 
timely  that  we  consider  the  question  of  a high 
fat  diet  which  is  frequently  prescribed  in  lieu  of 
the  restricted  carbohydrates.  A high  fat  diet  is 
just  as  detrimental  to  the  diabetic  as  it  is  to  the 
normal  individual.  It  is  essential  that  we  ap- 
preciate this  fact  and  avoid  the  frequent  advice 
given  to  the  diabetic — to  limit  his  carbohydrates 
and  eat  as  much  fat  as  he  desires.  This  advice 
frequently  precipitates  acidosis,  which  may  end 
fatally.  Experience  has  shown  that  limitation  of 
the  fat  with  a relatively  free  carbohydrate  intake, 
enhances  the  carbohydrate  tolerance.  Further- 
more, the  average  diabetic  is  much  more  con- 
tented and  is  more  apt  to  cooperate  under  this 
regime. 

Infection  as  stressed  by  the  speaker  is  like- 
wise a definite  factor  to  be  considered  in  the 
diabetic.  The  disturbance  of  sugar  tolerance  dur- 
ing infections  frequently  leads  to  disaster,  un- 
less we  fully  appreciate  the  potential  dangers 
of  such  a complication.  It  is  not  unusual  to  see 
disastrous  results  follow  relatively  simple  in- 
fections in  the  diabetic,  due  to  the  failure  of  re- 
arranging the  diet  and  insulin  dosage.  We  must 
be  ever  mindful  of  the  fact  that  the  diabetic  is 
particularly  prone  to  infections;  and  this  is 
especially  true  in  the  elderly  diabetic.  It  is  im- 
portant, therefore,  that  diabetics  be  advised  as 
to  the  seriousness  of  any  infection.  From  a 
practical  standpoint,  many  of  these  difficulties 
can  be  avoided  by  discussing  these  problems  with 
our  patients,  and  emphasizing  our  discussion  by 
giving  him  a printed  list  of  instructions.  Such  a 
plan  has  been  adopted  by  our  out-patient  depart- 
ment which  deals  with  a large  number  of  dia- 
betics and  we  are  convinced  that  our  efforts  have 
successfully  avoided  many  unnecessary  compli- 
cations. 

The  speaker’s  criticism  of  the  indiscriminate 
use  of  insulin  as  applied  to  its  dosage  in  the 
individual  case  should  receive  more  than  passing 
comment.  The  manifestations  of  hypoglycemia 
may  vary  in  character  and  severity,  depending  on 


the  dose  administered.  At  times  the  reaction 
may  not  be  recognized  as  a definite  hypoglycemia 
and  lead  to  complications  which  are  frequently 
disconcerting.  The  danger  of  hypoglycemia  in 
the  elderly  diabetic,  with  arterioslerotic  and 
myocardial  damage,  practically  prohibits  the  use 
of  insulin,  unless  we  are  confronted  with  in- 
fection or  other  serious  complications. 

By  thoroughly  appreciating  the  problem  of  the 
potential  diabetic  and  instituting  dietary  re- 
strictions, we  are  definitely  decreasing  the  in- 
cidence of  diabetes  and  thereby  rendering  an 
actual  service  to  our  patients. 

Gall  bladder  disease,  I believe,  is  another  factor 
which  enters  into  the  picture,  and  frequently 
adds  to  the  severity  of  the  disease.  It  is  not  un- 
common to  find  diabetics  who  develop  a marked 
intolerance  to  carbohydrate,  concurrently  with 
the  development  of  gall  bladder  pathology.  In 
view  of  this  fact,  it  is  quite  obvious  that  the  re- 
moval of  the  gall  bladder  may  in  many  instances 
prevent  development  of  diabetes  in  the  future. 
Removal  of  a diseased  gall  bladder  in  the  diabetic 
is  frequently  followed  by  very  gratifying  results. 
This  procedure  is  as  a rule  unaccompanied  by 
serious  complications  providing  that  the  manage- 
ment of  the  diabetes  is  directed  by  the  clinician. 


Resuscitation  of  New  Born 

Clear  the  fauces  and  nostrils.  Often  this  will 
be  all  that  is  needed. 

Give  artificial  respiration.  This  is  done  best  by 
means  of  the  Flagg  apparatus.  This  is  not  avail- 
able to  all  of  us,  so  a tracheal  catheter  is  the 
next  best.  Of  course,  the  use  of  a mask  after 
cleaning  out  the  larynx  may  be  used.  The 
Drinker-Murphy  apparatus  may  not  be  tuned  to 
the  child’s  respiratory  rate  and  may  thus  inter- 
fere with  the  child’s  respiration.  Also,  it  can 
easily  wash  out  of  the  lungs  the  CO-  available  on 
the  lines  of  the  Bohr  phenomena  and  aggravate 
affairs.  For  this  reason  I do  not  recommend  it. 
Mouth  to  mouth  resuscitation  is  unnecessary. 

If  the  child  takes  two  or  three  breaths  and 
then  respirations  lapse,  it  would  be  well  to  leave 
it  alone  except  for  the  application  of  heat.  It  is 
very  probable  that  it  is  narcotized.  Frequent  and 
careful  inhalations  of  CO-  and  02  can  be  given. 

After  this,  if  no  favorable  response  is  obtained, 
coramine  or  metrazol  can  be  given,  not  over  % 
cc. 

A saline  enema,  as  in  the  case  cited,  may  be  of 
great  benefit. 

The  injection  of  mother’s  blood  prophylacti- 
cally. 

If  no  response  is  obtained,  an  X-ray  is  advis- 
able to  relieve  the  accoucheur  of  blame  (con- 
genital defects,  cardiac  pathology,  etc.)  if  cere- 
bral hemorrhage  is  not  likely.  However,  it  is 
most  likely. — Walter  McMann,  M.D.’,  Danville, 
Va.;  Virginia  Medical  Monthly,  64:3,  June,  1937. 


A series  of  judgment,  revised  without  ceasing, 
goes  to  make  up  the  progress  of  science. — Duc- 
laux. 
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IN  1924  Seale  Harris1  reported  the  first 
clinical  case  resembling  insulin  overdosage 
and  was  able  to  demonstrate  that  the  symp- 
toms associated  with  this  case  were  due  to  a 
lowering  of  the  sugar  content  of  the  blood. 
Since  that  time  numerous  reports  have  appeared 
in  the  literature  increasing  the  number  of  cases, 
expanding  and  clarifying  the  symptomatology. 

The  first  reports  in  the  pediatric  literature 
were  from  Joseph2  who  in  1926  reported  a series 
of  recurrent  vomiters  associated  with  a low  blood 
sugar.  A few  years  later  Crosier  Griffith3  re- 
ported further  cases  of  recurrent  vomiting,  some 
associated  with  convulsions,  all  of  whom  had 
hypoglycemia.  Since  that  time  there  have  been 
comparatively  few  reports  in  the  pediatric  liter- 
ature compared  with  the  numerous  reports  in 
the  general  medical  literature. 

Hypoglycemia  is  manifest  and  associated  with 
a varied  and  many  sided  symptom  complex1.  In 
most  cases  one  symptom  seems  to  stand  out  as  a 
predominant  one.  However,  there  may  be  many 
associated  findings  and  complaints.  Many  of  the 
symptoms  and  signs  are  general  constitutional  in 
type  as:  weakness,  faintness,  restlessness,  pros- 
tration, stupor,  coma,  sweating,  a pale  clammy 
skin  being  generally  present.  Symptoms  refer- 
able to  the  gastrointestinal  tract  such  as:  hunger, 
nausea,  vomiting,  salivation  and  particularly  pain 
in  the  abdomen  are  among  the  most  common. 
The  nervous  system  seems  to  be  particularly 
prone  to  develop  malfunction  when  the  blood 
sugar  is  low,  and  betrays  the  hypoglycemia  with 
dizziness,  amnesia,  speech  defects,  emotional  out- 
bursts, behavior  changes,  memory  loss,  hallu- 
cinations, delusions  and  vertigo,  together  with 
nystagmus,  tremor,  twitching,  grimacing,  stag- 
gering, paralysis  and  convulsions.5 

A review  of  the  symptoms  noted  in  the  re- 
ported cases  shows  that  the  bizarre,  nervous  ab- 
normalities predominate  in  the  adult  cases,6,  7 
while  the  gastrointestinal  symptoms,  followed  by 
convulsions,  were  particularly  evident  in  the  re- 
ports on  infants  and  children.2,  3|  7 In  many  of 
the  cases  reported  the  symptoms  and  signs  were 
extremely  mild  and  varied.  In  many,  nothing 
definite  or  tangible  was  demonstrable.  The  symp- 
toms were  typical  of  extremely  neurotic  and 
hysterical  individuals.  Hundreds  of  these  cases 
must  now  be  going  undiagnosed,  cast  aside,  and 
classified  as  neurosis.  Many  writers  have  esti- 
mated that  there  are  many  more  cases  of  hypo 
than  hyperglycemia.7 

The  histories  of  these  hypoglycemia  patients 
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are  at  times  very  suggestive,  especially  when  the 
complaints  are  associated  with  hunger  and  re- 
lieved with  the  taking  of  food.  Attacks  that  ap- 
pear long  after  the  taking  of  food,  particularly 
those  that  occur  in  the  early  morning  after  the 
long  fast,  must  be  viewed  with  suspicion  and  in- 
vestigated further.  Exercise  even  though  mild, 
occasionally  has  been  known  to  produce  symp- 
toms through  the  burning  of  available  sugar  in 
the  body,  leaving  the  blood  depleted.  Vacation 
time,  which  is  generally  associated  with  violent 
play,  will  produce  more  attacks  in  children  than 
will  the  school  term  with  its  regimented  life.8 
Numerous  cases  will  be  found  among  parochial 
school  children,  who  on  certain  days  and  periods 
of  the  year  will  fast  until  late  in  the  morning  in 
order  to  go  to  communion.  These  children  will 
complain  of  abdominal  pain,  headache,  fainting, 
vasomotor  disturbance  of  the  skin,  and  some- 
times convulsions.  All  of  which  can  be  relieved 
by  giving  them  an  early  breakfast. 

There  is  some  difference  of  opinion  as  to  what 
constitutes  a normal  blood  sugar.  Most  au- 
thorities will  agree  that  80  to  100  mgs.  per  100 
cc.  of  blood  is  a rational  normal,  and  that  any 
thing  below  80  mgs.  per  100  cc.  of  blood  must  be 
considered  a hypoglycemia.9  However,  this  does 
not  mean  that  symptoms  will  occur  as  soon  as 
one  arrives  at  a figure  below  this  mark.  Symp- 
toms have  been  known  to  develop  between  70  to 
80  mgs.  per  100  cc.  of  blood,  while  in  other  cases 
patients  tolerate  sugar  levels  as  low  as  30  to  35 
mgs.  before  symptoms  become  manifest. 

In  attempting  to  visualize  the  etiological  fac- 
tors producing  hypoglycemia  one  must  of  neces- 
sity establish  a general  classification.  Wanchope 
probably  has  given  us  the  best  classification  and 
his  general  outline  will  be  followed  here.10 

EXCESS  OF  INSULIN 

Under  this  heading  should  be  placed  those 
cases  that  develop  symptoms  as  the  result  of 
overdosage  of  insulin,  either  from  the  injection 
of  commercial  insulin,  or  from  the  hypersecre- 
tion of  hyperplasia  or  tumors  of  the  Islands  of 
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Langerhans.  One  may  also  obtain  large  amounts 
of  insulin  from  stimulation  and  overaetion  of  the 
normal  pancreas. 

LACK  OF  OPPOSING  SECRETION 

D.  P.  Barr11  recently  called  our  attention  to 
the  fact  that  many  cases  of  diabetes  showed  no 
demonstrable  pathology  of  the  pancreas. 

The  response  to  insulin  varied  with  different 
individuals  or  even  in  the  same  individual  under 
the  influence  of  disease  or  from  no  apparent 
cause  whatsoever. 

There  can  be  no  definite  rule  as  to  the  amount 
of  insulin  needed  for  a given  amount  of  car- 
bohydrate. This  suggests  a contra-regulatory 
mechanism  capable  of  neutralizing  or  influencing 
insulin  action. 

Houssay12  Barnes13  and  Long14  have  definitely 
demonstrated  that  the  hormones  from  the  an- 
terior pituitary  and  the  cortex  of  the  adrenal 
have  an  antagonistic  effect  on  insulin.  So  marked 
is  this  reaction  that  when  these  hormones  are 
withdrawn  from  the  circulation,  one  unit  of  in- 
sulin is  sufficient  to  produce  hypoglycemia  with 
convulsions. 

Pathological  states  of  both  the  pituitary  and 
adrenal  are  known  clinically  to  upset  the  car- 
bohydrate metabolism  with  the  production  of 
either  hypo  or  hyperglycemia.15,  lfi 

The  thyroid  gland  definitely  affects  sugar 
metabolism  either  directly  or  through  the  pitui- 
tary and  adrenals.  In  states  associated  with 
hyperfunction  of  the  thyroid,  the  blood  sugar 
may  be  raised  and  glycosuria  is  frequently 
present.  In  conditions  of  hypofunction  of  the 
thyroid  such  as  myxedema,  a low  blood  sugar  is 
generally  found.  Similarly  in  parathyroid  dys- 
function a low  blood  sugar  is  associated  with  a 
low  calcium  content  of  the  blood. 

LACK  OF  AVAILABLE  GLYCOGEN 

Normally  the  blood  of  an  adult  will  contain 
about  5 gms.  of  sugar  with  150  gms.  stored  in 
the  liver  warehouse.9  When  in  the  normal  course 
of  body  metabolism  sugar  is  burned,  the  blood 
calls  on  the  liver  to  replenish  its  depleted  sugar 
content.  Should  there  be  any  disease  of  the  liver 
which  disturbs  this  normal  physiology,  that  is, 
the  refusal  of  the  liver  either  to  make,  store  or 
release  glycogen,  hypoglycemia  must  of  neces- 
sity result.  Adrenalin,  the  secretion  of  the 
medulla  of  the  adrenal  gland,  is  the  substance 
which  stimulates  the  liver  to  mobilize  sugar  for 
the  blood  stream.  We,  therefore,  have  a very 
nice  test  for  liver  function  in  respect  to  car- 
bohydrate metabolism.9  Normally  the  injection 
of  adrenalin  should  be  followed  by  mobilization 
of  glycogen  with  the  resulting  increase  in  blood 
sugar.  Should  this  increase  fail  to  appear,  then 
we  must  believe  that  the  liver  either  is  not 
making  glycogen,  is  not  storing  glycogen,  or  if 
stored,  is  refusing  to  release  it. 


A low  kidney  threshold  for  sugar  may  again 
be  the  cause  for  lack  of  available  glycogen  in 
the  blood.  Normally  sugar  will  not  pour  over 
into  the  urine  until  a concentration  of  200  to  220 
mgs.  per  100  cc.  is  reached.9  However,  in  some 
conditions  this  threshold  may  be  below  100  mgs. 
per  100  cc.  In  these  latter  conditions  one  can 
easily  visualize  how  an  abnormal  utilization  plus 
a low  threshold  can  produce  hypoglycemia.  A 
low  blood  sugar  many  times  results  from  a de- 
pletion of  the  stores  in  the  body  through  exces- 
sive exercise,  hyperpyrexia  or  starvation. 

INTERFERENCE  WITH  THE  NERVOUS  REGULATORY 
MECHANISM 

Claude  Bernard  early  demonstrated  that  the 
floor  of  the  fourth  ventricle  contained  a center 
which  regulated  the  blood  sugar  level.  This  cen- 
ter mobilized  liver  glycogen  by  impulses  through 
the  autonomic  nervous  system.  A section  of  the 
vagus  nerve  causes  a transient  rise  in  blood 
sugar,  while  stimulation  of  the  vagi  produced  a 
fall  in  blood  sugar.  It  does  not  take  much  of  a 
flight  of  fancy  to  realize  how  reflexly  these  cen- 
ters and  nerves  could  be  stimulated,  thereby  pro- 
ducing a play  either  up  or  down  in  the  sugar 
content  of  the  blood. 

The  following  cases  that  I have  to  report  ex- 
emplify a varied  symptomatology  as  well  as 
some  variation  in  etiology: 

Case  I.  James  M.,  14  months  old,  male,  had 
never  been  sick  before  except  for  several  attacks 
of  upper  respiratory  infections.  Feeding  was  not 
a problem.  He  became  ill  four  days  before  ad- 
mission to  the  hospital,  with  an  acute  naso- 
pharyngitis. This  was  followed  by  vomiting.  The 
mother  insisted  that  the  baby  vomited  everything 
for  three  days.  Fever  was  present  throughout 
the  course  of  the  disease.  Prostration  ocurred  on 
the  third  day  followed  by  convulsions.  Examina- 
tion two  hours  after  the  beginning  of  convulsions 
revealed  a child  in  a stupor  from  which  he  could 
not  be  aroused.  Marked  dehydration  together 
with  the  typical  picture  of  shock  was  present. 
Throat  was  slightly  reddened.  Temperature  was 
normal.  Otherwise  physical  examination  was 
negative.  On  admission  to  the  hospital  the  blood 
sugar  was  35  mgs.  per  100  cc.  of  blood.  Glucose 
solution  was  given  intravenously.  The  child 
awoke,  relaxed  and  slept  all  night.  In  the  morn- 
ing the  blood  sugar  was  60  mgs.  per  100  cc.  of 
blood.  Gastric  lavage  was  given  and  the  patient 
was  placed  on  a high  carbohydrate  diet.  Two 
days  later,  the  morning  fasting  blood  sugar  was 
80  mgs.  He  made  an  uneventful  recovery. 

This  type  of  case  was  reported  by  Joseph2  and 
Griffith3  where  the  hypoglycemia  is  probably  the 
result  of  starvation  caused  by  vomiting.  This 
vomiting  together  with  the  hyperpyrexia  de- 
pletes the  body  of  its  glycogen  storage,  and 
naturally  results  in  a low  blood  sugar  which  ac- 
counts for  the  convulsions. 

Case  II.  Joy  L.,  female,  age  16  months,  had  a 
normal  birth  and  according  to  the  mother  de- 
veloped properly  without  any  illness  up  to  the 
sixth  month,  when  she  began  to  have  intestinal 
upsets,  vomiting  and  some  loose  stools.  These 
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were  associated  with  convulsions  lasting  two  to 
three  minutes.  The  patient  had  five  or  six  con- 
vulsions during  a period  of  two  weeks.  Then  she 
improved  until  the  tenth  month  when  the  con- 
vulsions again  occurred  associated  with  gastric 
upsets.  The  patient  had  an  occasional  convulsion 
up  to  the  present,  all  of  which  were  associated 
with  vomiting  and  intestinal  disturbances.  The 
infant  was  underweight  for  age.  Physical  de- 
velopment was  certainly  below  normal  and  men- 
tality was  below  the  average  16  month  baby. 
No  other  defects  or  abnormalities  were  noted. 
Wassermann,  Tuberculin,  blood  and  urine  were 
negative.  Blood  calcium  10.5  mgs.  Phosphorous 
4 6 mgs.  per  100  cc.  of  blood.  Fasting  blood 
sugar  40  mgs.  per  100  cc.  of  blood.  Glucose  toler- 
ance test: 

Before  giving  glucose  70  mgs.  per  100  cc.  of  blood 

V2  hr.  after  giving  glucose  80  mgs.  per  100  cc.  of  blood 

1  hr.  after  giving  glucose  80  mgs.  per  100  cc.  of  blood 


IV2  hrs.  after  giving  glucose  80  mgs.  per  100  cc.  of  blood 


This  is  an  extremely  flat  curve  and  certainly 
not  typical  of  hyper-insulinism  which  is  usually 
associated  with  an  early  high  blood  sugar  fol- 
lowed by  an  abrupt  fall.  This  type  of  curve  could 
be  more  easily  explained  by  insulin  being  ac- 
tivated through  the  absence  of  an  antagonistic 
secretion.  Of  course,  the  liver  might  be  at  fault 
through  some  failure  of  its  glycogenic  function. 
This,  however,  appears  not  to  be  likely  in  view 
of  the  following  test  which  consisted  of  the  ad- 
ministration of  10  m.  of  adrenalin  subcutane- 
ously: 


Before  administration 
15  min.  after 
45  min.  after 
60  min.  after 


60  mgs. 
95  mgs. 
100  mgs. 
135  mgs. 


This  patient  was  placed  on  a high  carbohydrate 
diet  and  remained  well  for  months.  Then  the 
appetite  became  poor  and  convulsions  reappeared. 
No  satisfactory  explanation  is  offered. 


Case  III.  Lois  May  C.,  female,  age  3%  yrs., 
led  an  uneventful  life  up  to  the  present  illness. 
She  went  to  bed  the  evening  before  the  illness, 
feeling  perfectly  well,  according  to  the  parents. 
At  7 A.M.  she  awakened  slightly,  whimpered  and 
whined,  looked  half  asleep  and  appeared  dazed. 
She  muttered  incoherently;  recognized  no  one 
and  all  efforts  to  arouse  her  failed.  The  parents 
then  rushed  her  to  the  hospital.  On  admission 
she  presented  the  appearance  of  a light  coma. 
Slight  cyanosis  was  present  on  mucous  mem- 
branes. The  skin  of  the  body  was  cold  and 
clammy.  Development  and  nourishment  were 
normal  for  a 3%  year  old  child.  Pupils  reacted 
to  light.  Further  examination  revealed  no  other 
abnormalities  except  absence  of  the  deep  reflexes 
of  the  extremities.  Wassermann,  tuberculin, 
blood  and  urine  tests  were  negative  Blood  sugar 
on  admission  was  too  low  to  read  accurately  on 
the  scale.  Glucose  was  given  intravenously,  and 
the  child  awakened  and  acted  normally  in  every 
way.  She  was  continued  on  frequent  feedings  and 
at  no  time  did  symptoms  recur  A number  of 
morning  fasting  blood  sugar  determinations  were 
made  during  the  stay  in  the  hospital  They  all 
were  between  70  and  80  mgs  of  sugar  per  100 
cc.  of  blood.  Glucose  tolerance  test-  was  given: 


Before  glucose 
V2  hr.  after  glucose 

1 hr.  after  glucose 

2 hrs.  after  glucose 

3 hours,  after  glucose 


80  mgs.  per  100  cc.  of  blood 

130  mgs.  per  100  cc.  of  blood 

80  mgs.  per  100  cc.  of  blood 

70  mgs.  per  100  cc.  of  blood 

80  mgs.  per  100  cc.  of  blood 


Determinations  were  also  made  after  a normal 
noon  day  meal: 

1 hour  after  dinner  100  mgs.  per  100  cc.  of  blood 

2 hrs.  after  dinner  80  mgs.  per  100  cc.  of  blood 

3 hrs.  after  dinner  90  mgs.  per  100  cc.  of  blood 

Adrenalin  test  10m.  subcutaneously: 

Before  Adrenalin  70  mgs.  per  100  cc.  of  blood 

10  min.  after  Adrenalin  100  mgs.  per  100  cc.  of  blood 

25  min.  after  Adrelanin  130  mgs.  per  100  cc.  of  blood 

40  min.  after  Adrenalin  140  mgs.  per  100  cc.  of  blood 

This  case  demonstrated  the  acute  coma  and 
lethargy  type  of  symptomatology  which  Elias 
and  Turner  have  labeled  spontaneous  hypogly- 
cemic shock.17  No  explanation  is  offered  for  this 
condition  except  perhaps  some  sudden  imbalanc- 
ing  of  the  endocrine  teeter  causing  a low  sugar. 

Case  IV.  Leo  R.,  male,  5 yrs.  of  age,  was  born 
after  a very  difficult,  prolonged  labor.  Attendants 
had  to  work  for  one  hour  to  recussitate  him  and 
he  did  not  eat  well  for  one  week  after  birth, 
during  which  time  he  cried  lustily.  Feeding  dur- 
ing infancy  and  childhood  was  never  a problem. 
He  was  never  sick  until  two  years  ago  when  he 
had  a solitary  convulsion  associated  with  high 
fever.  Another  convulsion  occurred  IV2  months 
ago;  the  last  one  two  weeks  ago.  The  latter  two 
were  not  accompanied  with  fever,  and  occurred 
early  in  the  morning.  During  the  past  six 
months  there  has  been  a change  in  the  routine 
of  his  life  as  well  as  his  general  behavior.  The 
father  described  his  early  rising,  trying  to  get 
everyone  up,  stomping  up  and  down  the  kitchen 
demanding  breakfast,  being  very  impatient  with 
every  and  any  delay  in  the  preparation  of  food. 
The  mother,  however,  was  more  disturbed  with 
his  moral  offenses  which  consisted  of  robbing 
the  cookie  jar  and  the  pantry  at  odd  hours,  par- 
ticularly after  school.  He  seemed  to  crave  food 
between  meals  and  would  take  food  to  school  to 
consume  between  classes  in  the  morning  and 
afternoon.  He  was  a big,  healthy,  strong,  farmer 
boy  with  no  abnormalities  or  defects.  Spinal 
fluid,  Wassermann,  tuberculin,  blood  and  urine 
were  negative.  Blood  calcium  11  mgs.  per  100 
cc.  of  blood.  Blood  phosphorous  4.5  mgs.  per  100 
cc.  of  blood.  Blood  sugar  on  admission  to  the 
hospital  at  1 P.  M.  120  mgs.  per  100  cc.  of  blood. 
Fasting  blood  sugar  in  A.  M.  100  mgs.  per  100 
cc.  of  blood. 

Glucose  tolerance  test: 

Blood  sugar 

before  glucose  100  mgs.  per  100  cc.  of  blood 

% hr.  after  glucose  120  mgs.  per  100  cc.  of  blood 

IV2  hrs.  after  glucose  115  mgs.  per  100  cc.  of  blood 

2%  hrs.  after  glucose  60  mgs.  per  100  cc.  of  blood 

Adrenalin  test  10  m.  Adrenalin  subcutaneously: 

Fasting  blood  sugar  100  mgs.  per  100  cc.  of  blood 

10  min.  after  adrenalin  135  mgs.  per  100  cc.  of  blood 

25  min.  after  adrenalin  60  mgs.  per  100  cc.  of  blood 

Reviewing  the  sugar  tolerance  and  the  adren- 
alin tests  one  finds  a low  of  60  mgs.  in  both  tests. 
A review  of  all  the  findings  shows  none  of  them 
very  high.  Certainly  these  figures  together  with 
the  suggestive  history  should  permit  one  to 
dagnose  hypoglycemia  and  visualize  the  possi- 
bility of  a still  lower  blood  sugar  with  symptoms 
the  result  of  either  improper  assimulation  and 
storage  or  an  endocrine  crisis. 

Case  V.  Lucy  B.,  female,  age  10  yrs.,  an  only 
child  of  elderly,  foreign  parents  was  always  in 
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good  health  until  about  one  month  ago  when  the 
parents  noticed  a change  in  the  child’s  disposition, 
pai'tieularly  late  afternoon  and  during  the  night. 
She  would  awake  in  the  middle  of  the  night, 
dazed,  trembling  with  fear,  and  was  very  hard 
to  quiet.  She  carried  her  lunch  to  school  and 
while  there  seemed  to  conduct  herself  in  a proper 
manner.  However,  when  she  returned  home  in 
the  late  afternoon,  crying  spells,  nervous  upsets 
and  temper  tantrums  would  appear  and  continue 
until  dinner  time.  The  parents  insisted  she  was 
a completely  changed  individual.  She  was  seen 
by  a number  of  physicians  who  pronounced  the 
case  hysteria.  Lucy  was  a sweet,  lovable  child 
except  when  the  spells  would  occur.  Then  no 
amount  of  coaxing  or  reasoning  would  have  any 
effect.  Abdominal  pain  next  became  a prominent 
symptom  of  the  attacks,  although  no  pathology 
was  evident  in  the  abdomen.  No  maladjustment 
to  the  environment,  either  in  the  home  or  school, 
could  be  found  to  account  for  the  abnormal  be- 
havior. She  was  a well  developed  and  nourished 
child  without  physical  defects.  Neither  the  liver 
nor  spleen  was  enlarged.  Blood  and  urine  ex- 
aminations were  normal.  Tuberculin  and  Was- 
sermann  tests  were  negative.  Basal  metabolism, 
Plus  35.  Fasting  blood  sugars  at  various  times 
ranged  between  50  and  60  mgs.  per  100  cc.  of 
blood,  and  except  for  the  glucose  tolerance  tests 
it  was  rare  to  have  a blood  sugar  above  100  mgs. 

A glucose  tolerance  test  gave  the  following 
results : 

Blood  sugar 

Before  glucose  60  mgs.  per  100  cc.  of  blood 

Vo  hr.  after  glucose  140  mgs.  per  100  cc.  of  blood 

lli  hr.  after  glucose  140  mgs.  per  100  cc.  of  blood 

Blood  sugar 

1 % hrs.  after  glucose  190  mgs.  per  100  cc.  of  blood 

23/i  hrs.  after  glucose  90  mgs.  per  100  cc.  of  blood 

3%  hrs.  after  glucose  88  mgs.  per  100  cc.  of  blood 

4%  hrs.  after  glucose  80  mgs.  per  100  cc.  of  blood 

Adrenalin  test  10  m.  injected  subcutaneously: 

Blood  sugar 

before  adrenalin  70  mgs.  per  100  cc.  of  blood 

10  min.  after  adrenalin  80  mgs.  per  100  cc.  of  blood 

20  min.  after  adrenalin  80  mgs.  per  100  cc.  of  blood 

30  min.  after  adrenalin  70  mgs.  per  100  cc.  of  blod 

This  case  presents  a typical  reversal  of  per- 
sonality with  marked  behavior  changes.  The 
hyperactivity  of  the  thyroid  which  we  must  sus- 
pect from  the  high  basal  metabolism  test  cannot 
be  blamed  for  this  condition  because  hyper- 
secretions of  the  thyroid  reduce  the  sensitiveness 
of  insulin.  Thus  we  should  have  a hyperglycemia 
instead  of  a hypoglycemia  if  the  thyroid  were  the 
only  factor  affecting  sugar  metabolism.  A glance 
at  the  adrenalin  test  shows  that  the  liver  did  not 
mobilize  sugar  after  adrenalin  injection. 

I believe  we  are  justified  in  suspecting  this 
case  as  being  liver  fast  as  far  as  sugar  is  con- 
cerned and  that  this  malfunction  is  responsible 
for  the  hypoglycemia. 

Cace  VI.  Jack  L.,  male,  age  2 yrs.,  4 mo.,  en- 
tered the  hospital  for  a surgical  operation,  the 
removal  of  supernumerary  toes.  The  day  follow- 
ing admission,  Jack  acquired  an  acute  upper 
respiratory  infection  followed  later  by  otitis 
media  and  bronchitis.  Sugar  appeared  in  the 
urine  on  the  day  after  admission  to  the  hospital 
and  continued  to  be  present  in  varying  amounts 
from  day  to  day,  increasing  with  the  severity  of 
the  infection  and  decreasing  with  the  improve- 
ment of  the  respiratory  disease.  During  the  con- 


valescence the  nurses  noted  a great  change  come 
over  the  child.  In  the  mornings  he  would  be 
listless,  pale,  relaxed  and  irritable.  This  in- 
creased from  day  to  day  until  one  morning  a 
pupil  nurse  refused  to  bathe  him  and  give  him 
his  morning  toilet  because  she  thought  his 
vitality  was  so  low,  that  he  could  not  survive  the 
exertion.  When  this  problem  was  presented  a re- 
view of  the  case  revealed  the  fact  that  the 
patient  had  been  placed  on  a diabetic  regime  with 
special  diets  and  as  these  diets  were  served 
hours  after  the  regular  house  trays,  the  patient 
naturally  was  without  food  for  a long  time.  This 
fact  together  with  blood  sugar  readings  in  the 
morning  averaging  around  70  mgs.  per  100  cc. 
of  blood,  enabled  us  to  attribute  all  his  symptoms 
to  hypoglycemia. 

When  the  patient  received  an  early  breakfast 
all  of  the  symptoms  which  were  so  troublesome 
before  disappeared,  and  the  child  returned  to  a 
normally  acting  and  behaving  individual.  Was- 
sermann  and  tuberculin  tests  were  negative. 
Blood  cholesterol  160  mgs.  per  100  cc.  of  blood. 
Urine  and  blood  examinations  within  normal 
range.  Glucose  tolerance  test: 


Blood  sugar 
Before  glucose 
V2  hr.  after  glucose 

1 hr.  after  glucose 

2 hrs.  after  glucose 


70  mgs.  per  100  cc.  of  blood 

180  mgs.  per  100  cc.  of  blood 

170  mgs.  per  100  cc.  of  blood 

120  mgs.  per  100  cc.  of  blood 


Adrenalin  test  10  m.  Adrenalin  subcutaneously: 

Blood  sugar 

Before  inj.  of  adrenalin  80  mgs.  per  100  cc.  of  blood 

10  min.  after  inj.  adrenalin  130  mgs.  per  100  cc.  of  blood 

20  min.  after  inj.  adrenalin  130  mgs.  per  100  cc.  of  blood 

40  min.  after  inj.  adrenalin  120  mgs.  per  100  cc.  of  blood 


During  the  period  of  observation  while  the  pa- 
tient seemingly  was  in  comparatively  normal 
health,  sugar  continued  to  appear  in  the  urine. 
Samples  of  urine  collected  at  intervals  together 
with  samples  of  blood  revealed  the  fact  that 
there  was  a low  kidney  threshold  for  sugar. 
Sugar  would  pour  over  into  the  urine  when  the 
blood  sugar  reached  a concentration  between  100 
and  120  mgs.  per  100  cc.  of  blood.  This  fact 
forces  us  to  believe  we  have  a case  of  hypogly- 
cemia due  to  a low  kidney  threshold. 

Another  type  of  hypoglycemia,  which  we  will 
probably  encounter  more  frequently  in  the  years 
to  come,  is  the  newborn  of  diabetic  mothers.  Re- 
ports of  these  cases  with  recovery  have  been 
made  by  Wilder  and  Parsons,18  Sennewald,19 
Higgins20  and  Randall  and  Rynearson.21 

Conclusive  evidence  has  been  presented  to 
show  that  these  newborns  have  a hyperplasia 
and  hypertrophy  of  the  Islands  of  Langerhans.22 
The  hypersecretion  from  the  Islands  will  produce 
fatal  hypoglycemia  if  sugar  is  not  furnished 
early  as  suggested  by  Wilder  and  Parsons,18  con- 
tinuing to  give  sugar  both  by  mouth  and  by 
needle  until  the  newborn  has  developed  a stable 
insulin  balance. 

Infants  and  children  are  prone  to  show  acute 
or  transient  manifestations  of  low  blood  sugar. 
This  peculiarity  is  probably  due  to  the  unstable 
condition  of  the  organs  or  their  nerve  supply. 
We  know  from  various  other  disease  conditions 
of  infancy  and  childhood  how  fever,  infection  or 


July,  1937 


Hypoglycemia  in  Infancy  and  Childhood 


753 


emotion  can  influence  and  disrupt  normal  physi- 
ology. Treatment  should  be  based  upon  visualiza- 
tion of  the  transient  or  permanent  malfunction  or 
pathology  of  the  various  organs  involved  in 
sugar  metabolism. 

The  acute  attacks  respond  to  injections  of 
adrenalin  which  temporarily  increase  the  blood 
sugar  by  liberating  glycogen  from  the  liver. 
Further  relief  can  be  obtained  by  furnishing 
sugar  either  by  mouth,  vein,  subcutaneously  or 
intramuscularly. 

Management  of  chronic  cases  can  best  be  at- 
tempted by  administering  small  feedings  be- 
tween regularly  spaced  meals.  This  has  been 
satisfactory  for  the  majority  of  my  cases. 

John23  has  recently  advocated  the  giving  of 
insulin  after  meals  to  relieve  the  extreme  stimu- 
lation of  the  pancreas  and  thus  in  time,  train  the 
pancreas  to  secrete  less  insulin.  However,  ob- 
jectionable reactions  may  follow  its  use  in  chil- 
dren. 

Surgery  has  had  excellent  results  in  cases  of 
tumors  of  the  pancreas.  Partial  success  with  sub- 
total extirpation  of  the  pancreas  has  been  re- 
ported24 in  cases  of  hyperinsulinism  on  much  the 
same  principle  as  thyroid  surgery. 

No  therapy  will  be  successful  unless  it  is  di- 
rected toward  the  correction  or  the  amelioration 
of  the  underlying  pathology;  first  using  one 
method  of  approach  and  then  the  other,  attempt- 
ing to  find  the  one  best  fitted  to  the  individual 
case. 

summary 

The  symptoms  of  hypoglycemia  have  been 
named  and  classified.  Bizarre  nervous  disorders 
are  the  usual  adult  manifestation,  while  children 
are  prone  to  have  gastrointestinal  upsets  fol- 
lowed by  convulsions. 

No  doubt  many  nervous  and  neurotic  people  are 
suffering  from  low  blood  sugar.  Symptoms  of 
these  patients  occurring  after  a prolonged  fast 
or  exercise,  especially  if  relieved  by  the  taking 
of  food,  are  very  suggestive  of  hypoglycemia. 

The  etiological  factors  have  been  outlined, 
enumerated  and  discussed.  The  multiplicity  and 
variety  of  factors  that  can  influence  carbohy- 
drate metabolism  are  striking. 

Six  cases  are  reported.  Three  had  convulsions 
as  the  predominating  symptom;  one  had  extreme 
lethargy;  another  acute  coma;  while  the  last 
showed  abnormal  behavior  patterns  with  tan- 
trums. 

The  cause  of  the  symptoms  varied;  one  was 
produced  by  sugar  starvation,  the  result  of  vom- 
iting and  fever;  one  had  a liver  unable  to  mobi- 
lize sugar;  another  had  a kidney  that  filtered  out 
sugar  too  readily.  The  etiological  factors  in  the 
other  cases  could  not  be  determined  exactly. 

Relief  in  the  acute  stages  of  hypoglycemia  can 


be  obtained  by  the  administration  of  adrenalin 
and  sugar.  Chronic  states  are  usually  relieved 
by  frequent  feeding. 

159  South  Main  Street. 
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DISCUSSION 

Joyce  I.  Hartman,  M.D.,  Cleveland,  Ohio:  This 
is  a subject  which  ordinarily  does  not  receive  due 
consideration  by  most  of  us  because,  as  the 
speaker  suggests,  the  less  severe  symptoms  can 
be  so  much  more  easily  accounted  for  upon  an 
environmental  or  behavior  basis.  It  has  been 
said  that  the  finding  of  100  mg.  of  sugar  per  100 
cc.  of  blood  is  about  the  most  constant  laboratory 
finding.  However,  one  cannot  be  very  definite 
about  setting  the  limits — especially  the  lower 
limits  of  normality.  There  seems  to  be  more 
agreement  about  the  upper  limits  of  blood  sugar 
levels.  A blood  sugar  of  160  mg.  one  hour  after 
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a meal  and  120  mg.  three  hours  after  a meal  is 
usually  regarded  with  suspicion. 

There  is  a great  variation  in  the  blood  sugar 
levels  at  which  behavior,  abdominal  and  neur- 
ological symptoms  appear  and  a greater  varia- 
tion in  the  type  of  symptom  which  may  appear. 
The  speaker  has  mentioned  the  tendency  to  the 
predominance  of  a single  symptom  in  different 
individuals.  This  is  also  a characteristic  of 
hypoglycemia  in  diabetic  children.  A certain 
child  always  has  tantrums,  another  gets  a 
strabismus,  another  wants  to  rest  and  sleep, 
while  another  will  have  acute  abdominal  pain. 
Neurological  and  behavior  symptoms  seem  much 
more  common  in  diabetic  children  with  hypogly- 
cemia than  abdominal  symptoms. 

Some  children  get  convulsions  with  a blood 
sugar  of  70  mg.  and  others  have  no  demonstrable 
symptoms  when  the  blood  sugar  is  40  mg.  This 
seems  to  suggest  that  the  hypoglycemia  is  not 
the  primary  cause  but  rather  accompanies,  or  is 
associated  with,  or  results  from,  the  convulsions. 
However,  the  promptness  of  recovery  with  the 
administration  of  glucose  is  so  striking,  as  is 
illustrated  in  several  of  cases  presented,  that  it 
removes  most  doubts  concerning  the  primary  im- 
portance of  the  hypoglycemia.  There  are  various 
theories  concerning  the  mechanism  of  action.  In 
my  experience  the  lack  of  glycogen  as  the  re- 
sult of  starvation  or  vomiting  has  seemed  to  be 
the  most  common  cause  of  the  more  severe 
hypoglycemic  symptoms  in  non-diabetic  children. 
It  would  be  well  to  keep  in  mind  the  possibility 
of  diabetes  mellitus  in  cases  5 and  6 for  two 
reasons:  first,  because  the  blood  sugar  levels  are 
over  160  one  hour  or  more  after  a carbohydrate 
meal  and  because  an  unstable  sugar  regulatory 
mechanism  may  be  one  of  the  early  signs  of 
diabetes.  Was  there  any  family  history  of  dia- 
betes in  these  cases? 

Renal  glycosuria  or  glycosuria,  due  to  lowered 
renal  threshold,  is  unusual.  In  one  large  series 
of  900  cases  of  glycosuria  only  seven  instances 
were  found.  We  have  had  the  opportunity  of  fol- 
lowing a child  with  this  condition  for  eight 
years.  She  is  now  12  years  old.  There  have  been 
no  symptoms  referable  to  hypoglycemia. 

The  speaker  has  presented  an  instructive  group 
of  cases  and  has  well  emphasized  the  bizarre 
symptomatology  of  a condition  which  is  fre- 
quently overlooked. 


Gastric  Cancer 

The  presence  of  a definite  familial  trend — the 
high  incidence  of  achlorhydria  among  the  older 
relatives  of  patients  with  gastric  cancer — points 
to  some  role  of  heredity  in  the  aetiology  of  this 
disease.  No  such  trend  was  noted  among  the 
persons  who  had  any  other  localized  cancer 
(uterus,  breast,  skin)  and  their  relatives:  among 
45  in  this  group  over  30,  only  3 cases  (6.7  per 
cent)  had  achlorhydria.  It  seems  to  us,  there- 
fore, that  achlorhydria  in  the  families  of  gastric 
cancer  patients  is  one  expression  of  the  heredi- 
tary factors  determining  the  particular  localiza- 
tion of  the  growth.  In  some  of  the  cases  of  gas- 
tric cancer  achlorhydria  appears  to  be  a fore- 
runner of  the  disease.  (A.  E.  Levin,  M.D.,  and  B. 
A.  Kuchur,  M.D.,  The  Lancet,  Jan.  23,  1937). 


The  Examination  of  Patients  For 
Evidence  of  Cancer 

Following  many  requests  from  various  sec- 
tions of  the  country,  the  American  Society  for  the 
Control  of  Cancer  releases  the  following  “Ten 
Golden  Rules  of  the  Cancer  Examination.”  These 
rules  were  prepared  by  Dr.  Frank  E.  Adair, 
Memorial  Hospital,  New  York,  in  cooperation 
with  Dr.  Burton  T.  Simpson,  Director,  State  In- 
stitute for  the  Study  of  Malignant  Disease,  Buf- 
falo, New  York,  and  Dr.  James  Ewing,  Director, 
Memorial  Hospital,  New  York. 

“The  positive  finding  of  any  of  the  symptoms 
which  are  sought  in  this  examination,”  the  So- 
ciety said,  “does  not  necessarily  mean  that  can- 
cer is  present,  but  they  are  suggestive  and  may 
later  lead  to  cancer.  Their  discovery  will  prob- 
ably be  followed  by  a recommendation  of  a visit 
to  a surgeon,  a radiologist,  or  a cancer  specialist. 

“These  rules  are  offered  as  a guide  and  aid  for 
laymen,  not  as  a complete  final  judgment.  A 
cancer  will  rarely  escape  detection  if  the  Ten 
Golden  Rules  of  the  Cancer  Examination  are 
observed.” 

The  Ten  Golden  Rules  of  the  Cancer  Examina- 
tion follow: 

“1.  Examine  the  lips,  tongue,  cheek,  tonsils 
and  pharynx  for  persistent  ulcerations;  the 
larynx  for  hoarseness,  and  the  lungs  for  per- 
sistent cough. 

“2.  Examine  the  skin  of  the  face,  body  and 
extremities  for  scaly  bleeding  warts,  black  moles 
and  unhealed  scars. 

“3.  Examine  every  woman’s  breasts  for  lumps 
or  bleeding  nipple. 

“4.  Examine  the  subcutaneous  tissues  for 
lumps  of  the  arms,  legs  and  body. 

“5.  Investigate  any  symptoms  of  persistent  in- 
digestion or  difficulty  in  swallowing.  Palpate  the 
abdomen. 

“6.  Examine  the^lymph  node  system  for  en- 
largement of  the  nodes  of  the  neck,  groin,  or  arm 
pit. 

“7.  Examine  the  uterus  for  enlargement, 
lacerations,  bleeding  or  new  growths. 

“8.  Examine  the  rectum  and  determine  the 
cause  of  any  bleeding  or  pain. 

“9.  Examine  the  urine  microscopically  for  the 
presence  of  blood. 

“10.  Examine  the  bones,  and  take  a radio- 
graph of  any  bone  which  is  the  seat  of  a boring 
pain,  worse  at  night.” 


SCOLIOSIS 

1.  Distinguish  between  a postural  and  a struc- 
tural scoliosis.  The  former  may  be  cured;  the 
latter  rarely. 

2.  Little  is  known  regarding  the  etiology  of 
structural  scoliosis.  Early  recognition  and  skilled 
treatment  may  prevent  progression  of  the  de- 
formity. 


BETTER  CARE  OF  THE  UTERINE  CERVIX 

By  CHARLES  D.  HEISEL,  M.D.,  F.A.C.S.,  Cincinnati,  Ohio 
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DISEASES  of  the  cervix  uteri,  until  recent 
years,  have  occupied  a place  of  obscurity 
for  several  reasons.  Among  these  may  be 
mentioned,  ignorance  of  the  patient  as  to  the 
importance  of  leucorrhoea,  timidity  of  the  pa- 
tient and  the  doctor  to  insist  upon  the  proper 
examinations,  poor  results  of  treatment  with  the 
methods  formerly  in  vogue,  and  failure  of  physi- 
cians to  evaluate  properly  or  to  acknowledge  the 
importance  of  the  diseased  cervix  as  a focus  of 
infection  or  as  a predisposing  cause  of  cervical 
cancer.  While  a diseased  cervix  does  not  set  off 
an  alarm  like  that  of  a painful  tooth  or  an  im- 
pacted kidney  stone,  it  can  account  for  any  of 
the  remote  symptoms  which  are  attributable  to 
any  other  focus  of  infection  and  locally,  there 
may  be  leucorrhoea,  menorrhagia,  metrorrhagia, 
pruritis  vulvae,  lumbo-saeral  pain,  dyspareunia 
and  sterility. 

Time  does  not  permit  a detailed  consideration 
of  all  phases  of  cervical  diseases.  Only  the  com- 
moner lesions  which  are  seen  in  everyday  prac- 
tice, which  are  chronic  in  nature,  which  are  re- 
sistant to  treatment,  which  impair  the  general 
health  and  which  seem  to  predispose  to  cervical 
cancer,  will  be  discussed  in  this  paper. 

PREVENTION  OF  CHRONIC  CERVICAL  DISEASE 

Infectious  processes  in  the  cervix  uteri  are 
particularly  resistant  to  treatment  and  show 
marked  tendencies  to  develop  into  chronic  foci 
of  infection  which  often  persist  throughout  the 
greater  part  of  the  woman’s  active  sex  life  to 
plague  her  with  many  annoying  local  symptoms 
and  varying  degrees  of  general  poor  health. 
Prevention,  if  it  can  be  suceesfully  applied  in 
this  field  of  work,  can  accomplish  vastly  more 
good  than  treatment. 

GONORRHOEA 

Gonorrhoea  is  mentioned  here  because  it  is  re- 
puted to  be  the  chief  cause  of  chronic  inflamma- 
tory lesions  of  the  cervix  in  the  nulliparous 
woman  and  because  it  offers  an  unusually  rich 
field  for  the  practice  of  prevention.  The  nation 
wide  drive  recently  organized  by  Dr.  Thomas 
Parran,  to  combat  venereal  diseases  should 
mark  an  epoch  in  a new  field  of  preventive 
medicine.  This  it  might  well  be  expected  to  do  if 
the  individual  doctor  and  organized  medicine  as 
a group  can  be  sufficiently  aroused  to  its  im- 
portance to  give  to  it  their  whole-hearted  sup- 
port and  their  active  aid.  The  record  made  in 
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the  army  and  navy  during  the  world  wrar,  by 
educational  and  disciplinary  measures,  directed 
toward  venereal  disease  control,  was  so  excel- 
lent that  it  should  serve  as  a goal  to  be  attained 
for  civilian  population.  If  this  drive  is  to  amount 
to  anything  more  than  a mere  “flash  in  the  pan”, 
it  will  be  necessary  to  brush  aside  the  present 
day  attitude  of  prudery  and  taboo  on  sex  sub- 
jects. The  facts  must  be  brought  into  the  open. 

Parents  must  develop  saner  attitudes  toward 
the  instruction  of  their  children  upon  these  sub- 
jects. Children  approaching  adolescence  should 
be  informed  upon  the  sociological  aspects  of  and 
the  health  hazards  which  lurk  in  venereal  dis- 
eases. Not  only  the  importance  of  avoidance,  but 
a knowledge  of  prophylaxis  and  treatment  should 
be  inculcated.  Sex  urge  is  a dominant  and  diffi- 
cult factor  in  this  particular  field  of  preventive 
medicine  and  it  can  be  expected  to  militate 
against  securing  the  striking  results  which  have 
been  attained  in  other  fields  of  prevention. 
Among  intelligent  people,  a vast  amount  of  good 
must  necessarily  accrue  from  proper  enlighten- 
ment. Hope  of  further  appreciably  reducing 
chronic  cervical  diseases  due  to  gonorrhoea,  lies 
in  the  avoidance  of  intensive  methods  of  treat- 
ment of  that  disease  in  its  acute  stage.  Treat- 
ing the  cervix  when  the  vagina  is  too  tender  for 
the  passage  of  a speculum,  efforts  to  remove  the 
cervical  mucous  plug  and  the  application  of 
strong  medicaments  to  the  endocervix  while  in- 
tracellular diplococci  are  present  in  the  dis- 
charge, are  provocative  rather  than  curative 
measures  and  are  apt  to  promote  deeper  in- 
vasions into  the  cervical  tissues.  Large  ap- 
plicators which  tend  to  occlude  the  cervical  canal 
and  act  with  plunger-like  effect  to  force  in- 
fectious material  through  the  internal  os  are 
distinct  dangers  to  the  spread  of  infection  up- 
ward. 

LACERATIONS  OF  THE  CERVIX 

Lacerations  of  the  cervix  are  the  chief  con- 
tributing factor  to  chronic  cervical  disease  in 
the  parous  woman.  Most  of  the  extensive  and 
deforming  lacerations  are  caused  by  instrumental 
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delivery,  therefore,  anything  which  tends  to  in- 
crease the  necessity  of  instrumental  delivery 
also  tends  to  increase  cervical  damage  and  the 
chronic  lesions  which  result  therefrom.  Many 
women  today,  informed  on  the  subject  of  twilight 
sleep  and  painless  labor  by  over-solicitous  friends 
and  lay  periodicals,  approach  their  labor  with 
badly  distorted  pictures  of  the  ordeal.  Full  of 
fear,  they  demand  soporifics  and  analgesics  al- 
most before  the  onset  of  labor.  Most  of  the 
drugs  used  prolong  and  so  alter  the  character  of 
labor  that  the  woman  deliriously  moves  and 
thrashes  about  until  all  her  force  of  labor  is 
spent.  Forceps  are  frequently  resorted  to  in 
order  to  terminate  these  very  unsatisfactory 
labors.  The  so-called  prophylactic  application  of 
forceps  is  all  too  frequently  made  for  the  doc- 
tor’s convenience  rather  than  for  any  real  in- 
dication in  the  interest  of  either  mother  or 
child.  These  and  other  present  day  fads  and 
dramatics  in  obstetrics,  which  contribute  to  an 
increased  incidence  of  forceps  deliveries,  ac- 
count for  their  share  of  damaged  cervices. 

REPAIR  OF  CERVICAL  LACERATIONS 

Immediate  repair  of  cervical  lacerations  is  a 
highly  controversial  subject  which  claims  many 
worthy  contestants,  both  pro  and  con.  It  must 
be  admitted  that  in  most  home  deliveries,  where 
conditions  of  good  lighting,  ample  assistance 
and  asepsis  do  not  prevail,  attempts  at  im- 
mediate repair  should  be  abandoned.  When  the 
patient  is  exhausted  or  badly  shocked  from  a 
difficult  labor,  prolonged  anaesthesia,  or  profuse 
hemorrhage,  she  should  not  be  subjected  to  any 
further  manipulation  or  operative  procedure.  The 
presence  of  marked  oedema,  haematoma,  or 
badly  distorted  anatomy  would  also  contra-in- 
dicate immediate  repair. 

In  all  cases  where  proper  conditions  exist  for 
doing  immediate  repair,  the  cervix  should  be 
thoroughly  visualized  and  its  circumference  care- 
fully inspected  for  gross  breaks  in  its  continuity 
and  for  actively  bleeding  vessels,  and  repair  of 
these  should  be  made  at  once.  When  repair  can- 
not be  done  at  once,  it  should  not  be  deferred 
indefinitely,  especially  when  leucorrhoea  or  other 
signs  of  cervical  irritation  persist  for  six  weeks 
or  more.  In  immediate  repair  of  cervical  lacera- 
tions lies  one  of  the  most  important  prophylactic 
measures,  not  only  against  chronic  inflammatory 
disease,  but  also  against  neoplastic  disease  of  the 
cervix.  De  Lee  declares  that  in  not  a single  case 
in  which  he  has  made  immediate  repair  has  he 
seen  a case  of  cervical  cancer. 

THE  CERVIX  AS  A FOCUS  OF  CHRONIC  INFECTION 

Eighty-five  per  cent  of  all  women,  inclusive 
of  the  unmarried,  are  credited  with  having  in- 
fected cervices.  When  the  natural  physiological 
barriers,  which  the  normal  cervix  presents  to  the 
invasion  of  bacteria,  are  broken  down  by  the  in- 


juries of  labor  or  by  the  aggressive  gonoccocus, 
an  ideal  habitat  is  produced  for  various  types  of 
pathogenic  bacteria  in  the  deep  branched  glands 
and  between  the  elaborate  palmate  folds  of  the 
endocervix.  If  it  were  not  for  the  remarkable 
protective  device  w'hich  exists  locally  at  the  time 
of  labor  such  as  the  influx  of  myriads  of  phagocy- 
tic cells  and  the  presence  of  moisture  at  all  times, 
which  favors  free  drainage,  fatal  infection  would 
probably  be  the  rule  rather  than  the  exception, 
following  delivery.  If  the  injuries  to  the  cervix 
produced  by  labor  were  to  occur  upon  dry  sur- 
faces, in  the  presence  of  similar  bacterial  flora, 
where  incrustation  and  damning  up  of  secretions 
could  take  place,  childbearing  would  be  an  ex- 
tremely hazardous  undertaking.  In  the  cervix, 
however,  infection  excites  the  endocervical  epith- 
elium to  profuse  mucous  secretion,  leucocytes 
crowd  the  field,  serum  exudes,  normal  circula- 
tion is  embarrassed,  oedema  occurs  and  due  to 
swelling,  the  endocervix  may  be  forced  to  pout 
out  of  the  external  os  to  produce  an  eversion  or 
an  ectropion. 

Due  to  prolonged  inflammatory  irritation,  endo- 
cervical columnar  epithelium  may  displace  the 
squamous  epithelium  about  the  external  os,  pro- 
ducing so-called  erosions  on  the  vaginal  surface 
of  the  cervix.  This  columnar  epithelium  pro- 
duces aberrant  glands  which  behave  much  like 
the  true  mucous  secreting  glands  of  the  endo- 
cervix and  may  also  form  superficial  nabothian 
cysts.  If  the  infective  process  persists  or  is 
aggravated  by  badly  advised  methods  of  treat- 
ment, fibrotic  changes  take  place  which  choke  the 
orifices  of  the  mucous  glands  and  cause  cystic 
changes.  The  infection  may  invade  deeply  the 
intercellular  spaces  and  lymphatics  of  the  cer- 
cix,  extending  even  to  the  parametrial  structures, 
broad  ligaments  and  pelvic  lymph  nodes.  Such  a 
cervix  is  a potent  focus  of  infection  which  can 
produce  remote  symptoms,  chronic  ill  health  and 
all  the  local  manifestations  previously  en- 
umerated. 

TREATMENT  OF  CHRONIC  INFLAMMATORY  LESIONS 
OF  THE  CERVIX  UTERI 

There  is  no  method  of  treating  chronic  cervical 
disease  that  is  so  ideal  that  it  can  restore  the 
damaged  cervix  back  to  normalcy.  Function  must 
sometimes  be  sacrificed  in  the  interest  of  the 
patient’s  general  health  or  for  the  relief  of  an- 
noying local  symptoms  of  which  leucorrhoea  is 
the  foremost.  Many  of  the  earlier  modes  of 
treatment  amounted  to  little  more  than  tem- 
porizing. Later  methods  are  to  a large  degree 
applicable  to  office  use.  A few  treatments  in 
most  cases  will  relieve  leucorrhoea  and  other 
local  symptoms;  destroy  aberrant  epithelial  over- 
growth; eradicate  the  focus  of  infection;  im- 
prove general  health  and  lower  the  incidence  of 
cervical  cancer.  It  is  not  the  purpose  of  this 
paper  to  describe  minutely  all  methods  of  treat- 
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ment;  they  are  too  numerous  and,  more  or  less,  a 
matter  of  individual  choice. 

In  the  writer’s  experience,  the  following  meas- 
ures have  given  considerably  better  than  average 
results:  In  the  more  superficial  or  early  lesions 
which  are  confined  chiefly  to  the  endocervix,  local 
applications  of  heat  are  made  by  the  use  of  pro- 
longed hot  water  douches,  Elliott  Machine,  or  in- 
tracervical  diathermy.  These  are  supplemented 
by  submucosal  injections  of  the  endocervix  with 
a 1-20,000  ammoniated  silver  solution  as  advo- 
cated by  L.  S.  Kritschewsky  and  E.  Warbatus  or 
by  intraeervical  copper  ionization.  In  erosions, 
eversions  and  ectropion,  radical  linear  cauteriza- 
tion is  used  to  eradicate  the  lesions  and  destroy 
the  accessible  nabothian  cysts.  Where  the  cervix 
is  involved,  in  an  extensive  deep  seated  infection 
with  hypertrophic  or  fibrotic  and  cystic  changes, 
present,  coning  out  by  the  Sturmdorf  method  has 
proven  to  be  most  effectual. 

PERIODIC  HEALTH  SURVEYS 

A woman  who  is  satisfied  to  endure  a leucor- 
rhoeal  discharge  for  the  greater  part  of  her  life- 
time, because  she  believes  it  to  be  a natural  oc- 
currence and  a part  of  her  lot  to  bear,  is  very 
apt  to  overlook  her  only  chance  for  the  early 
detection  of  her  cervical  cancer.  The  physician 
who,  when  making  a periodic  health  examination, 
fails  to  have  uppermost  in  his  mind  the  possi- 
bility of  concealed  cancer  is  a contributor  to  the 
increasing  cancer  death  rate.  The  periodic  health 
survey  in  a woman  between  the  ages  of  35  and 
55  years  should  be  a yearly  event.  When  there 
is  even  a scant  vaginal  discharge  or  a pruritis 
vulvae  present,  or  when  there  is  a history  of 
previous  cervical  disease,  the  cervix  should  be 
carefully  scrutinized  for  any  evidence  of  path- 
ology or  distorted  anatomy  by  someone  familiar 
with  the  early  evidence  of  cancer.  A biopsy 
specimen  should  be  taken  from  any  suspicious 
looking  lesion  and  even  though  found  non-malig- 
nant,  the  site  of  the  lesion  should  be  observed  at 
short  intervals  until  all  doubt  as  to  its  nature 
has  been  removed. 

With  the  cause  of  cancer  still  in  the  animal 
research  stage,  it  would  be  presuming  too  much 
upon  your  credulity  to  expect  you  to  accept  mere 
statements  as  facts.  Unbiased  opinion,  however, 
cannot  help  but  ponder  upon  statistics,  which 
show  90  per  cent  of  cervical  cancers  to  occur  in 
women  who  have  given  birth  to  children,  while 
only  10  per  cent  occur  in  nulliparus  women.  The 
inference  must  necessarily  be  that  the  injuries 
to  the  cervix  consequent  upon  childbearing,  or 
the  infective  processes  that  accompany  these  in- 
juries do  exert  a decided  influence  upon  the  pro- 
duction of  cervical  cancer.  Whether  the  dis- 
torted anatomy  or  the  altered  chemistry  found 
in  these  lesions  is  the  contributing  factor  should 
not  concern  us  now,  but  because  cancers  are  most 
commonly  found  at  the  sight  of  these  lesions,  we 


should  be  more  alert  and  ready  to  inspect  every 
cervical  lesion  for  possible  cancer. 

SUMMARY 

The  subject,  “Better  Care  of  the  Uterine  Cer- 
vix” is  an  important  one  and  if  considered  in  all 
its  minutia  would  require  considerably  more  than 
the  allotted  time.  The  essayist’s  chief  purpose 
has  been  to  call  attention  to  the  importance  of  a 
new  trend  in  attitude  from  one  of  indifference  to 
one  of  keen  concern  toward  the  cervix  uteri  and 
its  pathology.  He  has  attempted  to  point  out  the 
importance  of  a correct  evaluation  of  the  com- 
moner types  of  cervical  lesions,  the  part  which 
they  play  as  health  hazards  in  a woman’s  life, 
and  the  necessity  of  their  recognition,  their  pre- 
vention and  their  cure.  If  doctor  and  layman  can 
be  made  to  realize  the  importance  of  the  diseased 
cervix  as  a focus  of  infection,  then  it  will  soon 
emerge  from  its  place  of  obscurity;  it  will  as- 
sume a place  of  as  much  importance  as  other  foci 
of  infection  in  periodic  health  surveys  and  cer- 
vical cancer  will  be  recognized  more  often  in  its 
incipiency.  If  this  paper  has  contributed  even 
very  modestly  to  such  a trend,  it  will  have  ac- 
complished its  purpose. 

Provident  Bank  Building. 
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DISCUSSION 

C.  E.  Hauser,  M.D.,  Cincinnati,  Ohio:  There 

are  two  things  that  I would  emphasize  as  I finish 
a review  of  the  essayist’s  paper:  First,  the  sub- 
ject of  the  paper  itself;  second,  the  mention  of  a 
periodic  health  examination,  as  related  to  care 
of  the  cervix. 

In  approaching  the  subject  of  cervical  disease, 
one  must  consider  the  anatomy  of  the  normal 
cervix  and  the  various  phases  of  physiological 
cyclic  alteration.  Anatomically,  the  cervix  is  a 
hollow  fibro-muscular  tube,  reaching  from  the 
body  of  the  uterus,  above,  into  the  vaginal  canal, 
below.  It  has  for  practical  purposes  what  one 
might  describe  as  two  surfaces:  that  which  is 
seen  within  its  lumen  and  a second  or  outer  sur- 
face which  is  covered  with  a reflection  of  a 
vaginal  mucosa  and  is  but  a continuance  of  the 
vagina  itself. 

The  canal  constricted  above  and  below  by  the 
internal  and  external  orifices  possesses  a fusi- 
form character  with  changing  mucosa  and  glands. 
The  latter  are  perhaps  of  greatest  importance 
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because  of  their  secretions  and  the  role  played 
by  these  secretions  for  protective  and  reproduc- 
tive purposes.  Experimentally,  it  has  been 
shown  in  lower  animals  that  a ferment  is  present 
which  probably  aids  chemically  in  its  action  on 
the  glycogen  present  to  assist  in  acidifying  the 
vaginal  secretion.  It  may  be  assumed  that  this 
occurs  in  the  human  as  well  as  in  the  ape.  Secre- 
tion of  an  alkaline  mucus  in  copious  quantity 
during  copulation  presumably  serves  a valuable 
purpose  in  assisting  reproduction  by  protection 
offered  the  spermatozoa.  The  glands  are  deepest 
and  more  complex  midway  in  the  canal  and  con- 
sequently offer  a most  desirable  haven  for  in- 
vading bacteria. 

There  is  but  little  doubt  that  the  fibro-mus- 
cular  bands,  which  give  the  cervix  its  shape  and 
consistency,  undergo  many  changes  in  the 
physiological  cycles  of  menstruation  and  during 
the  various  periods  of  pregnancy.  Swelling  and 
recession  with  hyperplasia  and  new  cell  growth 
have  been  so  frequently  reported  as  to  make 
these  changes  accepted  physiological  phenomena. 

The  fibro-muscular  portion  of  the  cervix  form 
what  one  might  call  a fulcrum  in  the  pelvic 
diaphragm.  To  it  are  attached  the  various 
ligamentous  structures,  running  anteriorly  and 
posteriorly  from  the  uterus  giving  shape, 
strength,  and  consistency  to  this  all  important 
structure  and  providing  relatively  the  greatest 
support  in  maintaining  the  uterus  in  its  normal 
position. 

These  factors,  though  seemingly  elementary, 
are  of  importance  in  this  discussion  because  it 
is  a derangement  of  the  normal  physiology  and 
anatomy,  which  is  the  underlying  cause  of  all 
diseases  of  the  cervix.  And  we  must  not  lose 
sight  of  the  fact  that  we  have  in  the  cervix  as 
clear-cut  a demonstration  of  transitional  tissue 
as  we  will  encounter  in  any  part  of  the  body. 

Nature  is  ever  jealous  of  the  reproductive 
system  and  has  carefully  hidden  the  female  par- 
turient mechanism  deeply  in  the  female  ana- 
tomy. But  in  so  doing  she  has  also  furnished  a 
place  of  refuge  for  those  microscopic  enemies 
of  mankind  the  various  bacteria  which  albeit  in 
this  instance  must  usually  find  their  entrance  as 
result  of  man’s  inhumanity  to  man,  or  shall  we 
say  woman.  The  gonococcus  has  here  a splendid 
field  for  its  damaging  proclivities.  With  the 
glands  of  Bartholin  and  Skene  at  the  portal  and 
the  deeply  placed  racemose  labyrinth  of  the  en- 
docervical  glands,  nothing  could  offer  a better  or 
more  suitable  nest  locus  for  the  neisser  bacteria. 
Here  they  work,  here  they  lie  dormant,  here 
they  begin  the  ravages  of  chronic  disease.  And, 
too,  we  have  created  a locus  minoris  resistentia, 
through  which  other  and  perhaps  more  danger- 
ous organisms  may  follow. 

Cervical  lacerations  or  trauma,  usually  due  to 
parturition,  rend  asunder  nature’s  careful  build- 
ing. They  produce  an  endless  variety  of  de- 
formity and  derangement  of  function,  resulting 
not  only  from  subsequent  cicatrization  but  from 
associated  infection. 

Are  we  to  assume  that  these  many  and  varied 
interferences  with  nature’s  handiwork  cannot 
furnish  the  basic  changes  for  the  development  of 
neoplasm?  If  that  be  true,  we  must  forget  the 
character  of  tissue  with  which  we  are  dealing. 
We  must  forget  the  physiological  alteration 
present  in  mucosa,  fibrosa  and  museularis  dur- 
ing the  menstrual  cycle  and  pregnancy  when  all 
parts  of  the  uterus  are  activated  to  renewed 
vitality,  as  it  were.  We  must  forget  the  long 


accepted  and  never  disproved  theory,  that  tran- 
sitional tissue,  particularly  mucosa,  is  the  most 
frequent  site  of  neoplastic  growth.  And  we  need 
never  worry  too  much  about  the  influence,  hor- 
monal or  otherwise,  which  may  provoke  such 
growth.  It  is  here,  and  we  must  recognize  it 
early  in  order  to  eradicate  it. 

Infection  of  the  cervix  by  one  form  of  bac- 
terium or  another  may  produce  sterility.  It  will, 
depending  upon  its  virulency  and  chronicity,  cer- 
tainly produce  structural  changes  that  interfere 
with  normal  function  and  physiology  and  lead  to 
widespread  local  and  constitutional  morbidity. 
As  a focus  of  infection,  it  must  be  classed  in  the 
same  category  with  infected  teeth,  tonsils  or 
other  encysted  foci.  One  need  but  study  the 
changes  in  about  the  cervix  in  a given  case  of 
severe  leucorrhoea  and  correlate  the  findings 
here  and  in  the  adjacent  parametrium  with  tbe 
patient’s  subjective  symptoms  and  be  assured 
that  relief  of  symptoms  is  commensurate  with 
local  improvement. 

With  the  establishment  of  any  interference 
with  the  normal,  there  is  a beginning  of  dis- 
orders, which,  however  slight  in  the  onset,  lead 
to  an  endless  chain  of  disturbances  in  the  normal 
set-up.  The  commoner  disorders,  and  these  are 
the  ones  that  the  essayist  speaks  of,  are  very 
frequently  but  minor  in  their  beginning.  Whether 
they  are  due  to  infection,  trauma,  or  neoplasm, 
they  lead  ultimately  to  the  same  end  result,  and 
it  is  this  end  result  that  we  must  strive  to  pre- 
vent by  a better  care  of  the  uterine  cervix. 

I wish  to  re-state  what  the  essayist  has  said 
about  the  proper  management  of  the  obstetrical 
delivery  and  to  condemn,  with  equal  vehemence, 
what  he  refers  to  as  injudicious  use  of  analgesic 
drugs  and  the  all  too  frequent  use  of  obstetrical 
forceps.  One  does  not  practice  obstetrics  and 
gynecology  very  long  before  there  comes  the 
realization  of  the  tremendous  harm  done  by 
what  appears  to  have  been  improper  obstetrical 
management. 

If  there  is  to  be  a nationwide  propaganda 
against  carcinoma  and  if  there  is  to  be  a national 
campaign  to  make  women  cancer  conscious, 
there  should  be  an  equally  widespread  campaign 
among  physicians  for  the  better  handling  of  the 
parturient  canal  during  delivery.  The  mere  fact 
that  a large  number  of  mothers  are  attacked  by 
cancer  of  the  uterine  cervix  and  that  these  cer- 
vices have  been  injured  previously  is  a tremend- 
ous factor  in  establishing  the  probable  cause  for 
malignant  disease  in  this  area.  The  derangement 
of  tissue,  the  disturbance  of  normal  physiology, 
and  the  breaking  down  of  normal  barriers  against 
infiltrations  of  cell  growth  must  appear  as  a 
tremendous  argument  in  favor  of  the  likelihood 
of  future  malignancy. 

Diagnosis,  treatment,  and  cure  of  many  chronic 
inflammatory  processes,  constitutional  in  char- 
acter, are  dependent  upon  the  early  recognition 
of  the  focus  or  portal  of  entry.  Just  as  the 
prostate  in  the  male  harbors  long  continued 
chronic  infective  processes,  so  may  the  uterine 
cervix,  with  its  ramifying  glands  and,  par- 
ticularly, deranged  tissue  following  trauma,  hold 
much  possible  chronic  infection.  Diagnosis, 
treatment,  and  cure  of  carcinoma  of  the  cervix 
is  dependent  on  early  knowledge  of  its  presence. 
Many  tests,  known  to  all  of  you,  are  available 
for  diagnosis.  Much  can  be  accomplished  when 
diagnosis  has  been  established.  And,  again,  the 
earlier  such  diagnosis  is  available,  the  more 
hopeful  is  the  outlook  for  recovery.  One  cannot 
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emphasize  too  strongly  what  the  essayist  has 
said  about  vaginal  examination  as  a part  of  the 
periodic  health  examination.  It  is  just  as  easy 
to  make  a thorough  examination  of  the  vagina, 
cervix,  and  adjacent  parts  as  it  is  to  look  into 
the  mouth  for  signs  of  disease  of  the  oral  cavity. 
It  is  perhaps  easier  to  recognize  and  properly 
evaluate  abnormal  conditions  in  and  about  the 
parturient  canal  than  it  is  to  make  a thorough- 
going rhinological  examination. 

Let  me,  in  closing,  make  a plea  for  periodic 
examination  of  the  cervix  and  adjacent  tissues, 
with  early  diagnosis  and  proper  evaluation  of 
conditions  found.  Propaganda  in  this  direction 
is  just  as  important  as  the  spreading  of  knowl- 
edge concerning  disorders  in  any  part  of  the 
human  economy. 

Richard  D.  Bryant,  M.D.,  Cincinnati,  Ohio:  We 
have  just  listened  to  a brief  but  complete  essay 
on  the  care  of  the  uterine  cervix.  Dr.  Heisel  is 
to  be  congratulated  on  the  thoroughness  with 
which  he  covered  the  subject  in  such  a short 
time. 

That  better  care  is  necessary  seems  unques- 
tionable. It  would  be  well  to  review  the  reasons 
why  the  cervix  should  be  given  careful  attention. 
Dr.  Heisel  has  mentioned  most,  if  not  all,  of  the 
reasons.  Leucorrhea  is  certainly  a messy  and 
unesthetic  condition  which  can  be  eliminated  in 
many  cases  by  simple  treatment  of  the  cervix. 
Care  of  chronic  cervical  infections  and  erosions 
is  an  excellent  prophylactic  measure  to  prevent 
the  development  of  more  widespread  pelvic  in- 
flammation, general  infection  following  future 
deliveries,  abnormal  cervical  scarring  and  those 
remote  phenomena  generally  considered  to  be 
complications  of  chronic  foci  infection.  The  re- 
storation of  the  normal  cervical  anatomy  may 
cure  a variety  of  other  conditions,  including,  as 
Dr.  Heisel  has  mentioned,  abnormalities  of  men- 
struation, vague  aches  and  pains,  sterility  and 
frigidity. 

The  relationship  of  chronic  cervical  disease  to 
cancer  has  been  seriously  questioned  in  the  last 
few'  years  by  some  very  eminent  gynecologists. 
Statistics  can  be  made  to  prove  anything — for  in- 
stance, there  has  been  a very  definite  increase  in 
the  incidence  of  cancer  of  the  cervix  in  recent 
years.  There  is  no  doubt  that  as  a result  of 
agitation,  both  within  the  profession  and  among 
the  laity,  care  of  the  cervix  has  within  the  same 
time  improved  immensely.  From  these  facts  it 
would  seem  that  better  care  of  the  cervix  leads 
to  a greater  incidence  of  cancer,  but  such  un- 
critical interpretation  of  statistics  is,  of  course, 
absurd.  Again,  the  incidence  of  cervical  cancer 
is  probably  not  as  high  as  one  in  a thousand, 
which  means  that  each  of  us  must  treat  an 
average  of  one  thousand  cervices  if  we  are  to 
prevent  the  development  of  cancer  in  even  one 
case.  The  probabilities  are  that  the  future  will 
bring  about  a markedly  changed  attitude  to- 
ward the  relationship  between  chronic  cervical 
disease  and  cervical  cancer,  just  as  has  been  the 
case  in  gastric  ulcer  and  gastric  cancer. 

This  observation  in  no  way  diminishes  the  ex- 
cellence of  the  paper  which  we  have  just  heard, 
and  I want  to  thank  Dr.  Heisel  for  according  me 
the  opportunity  of  discussing  it. 

Dr.  Heisel,  closing:  I wish  to  thank  all  those 

who  took  part  in  the  discussion  of  my  paper.  I 
am  happy  to  see  that  it  elicited  so  much  in- 
teresting discussion. 


I am  forced  to  maintain  that  the  unjudicious 
use  of  analgesiques,  particularly  those  of  bar- 
baturic  acid  derivation,  do  so  alter  the  character 
of  labor  as  to  greatly  increase  the  incidence  of 
instrumental  deliveries.  In  my  experience,  I 
have  repeatedly  seen  these  drugs  given  early  in 
labor,  upon  the  demand  of  the  patient,  only  to 
find  a complete  abeyance  of  the  force  of  labor, 
different  degrees  of  excitement  ranging  from  a 
mild  stupor  to  a wild,  maniacal  state  necessitat- 
ing foi’ceful  restraint,  or  such  lack  of  cooperation 
toward  the  latter  stage  of  labor  that  instru- 
mental aid  was  absolutely  imperative  in  the  in- 
terest of  both  mother  and  child.  Without  the 
drug,  many  of  these  labors  would  have  been 
normal  and  non-instrumental. 

I do  not  wish  to  go  on  record  as  being  opposed 
to  the  relief  of  pain  in  labor,  but  from  my  own 
experience,  I have  observed  that  the  widespread 
publicity  given  to  the  subject  of  painless  labor 
has  had  a decided  effect  on  the  morale  of  most 
expectant  mothers.  They  look  forward  to  their 
ordeal  with  a pre-conceived  idea  of  the  enormity 
of  the  child-bearing  process.  They  vision  it  as  a 
type  of  martyrdom  that  is  almost  impossible  to 
face.  They  select  their  obstetrician  more  because 
of  reputation  as  a user  of  this  or  that  method  of 
analgesia  or  amnesia  than  for  his  qualifications 
in  the  science  and  the  art  of  obstetrics. 

A brief  psychological  coaching  of  the  patient 
upon  her  last  pre-natal  call  at  the  office  is  of 
inestimable  value.  If  she  is  instructed  to  forget 
all  that  she  has  ever  read  about  twilight  sleep 
or  all  that  she  has  heard  about  the  horrors  of 
labor;  that  labor  is  a normal  function  of  the 
female  accompanied  with  some  pain;  that  the 
pain  denotes  progress  and  an  opening  of  the 
birth  canal  and  in  most  instances  is  bearable; 
that  certain  drugs  delay  labor  and  do  not  alto- 
gether allay  pain,  but  rob  the  patient  of  her 
ability  to  help  when  help  is  necessary;  that  it  is 
sometimes  necessary  for  both  her  and  her  baby’s 
best  interests  to  be  enough  awake  to  cooperate,  it 
is  surprising  how  many  mothers  carry  on  with 
but  little  or  no  complaint  of  pain  until  almost 
complete  cervical  dilation  has  occurred,  or  until 
a short  controllable  inhalation  anaesthetic  can 
be  administered. 

It  is  generally  accepted  as  fact  that  instru- 
mental delivery  adds  an  element  of  risk  to  the 
mother  from  the  standpoint  of  increased  mor- 
bidity, infection  and  trauma  to  the  birth  canal. 
It  is  the  observation  of  most  gynecologists  that 
the  most  extensive  lacerations  of  the  cervix  are 
seen  following  instrumental  deliveries.  There- 
fore, I repeat  that  all  measures  in  the  practice 
of  obstetrics  that  tend  to  increase  the  incidence 
of  forceps  deliveries  should  be  used  cautiously 
and  more  because  of  necessity  than  merely  be- 
cause of  custom.  If  this  is  done,  the  best  in- 
terests of  the  cervix  uteri  will  have  been  at- 
tained. 


OSTEOMYELITIS 

1.  Early  diagnosis  of  acute  osteomyelitis  is 
essential.  The  X-ray  is  of  no  value  in  early 
diagnosis. 

2.  Prompt  simple  drainage  is  required.  Early 
radical  operation  may  be  disastrous. 

3.  Prevent  contracture  of  neighboring  joints. 
It  can  be  done. 


I 


INTRAPONTILE  TUMORS:  A CLINICO-PATHOLOGIC  STUDY* 

By  JAMES  SAGEBIEL,  M.D.,  Dayton,  Ohio 


TUMORS  of  the  pons  are  of  infrequent  oc- 
currence. In  a series  of  280  intracranial 
tumors  verified  by  necropsy  at  the  Mt. 
Sinai  Hospital,  New  York  City  **  only  five 
primary  gliogenous  tumors  were  located  in  the 
pons.  This  indicates  a frequency  of  1.8  per  cent 
in  relation  to  the  total  number  of  intracranial 
tumors  and  3.6  per  cent  in  relation  to  the  138 
gliogenous  tumors  of  this  series.  The  figures 
compare  closely  with  those  reported  in  1930  from 
Cushing’s  Clinic,  where  in  a series  of  1737  intra- 
cranial tumors  there  were  732  gliomas  of  which 
25  were  located  in  the  pons.  Thus  gliogenous 
tumors  in  this  area  represented  1.4  per  cent  of 
the  total  number  of  intracranial  neoplasms,  or 
3.4  per  cent  of  the  gliomas. 

The  symptomatology  of  tumors  located  in  the 
pons  is  variegated  and  at  times  confusing.  In 
some  cases  the  syndrome  may  be  unilateral  and 
resemble  a cerebellopontile  angle  tumor;  in 
others  the  predominant  symptom  may  be  ataxia, 
suggesting  a cerebellar  tumor.  Others  may  ex- 
hibit such  a rapid  onset  as  to  suggest  a vascular 
disorder.  Multiple  sclerosis  is  at  times  simu- 
lated due  to  the  marked  variety  of  signs  and 
symptoms.  A striking  fact  in  regard  to  these 
tumors  is  the  tremendous  size  they  may  acquire 
before  causing  the  death  of  the  patient. 

The  diagnosis  of  tumors  of  the  pons  is  difficult, 
as  they  often  simulate  other  pontile  lesions  such 
as  hemorrhage,  softening,  inflammation,  and  de- 
generation. It  is  essential  also  that  they  be 
differentiated  from  other  subtentorial  tumors 
such  as  those  of  the  vermis  or  lateral  lobes  of 
the  cerebellum  and  those  occurring  in  the  cere- 
bellopontile angle. 

Five  cases  of  intrapontile  tumors  have  been 
analyzed  and  summarized  in  tabular  form. 
(Table  1.) 

Case  1.  Small  intrapontile  spongioblastoma  in- 
differentiale  in  a young  adult.  Cerebral  mani- 
festations of  2%  months  duration.  Acute  onset 
of  signs  of  increased  intracranial  pressure. 
Rapidly  progressive  course  with  development  of 
meningeal  signs,  mild  papilledema,  and  cere- 
bellar disturbances.  Ventricular  puncture,  epi- 
dural and  subdural  hemorrhage,  sudden  death. 

History:  W.  W.,  male,  aged  25,  married,  was 
admitted  to  the  Mt.  Sinai  Hospital  on  June  22, 
1935.  Eight  weeks  prior  to  admission  he  ex- 


*Read  before  the  Section  on  Nervous  and  Mental  Dis- 
eases, Ohio  State  Medical  Association,  91st  Annual  Meet- 
ing, Dayton,  Ohio,  April  28  and  29,  1937. 

**  From  the  Neurological  Service  and  the  Laboratories 
of  Neuropathology  of  the  Mt.  Sinai  Hospital,  New  York  City. 
This  study  was  conducted  under  a grant  from  the  Theodore 
Escherich  Fellowship.  I wish  to  express  my  appreciation  to 
Dr.  J.  H.  Globus  for  the  valuable  assistance  he  so  generously 
extended. 
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chiatrist at  Good  Samaritan  and  Miami  Valley 
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perieneed  a sudden  onset  of  severe  headaches 
which  radiated  from  the  occiput  to  the  parietal 
regions.  He  also  vomited  and  felt  dizzy.  Five 
weeks  before  admission  he  developed  diplopia 
due  to  the  weakness  of  the  left  external  rectus. 
The  symptoms  rapidly  progressed  and  he  lost 
weight  and  became  extremely  weak. 

Examination:  There  was  slight  bilateral  ptosis 
and  exophthalmos.  A few  nystagmoid  jerks  were 
seen  on  upward  gaze.  There  was  slight  facial 
flattening.  Slight  neck  rigidity  was  present. 
There  was  a slight  tremor  of  both  hands,  both 
static  and  on  voluntary  motion.  The  patient  was 
unable  to  walk.  The  deep  reflexes  were  more 
active  on  the  right.  A lumbar  puncture  yielded 
xanthrochromatic  cerebrospinal  fluid  under 
slightly  increased  pressure. 

Course:  The  patient  rapidly  declined.  He  be- 
came stuporous  and  developed  papilledema  with 
hemorrhages  in  the  retina.  Following  an  un- 
successful ventricular  tap  the  patient  suddenly 
went  into  coma,  developed  a left  hemiparesis  and 
died  a few  hours  afterwards. 

Gross  Anatomy:  On  removal  of  the  calvarium 
a large  extradural  hemorrhage  containing  250 
cc.  of  clotted  blood  was  found  indenting  the 
right  hemisphere.  The  brain  showed  evidence  of 
moderately  increased  intracranial  pressure  al- 
though the  lateral  ventricles  and  aqueduct  ap- 
peared to  be  normal  in  size  and  shape.  The 
fourth  ventricle  was  collapsed  and  was  partially 
lined  by  a narrow  zone  of  granular  material 
which  was  grayish  in  color  and  neoplastic  in 
character.  The  narrowing  of  the  fourth  ven- 
tricle was  noted  only  in  the  rostral  portion,  the 
caudal  portion  being  normal.  The  middle  cerebel- 
lar peduncles,  particularly  the  right,  showed  in 
their  median  portion  a certain  amount  of  soften- 
ing. The  tegmentum  and  base  of  the  pons  did 
not  show  any  gross  change  except  for  a slight 
amount  of  discoloration  in  the  right  half. 

Miscroscopic  Findings:  The  growth  was  highly 
cellular  and  very  vascular.  (Fig.  2a).  The  cells 
were  but  slightly  differentiated  and  resembled 
primitive  spongioblasts.  (Fig.  2b).  Their  nuclei 
were  large,  round  or  oval,  and  had  a small 
amount  of  peripheral  chromatin.  (One  or  two 
nucleoli  could  be  seen  in  practically  every 
nucleus.)  The  cytoplasm  varied  greatly  in 
amount.  In  most  of  the  cells  it  was  very  scanty, 
appearing  at  only  one  or  two  poles  as  small 
stubby  processes.  In  many  of  the  cells  there 
was  a large  amount  and  some  of  these  cells 
showed  processes.  A few  multinuclear  giant  cells 
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TABLE  1 

Fig-.  1.  Tabular  analysis  of  clinical  symptoms  and  signs. 


Case  1 

Case  2 

Case  3 

Case  4 

Case  5 

Age 

25  yrs. 

7%  yrs. 

3%  yrs. 

24  yrs. 

3V2  yrs. 

Onset 

Sudden 

Gradual 

Gradual 

Gradual 

Sudden 

Duration 

2V2  mo. 

38  mo. 

2%  mo. 

SV2  mo. 

4 mo. 

Symptoms 

of 

Increased 

Pressure 

Headache 

Vomiting 

Vertigo 

Drowsiness 

Vomiting 

Irritability 

Vomiting 
Mental  dullness 

Headache 

Vomiting 

Vomiting 
Dullness — Stupor 
Irritability 
Convulsion 

Cranial  Nerve 
Symptoms 
and 
Signs 

Late  Papilledema 
Diplopia 
Pupils  sluggish 
to  light 
Bilat.  Ptosis 
L.  Abducens 
weakness 
L.  Facial  Palsy 

Late  Papilledema 
R.  External 
Strabismus 
L.  Pterygoid 
Paralysis 
L.  Corneal 
Anesthesia 
L.  Abducens 
palsy 

L.  Peripheral 
Facial  Palsy 
L.  Hypoacusis 
L.  Vestibular 
Nerve  Palsy 
L.  Accessorius 
Palsy 

L.  Hypoglossal 
Palsy 

Fundi  Normal 
L.  External 
Strabismus 
Motor  Trigeminal 
L.  Abducens 
Palsy 

L.  Facial  Palsy 
Dysarthria 
L.  Accessorius 
Palsy 

Ansomia 
Fundi  Normal 
Pupils  Irregular 
Bilateral  Abduc- 
ens Palsy 
Weakness  of 
Upward  Gaze 
Bilateral  Corneal 
Anesthesia 
L.  Periph.  Facial 
with  Aguesia 
L.  Anacusis 
Palatal  and 
Pharyngeal 
Paralysis 
Dysarthria 
L.  Accessorius 
Palsy 

Late  Papilledema 
Anisocoria 
L.  External 
Strabismus 
L.  Ptosis 
R.  Abducens 
Palsy 

R.  Corneal 
Anesthesia 
R.  Periph.  Facial 
Palsy 

Diminished  Phar- 
yngeal Reflex 

Cerebellar 

Signs 

Nystagmus 
Cerebellar  Tilt 

Nystagmus 
L.  Dysmetria 
Hypotonia 

0 

0 

O 

Pyramidal 

Tract 

Signs 

R.  Hyper-reflexia 

Bilateral  Hyper- 
reflexia 

Bilat.  Babinskis 
Abdominals  present 

R.  Hemiparesis 
Occasional  Left 
Babinski 

L.  Hemiparesis 
Bilat.  Hoffmans 
R.  Babinski 
R.  Ankle  Clonus 

L.  Hemiplegia 

Sensory 

Signs 

Ataxic  Gait 

Ataxic  Gait 

Ataxic  Gait 
Ataxia,  BUE 

Ataxic  Gait 
Ataxia,  R.  Arm 
Subj.  Numbness 
of  R.  Arm 

Ataxic  Gait 

Extra-pyrami- 
dal Signs 

O 

Head  Tremor 
Pseudo-athetosis 
of  Left  Hand 

0 

0 

0 

Autonomic 

Signs 

Bilateral 

Exophthalmos 

0 

0 

Lacrimation 

Salivation 

Polydipsia 

Meningeal 

Signs 

Bilateral 

Kernig.  Opistho- 
tonus. Neck 
Rigidity 

0 

0 

0 

0 

were  present.  There  was  no  clearcut  architectural 
structure  to  the  tumor,  but  many  of  the  cells 
appeared  in  clumps  and  occasionally  one  could 
see  a suspicion  of  pseudo-rosette  formation.  The 
tumor  had  invaded  the  tegmentum  of  the  pons 
by  infilterating  along  the  blood  vessels.  At  the 
periphery  of  the  invading  cells  was  seen  a rather 
marked  astroglial  reaction  with  longitudinally 
arranged  cells  in  a thick  mat  of  glia  fibers. 

Diagnosis:  Spongioblastoma  Indifferentiale: 

This  tumor,  although  small,  is  highly  malignant 
and  rapidly  growing.  It  is  difficult  to  classify 
accurately  by  its  cell  type,  but  is  probably  a 
more  primitive  type  than  spongioblastoma  multi- 
forme, and  yet  has  none  of  the  characteristics  of 
the  medulloepithelioma.  Medulloblastoma  is  sug- 
gested by  its  position  at  the  angle  of  the  middle 
cerebellar  peduncle  and  floor  of  the  fourth  ven- 
tricle, by  the  clumping  of  cells,  the  ocasional 
pseudo-rosettes,  and  the  finding  of  unipolar  cells. 
However,  the  bipolar  and  multipolar  cells  far  out- 
number the  former.  Because  of  the  tumor’s  dis- 
similarity to  any  well  known  type,  the  term 
spongioblastoma  indifferentiale  has  been  applied.2 

Case  2:  Intrapontile  spongioblastoma  multi- 


forme in  a child.  Cerebral  manifestations  of  38 
months  duration.  Mild  until  three  months  before 
admission.  Exacerbation  of  symptoms  with  cere- 
bellar signs  and  cranial  nerve  palsies.  Papille- 
dema began  in  the  hospital.  General  condition 
became  grave.  Attempted  exploration  unsuccess- 
ful. Progressive  decline.  Bulbar  symptoms. 
Death. 

History:  E.  M.,  female,  aged  7x/2  was  admitted 
February  16,  1925.  Three  years  before  admission 
the  left  eye  began  to  turn  inward  accompanied 
by  the  head  turning  to  the  left.  Three  months 
before  admission  she  became  ataxic  and  asthenic. 
Insomnia,  irritability,  anorexia,  and  epistaxis  de- 
veloped. Hearing  in  the  left  ear  diminished.  One 
week  before  entry  she  had  to  discontinue  going 
to  school  because  of  increasing  ataxia  and  fall- 
ing. Three  days  before  admission  she  vomited 
for  the  first  time.  It  was  described  as  projectile 
in  character. 

Examination:  There  was  a right  rectus  palsy. 
The  fifth,  sixth,  seventh,  eighth,  eleventh,  and 
twelfth  cranial  nerves  on  the  left  were  severely 
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Fig:.  2a.  Photomicrograph  showing  the  tumor  invading 
the  floor  of  the  fourth  ventricle.  (Case  1).  Note  the  high 
cellularity  of  the  neoplasm.  (H  & E,  x 30). 


Fig.  2b.  Photomicrograph  showing  the  cell  type  of  the 
neoplasm  in  Case  1.  Note  the  multinuclear  giant  cell  in 
the  center  (H  & E,  x 1500). 


involved.  There  was  a pseudo-athetosis  of  the 
left  hand  and  a head  tremor.  The  patient  was 
able  to  walk  slowly  but  unsteadily  on  a broad 
base.  She  swayed  to  the  left.  Mild  bilateral 
pyramidal  tract  signs  were  present.  Cerebellar 
signs  were  prominent  with  nystagmus,  dysmetria 
on  the  left,  and  hypotonia.  The  gait  was  ataxic 
due  to  involvement  of  the  medial  lemniscus. 

Course:  The  child  gradually  but  progressively 
declined.  The  eleventh  and  twelfth  cranial  nerves 
on  the  left  became  involved  and  there  was  dis- 
sociation of  ocular  movements  (due  to  involve- 
ment of  the  posterior  longitudinal  bundle.) 
Papilledema  and  retinal  hemorrhages  developed 
which  were  especially  marked  in  the  right  eye. 
Conjugate  deviation  of  the  eyes  to  the  right  set 
in.  All  signs  gradually  became  worse.  An  ex- 
ploratory craniotomy  in  the  suboccipital  region 
was  attempted  but  was  postponed  because  the 
child  reacted  poorly  to  the  anesthetic.  Vomiting 
continued,  the  ataxia  became  worse  and,  with 
the  advent  of  bulbar  signs,  the  child  died. 

Gross  Anatomy:  The  brain  was  voluminous 

and  showed  evidence  of  marked  increase  of  in- 
tracranial pressure.  The  gyri  and  cranial  nerves 
were  flattened.  The  floor  of  the  third  ventricle 
was  thinned  out  and  bulging,  practically  obliter- 
ating the  tuber  cinereum  and  mammillary  bodies. 
On  section  of  the  brain  there  was  found  a marked 
internal  hydrocephalus  with  dilatation  of  the 
lateral  and  third  ventricles  and  the  cerebral 
aqueduct.  The  fourth  ventricle  was  compressed 
in  its  caudal  aspect  by  a tumor.  Rostrally,  how- 
ever, the  ventricle  was  dilated.  The  pons  was 
hard,  enlarged,  and  deformed  by  an  infiltrating, 
lobulated  mass  in  the  left  side.  (Fig.  3).  At  its 
rostal  end  the  enlargement  of  the  left  side 
caused  a deviation  of  the  median  raphe,  aqueduct, 
and  pyramidal  tracts  to  the  right.  Although  the 
floor  of  the  fourth  ventricle  was  intact  it  had, 
subjacent  to  it,  large,  irregular,  necrotic  cavities 
involving  the  pars  dorsalis  pontis.  The  left 
brachium  pontis  was  invaded  by  the  tumor  and 
further  caudally  the  cerebellum  was  invaded, 
obliterating  the  left  nucleus  dentatus  and  com- 
pressing the  right.  Practically  all  pontile  struc- 
tures and  relationships  were  destroyed.  The 


tumor  extended  into  and  distorted  the  structure 
of  the  medulla  oblongata. 

Microscopic  Findings:  The  structural  pattern 
of  the  tumor  was  one  typical  of  spongioblastoma 
multiforme.  There  were  numerous  areas  of 
necrosis  surrounded  by  palisading  cells  and  many 
pseudo-rosettes  arranged  perivascularly.  (Fig. 
4).  The  intervening  areas  were  also  occupied  by 
tumor  cells.  In  the  pars  basilaris  the  tumor  cells 
infiltrated  along  fiber  planes  producing  a “check- 
erboard” appearance.3  (In  a few  areas  there  was 
a fairly  well  marked  astroglial  reaction).  The 
tumor  was  highly  vascular  and,  at  its  periphery, 
endothelial  proliferation  with  budding  and  tor- 
tuosity of  the  vessels  were  seen. 

The  nuclei  were  of  all  sizes  and  shapes,  and 
varied  markedly  in  staining  qualities.  The  round 
or  oval  vesicular  nuclei  had  much  cytoplasm  and 
many  processes  while  the  elongated  ones  were 
bipolar.  Multinuclear  giant  cells  and  mitotic 
figures  were  common.  In  many  areas  the  gang- 
lion cells  appeared  abnormal  assuming  bizarre 
shapes  and  having  long,  thickened  dendrites.  A 
small  amount  of  fat  was  present  as  shown  by  the 
Scharlach  R stain. 

Diagnosis:  Spongioblastoma  Multiforme. 

Case  3:  Transitional  glioma  in  a child.  General 
failing  health  for  2%  months  and  cerebral  symp- 
toms for  one  month  before  admission.  Progres- 
sive mental  dullness,  ataxia,  left  facial  palsy  and 
right  hemiparesis.  Ventricular  puncture  per- 
formed to  establish  diagnosis.  Rapid  decline. 
Death. 

History:  R.  D.,  male  aged  3%,  was  admitted 
April  15,  1926.  About  two  months  before  admission 
the  patient  had  a “cold”  which  was  followed  by 
projectile  vomiting,  fever,  hoarseness,  and  slow- 
ness in  speaking.  Subsequently  he  had  several 
more  “colds”  and  gradually  failed  in  health.  One 
month  before  admission  his  left  eye  turned  out- 
ward and  he  seemed  to  be  unusually  dull.  Three 
weeks  before  admission  he  started  to  walk  with 
his  head  turned  to  one  side.  His  speech  was  slow 
and  was  made  with  obvious  effort.  Mental  dull- 
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Fig.  3.  Coronal  sections  through  the  cerebellum  and 
pons  in  Case  2.  Note  the  collapse  of  the  fourth  ventricle 
and  the  displacement  of  the  medulla  by  the  large  invading 
tumor  mass.  Necrosis  and  hemorrhage  are  prominent. 

ness  and  ataxia  became  marked.  Weakness  of 
the  right  arm  and  difficulty  in  chewing  developed. 

Examination:  The  fundi  were  normal.  There 
was  weakness  of  the  left  external  rectus,  a slight 
left  facial  palsy  and  turning  of  the  head  to  the 
left.  There  was  dyssynergia  of  both  upper  ex- 
tremities. He  walked  with  a staggering  gait. 
The  deep  reflexes  were  lively  but  there  were  no 
pathological  reflexes  except  for  an  occasional 
Babinski  on  the  left.  At  times  there  was  inver- 
sion of  the  feet  with  chronic  dorsiflexion  of  the 
big  toes.  The  spinal  fluid  was  under  increased 
pressure  and  contained  three  cells,  all  mononu- 
clears. The  patient  was  mentally  dull. 

Course:  A ventricular  puncture  was  performed 
and  gave  no  evidence  of  internal  hydrocephalus. 
Diagnosis  was  difficult  to  establish.  Encephalitis, 
“brain  stem  lesion,”  and  cerebellar  disease  were 
considered.  The  patient’s  condition  grew  steadily 
worse  while  in  the  hospital,  and  following  another 
ventricular  puncture,  he  declined  rapidly  and 
died  the  following  day. 

Gross  Anatomy:  The  brain  showed  evidence 

of  increased  intracranial  pressure.  The  gyri  were 
flattened  and  the  sulci  shallow.  On  horizontal 
section  there  was  a marked  bilateral  sym- 
metrical internal  hydrocephalus  of  the  entire 
ventricular  system  rostral  to  the  fourth  ventricle. 
The  pons  was  very  prominent  and  of  hard  con- 
sistency. It  presented  small  lobulated  areas  on 
its  basilar  surface.  Multiple  coronal  sections 
(Fig.  5a  and  b)  revealed  extension  of  the  tumor 
from  the  rostral  end  of  the  pons  to  the  striae 
medullares.  The  tumor  was  infiltrating  in  char- 
acter and  involved  the  entire  depth  of  the  pons. 
The  pars  dorsalis  was  cystic.  These  cysts  con- 
tained gelatinous  material  and  were  surrounded 
by  discolored,  necrotic,  friable  tumor  tissue.  The 
floor  of  the  fourth  ventricle  was  intact  but  the 
bulging  of  the  tumor  upwards  completely  oc- 
cluded the  ventricle.  The  cerebellum  and  its 


peduncles  were  not  involved,  but  the  dentate 
nuclei  showed  some  compression. 

Microscopic  Findings:  The  architecture  was 

that  of  a diffuse  infiltrating  growth.  The  cells 
were  numerous  but  widely  separated  by  a dense 
background  of  interlacing  glia  fibers.  (Fig.  5c). 
In  many  cells  the  cytoplasm  was  abundant,  ir- 
regular in  outline,  and  exhibited  many  glial  pro- 
cesses. In  others  the  arrangement  of  the  cyto- 
plasm was  at  the  poles  of  enlongated  nuclei.  The 
nuclei  varied  greatly  in  their  size,  shape  and 
amount  of  chromatin  and  cytoplasm.  There  were 
many  abnormal  astrocytes  present  and  in  some 
areas  gemastete  cells  with  swollen,  rounded 
bodies  and  an  excessive  number  of  short,  thin 
processes  appeared.  Multinuclear  giant  cells 
were  rare.  In  the  Bielschowsky  stain  many  gang- 
lion cells  presented  abnormalities  especially 
where  the  tumor  invaded  normal  pontile  tissue. 
Their  bodies  were  rounded  with  their  nuclei  dis- 
placed to  the  periphery.  The  dendrites  were 
thickened  and  tortuous  and  given  Sff  at  only  one 
end  of  the  cell.  The  cytoplasm  contained  vacuoles 
of  various  sizes  and  the  intracellular  fibrils  had 
been  broken  up  into  granules. 

A striking  feature  of  this  tumor  was  the 
marked  amount  of  proliferation  of  the  endothel- 
ium of  the  blood  vessels  which  resulted  in  a pro- 
fusion of  buds,  loops,  and  whorls.  In  some  peri- 
pheral areas  these  mesodermal  elements  almost 
completely  obscured  the  glial  components  of  the 
tumor.  In  a few  scattered  areas  there  were  some 
gitter  cells  and  macrophages  near  the  blood  ves- 
sels, but  there  was  no  marked  perivascular  ac- 
cumulation. 

Diagnosis:  Transitional  Glioma: 


Fig.  4.  Photomicrograph  in  Case  2,  showing  the  palisade 
arrangement  of  cells  around  necrotic  areas  typical  of 
Spongioblastoma  Multiforme.  (H  & E,  x 100). 

Case  4:  Small  intrapontile  spongioblastome 

multiforme  in  a young  adult.  Cerebral  manifesta- 
tions of  8%  months  duration.  Mild  pressure 
signs.  Gradual  progression  of  cranial  nerve  pal- 
sies, and  cerebellar  and  pyramidal  tract  signs. 
Bulbar  palsy.  Death. 

History:  W.  M.,  male,  aged  24,  was  admitted 
the  first  time  in  October  22,  1928,  with  blurred 
vision  of  four  months  duration  and  bilateral 
abducens  nerve  palsy.  For  two  months  he  had  a 


764 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  6 


staggering  gait  and  fell  mostly  toward  the  left. 
Occasionally  projectile  vomiting  and  headache 
occurred.  There  was  a slight  diminution  of  hear- 
ing on  the  left  for  two  weeks.  On  his  second 
admission  January  14,  1929,  he  exhibited  dys- 
phagia, sialorrhea  and  disturbance  of  speech. 
There  was  weakness  and  numbness  of  the  right 
arm.  The  ataxia  had  increased.  The  extraocular 
muscles  were  now  almost  completely  paralyzed. 

Examination:  On  the  first  admission  the  pa- 
tient’s head  was  turned  to  the  left.  There  was  a 
left  hemiparesis  including  the  face,  and  loss  of 
associated  movements.  Bilateral  Hoffman  signs, 
a right  Babinski  sign,  right  ankle  clonus,  and 
fibrillary  twitchings  of  left  f»ce  were  present. 


The  base  of  the  pons  was  evenly  enlarged  on  the 
left  from  the  mid  brain  to  the  medulla.  On  sec- 
tioning the  pons  there  was  seen  an  infiltrating 
tumor,  grayish  in  color,  which  was  located  in  thd 
pars  dorsalis  pontis  bilaterally,  but  which  in  the 
midpontile  region  invaded  the  pars  basilaris  on 
the  left.  (Fig.  6a).  The  enlargement  pushed  the 
aqueduct  up  and  to  the  right.  The  floor  of  the 
fourth  ventricle  was  somewhat  elevated  produc- 
ing a partial  collapse  in  the  rostral  end.  The 
caudal  end  was  open.  The  upper  end  of  the 
medulla  was  enlarged  but  showed  no  gross  evi- 
dence of  invasion  by  the  tumor. 

Microscopic  Findings:  The  architecture  of  the 
tumor  showed  no  organized  pattern,  except  for 


Fig.  5a  & b.  Coronal  sections  through  the  pons  and 
cerebellum  in  Case  3.  Necrotic  cavities  are  noted  in  5b. 


Fig.  5c.  Photomicrograph  of  Case  3,  illustrating  the 
vascular  proliferation  which  was  a prominent  feature  of 
this  tumor.  (H  & E,  x 250). 


The  pupils  were  irregular  but  reacted  well  to 
light  and  accommodation.  There  was  a loss  of 
ocular  movement  to  the  left.  On  the  second  ad- 
mission he  showed  in  addition  to  the  above  find- 
ings, a bilateral  external  rectus  weakness, 
paralysis  of  palatal  reflexes,  bilateral  corneal 
anesthesia,  lacrimation,  deafness  in  the  left  ear, 
and  slight  weakness  of  upward  gaze.  There  was 
moderate  ataxia  of  the  right  upper  and  both 
lower  extremities  resulting  in  an  ataxic  gait.  The 
hemiparesis  was  more  pronounced. 

Course:  The  blood,  urine,  and  spinal  fluid  tests 
were  all  normal.  The  visual  fields  were  negative. 
There  was  a gradual  increase  of  bulbar  signs 
with  dysphagia  and  he  finally  died  of  respiratory 
failure. 

Gross  Anatomy:  The  brain  was  somewhat 

voluminous.  The  meninges  were  dull  over  the 
fronto-parietal  regions.  On  horizontal  section 
there  was  seen  a marked  internal  hydrocephalus 
with  dilatation  of  the  entire  ventricular  system 
except  the  caudal  half  of  the  fourth  ventricle. 


a tendency  to  orientation  around  blood  vessels. 
(Fig.  6b).  Although  small  necrotic  areas  w’ere 
numerous,  there  was  no  palisading.  The  tumor 
cells  were  primitive  spongioblasts.  Their  nuclei 
varied  greatly  in  size  and  shape,  and  in  amount 
of  chromatin.  The  cytoplasm  was  fairly 
abundant.  In  some  areas  bipolar  spongioblasts 
with  elongated  nuclei  were  seen  in  streams  ac- 
companied by  a mat  of  parallel  glia  fibers.  In 
other  areas  the  leptomeninges  had  been  densely 
invaded  by  tumor  cells.  The  tumor  was  highly 
malignant.  Multinuelear  and  mononuclear  giant 
cells  were  abundant  and  mitotic  figures  not  un- 
common. Amitotic  cell  division  was  occasionally 
found. 

The  tumor  was  quite  vascular  and  in  some 
areas  showed  much  endothelial  proliferation.  A 
striking  feature  of  this  tumor  was  the  marked 
adventitial  infiltration  of  lumphocytes  such  as  is 
found  in  cases  of  encephalitis.  A few  small 
hemorrhages  were  seen  in  some  areas.  At  the 
periphery  of  the  tumor  were  clumps  of  spongio- 
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Fig.  6a.  Corona]  sections  of  pons  and  cerebellum  of 
Case  4,  showing  a relatively  small  but  diffusely  infiltrating 
tumor. 


Fig.  6b.  Photomicrograph  of  tumor  in  Case  4,  illus- 
trating palisade  arrangement  of  cells  around  a small 
necrotic  area.  Note  multinuclear  giant  cell  in  lower  cen- 
ter. (H  & E,  x 400). 


blasts  infiltrating  between  the  fiber  tracts  of  the 
pons  resulting  in  a “checkerboard”  appearance.3 
The  ganglion  cells  of  these  areas  showed  evi- 
dence of  degeneration.  There  was  loss  of  angu- 
larity, peripheral  arrangement  of  Nissl  substance, 
granulation  of  the  cytoplasm,  and  eccentricity  of 
the  nuclei.  Many  of  the  nuclei  were  pyknotic.  A 
few  large  macrophages  laden  with  brownish  pig- 
ment and  fat  were  seen,  some  in  the  adventitia 
of  blood  vessels  and  others  free  in  the  tissue 
spaces. 

At  the  periphery  of  the  tumor  and  in  certain 
areas  in  the  tumor  itself  were  large  numbers  of 
gemastete  glia  usually  occurring  in  groups  and 
all  related  to  blood  vessels  by  “sucker  feet.” 

Diagnosis:  Spongioblastoma  Multiforme. 

Case  5:  Spongioblastoma  Polare  of  the  pons  in 
a child.  Cerebral  manifestations  of  two  months 
duration  following  head  trauma.  Convulsions 
and  subsequent  changes  in  disposition.  Cranial 
nerve  palsies,  cerebellar  and  pyramidal  tract 
signs.  Progressive  decline  with  apathy  and 
stupor.  Death. 

History:  J.  K.,  female,  aged  3%  was  admitted 
November  8,  1935.  Eight  weeks  before  admission 
the  patient  fell,  striking  her  head  on  the  side- 
walk. She  became  unconscious  and  developed  a 
generalized  convulsion  lasting  20  minutes.  For 
the  following  week  she  was  irritable  and  cried 
more  than  usual.  One  week  later  she  developed 
a right  facial  paralysis,  ptosis  of  the  left  eyelid, 
and  paralysis  of  right  external  rectus  muscle. 
Subsequently  she  developed  progressive  ataxia 
with  falling  spells.  Her  left  arm  and  leg  became 
weak.  She  became  more  apathetic,  dull,  and 
finally  stuporous.  There  was  a marked  poly- 
dipsia. 

Examination:  The  right  pupil  was  larger  than 
the  left  but  both  reacted  well  to  light.  The  fundi 
were  normal.  There  was  a probable  paralysis  of 
the  right  sixth  and  left  third  nerves.  There  was 


a right  peripheral  facial  paralysis,  an  absent 
right  corneal  reflex,  and  a diminished  pharyngeal 
reflex.  She  had  a complete  left  hemiplegia.  Men- 
tal dullness  and  lethargy  were  marked.  Labora- 
tory examinations  were  essentially  normal. 

Course:  Six  weeks  after  admission  the  child 
vomited  several  times  and  the  right  optic  disc 
became  blurred.  She  gradually  became  more 
stuporous  and  died  one  week  later. 

Gross  Anatomy:  The  cortical  gyri  were  flat- 
tened and  the  floor  of  the  third  ventricle  was 
thinned  out  in  the  region  of  the  tuber  cinereum. 
The  superficial  aspect  of  the  pons  showed  a soft, 
lobulated,  gray,  fluctuant  mass  protruding  ven- 
trolaterally  from  the  caudal  portion  of  the  pars 
basilaris  pontis  on  the  right  side.  The  medulla 
was  greatly  distorted  being  pushed  far  to  the 
left  and  dorsally.  The  brachii  restiformes  were 
widely  separated  by  a cyst  protruding  into  the 
caudal  angle  of  the  fourth  ventricle.  This  was 
sharply  delimited  posteriorly  by  the  obex.  The 
cyst  was  continuous  with  the  main  tumor  mass 
in  the  brain  stem. 

The  superficial  mass  on  the  ventro-lateral  sur- 
face extended  rostrally  to  the  mid-pontile  region 
and  caudally  to  the  olive.  The  remainder  of  the 
pons  rostrally  was  diffusely  larger  on  the  right 
than  on  the  left  but  no  tumor  tissue  appeared 
on  its  superficial  aspect.  On  sectioning,  the 
brain  showed  a marked  degree  of  internal 
hydrocephalus  with  dilatation  of  the  entire  ven- 
tricular system  except  the  caudal  half  of  the 
fourth  ventricle.  This  was  occluded  by  the  tumor 
which  elevated  the  floor  of  the  ventricle. 

Multiple  sections  through  the  pons  revealed  a 
diffuse  necrotic  and  cystic  tumor.  (Fig.  7a). 
One  large  midline  cyst  located  just  under  the  floor 
of  the  fourth  ventricle  in  the  superior  fovea  con- 
tained greenish-brown  grumous  material.  Further 
caudad  the  main  tumor  mass  was  cystic  and 
necrotic  and  became  so  large  as  to  involve  the 
entire  pons  leaving  only  a small  peripheral 
border  of  pontile  tissue.  Still  further  caudad  the 
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Fig.  7a.  Coronal  sections  of  pons  and  cerebellum  in 
Case  5.  Necrosis  was  marked  in  this  case. 

mass  had  broken  through  the  anterolateral  aspect 
and  appeared  on  the  surface.  In  the  region  of 
the  right  inferior  olive,  practically  the  entire 
right  side  of  the  medulla  was  replaced  by  tumor 
tissue. 

Microscopic  Anatomy:  The  tumor  was  densely 
cellular  and  infiltrated  the  surrounding  struc- 
tures. It  varied  considerably  in  different  areas, 
some  having  the  structure  of  a spongioblastoma 
multiforme  and  others  of  a spongioblastoma 
polare.  (Fig.  7b).  It  was  highly  vascular  and  the 
endothelium  was  proliferated.  At  the  periphery 
of  the  “tumor  the  cells  showed  no  orderly  arrange- 
ment and  gradually  invaded  normal  pontile  tssue. 
There  was  a suggestion  of  pseudo-rosette  forma- 
tion around  some  of  the  blood  vessels.  Further 
away  from  normal  pontile  tissue  were  large  and 
small  necrotic  areas  with  indefinite  palisading. 
Closer  to  the  periphery  were  long  streams  of 
elongated  nuclei  accompanied  by  robust  bundles 
of  glia  fibers.  Areas  of  necrosis  and  hemorrhage 
were  numerous  and  one  large  necrotic  area 
showed  radial  arrangement  of  bipolar  cells  about 
the  blood  vessels. 

Although  multiforme  spongioblasts  were  com- 
mon, especially  in  some  areas  near  normal  pon- 
tile tissue,  the  large  majority  of  cells  were 
bipolar  spongioblasts. 

In  one  area  composed  almost  entirely  of  polar 


Fig.  7b.  Photomicrograph  illustrating  the  cell  type. 
Polar  spongioblasts  predominate.  ( Bielschowsky,  x 850). 

spongioblasts  the  cells  were  adjacent  to  the  pia 
and  arranged  at  right  angles  to  it.  In  one  place 
the  pial  barrier  had  been  broken  through  with 
invasion  of  the  leptomeninges.  There  were  numer- 
ous ganglion  cells  scattered  throughout  the  tumor 
some  of  which  were  in  various  stages  of  de- 
generation. 

Many  mature  but  poorly  stained  astrocytes 
were  evenly  distributed  throughout  the  tumor 
and  accompanied  by  a few  large,  abnormal  re- 
active astroglia. 

Diagnosis:  Spongioblastoma  Polare. 

SUMMARY 

Clinical:  An  analysis  of  the  clinical  data  is 
shown  in  Table  1.  Of  the  five  cases  three  were 
males  and  two  were  females.  Three  were  children 
of  3%  to  TV2  years  of  age  and  two  were  adults 
in  the  middle  twenties.  In  three  cases  the  onset 
was  gradual,  in  the  other  two  the  onset  was 
sudden.  In  one  there  was  a history  of  trauma 
to  the  head.  The  duration  of  the  disease  was 
from  2%  to  38  months,  four  of  the  cases  being 
between  2%  and  8V2  months. 

All  had  symptoms  of  increased  intracranial 
pressure  such  as  headache,  vomiting,  and  some 
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type  of  psychic  disturbance,  (irritability,  mental 
dullness,  or  drowsiness).  Papilledema  occurred 
in  three  cases  and  then  only  as  a terminal  event. 
Cranial  nerve  disturbances  were  numerous  and 
varied  as  would  be  expected  in  a pontile  tumor. 
Nearly  all  of  the  cranial  nerves  were  involved  to 
some  extent  in  all  the  cases.  Disturbances  of  the 
oculomotor  apparatus  occurred  in  all  cases,  the 
sixth  nerve  being  especially  involved.  This  is  to 
be  expected  since  it  has  a protracted  course  along 
the  base  of  the  pons  where  it  would  be  easily 
exposed  to  pressure  and  also  because  of  the  in- 
trapontile location  of  its  nucleus.  Trigeminal 
nerve  involvement  appeared  in  only  three  cases, 
manifesting  itself  by  corneal  anesthesia.  In  two 
of  the  cases  the  motor  division  was  impaired. 
This  resulted  in  a left  pterygoid  paralysis  in  one 
case  and  difficulty  in  chewing  in  another.  Peri- 
pheral facial  paralyses  occurred  in  three 
cases.  It  is  to  be  expected  that  the  facial  nerve 
would  be  as  commonly  involved  as  the  abducens 
nerve  because  of  the  intrapontile  location  of  their 
nuclei.  Impairment  of  the  auditory  pathways  was 
uncommon,  occurring  unilaterally  in  but  two 
cases.  In  one  case  the  vestibular  nerve  was  in- 
volved. The  glossopharyngeal-vagus  complex 
was  involved  in  three  cases.  The  spinal  accessory 
nerve  in  its  intracranial  portion  was  involved  in 
three  cases  as  manifested  by  deviation  of  the 
head  to  the  left.  Cerebellar  symptoms  and  signs 
were  present  in  only  two  of  the  cases  and  con- 
sisted of  nystagmus  and  hypotonia. 

Pyramidal  tract  signs  were  present  in  all  cases. 
In  one  case  a left  hemiparesis  developed  after 
ventriculography.  Since  there  was  a large  ex- 
tradural hematoma  in  the  right  parietal  region, 
it  must  be  concluded  that  the  contralateral  hemi- 
paresis in  this  case  was  not  related  to  the 
neoplasm.  All  of  the  remaining  cases  had  vary- 
ing degrees  of  upper  motor  neurone  involvement. 

Sensory  signs  were  present  in  all  cases  and 
consisted  of  ataxia,  thus  indicating  marked  in- 
volvement of  the  medial  lemniscus.  In  one  case 
(an  adult)  there  was,  in  addition,  some  subjective 
numbness  of  the  right  arm.  Extra-pyramidal 
signs  were  present  in  only  one  case.  These  were 
manifested  as  a pseudo-athetosis  of  the  left  hand 
and  tremor  of  the  head. 

Evidence  pointing  to  a disturbance  of  the 
autonomic  system  was  present  in  three  of  the  five 
cases.  This  consisted  of  exophthalmos,  lacrima- 
tion,  salivation  and  polydipsia. 

Meningeal  signs  occurred  in  one  case. 

Anatomical:  Except  for  Case  1,  all  the  tumors 
were  of  large  size  involving  practically  the  en- 
tire pons  but  only  rarely  infiltrating  into  adjacent 
areas.  Advanced  cystic  degeneration  with  ne- 
crosis, softening,  and  hemorrhage  were  found  in 
the  last  four  cases.  In  these  the  irregular 
rounded  dome  of  the  tumor  obliterated  the  fourth 
ventricle  by  collapsing  it,  but  ended  abruptly  at 


the  obex.  The  medulla,  while  not  actually  in- 
vaded by  the  tumor  cells,  was  frequently  dis- 
placed and  distorted.  Internal  hydrocephalus  was 
a constant  finding  except  in  Case  1.  Microscop- 
ically all  of  the  tumors  were  infiltrating  gliomas 
ranging  in  cell  type  from  a highly  malignant 
undifferentiated  cell  to  a fairly  mature  transit- 
ional type.  The  cells  encountered  in  Case  1,  were 
of  the  first  type,  while  those  in  Case  4,  were  the 
latter.  In  two  of  the  cases  the  cells  at  the  peri- 
phery of  the  tumor  followed  along  the  fiber 
planes  of  the  pons  giving  a “checkerboard”  ap- 
pearance. (Pilcher3). 

Endothelial  and  adventitial  proliferation  was 
marked  in  three  cases.  This  probably  represents 
a reactive  phenomenon  similar  to  the  prolifera- 
tion of  astrocytes  found  at  the  periphery  of  the 
tumors. 

The  signs  and  symptoms  of  an  intrapontile 
tumor  are  usually  gradual  in  onset,  slowly  pro- 
gressive and  tend  to  occur  more  often  in  chil- 
dren. 

Symptoms  of  increased  intracranial  pressure 
are  prominent  and  appear  early  with  the  ex- 
ception of  choked  disc  which  occurs  late  if  at 
all.  Other  cranial  nerve  involvement  is  wide- 
spread and  severe  especially  those  nerves  sup- 
plying the  oculomotor  apparatus  and  the  facial 
musculature.  Ataxia  and  pyramidal  tract  signs 
occur  in  all  cases.  Occasionally  one  encounters 
extra-pyramidal  tract  signs,  evidences  of  menin- 
geal irritation,  and  signs  of  involvement  of  the 
autonomic  systems  either  from  direct  pressure 
on  the  nerve  fibers  or  indirectly  through  the 
effect  of  the  hydrocephalus  on  the  diencephalic 
centers. 

The  usual  syndromes  indicating  a pontile 
lesion  such  as  the  Foville  or  Millard-Gubler  alter- 
nating hemiplegias  were  present  in  most  of  the 
cases  but  were  obscured  by  the  multiplicity  of 
other  signs.  The  appearance  of  these  syndromes 
per  se  indicates  a small  discrete  lesion  and  in 
tumors  of  the  pons  the  growth  was  always  ex- 
tensive. 

Intrapontile  tumors  must  be  distinguished  from 
other  types  of  lesions  occurring  in  the  brain 
stem.  Hemorrhage  and  softening  in  the  pons 
occur  in  elderly  patients  with  vascular  disease 
and  produce  features  of  sudden  onset.  Multiple 
sclerosis  involving  the  pons  may  occur  but  rarely 
does  it  lack  evidence  of  wide-spread  dissemina- 
tion in  other  parts  of  the  central  nervous  sys- 
tem. Syphilitic  involvement  such  as  gumma, 
tabes,  and  pachymeningitis  may  produce  pontile 
syndromes,  but  here  the  examination  of  the  blood 
and  cerebrospinal  fluid  will  be  of  value.  Tuber- 
culomata may  sometimes  be  differentiated  by  its 
multiplicity  of  lesions  and  by  the  signs  of  tuber- 
culosis in  other  parts  of  the  body.  Aneurysmal 
tumors  of  the  basilar  artery  may  so  closely  simu- 
late tumor  of  the  pons  as  to  be  impossible  of 
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differentiation.  Encephalomyelitis  may  at  times, 
be  difficult  to  differentiate  especially  when  it  is 
confined  to  the  bulbar  region.  Examination  of 
the  cerebrospinal  fluid  may  show  a pleocytosis 
which  will  help  in  distinguishing  it  from  a pon- 
tile tumor. 

It  is  important  to  distinguish  pontile  tumors 
from  other  subtentorial  tumors  since  some  of  the 
latter  are  amenable  to  treatment  by  surgery  or 
X-ray.  The  complete  unilaterality  of  signs  in 
cerebellar  tumors  and  tumors  of  the  cerebello- 
pontile  angle  is  adequate  to  differentiate  them 
from  pontile  tumors.  With  medulloblastomas, 
however,  it  becomes  more  difficult  since  they  fre- 
quently fill  the  entire  fourth  ventricle  and  cause 
pressure  on  the  tegmentum  of  the  pons.  In  these 
tumors,  however,  the  cerebellar  signs  are  most 
prominent,  papilledema  is  intense  and  comes  on 
early,  and  pyramidal  tract  signs  are  absent. 

CONCLUSIONS 

(1)  Intrapontile  neoplasms  are  infrequent. 

(2)  A precise  clinical  differentiation  from  ex- 
tramedullary growths  will  spare  the  patient  an 
unnecessary  operation. 

(3)  The  clinical  manifestations  are  primarily 
those  of  increased  intracranial  pressure,  cranial 
nerve  involvement,  pyramidal  tract  signs,  and 
ataxia. 

(4)  It  is  noteworthy,  in  view  of  the  constant 
hydrocephalus,  the  large  size  of  the  tumors,  their 
location  in  the  posterior  fossa,  the  obliteration 
of  the  fourth  ventricle,  and  the  signs  of  increased 
intracranial  pressure  that  papilledema  occurred 
late,  if  at  all. 

(5)  There  was  a striking  disparity  between  the 
size  of  the  tumor  and  the  severity  of  its  mani- 
festations. 

(6)  All  of  the  tumors  were  gliogenous  ranging 
in  cell  type  from  a highly  malignant  undifferen- 
tiated cell  to  a fairly  mature  transitional  type. 

570  Fidelity  Medical  Building. 
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ATROPHIC  ARTHRITIS 

1.  A generalized  systemic  disease  with  local 
manifestations  in  joints.  In  treatment  do  not  con- 
fine attention  solely  to  these  symptomatic  mani- 
festations. 

2.  Leads  to  ankylosis.  Prevent  or  overcome 
muscle  spasm  leading  to  contracture  by  rest, 
traction  or  splinting  maintaining  the  joints  in 
the.  position  of  election. 


Diet  in  Gallbladder  Disease 

Diet  is  the  most  important  pre-  as  well  as 
postoperative  factor  in  the  supervision  of  the 
biliary  tract  patient.  Impairment  of  liver  func- 
tion is  always  present  and  a damaged  liver  is 
unable  to  metabolize  properly  the  protein  prod- 
ucts. Since  these  are  the  chief  source  of  putre- 
faction it  is  necessary  to  restrict  their  intake 
when  there  is  any  interference  with  the  normal 
flow  of  bile  into  the  duodenum.  Meats  particu- 
larly should  be  eliminated  almost  entirely,  since 
they  give  more  toxic  by-products  than  other 
proteins.  However,  the  degree  of  portein  re- 
striction in  the  individual  case  must  be  governed 
by  the  extent  of  the  impairment  of  liver  function. 

Fats  should  be  restricted  both  in  kind  and 
amount,  fried  and  greasy  food  wholly  eliminated, 
and  the  fat  essential  for  the  supply  of  necessary 
calories  and  vitamines  should  be  obtained  from 
butter,  cream,  and  yolk  of  egg.  Food  containing 
an  abundance  of  cholesterol  should  be  avoided. 
It  is  a generally  accepted  fact  that  there  is  a 
relation  between  bile  cholesterol  and  blood  cho- 
lesterol, and  this  relationship  must  be  taken  into 
consideration  in  ordering  a gallbladder  diet. 
Hypercholesterolemia  is  present  in  pregnancy, 
menstruation,  and  following  infections.  Is  is  a 
long  recognized  fact  that  gallstones  are  more 
common  in  the  female  than  in  the  male,  and  more 
frequently  found  in  women  who  have  been 
pregnant. 

Most  of  the  calories  required  by  the  gallbladder 
patient,  except  when  there  is  an  increase  in  blood 
sugar,  should  come  from  the  carbohydrate  food, 
which  should  be  well  cooked,  bland,  and  non- 
irritating. Fruit  and  fresh  vegetables  should  be 
used  liberally,  but  raw  or  uncooked  fruits  and 
vegetables  are  particularly  apt  to  cause  flatulence 
and  distress. — Herbert  A.  Black,  M.D.,  Pueblo, 
Colorado,  Colorado  Med.,  34:4,  April,  1937. 


There  are  now  in  American  schools  for  the 
blind,  nearly  500  children  who  lost  their  sight  as 
a result  of  accidents,  chiefly  through  the  use  of 
fireworks  and  air  rifles.  Each  year  nearly  a 
thousand  children  suffer  accidental  eye  injuries, 
and  a number  become  totally  blind.  An  extra- 
ordinary proportion  of  these  accidents  occur  on 
the  Fourth  of  July  and  during  the  few  days  pre- 
ceding and  following. 


The  loss  of  sight,  the  loss  of  limb,  the  dis- 
figurement, the  death  of  a single  child  due  to 
firecrackers  or  other  explosives  is  tragic  proof 
that  the  old-fashioned  type  of  celebration  is  a 
menace  and  that  it  is  the  duty  of  every  one  who 
values  the  safety  of  children  to  see  that  laws  pro- 
hibiting the  sale  of  explosives  are  widely  enacted 
and  strictly  enforced. 


TOTAL  PNEUMONECTOMY 

By  S.  O.  FREEDLANDER,  M.D.,  Cleveland,  Ohio 


THE  successful  removal  of  an  entire  lung  is 
of  significance  not  as  a surgical  feat  but 
because  it  offers  a slight  ray  of  hope  for 
otherwise  hopeless  conditions,  namely,  carcinoma 
of  the  lung  and  widespread  chronic  suppurative 
disease  limited  to  one  lung.  Whereas,  previously, 
the  diagnosis  of  bronchiogenic  carcinoma  was 
only  of  academic  interest,  now  it  is  of  practical 
importance,  in  that  for  at  least  a small  percent- 
age of  the  cases  there  is  a chance  of  radical  re- 
moval and  possible  cure.  This  fact  should  stimu- 
late earlier  and  more  careful  diagnosis. 

There  is  an  apparent  increase  in  the  frequency 
of  carcinoma  of  the  lung.  United  States  census 
reports  show  that  deaths  from  this  disease  have 
jumped  from  0.6  per  100,000  population  in  1914 
to  1.6  in  1924.  Autopsy  records  from  many  large 
clinics  seem  to  show  a definite  increase.  Much  of 
this  may  be  due  to  better  diagnosis,  for  along 
with  this  increase  in  the  incidence  of  bronchio- 
genic carcinoma,  has  gone  a decrease  in  the  in- 
cidence of  cases  diagnosed  as  mediastinal  sar- 
coma and  endothelioma  of  the  pleura.  Most  of 
the  cases  so  diagnosed  in  the  past  were,  probably, 
varieties  of  bronchiogenic  carcinoma. 

Whether  the  increase  is  apparent  or  real,  car- 
cinoma of  the  lung  constitutes  between  5 and  10 
per  cent  of  all  malignant  tumors  found  at 
autopsy.  It  is,  therefore,  not  a rare  disease,  and 
the  possibility  of  its  presence  must  always  be 
borne  in  mind. 

The  symptoms  are  so  varied  that  there  is  no 
typical  clinical  picture.  At  one  extreme,  there 
are  the  cases  with  the  characteristic  history  of 
cough,  hemoptysis,  loss  of  weight,  pain,  and 
shortness  of  breath.  On  the  other  hand,  there 
are  cases  with  no  complaint  referable  to  the 
chest,  the  only  symptoms  being  due  to  metas- 
tases.  For  example,  not  infrequently  the  diag- 
nosis of  primary  brain  tumor  is  made  which  sub- 
sequently proves  to  be  metastatic  from  a silent 
bronchiogenic  carcinoma.  Many  times  the  signs 
and  symptoms  of  the  primary  lesion  are  ob- 
scured by  the  signs  of  pleural  effusion,  medias- 
tinal metastases  with  venous  pressure  symptoms, 
paralysis  of  the  sympathetic,  recurrent  laryngeal, 
or  phrenic  nerves.  There  is  the  occasional  patient 
who  shows  nothing  but  malaise  and  some  loss  of 
weight.  It  must  be  remembered  that  often  the 
chief  symptoms  are  due  to  infection  in  the  lung 
behind  the  obstructing  tumor,  the  picture  then 
being  that  of  bronchiectasis  or  lung  abscess. 
Every  case  of  lung  abscess  in  a patient  over  40 
years  of  age  must  be  carefully  evaluated  because 
of  the  possibility  of  its  being  an  ulcerating  car- 
cinoma. 

Read  before  the  Section  on  Surgery,  Ohio  State  Medical 
Association,  at  the  91st  Annual  Meeting,  Dayton,  Ohio, 
April  28  and  29,  1937. 
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Between  the  years  1927  and  1936,  inclusive, 
there  were  115  cases  at  the  Cleveland  City  Hos- 
pital which  were  diagnosed  bronchiogenic  car- 
cinoma. Of  these  98  were  proved,  72  by  autopsy, 
16  by  bronchoscopic  biopsy,  nine  by  removal  of  a 
metastatic  lymph  node,  and  one  by  needle  biopsy. 
Eighty-four  of  this  group  were  males  and  14 
females.  Two-thirds  of  the  cases  were  between 
the  ages  of  40  and  60.  The  duration  of  life  from 
onset  to  death  varied  from  a few  weeks  to  over 
two  years.  However,  over  50  per  cent  of  the 
cases  had  a duration  of  over  six  months.  A brief 
classification  of  the  symptoms  can  be  seen  from 
the  table.  The  outstanding  fact  was  that  weight 
loss  was  so  common,  while  hemoptysis  occurred 
in  less  than  50  per  cent  of  the  cases  and  the  fre- 
quent occurrence  of  a chronic  cough,  either  non- 
productive or  with  slight  expectoration.  (Table 

I). 

TABLE  I 

BRONCHIOGENIC  CARCINOMA 
Cleveland  City  Hospital  1927-1936  (Inclusive) 


No.  of  Cases 115 

Proved  Cases 98 


Autopsy 

72 

Bronchoscopic  biopsy 

16 

Metastatic 

lymph  node  . 

9 

Needle  bionsv  

1 

Males  

84 

Females 

14 

AGE  GROUP 

Years 

30-39  40-49 

50-59 

60-69  over 

No. 

12  31 

36 

13  6 

Duration  (onset  to  death) 

70  Cases 

Months 

0-6  6-12 

12-24  over  24 

No. 

34  26 

15  5 

Symptoms  (98  cases) 

Wt.  Loss  Cough  Expector.  Pain  Dyspnea  Hemoptysis 

86  85  69  69  64  46 

Location — Bronchus 
RIGHT  LEFT 

Main  Upper  Middle  Lower  Main  Upper  Lower 

36  13  2 11  15  14  4 

Abnormal  physical  findings  may  be  absent, 
although  frequently  the  chief  signs  are  those  of 
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atelectasis.  More  commonly  the  metastases  pre- 
sent the  chief  physical  findings. 

The  roentgenographic  picture  may  not  be  char- 
acteristic, the  most  typical  sign  being  localized 
infiltration  with  deviation  of  the  mediastinum  or 
heart  to  the  affected  side  due  to  atelectasis.  How- 
ever, the  roentgenogram  may  simulate  almost 
any  pulmonary  disease:  pleural  effusion,  pneu- 
monia, lung  abscess,  mediastinal  tumor,  metas- 
tatic tumor,  or  tuberculosis. 

The  diagnosis  rests  upon  the  use  of  special 
procedures,  such  as  bronchography  with  lipiodol, 
bronchoscopic  examination,  examination  of  the 
pleural  fluid  for  tumor  cells,  needle  biopsy,  diag- 
nostic pneumothorax,  and  thoracoscopy.  By  these 
measures  one  is  usually  able  to  demonstrate  a 
bronchial  stenosis,  and  in  85  per  cent  of  the  cases 
by  means  of  the  bronchoscope  to  visualize  and 
biopsy  the  lesion. 

The  case  is  considered  operable  when  (1)  the 
general  condition  of  the  patient  is  good;  (2) 
there  is  no  evidence  of  metastases;  (3)  the  lesion 
is  at  least  one  to  two  centimeters  from  the 
carina;  'and  (4)  if  by  thoracoscopy,  the  medias- 
tinum is  not  too  fixed,  the  pulsation  of  the  ves- 
sels can  be  seen,  and  there  is  an  absence  of 
pleural  metastases. 

Before  the  development  of  the  operation  of 
total  pneumonectomy,  the  prognosis  was  uni- 
formly fatal.  Treatment  by  X-ray  and  radium 
have  palliated  a few  cases,  but  produced  no 
proved  cures.  In  most  cases  X-ray  treatment  is 
not  even  palliative  and  seems  to  accelerate  the 
downhill  course  of  the  patient.  The  duration  of 
the  disease  varies  from  a few  months  to  several 
years.  Many  of  the  cases  cannot  be  diagnosed 
until  metastases  have  oeurred.  However,  there 
are  many  cases  that  run  a chronic  course  with 
maintenance  of  good  general  health  and  late 
metastases.  In  our  series  over  50  per  cent  of  the 
cases  had  a duration  of  more  than  six  months. 
It  is  in  these  cases  that  every  effort  must  be 
made  to  establish  an  early  diagnosis  for  total 
pneumonectomy  may  be  feasible  and  successful. 

The  number  of  cases  suitable  for  the  operation 
will  probably  never  be  large  in  percentage  but 
will  approximate  in  number  the  operable  cases  of 
cancer  of  other  viscera.  In  order  to  find  the  suit- 
able ones,  every  obscure  pulmonary  complaint  in 
a patient  over  40  years  of  age  must  be  investi- 
gated by  means  of  X-ray,  bronchography  and 
bronchoscopy. 

Total  pneumonectomy  is  of  importance  not 
only  for  bronchiogenic  carcinoma  but  also  for 
cases  of  chronic  suppurative  disease  confined  to 
one  lung,  such  as  diffuse  bronchiectasis,  lung 
cysts,  and  multiple  lung  abscesses.  Unless  the 
lung  can  be  removed,  the  prognosis  in  these 
cases  is  relatively  hopeless.  There  will  be  an 
occasional  case  where  a pre-operative  differential 
diagnosis  between  inflammatory  disease  and  car- 


cinoma cannot  be  made.  In  most  of  these  cases, 
however,  the  necessary  treatment  is  total  pneu- 
monectomy. Another  possibility  of  error  exists 
in  the  fact  that  clinical  benign  tumors  of  the 
bronchi  sometimes  appear  malignant  histologic- 
ally. A few  of  these  cases  have  been  reported 
as  cured  by  cauterization  or  endoscopic  removal 
of  the  tumor.  More  often  by  the  time  the  diag- 
nosis is  established  the  lung  has  been  so  damaged 
by  stasis  and  infection  behind  the  tumor  that 
lobectomy  or  pulmonectomy  is  necessary. 

The  experimental  development  of  the  total 
pneumonectomy  is  of  extreme  interest.  A de- 
tailed account  can  be  found  in  the  articles  of 
Heuer1  and  Longacre,  Carter,  et  al.2 

It  has  been  definitely  established  in  dogs  that 
the  ligation  of  the  main  pulmonary  vessels  causes 
little  alteration  in  the  pulse  and  blood  pressure 
and  only  a slight  increase  in  the  respiratory 
rate.  There  is  little  hypertrophy  of  the  heart 
after  operation,  except  for  a slight  increase  in 
the  size  of  the  right  ventricle.  As  Longacre, 
Carter  and  their  coworkers2  have  shown,  within 
a short  time  the  physiological  adjustment  is  good 
when  the  animal  is  at  rest  or  doing  moderate 
exercise,  although  the  response  to  severe  strain 
one  year  after  operation  is  not  quite  as  good  as 
in  the  normal  dog.  The  immediate  moderate 
anoxemia  is  compensated  for  by  an  increase  in 
the  number  of  red  blood  cells  and  hemoglobin  as 
well  as  an  increased  blood  flow  and  volume. 
Anatomical  restitution  is  quickly  accomplished  in 
experimental  animals  by  an  approximation  of  the 
ribs,  rise  of  the  diaphragm,  shift  of  the  medias- 
tinum, and  chiefly  by  hypertrophy  of  the  remain- 
ing lung.  Recently  Bremer3  has  shown  that  in 
young  animals  there  can  be  a true  regeneration 
of  the  remaining  lung  tissue.  It  can  be  con- 
cluded that  in  normal  dogs  an  entire  lung  can  be 
removed  at  one  stage  without  serious  cardiac, 
circulatory  or  respiratory  disturbances. 

In  transferring  this  operation  to  man  the  phy- 
siological facts  have  been  confirmed.  There  are 
no  severe  cardiac,  circulatory  or  respiratory  com- 
plications. However,  there  are  several  problems 
that  have  not  been  completely  solved.  Permanent 
closure  of  the  bronchus  is  relatively  easy  to  ac- 
complish in  the  normal  dog,  but  in  a diseased 
infiltrated  lung  it  cannot  constantly  be  achieved. 
Infection  of  the  pleural  cavity  is  a frequent  and 
serious  complication,  although  it  usually  can  be 
controlled.  Rienhoff4  has  shown  by  autopsy  ma- 
terial that  in  man  the  anatomical  restoration  by 
mediastinal  shift,  narrowing  of  the  interspaces, 
rise  of  the  diaphragm,  and  hypertrophy  of  the 
remaining  lung  is  fairly  complete.  In  clean  cases 
whatever  space  remains  is  filled  with  a benign 
sterile  exudate  enmeshed  in  a fibrinous  network. 
On  the  left  side  the  restitution  is  more  complete 
than  on  the  right.  The  ultimate  effects  of  the 
mediastinal  displacement  cannot  as  yet  be  esti- 
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mated,  but  in  right  sided  cases  and  infected  cases 
a late  thoracoplasty  may  be  necessary. 

Pre-operative  preparation  of  the  patient  con- 
sists- in  the  general  precautions  regarding  gen- 
eral nutrition,  circulation,  metabolism,  et  cetera, 
which  precede  any  major  operation.  A trans- 
fusion is  given  if  necessary.  A pneumothorax  is 
instituted  on  the  affected  side  to  accustom  the 
patient  to  a diminished  respiratory  surface  as 
well  as  diminished  blood  flow  through  that  lung. 
This  is  made  as  complete  as  possible  and  main- 
tained for  at  least  a week  to  ten  days.  Thorac- 
oscopic examination  is  done  during  this  period. 

The  operation  is  done  under  general  anesthesia, 
cyclopropane  being  preferable.  In  most  cases  an 
intratracheal  tube  is  passed.  There  are  two 
operative  approaches,  the  anterior  and  postero- 
lateral. The  anterior  incision  is  more  suitable  for 
malignant  cases  because  it  allows  the  immediate 
view  of  the  hilus,  so  that  operability  can  be  de- 
termined early,  although  it  has  the  disadvantage 
of  making  the  separation  of  adhesions  between 
the  lung  and  the  chest  wall  more  difficult. 

With  the  patient  flat  on  his  back,  an  incision 
is  made  over  the  third  space  from  about  two  cen- 
timeters from  the  sternum  to  beyond  the  anterior 
axillary  line.  The  skin  incision  may  be  made  be- 
low the  breast,  retracting  the  soft  parts  upward. 
The  pectoral  muscle  is  separated  in  the  direction 
of  its  fibers,  and  the  pleura  is  entered  in  the 
third  space.  The  ribs  are  spread,  it  being  some- 
times necessary  to  incise  the  costal  cartilages 
above  and  below  the  incision.  There  is  careful 
hemostasis  of  the  chest  wall.  On  the  left  side 
the  mediastinal  pleura  is  incised  just  below  the 
arch  of  the  aofita;  on  the  right  side  just  below 
the  entrance  of  the  azygos  vein  into  the  superior 
vena  cava.  By  blunt  dissection  the  mediastinal 
pleura  is  pushed  back  in  order  to  expose  the 
main  branch  of  the  pulmonary  artery  just  be- 
yond the  bifurcation  and  before  it  divides  into  its 
branches.  In  order  to  do  this  on  the  left  side  it 
is  necessary  to  separate  the  remnants  of  the 
ductus  arteriosus  which  connect  the  left  pul- 
monary artery  with  the  aorta.  On  the  right  side 
the  superior  pulmonary  vein  must  first  be  ligated 
and  divided  before  the  artery  can  be  exposed. 

The  main  branch  of  the  pulmonary  artery  is 
freed  in  its  entire  circumference,  triply  ligated 
with  chromic  or  silk,  and  divided,  leaving  two 
ligatures  on  the  proximal  end.  The  pulmonary 
veins  are  ligated  and  divided,  thus  leaving  the 
lung  attached  by  the  bronchus  and  the  pulmonary 
ligament.  The  bronchus  is  either  temporarily 
clamped  or  ligated,  then  divided,  cauterized  with 
the  actual  cautery  or  phenol,  and  the  stump  is 
sutured  with  interrupted  silk.  The  pulmonary 
ligament  is  divided,  watching  for  small  vessels  in 
it,  and  the  adhesions  between  the  lung  and  chest 
wall  separated.  After  the  lung  is  taken  out,  any 
mediastinal  glands  which  can  be  felt  are  removed. 


The  mediastinal  pleura  may  be  sutured  over  the 
stump  and  bronchus.  In  clean  cases  the  chest 
wall  is  closed  without  drainage  by  approximating 
the  ribs  with  sutures  and  careful  suture  of  the 
soft  parts  in  layers.  In  infected  cases  intercostal 
drainage  with  a catheter  is  instituted  in  a de- 
pendent position. 

For  the  postero-lateral  approach  an  incision  is 
made  behind  and  around  the  scapula.  The  chest 
is  entered  in  the  fourth  or  fifth  space,  it  being 
necessary  to  shingle  several  ribs  posteriorly  and 
ligate  the  intercostal  bundles.  Adhesions  between 
the  chest  wall  and  lung  must  first  be  separated, 
and  then  the  pulmonary  ligament  and  inferior 
pulmonary  vein  ligated.  The  approach  to  the 
hilus  is  not  as  direct  as  in  the  anterior  incision, 
and  it  is  not  so  easy  to  isolate  the  vessels  and 
bronchus  in  the  mediastinum,  so  that  operability 
cannot  be  determined  as  early  in  the  operation  as 
in  the  anterior  approach.  Usually  the  hilus  is 
divided  en  masse  between  tourniquets.  The  stump 
is  sutured  wifh  interrupted  chromic  sutures  to- 
gether with  a protective  mass  ligature.  It  is  evi- 
dent that  this  operation  is  not  as  suitable  for 
tumor  cases  since  it  does  not  allow  determination 
of  early  operability  and  does  not  allow  as  high  a 
ligation  of  the  vessels  and  bronchus.  However, 
for  cases  of  suppurative  disease  where  adhesions 
are  apt  to  be  numerous  this  approach  makes 
their  separation  easier. 

A routine  blood  transfusion  is  given  post- 
operatively.  The  patient  is  immediately  placed 
in  an  oxygen  tent  or  given  oxygen  by  catheter. 
If  a drainage  tube  has  been  inserted,  slight  con- 
stant negative  pressure  is  applied.  When  no 
primary  drainage  is  done,  the  chest  is  aspirated 
every  day,  removing  just  a small  amount  of  fluid. 
If  this  fluid  becomes  infected,  intercostal  drain- 
age and  suction  are  applied.  In  our  experience 
infection  of  the  pleural  space  is  common,  neces- 
sitating drainage.  In  all  but  two  cases  the 
bronchus  opened  on  the  eighth  to  tenth  day. 

Post-operative  shock  is  usually  slight,  and 
post-operative  discomfort  is  not  marked.  Pro- 
longed adequate  drainage  of  the  pleural  cavity  is 
one  of  the  chief  difficulties. 

From  the  literature  it  was  possible  to  collect 
60  cases  of  total  pneumonectomy  exclusive  of 
the  eight  cases  reported  in  this  paper.  (Table  2.) 
No  doubt  many  more  cases  have  been  done  re- 
cently and  are  not  yet  reported.  In  many  of  the 
reported  cases  complete  details  are  not  given,  so 
that  a careful  analysis  cannot  be  made.  As  far  as 
could  be  determined  of  the  60  reported  cases,  31 
were  done  for  cancer  of  which  21  died  within  a 
short  period  following  operation,  27  were  done 
for  chronic  inflammatory  disease  of  which  ten 
died,  and  two  were  done  for  benign  tumor  of 
which  one  died.  This  gives  a mortality  slightly 
more  than  50  per  cent.  This  mortality  includes 
deaths  occurring  many  months  after  operation. 
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TABLE  II 


Surgeon 

Cases  Disease 

Carcinoma  Inflammation 

Recovered  Died  Recovered  Died 

Meyer5  

..  2 

1 

1 

Lilienthal5  

..  3 

1 

2 

Nissen5  

..  1 

1 

Windsberg5  

1 

1 

Archibald5  

. 3 

1 

1 

1 

Alexander5  

3 

1 

1 

1 

Haight5  

_ 2 

1 

1 

Gower  and 

Edwards5  

2 

2 

Roberts5  

1 

1 

Walker5  

1 

1 

Kummell5  

1 

1 

Ivanissevich  and 

Ferrari5  

..  1 

1 

Graham5  

..  2 

1 

1 

Overholt0  

11 

4 

5 

2 

Rienhoff4  

..  12* 

1 

7 

2 

Churchill7  

..  2 

1 

1 

Lyle8  

1 

1 

Flick  and 

Gibbon8  

1 

1 

Jose  Arce10 

2 

2 

Mason11  

6 

4 

2 

Lambret12  

..  1 

1 

Duval  and 

Monad13  

1 

1 

Freedlander  

..  8 

1 

4 

2 

1 

Total  

..  68 

11 

25 

19 

11 

*Rienhoff4 — 2 (Benign  Tumor)— 

-1  died. 

The  real  operative  mortality  cannot  be  obtained 
from  the  reports. 

Since  1933  we  have  performed  eight  total  pneu- 
monectomies. Three  of  these  were  for  diffuse 
chronic  suppurative  disease  and  five  were  for 
cancer  of  the  lung.  Of  this  number,  three  pa- 
tients are  alive.  One  carcinoma  of  the  lung  is 
alive  and  well,  with  no  sign  of  recurrence  eight 
and  a half  months  after  operation.  The  other  two 
living  cases  were  operated  for  chronic  suppura- 
tive disease  one  year  and  five  months  ago  re- 
spectively. There  were  no  immediate  post- 
operative deaths,  no  patient  dying  less  than  ten 
days  after  the  operation.  The  cause  of  death  was 
metastases  in  one  case,  pulmonary  edema  follow- 
ing reparative  thoracoplasty  in  one  case,  empy- 
ema in  one  case,  mediastinitis  in  one  case,  and 
post-operative  hemorrhage  through  the  sloughing 
of  a ligature  in  the  pulmonary  vein  two  and  a 
half  weeks  after  operation  in  one  case.  Autopsies 
on  three  of  the  cancer  cases  who  died  showed  no 
metastases.  A brief  history  of  all  the  cases  is 
appended. 

SUMMARY 

Total  pulmonectomy  is  of  importance  because 
it  offers  the  only  hope  for  cases  of  bronchiogenic 
carcinoma  and  certain  forms  of  chronic  pul- 
monary suppurative  disease.  Cancer  of  the  lung 
constitutes  between  5 and  10  per  cent  of  all 


malignancies,  so  that  the  possibility  of  its  pres- 
ence must  be  borne  in  mind  in  all  obscure  pul- 
monary complaints.  The  successful  operations  on 
man  have  confirmed  the  experimental  findings 
that  the  anatomical  and  physiological  restitu- 
tion, after  the  removal  of  an  entire  lung,  will 
allow  a practically  normal  existence  for  an  in- 
definite time.  The  prognosis  of  bronchiogenic 
carcinoma  as  well  as  chronic  suppurative  disease 
for  which  pulmonectomy  is  indicated  is  almost 
uniformly  fatal  without  operation.  Many  suc- 
cessful cases  have  been  collected  from  the  litera- 
ture, and  eight  of  the  author’s  own  cases  are  re- 
ported. Three  of  these  are  alive  for  periods  of 
four  months  to  one  year  following  operation. 

CASE  REPORTS 

A.  V.,  aged  44,  white  male  admitted  to  the  hos- 
pital October  11,  1933,  with  a complaint  of  pain 
in  the  left  chest  for  one  and  a half  years,  some 
cough,  expectoration,  and  intermittent  hemopty- 
sis. He  occasionally  complained  of  shortness  of 
breath,  and  a rather  recent  loss  of  eight  pounds 
in  weight. 

Physical  examination  revealed  dullness,  di- 
minished mobility,  and  diminished  breath  sounds 
in  the  left  chest  over  the  lower  lobe. 

X-ray  examination  revealed  a tumor  mass  in 
the  left  lower  lobe,  with  evidence  of  partial 
bronchial  obstruction  fluoroscopically.  This  was 
interpreted  as  carcinoma  of  the  bronchus.  Lip- 
iodol  revealed  narrowing  of  the  left  lower  lobe 
bronchus. 

Bronchoscopic  examination  disclosed  a tumor 
in  the  left  lower  lobe  bronchus,  and  a biopsy  was 
reported  as  alveolar  carcinoma. 

A phrenicectomy  was  done  on  October  24,  1933, 
followed  by  a left  pneumonectomy  ten  days  later 
which  was  done  through  a postero-lateral  ap- 
proach by  means  of  a mass  ligature  of  the  hilus, 
under  nitrous-oxide-oxygen  anesthesia. 

The  patient  following  operation  progressed  satis- 
factorily in  spite  of  an  empyema  which  was  well 
tolerated  after  drainage.  Twenty-one  days  fol- 
lowing operation  a thoracoplasty  was  done  under 
local  anesthesia  to  obliterate  the  empyema  cavity. 
Condition  post-operatively  was  critical  and  he 
expired  the  following  day. 

Autopsy  revealed  empyema  on  the  left,  bron- 
chopneumonia on  the  right,  an  acute  purulent 
bronchitis,  obsolete  tuberculosis  of  mediastinal 
lymph  nodes,  and  no  gross  or  microscopic  evi- 
dence of  metastatic  tumor. 

J.  W.,  45  year  old  white  male  admitted  to  the 
hospital  August  23,  1934,  with  a complaint  of 
right  chest  pain,  cough,  expectoration  with  inter- 
mittent hemoptysis,  and  a weight  loss  of  17 
pounds  in  a period  of  four  months  preceding 
admission.  He  did  not  complain  of  shortness  of 
breath. 

Physical  examination  was  essentially  negative 
except  for  dullness  over  the  right  lower  lobe. 

X-ray  was  interpreted  as  carcinoma  of  the 
right  lower  lobe  because  of  the  evidence  of 
atelectasis  and  character  of  the  basal  shadow. 
Lipiodol  revealed  obstruction  of  the  right 
bronchus. 

Bronchoscopic  examination  was  performed,  but 
no  tumor  was  found  and  no  biopsy  taken. 

A right  phrenicectomy  was  done  September  24, 
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1934.  This  was  preceded  by  a partial  pneumo- 
thorax on  the  right.  On  September  26,  1934,  a 
total  pneumonectomy  was  done  through  a 
postero-lateral  approach  and  with  the  use  of  a 
mass  ligature  on  the  hilus,  under  nitrous-oxide- 
oxygen  anesthesia. 

Post-operative  course  was  rather  stormy  be- 
cause of  empyema  for  which  a rib  resection  was 
done  a month  later.  Following  this,  patient  de- 
veloped signs  of  pneumonia  in  the  left  lung  and 
died  October  30,  1934,  one  month  after  operation. 

Autopsy  revealed  the  absence  of  the  entire 
right  lung;  bronchopneumonia  in  the  left  lung; 
empyema  of  the  right  pleural  space;  and  metas- 
tatic tumor  in  the  left  lung,  liver,  and  mediastinal 
lymph  nodes. 

I.  C.,  54  year  old  white  male  was  admitted  to 
the  hospital  March  4,  1936,  with  a complaint  of 
severe  cough  for  nine  months,  general  malaise 
for  two  years,  expectoration  approximately  of  six 
ounces  for  one  month  with  occasional  fever, 
hemoptysis  on  two  occasions,  no  weight  loss,  and 
some  pain  in  the  right  upper  chest. 

Past  history  and  physical  examination  were 
essentially  negative  except  for  some  dullness  and 
absent  breath  sounds  in  the  right  apex. 

The  clinical  impression  and  X-ray  diagnosis 
was  carcinoma  of  the  right  upper  lobe  bronchus. 

Bronchoscopy  was  done  and  was  negative. 
Needle  biopsy  was  twice  negative. 

Films  of  the  long  bones  and  skull  were  nega- 
tive for  metastases. 

A phrenicectomy  was  done  but  paralysis  did 
not  occur  until  three  weeks  later.  It  was  thought 
that  this  might  represent  infiltration  of  the 
phrenic  nerve  by  tumor. 

On  April  2,  1936,  a right  pneumonectomy  was 
done  under  avertin  and  nitrous-oxide-oxygen 
through  an  anterior  third  interspace  approach 
with  individual  double  ligation  and  division  of  the 
structures  in  the  hilum.  The  operative  impres- 
sion was  carcinoma.  Patient  was  given  500  cubic 
centimeters  of  blood  by  transfusion,  and  inter- 
costal drainage  was  carried  out  in  the  ninth 
interspace. 

Pathological  report  of  the  specimen  was 
chronic  lung  abscess  of  right  upper  lobe;  gen- 
eralized acute  and  chronic  bronchitis;  fibrous 
pleural  adhesions;  broncho-pneumonia  with  or- 
ganization; and  a large  pulmonary  vein,  almost 
completely  denuded,  coursed  through  the  center 
of  the  abscess  cavity. 

Patient’s  post-operative  course  was  satisfac- 
tory except  for  the  fact  that  he  had  a partial 
brachial  paralysis  which  seemed  to  involve  the 
upper  cords.  This  was  attributed  to  one  of  two 
things,  traction  in  the  separation  of  heavy  pleural 
apical  adhesions  or  to  a shoulder  brace  on  the 
operating  table.  The  anterior  wound  became  in- 
fected and  was  drained.  A large  bronchial  fistula 
persisted  for  many  months.  Brachial  plexus  in- 
jury was  gradually  recovered.  Patient  was  dis- 
charged August  23,  1936. 

He  was  admitted  two  months  later,  and  the 
sinus  in  the  region  of  the  anterior  chest  wall 
incision  was  opened.  This  relieved  considerable 
pain  and  it  healed  readily. 

At  present  (March  30,  1937)  approximately 
one  year  after  operation  patient  is  up  and  about; 
anterior  chest  wall  is  closed;  still  wearing  an 
intercostal  drainage  tube  in  the  empyema  cavity 


which  drains  very  little  but  which  communicates 
with  the  bronchus  by  a small  fistula;  has  short- 
ness of  breath  on  exertion;  no  cough;  full  use  of 
hand,  wrist  and  elbow  but  there  is  considerable 
limitation  of  motion  in  the  right  shoulder.  He 
has  gained  weight,  and  his  general  condition  is 
excellent. 

T.  C.,  40  years  old  white  female  admitted  July 
24,  1936,  with  a four-month  history  of  right 
lower  chest  pain,  cough,  expectoration  of  pink 
sputum,  and  an  eight-pound  weight  loss  in  the 
past  three  months.  There  was  no  shortness  of 
breath,  and  the  illness  followed  a persistent 
“cold.” 

Physical  examination  revealed  diminished 
sounds  and  diminished  excursion  of  right  lower 
chest. 

X-ray  was  interpreted  as  carcinoma  of  the 
right  lower  lobe  with  atelectasis.  Lipiodol  was 
not  done. 

Bronchoscopic  examination  revealed  a spher- 
oidal tumor  mass  in  the  right  lower  lobe  bronchus 
just  below  the  orifice  of  the  middle  lobe  and  com- 
pressing it,  there  was  no  evidence  of  mediastinal 
lymph  node  enlargement  or  tracheo-bronchial 
fixation.  Biopsy  was  reported  as  a well  dif- 
ferentiated adenocarcinoma. 

Artificial  pneumothorax  was  induced,  and  a 
week  later  (August  19,  1936)  a total  right  pneu- 
monectomy was  done  through  an  anterior  ap- 
proach in  the  third  intercostal  space  with  in- 
dividual isolation  of  the  hilum  structure  and 
division  between  double  ligatures.  The  chest  was 
closed  without  drainage.  Anesthesia  was  avertin 
and  nitrous-oxide-oxygen. 

Patient  tolerated  the  operation  exceedingly 
well.  No  drainage  was  instituted.  Frequent 
aspirations  of  bloody  and  then  clear  fluid  were 
done.  About  two  weeks  following  operation  the 
chest  fluid  became  purulent  and  staphylococcus 
albus  was  cultured.  At  the  same  time  there  was 
a low  grade  wound  infection  which  was  drained 
locally.  The  pleural  space  was  then  irrigated  with 
azochloramid  solution,  following  which  the 
pleural  fluid  became  clear  and  the  chest  wound 
healed.  The  patient  was  up  and  about  without 
dyspnea,  and  was  discharged  November  7,  1936. 

Two  months  later  X-ray  examination  revealed 
a small  amount  of  fluid  in  the  pleural  space 
which  was  aspirated  and  was  clear  and  sterile  on 
culture.  About  six  months  after  operation  pa- 
tient was  seen  in  the  dispensary  and  complained 
of  a slight  amount  of  bloody  expectoration. 
Bronchoscopy  was  done,  and  granulation  tissue 
found  in  the  right  main  bronchial  stump.  A 
biopsy  was  taken  and  was  reported  as  granula- 
tion tissue.  A braided  silk  suture  was  removed 
with  forceps  from  the  stump.  Following  this  the 
patient’s  symptoms  entirely  disappeared.  On 
March  30,  1937,  she  has  maintained  pre-operative 
weight,  appetite  is  good,  has  no  shortness  of 
breath  except  on  rather  severe  exertion,  no 
cough,  or  chest  pain.  X-ray  examination  reveals 
a pleural  space  which  is  becoming  obliterated  by 
means  of  a labyrinth  of  fibrous  adhesions  and 
cystic  areas. 

F.  D.,  47  year  old  white  male  admitted  to  hos- 
pital October  27,  1936,  with  a history  of  a slight 
cough  for  two  years,  weight  loss  of  35  pounds  in 
the  past  eight  months,  and  a dull  pain  in  the 
left  chest  which  had  been  present  for  a few 
months  previous  to  admission.  Before  admission 


774 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  6 


patient  had  had  a series  of  medical,  X-ray  and 
bronchoseopic  examinations.  Bronchoscopy  and 
biopsy  had  twice  revealed  carcinoma  of  the  left 
upper  lobe  bronchus  and  partial  compression  of 
the  left  lower  lobe  bronchus.  At  no  time  during 
his  illness  had  he  expectorated  blood. 

Past  history  was  essentially  negative  except 
for  a history  of  pneumonia  of  the  right  lung 
complicated  by  empyema  which  had  been  drained 
at  the  age  of  twelve  years. 

Physical  examination  was  essentially  negative 
except  for  some  asymmetry  of  the  chest  due  to 
a thickened  pleura  on  the  right. 

X-ray  revealed  a slight  scoliosis  of  the  spine 
also  secondary  to  thickened  pleura,  elevated  left 
diaphragm,  narrowing  of  the  interspaces  in  the 
lower  left  chest,  slight  displacement  of  the 
cardiac  silhouette  to  the  left,  and  a large  mass 
in  the  left  hilus. 

Artificial  pneumothorax  was  induced  for  a 
period  of  ten  days,  with  complete  collapse  of  the 
upper  lobe  and  partial  collapse  of  the  left  lower 
lobe  anteriorly.  Fluid  developed  in  the  pleural 
space. 

Blood  chemistry,  blood  counts  and  other  labora- 
tory procedures  were  irrelevant. 

On  November  9,  1936,  a left  pneumonectomy 
was  done  through  an  anterior  approach  in  the 
third  interspace  under  intratracheal  gas-oxygen 
and  avertin  anesthesia.  In  addition  a large 
lymph  node  was  removed  from  the  anterior 
mediastinum.  The  lung  was  removed  by  individual 
isolation,  double  ligation,  and  division  of  the 
hilum  structure.  The  chest  was  closed  without 
drainage,  and  500  cubic  centimeters  of  blood 
given  by  transfusion. 

Patient’s  post-operative  course  was  satisfac- 
tory. Intrapleural  pressure  was  frequently 
measured  and  air  withdrawn  as  indicated.  The 
patient  was  kept  in  an  oxygen  tent,  and  de- 
veloped a rather  irritating  cough  on  the  third 
post-operative  day.  He  was  removed  from  the 
oxygen  tent  on  the  same  day.  Five  hundred  cubic 
centimeters  of  clear  fluid  were  aspirated  on  the 
seventh  post-operative  day.  Aspiration  was  re- 
peated on  the  ninth  post-operative  day  and  the 
fluid  was  cloudy  in  appearance.  Following  the  in- 
stitution of  intercostal  closed  catheter  drainage 
of  the  pleural  space,  on  the  eleventh  post-opera- 
tive day  the  patient  developed  acute  pulmonary 
edema  and  expired  in  spite  of  all  therapeutic 
measures. 

Pathological  report  of  the  surgical  specimen 
was  partially  differentiated  bronchiogenic  squam- 
ous cell  carcinoma  with  metastasis  to  mediastinal 
lymph  nodes. 

Autopsy  revealed  no  gross  or  microscopic 
tumor,  empyema  of  the  left  thorax,  pulmonary 
edema,  fibrous  pleurisy  on  the  right,  mediastinitis 
and  pericarditis. 

S.  N.,  40  year  old  white  male  admitted  to  hos- 
pital November  17,  1936,  with  a complaint  of 
severe  hemoptysis  of  three  weeks,  progressive 
right  anterior  chest  pain,  moderate  non-odorous 
mueo-purulent  sputum,  and  history  of  an  habitual 
morning  cough  since  childhood  following  some 
undetermined  acute  illness. 

Sputum  contained  white  and  red  cells  and  a 
few  diplococci,  no  spirochetes  or  fusiform  bacilli, 
and  concentration  was  negative  for  tubercle 
bacilli. 

X-ray  revealed  a right  hilus,  shadow  triangular 


in  shape  in  the  lateral  view  with  the  base  an- 
terior from  the  second  to  the  fourth  costal  car- 
tilages. This  was  interpreted  as  a carcinoma  of 
the  right  upper  lobe  bronchus.  Lipiodol  revealed 
a small  bronchiectatic  cavity  in  the  periphery  of 
the  lower  right  upper  lobe. 

Bronchoscopy  disclosed  a thickened  right  upper 
lobe  spur,  and  blood  appeared  to  be  coming  from 
the  right  upper  lobe.  There  was  no  appreciable 
fixation  of  the  tracheo-bronchial  tree,  and  there 
was  no  evidence  of  mediastinal  lymph  node  en- 
largement. 

After  the  induction  of  a 60  per  cent  collapse 
by  pneumothorax,  thoracoscopy  was  negative  ex- 
cept for  the  presence  of  pleural  adhesions  anter- 
iorly in  the  region  of  the  X-ray  shadow.  Impres- 
sion was  probable  carcinoma  of  right  lung,  or 
possibly  chronic  abscess  and  bronchiectasis. 

On  November  21,  1936,  a right  total  pneu- 
monectomy was  done  through  an  anterior  ap- 
proach in  the  third  interspace  under  intratracheal 
nitrous-oxide-oxygen  and  avertin  anesthesia.  The 
upper  and  middle  lobes  were  adherent  here  and 
were  freed.  A palpable  mass  was  found  in  the 
lower  anterior  portion  of  the  right  upper  lobe. 
No  mediastinal  lymph  nodes  were  encountered. 
The  pulmonary  vessels  in  the  right  main  bron- 
chus were  isolated,  doubly  ligated,  and  divided  in 
the  mediastinum.  The  chest  was  closed  without 
drainage.  A blood  transfusion  was  given. 

Following  operation  patient  was  placed  in  an 
oxygen  tent  for  two  days.  The  temperature 
varied  from  38  to  39.5.  The  pulse  rate  was  90  to  100 
to  130  for  the  first  four  days.  Foul  smelling  wound 
infection  and  empyema  drained  intercostally  in 
the  fourth  interspace  laterally  and  sixth  inter- 
space posteriorly.  Irrigations  with  Dakin’s  solu- 
tion until  the  development  of  a broncho-pleural 
fistula  during  the  second  week  post-operatively. 
The  temperature  and  pulse  became  normal  after 
drainage.  Patient  tolerated  the  infection  ex- 
ceedingly well  and  the  latter  subsided  rather 
rapidly.  One  month  after  operation  there  was  a 
moderate  amount  of  drainage  through  the  inter- 
costal tubes,  the  wound  had  closed,  and  the 
patient  was  up  in  a wheel  chair.  The  bronchial 
fistula  was  noted  to  be  decreasing  in  size  by 
thoracoscopy  after  it  had  been  cauterized  with 
silver  nitrate  sticks  by  means  of  the  same  pro- 
cedure. 

Pathological  report  of  the  surgical  specimen 
was  bronchiectasis  of  the  right  lung,  with  mul- 
tiple acute  and  chronic  abscesses  of  all  lobes. 

On  January  5,  1937,  an  attempt  to  cauterize 
the  bronchial  fistula  within  the  empyema  cavity 
by  means  of  the  thoracoscope  through  the  drain- 
age tube  was  unsuccessful.  On  January  19,  1937, 
more  adequate  drainage  was  established  by 
means  of  rib  resection  under  local  anesthesia  at 
the  site  of  the  previous  intercostal  drainage. 
About  one  month  later  the  bronchial  fistula  closed 
spontaneously,  and  the  patient  was  discharged 
March  21,  1937. 

On  April  6,  1937,  the  patient  is  back  to  pre- 
operative weight,  is  up  and  about  all  day  without 
shortness  of  breath,  here  is  very  slight  drainage 
from  the  anterior  incision  and  from  the  empyema 
cavity,  there  is  no  pain  or  cough,  and  no  evidence 
of  bronchial  fistula. 

D.  G.,  39  year  old  white  male  admitted  to  hos- 
pital February  20,  1937,  with  a complaint  of 
weakness,  increase  of  a chronic  cough,  some 
shortness  of  breath,  expectoration  of  muco- 
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purulent  sputum  streaked  with  blood  on  two  oc- 
casions, and  pain  in  the  right  lower  chest  for 
five  months.  Patient’s  symptoms  were  progres- 
sive up  until  admission.  There  was  a history  of 
a weight  loss  of  20  pounds  in  five  months.  X-ray 
had  revealed  a mass  and  atelectasis  of  the  right 
lower  chest. 

Bronchoscopy  two  weeks  before  admission  had 
revealed  a tumor  of  the  right  lower  lobe  bronchus. 
Biopsy  showed  this  to  be  small  round  celled  car- 
cinoma. 

Past  history  was  essentially  negative  as  was 
the  family  history. 

Physical  examination  revealed  some  evidence 
of  weight  loss,  restricted  motion,  and  diminished 
breath  sounds  on  the  right  side  interiorly. 

Under  avertin  and  intratracheal  gas-oxygen 
anesthesia,  on  March  6,  1937,  a right  pneumonec- 
tomy was  done  through  an  anterior  approach  in 
the  third  interspace.  This  followed  a two-week 
period  of  pneumothorax  which  had  gained  a 50 
per  cent  collapse  of  the  right  lung.  There  was 
some  fibrosis  of  the  hilum  structures,  and  with 
some  difficulty  they  were  isolated  and  divided 
between  double  ligatures.  No  enlarged  lymph 
nodes  or  lymph  nodes  containing  tumor  were 
encountered.  The  mediastinal  pleura  was  par- 
tially closed  after  removal  of  the  lung.  Inter- 
costal drainage  through  a stab  wound  in  the 
seventh  interspace  in  the  posterior  axillary  line 
was  carried  out. 

Pathological  report  showed  small  celled  car- 
cinoma of  right  lower  lobe  bronchus  with  metas- 
tasis to  mediastinal  lymph  nodes. 

Following  operation  patient’s  course  was  satis- 
factory except  for  shock  on  the  first  post- 
operative day.  The  empyema  cavity  was  irrigated 
every  day  and  the  foul  odor  disappeared.  Patient 
died  rather  suddenly  on  the  eighteenth  post- 
operative day. 

Autopsy  revealed  the  cause  of  death  to  be 
due  to  hemorrhage  from  the  interior  pulmonary 
vein  after  dislodgment  of  a small  thrombus  oc- 
curring with  sloughing  of  a silk  ligature.  The 
ligature  on  the  superior  pulmonary  vein  was  in 
the  same  state  of  slough,  but  the  auricular  intima 
and  auricular  wall  were  completely  healed.  There 
was  no  gross  evidence  of  metastases.  Study  of 
36  microscopic  sections  from  the  hilus  revealed 
tumor  in  one  lymph  node. 

J.  R.,  43  year  old  white  female  admitted  to  hos- 
pital April  17,  1936,  and  discharged  September  5, 
1936.  On  admission  was  suspected  of  tuber- 
culosis. She  complained  of  a two-year  cough 
with  four  to  five  ounces  of  purulent  sputum  daily, 
a weight  loss  of  50  pounds,  dyspnea  on  exertion, 
right  sided  chest  pain  for  two  years,  and  no 
hemoptysis.  Sputum  examinations  were  negative 
for  tubercle  bacillus.  She  ran  an  irregular  fever. 
X-ray  and  lipiodol  studies  led  to  the  diagnosis  of 
congenital  cystic  lung  on  the  right  with  second- 
ary abscess  formation. 

After  discharge  she  improved  considerably, 
with  a gain  of  16  pounds  in  two  months.  Cough, 
foul  sputum  and  right  chest  pain  persisted. 

She  was  readmitted  February  18,  1937,  with 
the  same  history  except  for  hemoptysis  two 
weeks  before  admission. 

Repeat  X-ray  study  revealed  a congenital 
cystic  disease  of  the  right  upper  and  middle 
lobes  in  an  otherwise  healthy  middle  aged  woman. 

Pneumothorax  was  induced,  and  the  upper  and 


middle  lobes  were  adherent  throughout  their  en- 
tire surface.  On  March  13,  1937,  under  cyclopro- 
pane anesthesia  with  a tight  fitting  mask  and 
frequent  aspiration  of  the  hypopharynx,  a right 
pulmonectomy  was  done  through  a posterior  ap- 
proach with  section  of  the  fourth,  fifth  and  sixth 
ribs.  Many  dense  pleural  adhesions  were  divided, 
especially  to  the  mediastinum  and  great  vessels. 
A good  pedicle  was  obtained  and  a tourniquet 
tightened  on  the  hilus.  The  lung  was  amputated, 
and  the  stump  closed  with  numerous  mattress 
sutures  of  chromic  No.  2.  The  tourniquet  was 
removed  and  no  bleeding  occurred.  An  attempt 
was  made  to  cover  the  stump  with  visceral  pleura. 
Drainage  was  carried  out  in  the  eighth  interspace 
in  the  mid-axillary  line.  Patient  was  given  1,000 
cubic  centimeters  of  blood  by  transfusion  on  the 
day  of  operation. 

Pathological  report  was  bronchiectasis  involv- 
ing the  right  middle  and  upper  lobes  and  fibrosis 
of  the  lung. 

Post-operative  course  was  stormy  due  to  a 
foul  empyema  and  wound  infection.  There  was  at 
no  time  any  evidence  of  hemorrhage  from  the 
pedicle.  The  wound  was  drained  and  intercostal 
drainage  done  posteriorly.  The  wound  was  irri- 
gated daily  with  antiseptic  solutions  until  the 
twelfth  day  when  a bronchial  fistula  developed. 
General  condition  was  good  until  this  occurred. 
On  her  twenty-second  post-operative  day  the 
temperature  rose  to  41.5  and  pulse  became  feeble, 
and  it  was  felt  that  a mediastinitis  in  addition  to 
empyema  and  wound  infection  had  occurred.  In 
spite  of  supportive  measures  and  transfusions, 
patient  expired  on  the  twenty-second  post-opera- 
tive day.  No  autopsy  obtained. 

10515  Carnegie  Avenue. 
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DISCUSSION 

B.  N.  Carter,  M.D.,  Cincinnati,  Ohio:  Dr. 

Freedlander’s  paper  is  I feel  a very  timely  and 
important  one  and  I am  very  glad  to  have  the 
opportunity  to  discuss  it  for  he  deals  with  a sub- 
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ject  in  which  I am  much  interested.  The  first 
known  attempt  at  removal  of  portions  of  a lung 
was  made  by  Rolandus  in  1499  on  a case  of 
traumatic  laceration  of  the  lung.  In  1861  Gluck 
performed  total  pneumonectomy  on  dogs  and 
rabbits  and  though  all  the  dogs  died  some  of  the 
rabbits  lived,  thus  proving  that  the  removal  of 
one  lung  is  compatible  with  life.  The  interest  in 
lobectomy  and  total  pneumonectomy  has  in- 
creased tremendously  in  the  past  five  years  with 
the  result  that  more  and  more  such  operations 
are  being  performed  with  increasingly  good  re- 
sults and  with  a decreasing  mortality.  I feel  that 
Dr.  Freedlander’s  report  on  eight  cases  of  total 
removal  of  the  lung  without  an  operative  mor- 
tality is  amazingly  good  and  one  of  which  he 
should  be  proud.  The  seemingly  less  brilliant  re- 
sults of  only  three  patients  alive  after  the  eight 
operatons  should  not  be  discouraging;  for  several 
of  his  cases  were  far  advanced,  the  operative 
procedures  were  just  being  developed  and  several 
factors  which  were  responsible  for  death  could 
now  be  avoided.  I venture  to  say  that  his  next 
series  of  eight  cases  will  show  considerably  better 
results.  He  has  demonstrated  very  clearly  that 
the  operation  is  technically  feasible  and  that  it 
should  occupy  an  accepted  place  among  relatively 
safe  surgical  procedures. 

The  operation  being  on  such  a basis  the  next 
questions  to  be  answered  are,  first,  what  cases 
are  suitable  for  operation  and,  secondly,  what 
is  the  fate  of  a patient  who  has  survived  such  an 
operation  and  is  to  live  the  remainder  of  his  life 
with  only  one  lung. 

In  general,  the  patients  on  whom  a total  pneu- 
monectomy will  be  performed  are  first  those  who 
have  cancer  of  the  lung  and  secondly  those  with 
extensive  chronic  pulmonary  suppuration.  If  one 
is  to  deal  successfully  with  cancer  of  the  lung, 
the  first  requisite  is  that  the  disease  be  recog- 
nized early.  As  Dr.  Freedlander  has  pointed  out, 
cancer  of  the  lung  is  a more  frequent  condition 
than  is  commonly  supposed  and  the  possibility 
of  its  occurrence  must  always  be  borne  in  mind. 
If  one  waits  for  the  appearance  of  pain,  dyspnea, 
hemoptysis,  and  loss  of  weight,  it  is  as  a rule,  too 
late  for  successful  surgical  removal  of  the  lung, 
since  by  the  time  these  late  symptoms  appear 
there  is  usually  involvement  of  the  hilum  of  the 
lung  and  the  mediastinum.  I would  like  to  em- 
phasize the  point  that  Dr.  Freedlander  has  made; 
viz.,  the  frequency  with  which  cancer  of  the  lung 
becomes  infected  and  gives  rise  to  lung  abscess 
which  may  or  may  not  be  complicated  by 
empyema.  When  a lung  abscess  or  empyema 
appear  without  obvious  etiology  such  as  aspira- 
tion of  a foreign  body,  or  pneumonia,  the  pos- 
sibility of  a lung  tumor  should  be  considered. 
I have  only  recently  seen  three  such  cases. 

In  the  case  of  extensive  chronic  suppuration  of 
the  lung  I feel  sure  that  the  operation  of  total 
pneumonectomy  offers  the  only  chance  of  cure. 
The  patients  suffering  from  this  condition  are 
notoriously  poor  surgical  risks  due  to  their  pro- 
fuse sputums  and  long  continued  suppuration, 
but  by  postural  or  bronchoscopic  drainage, 
moderate  exercise  and  repeated  transfusions  they 
can  usually  be  gotten  into  satisfactory  condition 
for  operation.  The  operative  mortality  is  higher 
in  this  group  of  patients  than  in  those  with  car- 
cinoma of  the  lung,  but  the  attempt  at  removal 
of  the  lung  is  certainly  justified  when  one  con- 
siders the  utter  hopelessness  of  this  condition 
without  operation. 


The  question  “what  is  the  functional  result 
in  the  patient  who  has  had  one  entire  lung  re- 
moved”? is  a very  pertinent  one.  The  follow-up 
of  the  patients  who  have  survived  the  operation 
would  seem  to  indicate  that  there  are  very  few 
residual  symptoms  after  the  first  few  months 
and  that  ordinary  activity  is  not  interfered  with, 
though  the  cardiorespiratory  reserve  is  not  ade- 
quate for  vigorous  exercise.  We  have  recently 
carried  out  a series  of  experiments  on  dogs, 
which  have  shown  that  though  the  respiratory  re- 
serve is  immediately  cut  in  half  as  a result  of 
the  removal  of  one-half  the  lung  surface,  after 
four  months  compensatory  changes  have  occurred 
which  allow  the  animal  to  take  vigorous  exercise 
on  a treadmill  without  much  embarrassment  and 
at  the  end  of  a year  there  is  little  difference  be- 
tween them  and  normal  dogs  in  their  ability  to 
perform  a given  amount  of  exercise.  We  recently 
removed  one  lung  in  three  puppies  one  month  of 
age  and  have  compared  them  with  their  litter 
mates  in  their  ability  to  perform  stated  exercises 
from  mild  to  severe  and  have  found  that  at  the 
end  of  six  months  there  is  no  difference  between 
the  two,  showing  that  the  various  compensatory 
mechanisms  are  much  more  efficient  in  younger 
animals. 

As  to  details  of  the  technique  of  the  operation 
of  pneumonectomy  I have  little  to  add  to  what 
Dr.  Freedlander  has  said.  The  anterior  approach 
through  the  third  interspace  gives  me  the  best 
access  to  the  hilum  and  facilitates  the  individual 
isolation  and  ligation  of  the  pulmonary  veins, 
arteries  and  bronchus,  which  I feel  is  so  essen- 
tial in  cases  of  cancer  of  the  lung.  In  the  chronic 
suppurative  cases  the  freeing  of  the  adherent 
lung  is  the  most  difficult  portion  of  the  opera- 
tion and  since  the  densest  adhesions  are  in  the 
gutter  behind,  I prefer  the  posterior  approach 
for  this  type  of  case.  I have  once  used  Carr’s 
automatic  ligature  and  found  it  easy  to  apply  and 
very  satisfactory. 

I hope  that  Dr.  Freedlander’s  excellent  paper 
will  stimulate  more  interest  in  total  pneumonec- 
tomy as  a method  of  treating  certain  diseases 
of  the  lung. 


Rectal  and  Anal  Cancer 

A case  with  rectal  bleeding  should  never  be 
dismissed  until  cancer  has  been  ruled  out.  It 
might  be  a good  rule  to  consider  every  case  of 
bleeding  from  the  rectum  to  be  cancer  until 
proved  otherwise.  Elaborate  diagnostic  sets  are 
unnecessary.  With  careful  digital  examination 
85  to  90  per  cent  of  rectal  and  rectosigmoid 
cancers  can  be  palpated.  Too  frequently  X-ray 
examinations  are  made  and  reported,  negative, 
when  a simple  digital  examination  would  have 
shown  the  presence  of  a mass.  Anoscopic  or 
proctoscopic  examinations  will  visualize  any 
growth  with  8 or  10  inches,  but  the  finger  will 
do  a better  job  unless  you  are  familiar  with 
making  proctoscopic  examinations.  Remember 
that  bleeding  should  always  be  considered  to 
be  due  to  carcinoma  until  proved  otherwise  and 
that  a digital  examination  will  be  of  assistance 
in  ruling  it  out. — Louis  E.  Moon,  M.D.,  Nebraska 
State  Med.  Jour.,  Nov.,  1936. 
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INTEREST  in  back  symptoms  and  disabilities 
has  increased  tremendously  in  the  past  de- 
cade, particularly  in  line  with  advances  in 
diagnostic  measures.  For  example,  cases  of  cord 
damage  produced  by  an  invasion  of  a portion  of 
the  inter-vertebral  disc,  are  being  recognized 
with  greater  frequency,  as  a result  of  more  ac- 
curate X-ray  studies,  aided  by  lipiodol. 

Back  conditions  resulting  from  organic  disease 
of  the  cord  and  its  coverings,  has  thus  impressed 
itself  in  the  foreground  of  consciousness  of  the 
physician.  A similar  attention  has  been  directed 
to  the  pains  and  aches  radiating  posteriorly  from 
visceral  disease.  The  close  association  between 
pelvic  pathology  and  symptoms  in  the  lum- 
bosacral area,  is  well  known. 

Too  little  attention,  however,  has  been  directed 
to  symptoms  in  the  back  arising  from  or  aggra- 
vated by  emotional  states.  The  subject  of  ver- 
terbral  neuroses  or  back  disorders  of  psychic 
origin  has  received  scant  recognition  in  contrast 
to  the  thorough  delineation  of  other  functional 
states.  For  example,  cardiac  neuroses  and  gastric 
neuroses  are  recognized  clinical  entities. 

Certain  textbooks  dismiss  this  subject  with  a 
few  paragraphs  on  “railway  spine’’;  others  may 
not  even  mention  it.  In  an  excellent  section  on 
lumbo-sacral  and  sacral  backaches  in  Nelson’s 
System  of  Medicine,* 1  the  functional  phase  of  the 
subject  is  hardly  touched.  In  Barker  and 
Thresher’s2 3  book  on  backache,  one  case  is  re- 
viewed in  detail,  a depressed  patient  presenting 
largely  back  symptoms.  The  subject  receives  a 
more  thorough  recognition  in  a comprehensive 
paper  by  Riley,2  entitled  “The  Neurologic  As- 
pects of  Low  Back  Pain”. 

An  important  explanation  for  the  apparent 
neglect  of  back  neuroses  may  be  ascribed  to  the 
fact  that  such  patients  present  evidence  which, 
at  first  glance,  appears  to  be  structural.  For 
example,  there  may  be  muscle  spasm,  abnormal 
postures,  peculiar  gaits  and  X-ray  evidence  of 
hypertrophic  changes. 

At  the  outset,  the  author  wishes  to  state  that 
this  paper  is  not  intended  as  a challenge  of  the 
many  organic  disorders  of  the  back.  Indeed, 
every  effort  must  be  made  by  thorough  local,  as 
well  as  systemic  examination,  to  discover  a 
structural  or  toxic  cause.  (I  have  found  Men- 
nell’s4  book  an  excellent  guide  for  such  examina- 
tion). It  is  only  when  a painstaking  study  is 
* 

From  the  Neuropsychiatric  Service,  Lakeside  Hospital, 
and  the  School  of  Medicine,  Western  Reserve  University, 
Cleveland,  Ohio. 

Read  before  the  Orthopedic  and  Industrial  Section  of  the 
Academy  of  Medicine  of  Cleveland,  April  21,  1937. 


negative  and  where  the  past  history  of  the  pa- 
tient, the  peculiar  nature  of  the  symptoms  or 
the  personality  of  the  patient  bespeak  nervous 
illness,  that  the  consideration  of  a “vertebral 
neurosis”  has  its  place. 

PHYSIOLOGIC  CONSIDERATIONS 

The  symptoms  of  a “nervous  back”  resemble 
closely  those  produced  by  organic  disease,  in  the 
same  way  as  nervous  indigestion  resembles  the 
symptoms  of  ulcer.  This  is  obvious  when  we 
realize  that  psychogenic  ills  are  usually  ex- 
pressed through  physiologic  mechanisms  and  con- 
form to  physiologic  patterns.  The  outstanding 
symptoms  in  the  group  of  vertebral  neuroses  are: 

1.  Pain  and  paraesthesias. 

2.  Weakness. 

3.  Limitation  of  motion  with  abnormal  posture 
and  disorders  of  gait. 

The  back  pains  of  the  neurotic  are  frequently 
described  with  adjectives  of  vivid  intensity:  burn- 
ing, freezing,  tearing,  pressing  and  torturing. 
Such  pains  may  represent  a hypersensitivity  of 
the  posterior  nerve  endings  of  the  thoracic  and 
lumbar  spine.  They  may  arise  from  vaso-spasm 
in  the  arteries  of  the  muscles,  or  they  may  occur 
secondary  to  muscle  spasm. 

More  important  than  the  sensory  symptoms 
are  the  motor  difficulties.  There  may  be  weak- 
ness of  an  extreme  degree:  “I  can’t  lift  the 

lightest  weight”.  There  may  be  muscle  spasm, 
limiting  motion  to  the  stiffness  of  a poker  spine. 
In  some  instances  severe  scoliosis  may  be  present, 
causing  the  patient  to  turn  far  over  to  one  side. 
This  weakness  or  peculiar  posture  represents  a 
disorder  in  the  tone  of  the  large,  important  para- 
vertebral muscles. 

Mind  and  muscle  are  an  inseparable  combina- 
tion. Emotions  are  externalized  through  mus- 
cular apparatus,  as  well  as  through  viscera. 
Ideas  were  expressed  through  actions  long  be- 
fore there  were  words.  Indeed,  the  emotions 


777 


778 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  6 


dominate  muscle  tone:  picture  the  melancholic 
droopy  at  rest  and  slow  in  action;  the  manic  leaps 
and  dances;  terror  may  freeze  us  stiff,  cause  us 
to  tremble  or  to  fall  limply  in  a faint.  “When  I 
get  excited,  my  back  is  all  tied  up  in  a knot,” 
says  Francis  L.  Emotional  illness,  such  as 
anxiety  neurosis  and  hysteria,  may  produce  tics 
and  tremors,  increased  muscle  tension  or  paraly- 
sis, hysterical  monoplegia  or  even  hemiplegia.  If 
there  is  increased  tone  in  the  erector  spinae 
group,  there  will  be  rigidity.  Should  this  tone  be 
more  pronounced  on  one  side,  there  will  be  a 
scoliosis. 

For  example,  J.  S.,  who  was  referred  to  me  by 
one  of  our  leading  orthopedic  surgeons  as  a case 
of  functional  back  disorder,  is  reported  to  have 
walked  with  an  extreme  turning  of  the  body  to 
the  left.  Mrs.  M.  M.,  whose  case  will  be  reported 
in  detail  later,  showed  a moderate  scoliosis.  The 
marked  weakness  that  some  patients  present  is 
associated  with  a state  of  mental  depression.  A 
recent  example  of  disturbed  muscle  tone  occurred 
cn  the  orthopedic  service  of  Dr.  Harbin  at  Lake- 
side Hospital.  A young  man  in  his  early  twenties 
was  admitted  through  the  emergency  room  with 
a complaint  of  pain  in  the  back.  He  gave  a his- 
tory of  fall,  with  a blow  in  the  lumbar  area.  The 
initial  examination  revealed  intense,  bilateral 
spasticity  of  the  lumbar  muscles,  resulting  in 
almost  complete  limitation  of  motion.  The  young 
man  was  placed  on  a hyper-extension  frame. 

During  the  subsequent  days  X-ray  examination 
were  found  to  be  negative.  A neurologic  study 
showed,  in  addition  to  the  back  symptoms, 
peculiar  areas  of  anesthesia.  This  aroused  sus- 
picion of  possible  psychogenic  illness.  A psychia- 
tric interview  revealed  a story  of  bitter  dis- 
appointment in  his  earlier  family  life  and  a 
series  of  discouraging  experiences  in  his  attempt 
to  face  the  world.  The  search  for  work  had 
proved  consistently  futile.  As  a last  resort,  the 
patient  got  a room  in  a basement  in  exchange  for 
firing  the  furnace.  It  was  during  the  perform- 
ance of  this  duty,  that  he  slipped  and  struck  his 
back.  In  view  of  this  history,  briefly  summar- 
ized and  the  un-physiologic  areas  of  anesthesia, 
I decided  to  try  as  an  experiment  the  effect  of 
suggestion,  through  local,  chemical  application 
and  massage.  The  young  man  was  reassured  with 
the  firm  conviction  that  he  would  be  cured.  A 
strong-smelling  liniment  was  applied  and  a form 
of  manipulation  given.  After  a brief,  but  ap- 
parently impressive  treatment,  the  suggestible 
youth  was  assured  that  he  could  walk  straight. 
The  young  man  was  apparently  extremely  sus- 
ceptible to  this  type  of  therapy,  because  he 
climbed  off  the  hyper-extension  frame  and  was 
able  to  walk  with  perfect  posture. 

More  important  for  the  understanding  of  back 
symptoms  are  the  psychologic  features  which  will 
be  next  discussed. 


PSYCHOLOGIC  FEATURES 

Through  the  psyche  may  express  itself  along 
physiologic  pathways,  through  symptoms  which 
conform  to  physiologic  patterns,  yet  it  is  capable 
of  dominating  physiologic  reactions.  The  result- 
ing symptoms  stand  as  an  embodiment  of  an 
idea.  It  seems  as  though  the  entire  soma  was 
in  the  service  of  the  ego,  translating  this  idea 
into  bodily  symptoms. 

As  I have  pointed  out  in  a previous  paper,5 
there  are  many  individuals  inwardly  uphappy, 
overburdened  by  cares  and  worries,  intensely  dis- 
satisfied with  the  drudgery  and  dangers  of  earn- 
ing a livelihood.  Such  individuals  are  susceptible 
to  neurotic  illness;  some  are  more  prone  to  back 
symptoms. 

The  localization  of  illness  to  one  region  will 
depend  upon  a combination  of  inherent  factors 
and  external  circumstances: 

1.  Inherent  weakness.  A region  of  the  body 
congenitally  impaired,  affected  by  previous  dis- 
eases or  fatigued  by  over  use,  arouses  consider- 
able attention.  This  attention  may  provoke  an 
introspective  attitude  with  self-examination. 
Such  an  individual  may  attempt  to  look  at  him- 
self or  herself  with  a series  of  mirrors,  observing 
abnormalities.  Such  “changes”  are  often  inter- 
preted or  misinterpreted  as  being  rather  serious. 
The  item  of  inherent  weakness  is  perhaps  less 
important  in  back  cases  than  in  other  disorders. 
One  frequently  finds  an  individual  who  has  be- 
come heart-conscious  as  a result  of  attention 
directed  to  the  heart  through  the  diagnosis  of  a 
murmur  or  an  extra-systole.  Hysteria  will  readily 
attach  itself  to  an  area  which  has  aroused  con- 
scious interest. 

2.  Identification.  The  mechanism  of  identifica- 
tion is  of  great  significance  in  explaining  the 
localization  of  many  neurotic  ills.  From  the 
medical  student  who  reads  of  certain  maladies 
and  then  applies  the  diagnoses  to  himself,  to 
individuals  who  “acquire”  illnesses  of  their  loved 
ones,  this  mechanism  is  operative.  If  a close 
friend  or  a person  with  whom  one  is  intimately 
associated  suffers  from  a serious  ailment,  then  a 
potential  neurotic  individual,  by  auto-suggestion, 
may  develop  a similar  complaint.  I was  recently 
consulted  by  a young  man  of  25,  complaining  of 
headaches  and  asking  in  a trembling  voice, 
“Doctor,  do  you  think  I am  going  to  have  a 
stroke?”  He  not  only  mentioned  headaches,  but 
was  upset  by  the  fear  of  becoming  paralyzed.  A 
brief  inquiry  elicited  the  fact  that  his  mother, 
aged  65,  had  suffered  from  cerebral  hemorrhage 
some  weeks  ago. 

The  factor  of  identification  operates  in  those 
individuals  wrho  read  of  diseases  in  the  news- 
papers or  who  during  epidemics  acquire  similar 
symptoms. 

3.  Psychoanalytic  explanation.  Franz  Alex- 
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ander6  made  a careful  study  of  the  type  of 
neurotic  individual  who  develops  gastric  ulcer 
symptoms  and  has  reported  a certain  combination 
of  psychic  factors  as  favoring  such  illness.  Wil- 
son,7 from  Alexander’s  clinic,  reported  a case 
showing  back  symptoms  and  mentioned  sex 
symbolism  as  sometimes  connected  with  back 
disorders.  Likewise,  Schilder8  in  discussing  loca- 
tion of  symptoms,  stated  that  organs  which 
possess  an  over-measure  of  libidinous  tension, 
may  become  the  object  of  hypochondriacal  at- 
tention. This  interesting  psychoanalytic  ex- 

planation may  be  necessary  in  understanding 
certain  instances  of  back  disorders. 

4.  Trauma.  In  my  experience  I find  that 
trauma  and  the  psychic  value  of  symptoms  are 
more  important.  If  a region  of  the  body  has  been 
injured,  the  resulting  pain,  discoloration  and  de- 
formity will  arouse  immediate  attention.  If  the 
back  has  been  injured  and  there  is  weakness  and 
stiffness,  fears  of  weakness  and  crippling  may 
take  root  in  susceptible  soil.  Considering  the 
number  of  falls  in  which  the  back  is  hurt,  trauma 
becomes  an  important  mechanism. 

5.  The  value  of  back  localization  to  the  psyche. 
It  has  been  remarked  by  Alvarez”  that  certain 
phrases  are  impregnated  with  physiologic  wis- 
dom. This  statement  was  used  in  explanation  of 
the  common  idea,  “I  can’t  stomach  a certain  food 
or  a certain  situation”.  Appropriate  to  our 
problem  are  such  terms  as:  “I  can’t  stand  it; 
I can’t  carry  on;  I can’t  carry  my  burden”.  Such 
ideas  are  best  dramatized  by  a weak,  painful  and 
deformed  back.  I believe  that  the  symbolic  value 
of  the  symptoms  is  perhaps  the  most  important 
factor  in  the  localization  in  the  vertebral  column. 
This  may  be  inferred  from  the  comparative  in- 
frequency of  major  back  symptoms  in  a neuro- 
psychiatric clinic  as  contrasted  to  the  large 
number  of  back  neuroses  that  occur  in  industry. 
In  a psychiatric  dispensary  one  encounters  pa- 
tients who  have  widespread  symptoms  or  such 
common  complaints  as  heart  weakness,  indiges- 
tion, impotence,  insomnia.  Many  industrial  cases, 
as  most  orthopedic  surgeons  realize,  are  patients 
who  complain  more  of  back  weakness.  Such  com- 
plaints are  symbolized  by  the  thought,  “I  can’t 
continue  at  my  job;  I can’t  carry  on”.  Im- 
potence or  indigestion  would  not  serve  as  ade- 
quate reasons  for  excuse  from  work. 

BACK  DISORDERS  IN  INDUSTRY 

For  the  many  reasons  discussed  under  the 
subject  of  localization,  industrial  patients  are 
more  apt  to  develop  vertebral  neuroses  than 
private  patients  generally.  In  the  first  place  the 
normal  strain  and  weariness  of  a hard  day’s  work 
may  be  settled  in  the  back  region.  Obviously  a 
laborer,  worn  out  by  a day’s  toil  may  complain  of 
pain  and  soreness  in  the  lumbar  area.  Next  is 
the  matter  of  actual  external  violence.  Heavy 
lifting,  sudden  twists,  falls  on  the  lower  end  of 


the  spine,  as  well  as  injury  from  collision,  are  apt 
to  damage  the  back.  The  injury  produces  initial 
pains,  draws  attention  to  the  area  and  serves  ‘as 
a localizing  factor  for  anxiety  and  fear.  More 
important  is  the  psychologic  mechanism  already 
reviewed.  A clerk  might  develop  headache,  visual 
disturbance  or  tremor  of  the  hand.  The  laborer 
is  more  apt  to  develop  back  symptoms.  I have 
observed  this  fact  so  regularly  as  to  wonder  at 
the  mystic  wisdom  of  the  subconscious  which 
seems  to  recognize  the  advantageousness  of  cer- 
tain symptoms.  The  back  rigidity,  the  deformed 
posture,  the  dragging  gait  dramatically  translate 
the  psyche’s  wish  for  the  individual  to  be  freed 
from  the  drudgery  and  danger  of  his  work. 

CASE  HISTORIES 

W.  J.,  referred  by  Dr.  C.  Heyman,10  a youth 
of  26,  came  to  this  country  at  the  age  of  15,  a 
tall,  ambitious  though  shy  youngster.  He  was 
eager  for  further  schooling  but  his  stature  and 
accent  made  him  the  laughing  stock  of  his  class- 
mates. He  went  to  work  in  a factory  and  at- 
tended night  school,  so  as  to  improve  his  edu- 
cation. Just  as  he  was  making  some  progress, 
the  depression  came  and  with  it  the  loss  of  his 
job.  During  the  period  of  idleness,  faced  with 
starvation,  he  gradually  relinquished  his  plan  for 
a scholarly  career  and  at  last  took  a job  as  a 
street-cleaner.  You  may  imagine  the  state  of 
mind  of  this  sensitive,  studious  youth,  counting 
his  minutes  sweeping  the  streets  with  his  large 
heavy  broom.  One  day  he  slipped  and  fell,  sus- 
taining a trivial  back  injury.  He  was  seen  by  a 
physician  who  strapped  the  back.  The  care  and 
attention  pleased  him  and  the  disability  payment 
gave  him  a sense  of  inner  satisfaction.  Somehow 
he  was  getting  revenge  against  the  cruelty  of  the 
world  which  had  mistreated  him.  He  was  re- 
ferred by  the  Industrial  Commission  of  Ohio  to 
Dr.  Heyman.  The  doctor’s  extensive  examination 
was  negative.  Dr.  Heyman  and  I were  both  im- 
pressed by  the  Apollo-like,  handsome  appearance 
and  splendid,  symmetrical  musculature  of  the 
back.  Despite  the  apparent,  normal  structural 
status,  the  youth  walked  feebly  and  complained 
consistently,  “My  back  is  weak,  I can’t  lift,  I 
can’t  walk,  I am  tired,  I must  lie  in  the  sun- 
shine”. 

In  this  instance  the  fall  with  the  resulting 
pain,  permitted  an  escape  with  honor  from  a 
shameful,  unpleasant  work  situation  and  secured 
an  inner  feeling  of  revenge  against  society. 

Another  case  is  that  of  Mrs.  M.  M.,  aged  32, 
occupation  waitress,  referred  by  Dr.  McCurdy 
of  the  Industrial  Commission  of  Ohio.  Several 
years  prior  to  my  examination  Mrs.  M.  M.  had 
slipped  down  the  stairway  of  a restaurant  and 
bruised  the  lower  back  region.  She  developed 
pain  in  the  back,  stiffness  and  weakness  in  the 
legs.  In  the  course  of  time  there  was  a visible 
scoliosis,  which  caused  her  to  walk  in  a position 
of  pes  equinus  of  the  left  leg.  This  condition  had 
been  of  three  years’  duration  when  she  was 
placed  in  Lakeside  Hospital  for  study  and  treat- 
ment. Because  of  the  marked  postural  deformity, 
I called  into  consultation  Dr.  M.  Harbin,  who 
concurred  in  the  diagnosis  of  hysteria.  I talked 
with  Marie  during  the  course  of  several  days, 
gained  her  confidence  and  stated  that  I believed 
that  she  could  be  helped.  In  this  instance  I tried 
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a lumbar  puncture  as  a psycho-therapeutic 
measure.  Marie  was  told  an  injection  would  be 
made  into  the  painful  nerves.  Following  this  pro- 
cedure the  patient  was  able  to  stand  erect  and  to 
walk  with  little  or  no  limp.  Her  gait  improved 
remarkably.  Shortly  after  leaving  the  hospital 
she  was  able  to  walk  regularly.  One-half  year 
later  when  she  was  faced  with  an  additional 
economic  burden,  the  complaint  of  back  pain  re- 
curred. The  exact  mental  mechanisms  in  Marie’s 
case  were  not  evident.  The  more  obvious  were 
economic  difficulties,  small  wages  and  dissatis- 
faction with  the  work. 

When  Riese11  described  “Traumatic  neuroses 
as  a protest  of  labor  against  capital”,  he  probably 
pictured  an  unhappy  workman,  dreading  the  dan- 
gers of  his  work  and  disgusted  with  the  monot- 
ony and  insecurity  of  it.  When  such  a person 
develops  pain  in  the  back  from  strenuous  lifting 
or  as  a result  of  a fall,  his  period  of  disability 
may  prove  long. 

The  other  day  an  orthopedic  surgeon,  Dr. 
Stern,  referred  to  me  a Mr.  J.  of  Akron,  who  has 
had  back  symptoms  for  some  ten  years.  A great 
variety  of  treatments  including  braces,  manipula- 
tion, casts  and  operative  procedures  failed  to 
help.  In  the  course  of  the  first  interview  Mr.  J. 
explained  that  he  was  a communist,  that  his 
chief  interest  is  to  fight  capitalism.  It  is  quite 
obvious  that  he  is  using  his  back  symptoms  as  a 
weapon.  As  a back  invalid,  he  is  relieved  of  the 
unpleasantness  of  his  toil  and  is  revenging  him- 
self against  his  employer.  (Mr.  J.  is  a “sit- 
downer.”)  Indeed  such  patients  were  the  original 
sit-downers! 

It  is  obvious  from  these  case  histories,  briefly 
summarized,  that  one  must  look  beyond  the  back 
and  at  the  background.  The  posture,  gait  and 
complaints  are  telling  a story,  a story  of  an  in- 
dividual contending  with  the  major  factors  in 
life.  That  this  viewpoint  is  not  theoretical  is  evi- 
dent from  the  experience  of  many  orthopedic 
surgeons.  One  of  them  who  has  discussed  this 
subject  with  me,  reviewed  some  fifteen  back 
cases  of  industrial  patients  in  whom  he  had  done 
some  type  of  operation.  He  could  recall  but  one 
or  two  of  this  group  who  was  rehabilitated  by 
the  operation  sufficiently  to  return  to  work.  If  a 
patient  has  some  inner,  psychic  reason  for  his 
symptom,  the  surgical  procedure  will  be  wel- 
comed far  more  as  an  evidence  of  disability,  than 
as  a means  to  get  well.  Some  of  these  patients 
seem  to  cling  to  braces,  even  wearing  them  at 
night  in  sleep.  The  brace  supports  .the  claim 
more  than  the  vertebral  column. 

BACK  DISORDERS  NOT  RELATED  TO  INDUSTRY 

Obviously  not  all  vertebral  neuroses  are  the 
result  of  trauma  or  the  work  situation.  All  of  us 
have  encountered  cases  in  general  practice.  B.  L., 
who  had  consulted  me  because  of  a neurosis, 
stated  that  his  mother  would  be  confined  to 
bed  with  a back  pain  and  weakness,  whenever 
an  unpleasant  domestic  difficulty  arose. 

Recently  I have  seen  a case  at  the  dispensary 
of  Lakeside  Hospital,  a girl  of  22,  whose  home 


life  had  been  unhappy.  Father  and  mother  were 
constantly  quarreling  and  Miss  B.  was  often  in  a 
state  of  insecurity.  She  was  short  and  inclined 
to  obesity,  had  become  self-conscious  and  had 
few  “men  friends”.  About  two  years  ago  she 
slipped  on  the  threshold  of  her  home  and  landed 
on  the  end  of  her  back.  She  complained  of  in- 
tense pain  in  the  region  of  the  coccyx.  The 
X-rays  showed  a slight  forward-bending  of  the 
coccyx  and  this  bone  was  removed.  The  symp- 
toms, however,  were  not  relieved.  The  pain  was 
as  intense  as  ever.  She  seeks  further  surgical 
procedures  in  the  hope  of  getting  help.  Yet  her 
tragic  attitude  may  be  seen  in  the  following  lines 
of  one  of  her  tragic  poems: 

“Perhaps  in  later  years  Time  shall  have  passed 
Her  healing  hand  across  my  heart  to  bring 
Blessed  relief  from  this  soul-twisting  pain; 

I may  have  peace  and  be  content  again.” 

MIXED  FORMS 

Obviously,  in  back  neuroses  as  well  as  in  car- 
diac and  gastric  neuroses,  emphasis  is  placed  on 
the  outstanding  symptom  group,  though  other 
symptoms  are  frequently  present.  In  only  cer- 
tain patients  are  neurotic  symptoms  limited  to 
one  structure  or  one  function.  More  commonly 
the  symptoms  are  widespread  or  they  shift  from 
one  region  to  another  in  the  course  of  time. 

Back  symptoms  are  frequently  associated  with 
pains  and  weakness  particularly  in  the  lower 
extremities.  In  other  instances,  there  will  be 
aches  and  pains  and  disturbed  function  in  any 
part  of  the  body.  The  combination  of  back  dis- 
order with  pain  or  weakness  in  the  legs  is  rather 
frequent. 

About  a year  ago  a Mr.  R.  P.,  aged  30,  was  re- 
ferred from  Steubenville  by  Doctors  Koepf  and 
McCurdy  of  the  Industrial  Commission.  Roland 
was  thrown  from  the  seat  of  a runaway  horse 
and  wagon  and  his  back  and  thigh  run  over  by 
its  wheels.  He  was  taken  to  a nearby  hospital 
and  given  care  for  several  weeks.  In  the  hospital 
his  chief  trouble  was  pain  in  the  back  and  weak- 
ness in  the  legs.  While  under  observation  he 
found  himself  almost  unable  to  move  his  legs. 
After  some  months  of  treatment,  he  was  re- 
ferred to  a orthopedic  surgeon  and  a Thomas 
walking  brace  applied  to  his  right  leg.  He  had 
worn  this  apparatus  during  a period  of  several 
years  when  he  was  sent  to  Lakeside  Hospital 
for  study. 

Roland  complained  of  pain  in  the  back  and  of 
weakness  in  the  right  leg.  When  asked  to  raise 
the  leg,  he  performed  the  act  very  slowly,  as- 
sisting the  thigh  muscles  with  his  handsa  A 
complete  neurological  examination  showed  no 
atrophy  and  no  reflex  changes. 

A brief  psychiatric  study  elicited  a history  of 
a dependence  upon  his  wife,  who  was  some  15 
years  older  and  who  nursed  and  mothered  the 
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patient  in  a protective  manner.  Though  large, 
Roland  was  inclined  to  be  shy,  resembling  the 
Froelich  type  of  body  build.  He  seemed  to  enjoy 
the  warm,  soothing  care,  which  his  illness  pro- 
vided for  him.  With  a diagnosis  of  hysteria 
rather  evident  and  having  gained  Mr.  R.  P..’s 
confidence  in  the  course  of  ten  days’  study,  I told 
him  that  I would  certainly  be  able  to  cure  him. 
The  treatment  was  finally  accomplished  through 
the  aid  of  faradic  electricity.  The  current  was 
applied  to  the  peroneal  nerve,  causing  the  foot 
to  contract  and  the  leg  to  jump  actively.  The 
patient  was  startled  by  the  sudden  powerful 
action  of  his  hitherto  weakened  muscles.  Treat- 
ment on  two  successive  days  suceeded  in  estab- 
lishing a “cure.”  R.  P.  left  the  brace  and  was 
able  to  walk  proudly  on  his  own  legs.  Within  a 
month  he  was  back  to  his  job  and  has  been 
working  steadily  ever  since. 

prognosis  and  treatment 

The  prognosis  in  this  group  of  cases  is  ex- 
tremely unfavorable.  Behind  the  conspicuous 
symptoms  there  operates  frequently  a deep- 
seated,  neurotic  mechanism.  Then  there  is  the 
obvious,  psychologic  gain,  motivated  by  desire 
for  safety,  revenge,  and  thirdly,  in  the  industrial 
cases,  the  illness  is  subsidized  by  weekly  com- 
pensation payments.  The  doctor  who  treats  such 
patients  encounters  not  only  the  difficulties  in- 
herent in  the  usual  neuroses,  but  he  often  must 
meet  the  problem  of  a professional  neurotic — 
one  whose  symptoms  enable  him  to  make  a 
livelihood. 

Several  of  the  suggestions  for  therapy  have 
been  given  in  a previous  paper  entitled:  “The 
Treatment  of  the  Neuroses,  Associated  with 
Trauma.”12  Of  prime  importance  is  a thorough 
examination,  but  this  examination  must  look  be- 
yond the  back  and  at  the  background.  Frequently 
there  is  a basis  of  structural  damage  upon  which 
the  neurosis  is  superimposed.  The  disentangling 
of  the  structural  from  the  functional,  will  aid  the 
doctor  in  the  proper  perspective.  In  the  process 
of  such  differentiation,  the  doctor  may  gain  the 
patient’s  confidence,  reassure  him  about  his  fears 
and  guide  him  toward  a happier  therapeutic  goal. 
The  various  details  are  discussed  in  textbooks 
and  in  other  papers. 

It  is  important  on  the  negative  side  to  dif- 
ferentiate the  nervous  back  disorder  from  the 
purely  organic  one.  This  recognition  may  prevent 
measures  which  would  fix  the  symptoms  and 
prolong  them.  Barker  cautions  against  certain 
surgical  procedures  with  the  phrase:  “Ortho- 

pedists have  even  helped  to  fix  the  pathological 
idea  by  application  of  apparatus”.  We  have  seen 
patients  who  have  had  one  to  six  back  operations 
with  little  or  no  benefit.  Local  measures  are  al- 
ways valuable  but  must  be  carried  out  with  the 
recognition  of  their  influence  upon  the  psyche. 
Thus  suggestion  performed  through  electricity, 


injection  or  supporting  measures  may  be  effec- 
tive. In  the  industrial  group,  rehabilitation  or 
change  of  employment  may  be  valuable.  In  all 
instances  the  removal  of  the  purpose  of  the 
symptoms  is  important.  If  the  doctor  can  direct 
a prompt  settlement  of  compensation  claims,  a 
cure  may  be  more  easily  attained. 

CONCLUSION 

The  purpose  of  this  paper  is  to  underscore  ver- 
tebral neuroses  particularly  those  resulting  in 
industry  after  trauma.  The  physiologic  mechan- 
ism for  the  symptoms  is  mentioned;  the  more 
important  psychologic  explanation  is  reviewed. 
The  localization  to  the  back  depends  on  the  in- 
fluence of  trauma  and  because  of  advantages  to 
the  psyche.  In  this  group  of  cases  it  is  im- 
portant to  look  beyond  the  back  and  to  study  the 
background. 

10515  Carnegie  Avenue. 
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Parkinsonism 

In  a series  of  28  cases  suffering  from  classic 
post-encephalitic  parkinsonism,  15,  or  53  per 
cent,  were  improved  from  “Benzedrine  Sulfate” 
alone  and  28,  or  93  per  cent,  reported  improve- 
ment from  “Benzedrine  Sulfate”  with  the  ad- 
dition of  stramonium  or  scopolamine.  “Benzedrine 
Sulfate”  was  found  to  be  most  effective  when 
used  in  combination  with  these  two  drugs.  Re- 
sults in  oculogyric  crisis  were  particularly  strik- 
ing. This  symptom  was  eliminated  in  six  and 
greatly  diminished  in  two  of  the  eight  patients 
subject  to  these  attacks. 

Additional  experiments  were  tried  with  ten 
cases  of  arteriosclerotic  parkinsonism  and  in  a 
selected  group  of  22  psychoneurotics.  Results 
were  not  favorable  in  these  conditions  and  in 
some  cases  untoward  effects  developed. 

The  average  maintenance  dose  in  post-en- 
cephalitic parkinsonism  was  10-20  mg.  two  or 
three  times  a day,  although  as  much  as  160  mg.  a 
day  for  three  weeks  was  taken  by  one  patient 
without  apparent  harm.  No  evidences  of  toler- 
ance or  habit-formation  were  observed. — P. 
Solomon,  R.  S.  Mitchell  and  M.  Prinzmetal,  Jour. 
A.M.A.,  108:1765,  May  22,  1937. 


CASE  RECORD  PRESENTING  CLINIICAL  PROBLEMS* 

Acute  Abdominal  Catastrophe  in  43  year  old  woman  in  the  Seventh  Month  of  a Pregnancy 

By  HARRY  L.  REINHART,  M.D. 


THE  family  physician  of  a patient  residing 
in  a community  some  40  miles  distant 
from  this  hospital,  requested  an  emergency 
admission  to  the  hospital  of  a 43  year  old  white 
woman.  This  prospective  patient  was  seven 
months  pregnant  with  her  tenth  baby.  The  ten- 
tative diagnosis  of  the  family  physician  was 
“acute  cholecystitis”.  The  patient  was  admitted 
about  4:00  P.  M.  and  as  her  condition  was  mani- 
festly grave,  she  was  sent  immediately  to  her 
room  where  emergency  measures  were  instituted. 
Her  husband,  who  had  not  been  previously  wor- 
ried about  her  condition,  noted  her  serious  state 
while  she  was  being  moved  from  the  ambulance 
to  her  room.  On  preliminary  examination  she 
was  practically  pulseless,  manifestly  in  collapse 
and  her  breathing  was  rapid.  Her  heart  sounds 
were  practically  inaudible. 

The  following  history  was  obtained  from  her 
husband.  Her  general  health  had  been  good,  and 
her  pregnancy  uneventful  until  about  five  days 
ago,  when  she  complained  of  pain  in  the  right 
upper  quadrant.  The  pain  gradually  increased 
in  severity  until  narcotics  were  required  for  re- 
lief. There  were  no  chills  or  fever.  Nausea  and 
slight  jaundice  were  noted  the  day  before  ad- 
mission. She  was  not  confined  to  bed  until  the 
day  of  her  admission  to  the  hospital. 

Physical  Examination  revealed  a moderately 
obese  white  woman  about  40  years  of  age,  lying 
in  bed,  breathing  rapidly  and  apparently  uncon- 
scious. Temp.  98.2.  The  sclera  and  skin  were 
moderately  jaundiced.  Pupils  were  of  pinpoint 
size  and  did  not  react  to  light  and  ophthalmos- 
copy was  unsuccessful.  After  intravenous  glu- 
cose, the  B.P.  rose  sufficiently  to  be  recorded  at 
56/40.  The  patient  stated  that  she  did  not  have 
much  pain  anywhere  and  asked  for  her  husband. 
This  was  the  only  time  she  rallied  sufficiently  to 
speak.  The  mucous  membranes  appeared  normal 
but  her  lips  were  pale.  Her  breath  seemed 
slightly  uriniferous  and  her  tongue  was  not 
especially  dry  and  neither  coated  nor  red.  Chest- 
expansion  was  equal;  superficial  chest  examina- 
tion by  percussion  and  auscultation  was  negative 
with  breath  sounds  somewhat  bronehovesicular. 
The  heart  sounds  could  be  heard  faintly,  and 
were  regular  and  rapid,  but  slurred  rather  than 
distinct.  The  abdomen  was  fat  and  flaccid;  there 
were  no  areas  of  special  tenderness  but  wincing 
was  exhibited  on  deep  palpation  of  any  portion 
of  the  abdomen.  The  fundus  of  the  uterus  was 
palpated  above  the  umbilicus.  Although  the 
vaginal  vault  was  open,  vaginal  examination  was 
not  made.  Rectal  examination  revealed  a mass 
in  the  lower  uterine  segment,  suggesting  a foot 
or  knee,  rather  than  the  head  which  seemed  to 
be  in  the  left  upper  quadrant.  Her  extremities 
were  not  edematous.  The  reflexes  were  not  re- 
markable. 

Laboratory  Findings:  Urine:  Specific  gravity 
1.010,  acid  reaction,  albumin  1000  mg.,  sugar 


This  is  the  nineteenth  of  a series  of  cases  to  be  pub- 
lished under  the  heading,  “Case  Record  Presenting  Clinical 
Problems.”  The  cases  presented  are  selected  by  Dr.  Harry 
L.  Reinhart  as  the  most  instructive  among  those  discussed 
at  the  weekly  pathologic  conferences  at  Starling-Loving 
Hospital,  Ohio  State  University,  Columbus,  Ohio. 


negative,  occasional  W.B.C.,  2 granular  casts  per 
H.P.F.  Icterus  Index — 20.  Alkali  Reserve  CO2 
capacity  of  blood  plasma  was  28  volumes  per 
cent. 

The  patient  died  approximately  90  minutes 
after  admission. 

Dr.  P.  J.  Reel,  Commentator: 

The  outstanding  picture  conveyed  by  the  data 
available  in  this  case  is  one  of  acute  abdominal 
catastrophe.  We  are  impressed  with  the  fact  that 
this  catastrophe — whatever  it  may  be — must 
have  occurred  during  the  transportation  between 
the  patient’s  home  and  the  hospital.  One  may 
safely  assume  that  her  attending  physician 
would  not  have  sent  a patient  on  a trip  of  40 
miles  had  she  been  in  the  condition  at  the  time 
that  she  left  her  home  that  she  was  in  at  the 
time  she  was  admitted  to  the  hospital.  If  then 
we  assume  that  this  contention  is  correct  it 
would  seem  that  whatever  happened  en  route 
must  have  been  mildly  under  way  in  its  develop- 
ment during  the  few  days  of  complaint  prior  to 
being  sent  to  the  hospital. 

The  family  physician  was  entirely  justified  in 
making  a probable  diagnosis  of  cholecystitis  com- 
plicating an  otherwise  normal  seven-months 
pregnancy,  since  her  history  indicates  that  she 
had  developed  upper  right  quadrant  distress  as- 
sociated with  the  early  signs  of  jaundice.  This 
distress  was  so  severe  that  it  required  the  ad- 
ministration of  narcotics  by  hypodermic  injec- 
tion. We  can  assume,  therefore  that  the  patient 
was  given  morphine  for  the  relief  of  pain. 

The  increase  of  these  symptoms  upon  the 
morning  of  the  day  of  admission  to  the  hospital 
might  well  have  indicated  the  lodgment  of  a 
calculus  in  the  common  duct,  which  interpreta- 
tion would  justify  hospitalization.  In  being  pre- 
pared for  transportation  to  the  hospital  she  un- 
doubtedly received  an  adequate  dosage  of  mor- 
phine so  as  to  make  her  trip  as  comfortable  as 
possible;  her  pinpoint  pupils  which  did  not  react 
were  noted  upon  admission  and  indicate  this. 
The  subnormal  temperature,  the  absence  of 
demonstrable  blood  pressure,  the  rapid  breathing, 
the  state  of  collapse  or  unconsciousness,  paleness 
of  the  mucous  membranes,  the  rapid  and  faint 
heart  sounds,  the  slurring  murmur  (probably 
hemic)  and  the  deep  wincing  of  an  unconscious 
patient  when  the  abdomen  is  palpated  all  point 
to  acute,  sudden  severe  intra-abdominal  hemor- 
rhage. 

Under  ordinary  circumstances  we  would  ex- 
pect the  pupils  to  be  dilated  at  this  stage  of 
progressive  lethal  hemorrhage;  but  the  story  of 
the  40-mile  transportation  and  the  probability  of 


782 


July,  1937 


Case  Record  Presenting  Clinical  Problems 


783 


adequate  morphine  narcoses  prior  to  transporta- 
tion may  easily  explain  her  pinpoint  pupils.  The 
lack  of  extreme  rigidity  of  the  abdominal  wall 
so  consistent  with  acute  perforation  or  rupture 
of  an  intra-abdominal  viscus  are  negative  evi- 
dence in  favor  of  sudden  intra-abdominal  hemor- 
rhage. 

What  part  does  the  seven-months  pregnancy 
play  in  the  development  of  this  catastrophe?  It 
is  our  opinion  that  the  pregnancy  is  incidental 
in  so  far  as  the  patient’s  condition  at  the  time 
is  concerned.  This  opinion  is  based  upon  the 
following  observations:  First,  this  is  the  pa- 

tient’s tenth  pregnancy  uncomplicated  until  from 
three  to  five  days  ago;  second,  there  is  no  evi- 
dence available  suggesting  utei-ine  cramps  or 
lower  abdominal  distress.  There  is  no  evidence 
available  such  as  vaginal  bleeding,  sudden  en- 
largement of  the  pregnant  uterus  or  loss  of 
liquor  amnion.  Rectal  examination  made  after 
admission  to  the  hospital  failed  to  reveal  any 
evidence  of  uterine  emergency.  The  rally  of  the 
patient  following  intravenous  glucose  medication 
strongly  suggests  a temporary  increase  in  total 
intra-circulatory  volume  and  again  points  to  the 
temporary  benefit  by  a replacement,  in  part  at 
least,  of  blood  lost  from  circulation. 

In  summarizing  the  information  we  have  at 
hand  concerning  this  patient  we  note,  first,  a 
gravida  X in  the  seventh  month  of  pregnancy 
who  apparently  has  been  well  until  five  days 
previous  to  admission;  moderate  upper  right  ab- 
dominal distress  has  developed.  This  has  not 
been  particularly  severe  until  24  hours  before 
admission  when  narcotic  medication  has  been 
resorted  to  and  a mild  state  of  jaundice  has  be- 
gun to  develop.  The  patient  is  prepared  for 
transportation  to  the  hospital,  a distance  of  40 
miles.  Her  illness  at  the  start  of  this  trip  is  not 
alarming.  Her  general  condition  at  the  end  of 
the  trip  is  one  of  extremis. 

The  clinical  picture  is  one  of  acute  intra- 
abdominal  hemorrhage.  We  are  not  able  to 
designate  the  exact  origin  of  this  hemorrhage 
but  we  feel  that  it  is  not  directly  associated  with 
the  pregnant  uterus. 

Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Moderate  obesity. 

2.  Moderate  diffuse  jaundice. 

3.  Intra-uterine  pregnancy,  female  fetus, 
1450  grams. 

4.  Hemorrhage  into  peritoneal  cavity,  1000  cc. 

5.  Subcapsular  hematoma  of  right  lobe  of 
liver. 

6.  Toxic  degeneration,  necrosis  and  hemor- 
rhages of  liver.  Liver  weight  2250  grams. 

7.  Moderate  subendocardial  ecchymosis. 

8.  Toxemia  of  third  trimester  of  pregnancy. 

The  dramatic  picture  of  “acute  intra-abdominal 
hemorrhage”  which  was  pre-eminent  during  the 


short  period  of  clinical  observation  in  this  hos- 
pital was  confirmed  by  the  anatomical  investiga- 
tion. The  source  of  the  hemorrhage  was  the 
liver  which  presented  a large  dissecting  sub- 
capsular hematoma  with  a poorly  formed  blood 
clot.  There  was  a laceration  of  the  capsule  of 
the  liver  through  which  the  hemorrhage  poured 
into  the  abdomen.  The  torn  capsule  of  the 
liver  probably  occurred  during  the  transfer  of 
the  patient  from  her  home  to  the  hospital,  since 
the  symptomatology  of  hidden  or  concealed 
hemorrhage  was  manifest  upon  her  admission  to 
the  hospital.  The  vague  pains  of  about  five  days 
duration  in  the  right  upper  quadrant,  which 
steadily  increased  in  severity  and  eventually  re- 
quired morphine  were  probably  associated  with 
the  increased  distention  of  the  liver  capsule  due 
to  the  hepatic  hemorrhages.  The  hepatic  hemor- 
rhages were  associated  with  antomical  manifes- 
tations of  liver  damage  varying  from  fatty  de- 
generation, edema  and  cloudy  swelling  to  necrosis 
of  the  liver;  these  are  the  dominant  and  most 
frequent  pathological  manifestation  of  the 
hepatic  type  of  toxemia  in  the  third  trimester  of 
pregnancy.  The  hemorrhagic  manifestations 
are  most  marked  when  the  liver  is  extensively 
damaged.  Liver  damage  is  often  associated  with 
a decrease  in  blood  fibrinogen,  which  originates 
in  the  liver,  and  which  is  also  decreased  in  such 
conditions  as  acute  yellow  atrophy,  chloroform 
and  phosphorous  poisoning.  These  conditions 
may  present  a clinical  and  anatomical  picture 
which  is  similar  to  the  present  case. 

The  alkali  reserve  CCL  capacity  of  the  blood 
plasma  in  this  case  (28  volumes  per  cent),  was 
in  the  range  frequently  encountered  in’  severe 
toxemias  of  pregnancy.  The  generalized  char- 
acter of  the  toxemia  was  also  manifested  by  the 
heavy  albuminuria  (1000  mg./'lOO  cc.  urine). 
In  fact  the  protean  clinical  manifestation  of 
toxemia  of  pregnancy  may  suggest  a nephritis 
or  nephrosis,  cerebral  edema,  hypertensive  state 
with  myocardial  insufficiency,  or  hepatic-biliary 
disease.  Such  a multiplicity  of  syndromes  sug- 
gests a generalized  pathological  basis.  The  more 
recent  theories  of  the  pathology  of  the  eclamptic 
and  pre-eclamptic  syndromes  of  the  toxemias 
of  pregnancy  are  implicating  vasospasm  of  all 
the  terminal  arterioles  rather  than  a primary 
disease  of  the  liver  or  kidneys.  And  as  might  be 
expected  in  accordance  with  the  current  trend  an 
endocrine  imbalance  is  assumed  to  be  the  cause 
of  the  vasospasm. 

In  this  case  we  do  not  know  what  symptomat- 
ology might  have  developed  if  the  clinical  pic- 
ture had  not  been  dominated  and  cut  short  by 
the  hemorrhage.  The  rate  of  evolution  as  well 
as  the  etiology,  organs  which  bear  the  brunt  of 
insult  and  complications  are  important  factors 
in  the  clinical  picture  of  disease. 


BEDSIDE  MEDICINE* 

By  ROBERT  L.  JOHNSTON,  M.D.,  Cincinnati,  Ohio 


THE  patient,  aged  U5,  was  referred  by  a 
colleague  May  20,  1936,  complaints:  spon- 
taneous blindness  of  brief  duration  three 
weeks  ago;  five  alleged  hemorrhages  in  the  left 
eye  within  the  past  three  years;  frequent  vomit- 
ing; severe  headaches;  dizzy  spells;  frequent 
urination  and  nocturia;  scanty  menses. 

Due  to  lifting  a patient  ten  years  ago  she  sus- 
tained a sacroiliac  strain,  remained  in  the  hos- 
pital several  weeks  in  a cast,  subsequently  had 
many  diathermy  treatments — relief  temporary; 
has  backache  when  on  feet  much.  In  childhood, 
due  to  an  abscess  of  the  left  jaw  some  bone  was 
removed.  In  recent  years  she  has  undergone  the 
following  operations:  submucous  resection, 

ethmoidectomy,  excision  of  tumor  from  the  left 
breast  (non-malignant) ; appendectomy  and 
unilateral  ovariotomy,  the  latter  nine  years  ago. 
Family  history:  her  mother  and  aunt  died  of 
Cancer;  father  died  suddenly  of  heart  disease; 
brother  killed  accidentally. 

Examination:  Height  64  in.,  weight  141  lbs. 
(was  116  one  year  ago).  Temperature  98.2. 
Vision:  nil  in  right  eye  (atrophy);  20/200  and 
Jaeger  No.  6 in  left  eye,  corrected  to  20/30  and 
Jaeger  No.  3.  Ears:  wax  free.  Pelvic:  slight 
asymmetry  of  the  cervix.  Reflexes:  abdominals 
not  elicited  on  either  side.  Bones,  etc.:  slight 
limitation  of  thigh  flexion  on  the  right  with  re- 
ferred pain  to  the  sacroiliac  joint,  where  digital 
pressure  elicits  tenderness.  There  is  moderate 
lumbar  lordosis  with  fair  posture.  Bony  ex- 
ostoses on  the  dorsal  aspects  of  the  feet  sug- 
gest hypertrophic  new  bone  growth.  There  is 
acrocyanosis  of  the  hands  and  feet  when  stand- 
ing, with  fatigue  facies,  improved  by  activity. 

Blood  pressure,  sitting,  102/74,  pulse  rate  82 
per  minute. 

Blood  pressure,  standing,  84/74,  pulse  rate  100. 
Blood  pressure,  recumbent,  fasting,  114/80, 
pulse  rate  72. 

Working  diagnoses: 

(1)  Thyroid  deficiency, — bases;  rapid  weight 
gain,  constipation,  dry  skin  and  dry  palms,  wax 
free  ears,  low  resistance  to  infection,  fatigue, 
and  poor  circulation.  Subsequent  basal  metabol- 
ism tests  were  confirmatory. 

(2)  Ovarian  deficiency, — bases:  surgical  re- 

moval of  one  ovary  and  scanty  menses. 

(3)  Vitamin  deficiency,  to  vitamin  A, — visual 
disturbances,  and  low  resistance  to  infections. 

to  vitamin  B, — poor  appetite,  constipation, 
low  muscular  tone  (skeletal,  visceral,  and  vas- 
cular). 

to  vitamin  C, — capillary  hemorrhages,  nasal, 
rectal,  and  possibly  retinal. 

Since  the  patient,  living  a great  distance 
away,  could  not  be  seen  regularly,  treatment  was 
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done  on  a partial  laboratory  diagnosis;  subse- 
quently additional  tests  were  done  at  intervals. 
These  given  consecutively  are  as  follows: 

May  20,  1936,  white  blood  count  5,200,  hemo- 
globin 83  per  cent,  basal  metabolism  test  minus 
9 per  cent.  Therapy:  infra-red  bakes  to  spine, 
with  massage;  thyroid  gland,  half  grain  daily, 
gradually  increased  up  to  2 grains  within  2 
months;  liver  extract  intramuscularly  2 cc.  thrice 
weekly;  Antuitrin-S  twice  weekly  100  units; 
vitamin  B orally  as  Ryzamin  B 3 times  daily,  1 
small  measure. 

June  6,  1936,  constipation  much  relieved;  men- 
strual flow  greatly  increased,  but  more  tired; 
temperature  now  97.8,  blood  pressure  108/94, 
pulse  80,  red  blood  count  4,590,000,  hemoglobin 
116  per  cent,  differential  count — polymorphonu- 
clears  62,  large  mononuclears,  11,  small  mononu- 
clears 27;  intravenous  P-S-P  test  done,  output  55 
per  cent  first  hour,  10  per  cent  second  hour. 
Thyroid  increased  to  1%  grains  this  date;  Thee- 
lin  1000  units  alternated  with  Antuitrin-S  in- 
jections, same  schedule. 

June  28,  1936,  continuing  thyroid  medication, 
basal  metabolic  rate  — 13  per  cent;  dosage  in- 
creased. Gastric  analysis  today:  fasting  speci- 
men, no  free  acid.  After  Ewald  meal,  free  acid 
12%,  22,  and  32  units  respectively  at  30  minute 
intervals.  Barium  enema  given:  negative,  except 
a distended,  redundant  colon.  X-ray  plates  the 
same.  Improved;  went  home. 

July  (correspondence)  frequent  nasal  hemor- 
rhages, while  taking  vitamin  concentrate  A-B-D, 
Ryzamin,  and  Accessorone  (Upjohn).  Added 
Calcionates  and  occasional  doses  of  Ceanothyn. 
Continued  thyroid,  now  up  to  4 grains  daily,  and 
Dexin  for  accessory  food  value. 

November  30,  1936,  bowels  move  daily,  but 
hard  stools;  recently  had  three  rectal  hemor- 
rhages; appetite  and  endurance  improved.  Red 
blood  count  4,500,000,  white  count  5,500,  differ- 
ential count:  polymorphonuclears  58  per  cent, 
large  mononuclears  20,  small  mononuclears  16, 
others  6;  lack  of  uniformity  of  red  cells,  Macro- 
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c-ytes;  hemoglobin  75  per  cent,  giving  proof  to 
the  history  of  hemorrhages.  Icterus  index  15 
(latent  icterus),  Vanden  Bergh  direct  test  nega- 
tive; blood  sugar  87  mg.  per  cent;  vitamin  C con- 
tent of  a 24  hour  specimen  of  urine  14  mg. 
(normal  15  to  30).  Orally  600  mg.  cevitamic  acid 
was  given  within  12  hours, — that  day  the  24  hour 
specimen  contained  only  35.5  mg.  of  cevitamic 
acid,  titrated  with  dichlorphenol  indophenol,  sup- 
porting a suspicion  of  vitamin  C deficiency. 

December  8 and  10,  1936,  stool  examinations 
revealed  excessive  roughage,  large  meat  fibers 
and  poorly  masticated  vegetable  roughage, 
mucous,  amebae  and  cysts  of  amebae.  Procto- 
scopic examination  with  sigmoidoscope  revealed 
a markedly  congested  mucosa,  one  slightly 
aphthous  spot  which  was  penciled  with  silver 
nitrate.  Hemorrhoids  moderate  size,  not  ulcer- 
ated nor  thrombosed. 

The  mucous  colitis  apparently  has  been  re- 
sponsible for  deficient  absorption  of  vitamins. 
Hypometabolism  with  diminished  elimination  of 
fluid  through  the  skin  apparently  was  responsible 
for  frequent  urination  by  diverting  the  course  of 
normal  perspiration,  since  all  urinalyses  were 
normal.  The  basal  metabolic  rate  was  now,  De- 
cember 8,  minus  3 per  cent.  Therapy  revised. 
Thyroid  was  decreased  from  4 to  3%  grains 
daily,  A-B-D  vitamin  concentrate  and  large  doses 
of  cevitamic  acid  were  given.  The  patient  went  to 
a near  tropical  region,  then  large  quantities  of 
citrus  fruit  juices  were  substituted  for  cevitamic 
acid.  A precautionary  course  of  carbarsone  was 
given  to  eliminate  the  amebae  which  though  un- 
suspected, were  found  and  closely  resembled  the 
type  entameba  histolytica.  Then  followed  a strict 
basic  bland  diet  for  a week,  which  was  gradually 
modified  over  a period  of  a month,  barring  fried 
food,  roughage,  coffee,  and  spices.  Vitamin  rich 
juices  of  tomatoes,  fruits,  etc.  with  Dexin  added, 
plus  soups,  cream,  cooked  cereals,  etc.,  were  al- 
lowed. Hemorrhages  have  ceased,  good  appetite 
and  good  general  progress  is  reported. 

Subsequent  supervision  must  include  frequent 
watching  of  the  asymmetric  cervix  due  to  family 
susceptibility  to  cancer,  periodic  basal  metabol- 
ism tests,  careful  dietary  supervision,  and  re- 
check of  stools  and  the  progress  with  regard  to 
secondary  anemia.  Any  new  neurogenic  symp- 
toms must  be  given  due  consideration. 


SUPPURATIVE  JOINT  INFECTION 

1.  Acute  joint  pain  in  children  with  muscle 
spasm  and  elevated  temperature  is  a surgical 
condition  requiring  prompt  lavage  or  drainage. 
This  is  easily  confused  with  acute  osteomyelitis, 
but  the  treatment  of  both  conditions  is  surgical. 

2.  Prevent  deformity  by  traction  or  splinting. 

3.  If  ankylosis  is  threatened  choose  the  posi- 
tion of  election. 


We  Sometimes  Forget --- 

Never  inject  anything  into  an  allergic  patient 
without  first  pulling  back  the  plunger  to  make 
sure  a vein  has  not  been  entered.  This  may  be  a 
life-saving  procedure. 

The  physician  who  successfully  treats  allergic 
patients  knows  the  latter  and  his  environment 
thoroughly. 

Attention  to  the  minutest  details  frequently 
determines  the  successful  outcome  in  the  treat- 
ment of  allergic  patients. 

The  allergic  patient  instructed  in  the  prin- 
ciples of  allergy  will  by  his  invaluable  coopera- 
tion make  the  physician’s  task  of  cure  a much 
simpler  one. 

Think  of  gastro-enteric  allergy  before  operat- 
ing for  an  acute  abdomen,  and  afterwards  if  the 
findings  did  not  correlate  with  the  symptoms. 

Remember  that  the  allergic  patient  may  be 
sensitive  to  anything  he  eats,  breathes,  contacts 
or  has  injected  into  him. 

If  the  general  practitioner  is  not  equipped  to 
properly  treat  the  allergic  patient  he  should  send 
him  to  one  who  can  treat  him,  rather  than  tell 
the  patient  nothing  can  be  done  for  him. 

During  the  course  of  desensitizing  the  allergic 
patient  the  latter  should  be  instructed  as  to  the 
symptoms  of  constitutional  reactions.  He  should 
also  be  told  to  wait  in  the  office  at  least  20 
minutes  after  his  injection.  These  two  precau- 
tions will  avoid  much  trouble. 

The  physician  who  tells  a parent  that  the 
child  will  outgrow  his  allergic  ailment  is  doing 
his  patient  a great  injustice.  The  chances  are 
much  greater  that  the  child  will  become  worse 
rather  than  better. 

The  allergic  patient  should  not  be  advised  to 
change  his  climate  without  mature  consideration. 
It  isn’t  fair  to  make  the  allergic  patient  a medi- 
cal football  kicked  from  city  to  city.. — Joseph  B. 
Biederman,  M.D.,  Cincinnati,  Ohio. 


A DOCTOR’S  HALFDAY 

A habit  that  should  be  formed  early  and  rigidly 
adhered  to  is  that  of  taking  one  afternoon  off 
every  week.  And  no  matter  how  little  regard  you 
may  have  for  the  Sabbath,  you  will  certainly  be 
better  off  if  you  will  cut  your  Sunday  work  down 
to  the  minimum,  and  make  it,  as  truly  as  your 
profession  will  allow,  a day  of  rest.  The  appoint- 
ment system  will  help  to  provide  a free  afternoon, 
and  your  patients  will  learn  to  respect  your  need 
for  recreation.  The  use  of  this  afternoon,  as  well 
as  the  question  of  vacations  and  the  importance 
of  attending  medical  meetings,  will  be  discussed 
later. — Wingate  M.  Johnson,  M.D.,  Page  57,  “The 
True  Physician”,  The  Macmillan  Co.,  1936. 
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A Review  for  Physicians  Issued  by  the  National  Tuberculosis  Association  and  Distributed 
by  Its  Component  Society,  the  Ohio  Public  Health  Association 


TUBERCULIN  TESTING  WITH  P.  P.  D. 

DURING  the  two  year  period  following 
June,  1934,  the  National  Tuberculosis  As- 
sociation offered  P.P.D.  for  sale  at  a re- 
duced price  for  group  testing  with  the  under- 
standing that  reports  would  be  returned  for 
statistical  analysis.  By  this  means,  data  were 
obtained  for  85,709  first-  and  second-strength 
tests  among  56,688  individuals  in  thirty  states 
and  the  District  of  Columbia  and  the  group  tests 
were  summarized  with  the  result  that  the  in- 
dividual differences  of  single  groups  were  mini- 
mized. The  percentage  of  positive  reactors 
among  the  56,688  persons  tested  with  first-  and 
second-strength  P.P.D.  was  found  to  be  36.4. 
However,  a more  representative  index  of  tuber- 
culous infection  in  the  United  States  was  ap- 
proached by  adjusting  the  infection  rates  for  age, 
color,  nativity  and  parentage  according  to  the 
distribution  of  the  population  in  the  United 
States  at  the  time  of  the  last  census  in  1930.  In 
this  way,  added  importance  was  given  to  the 
high  infection  rates  found  among  the  adults  and 
persons  of  foreign  extraction  in  the  groups 
tested,  and  the  percentage  of  positive  reactors 
was  increased  to  47.0  per  cent. 

Size  of  dose:  The  standard  procedure  required 
an  intracutaneous  injection  of  0.1  cc.  of  first- 
strength  tuberculin  containing  0.000,02  mgm.  of 
P.P.D.  In  the  case  of  negative  reactions,  the 
first  injection  was  to  be  followed  by  an  injection 
of  0.1  cc.  of  second  strength  tuberculin  contain- 
ing 0.005  mgm.  of  P.P.D.  If  no  reaction  occurred 
within  forty-eight  hours  of  either  injection,  the 
test  was  interpreted  as  negative. 

Unfortunately,  the  instructions  as  to  the  use 
of  first-  and  second-strength  tuberculin  were  not 
uniformly  followed.  Of  the  56,688  persons  in- 
cluded in  this  survey,  3,071  were  tested  with 
second-strength  tuberculin  only.  The  remaining 
53,617  persons  were  tested  with  first-strength 
tuberculin  and  only  2,021,  or  75  per  cent  of  the 
38,829  negative  reactors,  were  retested  with 
second-strength  tuberculin.  Positive  reactions  re- 
sulted from  27.6  per  cent  of  the  first-strength 
tests  and  16.9  per  cent  of  the  second-strength 
tests  that  followed  negative  reactions  to  first- 
strength  tuberculin.  However,  there  were  9,808 
negative  reactors  to  first-strength  tuberculin  who 
failed  to  receive  second  injections  of  second- 
strengh  tuberculin.  Assuming  that  these  would 
have  shown  positive  reactions  to  second-strength 
tuberculin  in  the  same  proportion  as  those  who 


did  receive  second-strength  tests,  there  are  at 
least  1,500  undiscovered  positive  reactors  be- 
cause of  the  failure  to  complete  tests  with 
second-strength  tuberculin. 

Type  of  group:  More  than  18  per  cent  of  those 
tested  wtih  P.P.D.  were  high-school  students,  17 
per  cent  were  college  students;  12  per  cent  were 
elementary  school  pupils;  and  13  per  cent  came 
from  clinics.  Another  13  per  cent  were  Indians, 
and  less  than  1 per  cent  were  teachers,  nurses 
and  doctors.  The  remaining  27  per  cent  came 
from  miscellaneous  or  unclassified  groups.  Ex- 
cluding the  Indians  reported,  the  highest  in- 
fection i-ate  was  found  among  the  7,106  persons 
tested  in  clinic  groups,  with  53.2  per  cent  show- 
ing positive  reactions  to  either  first-  or  second- 
strength  P.P.D.  The  lowest  percentage  of  posi- 
tive reactors,  18.5,  was  found  among  the  6,622 
elementary  school  children  in  the  groups  tested. 

Geographic  area:  With  the  exception  of  the 
resort  area,  the  states  along  the  Eastern  coast 
showed  the  greatest  evidence  of  tuberculous  in- 
fection, whereas  the  lowest  percentage  of  positive 
reactors  was  found  among  the  groups  in  the  cen- 
tral states.  The  number  of  persons  tested  in 
each  geographical  area  was  not  large  enough  to 
establish  conclusive  evidence  concerning  the 
prevalence  of  tuberculous  infection  in  each  sec- 
tion, but  it  is  interesting  to  note  that  the  results 
of  this  study  are  in  agreement  with  those  found 
among  students  tested  in  colleges  in  various 
sections  of  the  United  States. 

Urban  and  rural:  Tuberculin  tests  among 

32,477  individuals  were  reported  either  typically 
urban  or  typically  rural.  Of  the  22,688  persons 
classified  as  urban  residents,  that  is,  living  in 
places  with  a population  of  over  2,500,  33.6  per 
cent  were  found  to  be  positive  reactors  to  either 
first-  or  second-strength  P.P.D.  There  were  9,789 
individuals  included  in  the  study  of  rural  groups, 
of  which  21.4  per  cent  evidenced  tuberculous  in- 
fection. 

Age:  The  reports  included  in  this  study  in- 
dicated that  there  were  fewer  positive  reactors 
proportionately  among  the  children  six  years  of 
age  than  there  were  at  any  other  year  of  life. 
Following  the  sixth  year  of  life,  the  percentage 
of  positive  reactors  increased  with  age  at  an 
average  rate  of  over  one  per  cent  for  every  year 
of  life  up  to  the  age  of  20.  Adults  20  years  of 
age  and  over  included  in  the  groups  tested  evi- 
denced 34  per  cent  more  tuberculous  infection 
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than  the  boys  and  girls  reported  under  20  years 
of  age. 

Sex:  Approximately  the  same  number  of 

males  and  females  were  reported  to  have  had 
tuberculin  tests  with  P.P.D.  The  males  showed  a 
slightly  higher  percentage  of  positive  reactors 
than  did  the  females,  the  adjusted  rate  for  males 
being  48.3  and  that  for  females  45.9  per  cent. 
There  was  a larger  proportion  of  male  than 
female  positive  reactors  to  P.P.D.  at  almost 
every  age  group. 

Contact  and  non-contact:  Almost  15  per  cent 
of  the  total  number  tested  were  reported  to  have 
had  some  definite  contact  with  tuberculosis.  The 
percentage  of  positive  reactors  among  them  was 
54.2  whereas  only  33.3  per  cent  of  those  for 
whom  no  history  of  contact  with  tuberculosis 
was  reported  showed  evidence  of  tuberculous  in- 
fection. The  infection  rate  indicated  for  con- 
tacts under  five  years  of  age  was  three  times 
that  found  for  non-contacts  in  the  same  age- 
group,  but  the  proportion  of  positive  reactors  in- 
creased with  age  generally  at  a more  rapid  rate 
among  the  noncontacts  than  among  the  contacts. 

Color  and  race:  The  Negroes  and  Indians 

seemed  to  be  more  sensitive  to  P.P.D.  than  the 
white  persons  tested.  Of  the  white  positive  re- 
actors in  the  groups  tested  with  second-strength 
tuberculin  following  negative  reactions  to  tests 
with  first-strength  tuberculin,  68  per  cent  were 
detected  with  first-strength  tuberculin,  com- 
pared with  75  per  cent  for  the  Negroes  and  89 
per  cent  for  the  Indians.  White  persons  com- 
prised 74  per  cent  of  the  entire  number  included 
in  the  study,  and  the  percentage  of  positive  re- 
actors among  them  adjusted  for  age,  nativity 
and  percentage  was  46.5.  The  Negroes  tested 
showed  only  one  per  cent  more  positive  reactions 
proportionately  than  did  the  whites,  the  infection 
rate  for  the  Negroes  adjusted  for  age  being  47.8 
per  cent.  The  nonadjusted  rate  for  whites  was 
15  per  cent  lower  than  that  found  for  Negroes, 
but  it  was  thought  that  the  adjusted  rates  repre- 
sented more  closely  the  prevalence  of  infection 
in  the  general  population.  The  percentage  of 
positive  reactors  found  among  the  7,159  Indians 
tuberculin-tested  was  72.4,  an  infection  rate  over 
25  per  cent  higher  than  the  adjusted  rate  found 
for  the  combined  groups  of  all  ages,  colors  and 
races  included  in  the  study.  More  than  half  of 
the  Indians  tested  were  found  to  be  positive  re- 
actors at  every  age  after  the  seventh  year  of  life, 
and  nine  out  of  every  ten  tests  at  20  years  of 
age  and  over  showed  evidence  of  tuberculous  in- 
fection. 

Nativity  and  parentage:  Nativity  and  parent- 
age seemed  to  be  significant  factors  in  tuber- 
culous infection  among  the  white  persons  tested. 
Of  the  31,315  native-born  Americans  of  native 
parentage,  27.6  per  cent  evidenced  tuberculous 
infection,  whereas  38.4  per  cent  of  the  6,674 
native-born  of  foreign  stock  and  61.2  per  cent  of 


the  814  foreign-born  responded  with  positive  re- 
actions to  P.P.D. 

Unfortunately,  the  number  reported  for  each 
country  was  too  small  for  valid  conclusions,  but 
a notably  higher  infection  rate  was  indicated  for 
the  foreign-born  from  the  European  countries 
than  for  those  removed  from  the  same  country 
by  one  generation. — A Summary  of  the  Results 
of  Group  Tuberculin-Testing  with  P.P.D.  (Puri- 
fied Protein  Derivative)  in  the  United  States, 
Final  Report  of  the  National  Tuberculosis  As- 
sociation. 


The  Doctor  and  Tuberculosis  of  the  Future 

Whatever  the  private  practitioner’s  attitude 
toward  tuberculosis  may  be,  and  however  he  may 
view  the  social  developments  growing  out  of  it, 
he  is  still  the  keystone  of  the  arch.  Statistics 
showing  the  number  of  patients  cared  for  in  di- 
agnostic clinics  and  in  sanatoria,  give  the  im- 
pression that  practically  all  tuberculosis  work  has 
been  withdrawn  from  the  general  practitioner. 
That  bland  assumption  is  far  from  the  truth.  Of 
the  approximately  650,000  active  cases  of  tuber- 
culosis in  the  United  States  today  only  about  one- 
seventh  are  in  hospitals  and  sanatoria  and  most 
of  these  passed  first  through  the  hands  of  the 
private  practitioner.  The  other  six-sevenths,  a 
half  million  more  or  less,  are  for  the  most  part 
under  the  care  of  general  practitioners  or  spe- 
cialists. All  too  many  are  in  the  hands  of  quacks 
and  a considerable  number  are  muddling  along 
without  care  of  any  kind. 

A few  years  ago  a keen  interest  in  preventoria 
spread  over  the  country.  The  feeling  was  that 
the  vast  army  of  “pre-tuberculous”  children  need 
a special  kind  of  care.  At  present  the  soundness 
of  the  idea  that  the  preventorium  is  a means  of 
combating  tuberculosis,  is  being  re-examined. 
One  argument  in  favor  of  the  preventorium  is 
that  it  is  necessary  to  break  the  contact  by  tak- 
ing the  child  out  of  the  home,  to  which  it  is  re- 
plied that  a better  way  of  achieving  that  end  is 
to  remove  the  active  case  to  a sanatorium. 
Another  argument  is  that  infected  children 
should  be  protected  against  strain  and  that  they 
need  to  be  taught  how  to  lead  a healthy  life; 
to  which  is  answered  that  what  the  preventorium 
does  for  the  child  should  be  available  to  him  in 
the  average  home  with  the  cooperation  of  the 
school.  How  to  bring  about  that  ideal  is,  of 
course,  another  matter.  Certainly  in  large  in- 
dustrial centers  with  their  heavy  quota  of  “prob- 
lem families”  or  in  areas  where  the  prospects 
of  securing  sanatorium  beds  are  poor,  or  under 
other  unfavorable  circumstances,  the  preventor- 
ium serves  a useful  purpose.  Given  adequate 
social  facilities,  there  is  no  medical  need  of  the 
infected  or  contact  child  that  cannot  be  met  by 
the  private  doctor. — H.  E.  Kleinschmidt,  M.D.. 
N.  Y.;  Minn.  Med  20:4;  April,  1937. 


Kept  by  David  A.  Tucker,  Jr.,  M.D.,  Cincinnati,  Ohio 


NOTES  ON  THE  MEDICAL  HISTORY  OF  MIAMI  COUNTY 

By  WARREN  COLEMAN,  M.D.,  F.A.C.S.,  Troy,  Ohio 


IN  writing  a history  of  medicine  and  medical 
men  and  matters  in  Miami  County,  it  has 
seemed  to  me  that  the  plan  to  pursue  would 
be  to  give  a brief  resume  of  conditions  under 
which  our  forefathers  practiced  and  bring  it,  as 
far  as  possible,  up  to  date,  giving  the  names  of 
men  who  have  practiced  in  the  County,  as  far  as 
I can  ascertain,  but  undoubtedly  some  of  whom 
I have  been  unable  to  find  a record. 

When  the  County  was  first  settled  by  the  white 
people  in  1797,  the  facilities  for  visiting  the  sick 
were  limited  to  travel  on  horseback  and  the  old 
doctor  would  remain  in  his  office  part  of  the  time. 
He  would  spend  one  day  in  his  office,  then  the 
next  day  he  would  make  a circuit,  taking  in  about 
one-third  of  the  territory  surrounding,  then  the 
next  day  he  would  spend  in  his  office  and  the  next 
would  take  in  another  third  of  the  territory,  and 
so  on.  There  were  no  roads — this  was  a heavily 
wooded  country  and  oftimes  the  travel  was  ex- 
tremely difficult. 

The  principle  of  blood-letting  and  elimination 
was  practiced  almost  universally.  Records  of  my 
grandfather,  Dr.  Asa  Coleman,  one  of  the  pio- 
neers, show  case  after  case  where  he  had  given 
calomel,  jalap  and  blood-letting.  The  principal 
diseases  in  those  days  were  malaria,  typhoid  and 
smallpox.  The  matter  of  surgery  was  limited  to 
those  emergency  cases  that  had  to  be  done — 
opening  of  abscesses  and  occasional  amputation, 
and  the  treatment  and  care  of  fractures. 

My  father,  Dr.  Horace  Coleman,  has  often  told 
me  of  going  on  one  of  the  circuits  with  my 
grandfather  and  passing  a cabin  of  a settler.  A 
man  came  to  the  door  and  called  to  my  gx-and- 
father  asking  if  he  was  a doctor.  He  said  he  was, 
and  asked  him  if  he  knew  anything  about  dropsy, 
and  he  said  he  did.  He  was  then  invited  to  come 
in  and  found  a woman  with  an  enormously  dis- 
tended abdomen  and  which  proved  to  be  a drop- 
sical effusion.  My  grandfather  said  this  woman 
would  have  to  be.  tapped.  He  was  asked  if  he 
could  do  it  and  he  said  he  could.  He  was  told  to 
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proceed.  He  asked  the  man  to  get  him  a goose 
quill.  This  was  shaved  down  to  a fine  point,  the 
skin  over  the  abdomen  was  opened  with  a spring 
lancet,  the  goose  quill  inserted  through  this  in- 
cision into  the  abdomen  and  a large  quantity  of 
fluid  drawn  out,  much  to  the  relief  of  the  patient. 

The  fees  that  were  paid  these  men  were  ex- 
tremely small.  The  fee  for  a visit  or  a consulta- 
tion in  the  office  was  twenty-five  cents.  This 
amount  was  usually  paid  in  barter  of  some  sort, 
six  dozen  eggs  paying  for  one  visit. 

At  this  time  thei-e  were  block  houses  in  the 
western  portion  of  the  County  where  the  militia 
were  quartered  and  which  were  also  used  by  the 
people  at  large  in  case  of  trouble  with  the  In- 
dians, which  was  not  infrequent. 

My  grandfather,  Dr.  Asa  Coleman,  was  sur- 
geon for  the  militia  and  it  was  his  duty  to  visit 
these  block  houses  on  these  vax-ious  circuits,  or 
oftener  as  might  be  required. 

The  amount  paid  by  barter  was  shipped  to 
what  was  then  the  principal  mai’ket,  New  Orleans. 
My  grandfather  made  several  trips  by  barge 
from  Troy  on  the  Miami,  to  the  Ohio,  to  the 
Mississippi,  to  New  Orleans  with  a load  of  pro- 
duce; the  men  accompanying  him  walking  or 
poling  the  barge  back;  he  going  around  by  sail- 
ing vessel  to  Boston  and  thence  to  Glastonbury, 
Connecticut,  by  horseback  to  visit  his  parents 
and  then  back  here  by  horseback.  Surely  these 
men  were  pioneers,  not  only  in  medicine,  but  in 
the  social  and  economic  life. 
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The  first  doctor  I can  learn  of  who  located  in 
the  County  was  Dr.  E.  G.  DeJoncourt,  who  was 
highly  educated  and  greatly  respected.  The  other 
doctors  who  located  in  the  County  at  that  time, 
a few  years  after  my  grandfather  came  to  Troy 
in  1811,  were  Dr.  G.  Volney  Dorsay,  a very 
highly  educated  man,  whom,  it  is  said,  performed 
the  first  successful  nephrectomy,  Dr.  Jackson,  Dr. 
C.  S.  Parker,  Dr.  Wm.  Parker,  Dr.  Smiley,  Dr. 
Walton,  Dr.  Robt.  O’Farrell,  Dr.  Gabriel,  Dr. 
Barker,  Dr.  Baker,  Dr.  Snorff,  Dr.  Kelly,  Dr.  Kitz- 
miller,  Dr.  Lowe,  Dr.  I.  H.  Prince,  Dr.  Robert 
Shannon,  Dr.  Alff,  Dr.  Teller,  Dr.  Jordan,  Dr. 
Hendershott,  Dr.  Worrell,  Dr.  Gray  and  Dr. 
Shellenbarger. 

Dr.  Henry  Chapeze  came  to  Ohio  in  1810  and 
opened  an  office  in  Piqua,  building  the  first  brick 
building  in  the  County.  In  1820  Dr.  John  O’Far- 
rell joined  him  and  they  worked  together.  Dr. 
Jackson,  Dr.  C.  S.  Parker  and  Dr.  Wm.  Parker 
were  all  of  the  very  early  pioneers  in  Piqua.  Of 
this  list  of  men  who  practiced  in  Piqua,  they  have 
all  passed  on  to  their  great  adventure,  but  I 
feel  that  I must  speak  of  Dr.  A.  B.  Frame  espe- 
cially, who  lived  to  be  in  his  ninety-fourth  year, 
active  in  his  profession  and  in  every  way  men- 
tally clear.  Only  a few  days  before  his  death  I 
saw  him  drive  by  my  office  in  his  automobile, 
going  at  a very  rapid  clip,  he  waved  to  me  as 
would  a man  very  much  younger  than  he.  On 
his  ninetieth  birthday  the  County  Medical  So- 
ciety gave  him  a dinner  at  the  Hotel  in  Piqua  in 
acknowledgement  of  that  anniversary  and  of 
their  respect  and  affection  for  him.  He  died  sit- 
ting by  the  fire  in  his  chair  without  any  dis- 
tressing illness  and  passed  to  his  reward  re- 
spected and  loved  by  all  the  community  and  the 
entire  profession  of  the  County. 

Among  the  other  early  doctors  in  the  County 
were  Dr.  Potter  of  Casstown,  Dr.  Patty  of  New- 
ton Township,  Dr.  Isaac  S.  Meeks  of  Lostcreek 
Township,  Dr.  E.  G.  DeJoncourt,  Dr.  Abbott,  Dr. 
Telford  and  Drs.  Sabin  of  Troy,  father  and  son; 
Dr.  Van  S.  Deaton  of  Alcony. 

On  the  west  side  of  the  County  were  Dr. 
Benjamin  Crew,  Dr.  Mote,  Drs.  Jennings,  father 
and  son,  and  Dr.  Deeter,  who  located  in  the  vil- 
lege  of  West  Milton  in  1827.  Later  there  came 
to  the  west  side  of  the  County  the  Doctors  Baus- 
man,  two  brothers,  located  at  Pleasant  Hill,  Dr. 
Hoover  and  Dr.  Brandon  of  Laura. 

In  Tippecanoe  City  there  were  Dr.  Crane,  Dr. 
Hartman,  Dr.  Haven,  Dr.  Widener,  and  later  on 
Dr.  F.  D.  Kiser  whose  son  is  now  practicing  in 
his  place.  Later  Dr.  C.  A.  Hartley  located  in 
Casstown  and  removed  to  Troy  some  few  years 
ago  where  he  died,  at  which  time  he  was  acting 
Health  Commissioner  of  the  city  of  Troy. 

Dr.  A.  D.  Weaver  practiced  in  Covington  for 
50  years  and  was  associated  with  the  late  Dr. 
Jacob  Kendell,  who  died  after  40  years  of  prac- 


tice. He  had  two  sons  who  entered  the  practice 
of  medicine,  Dr.  Herbert  Kendell  is  now  prac- 
ticing in  Covington  and  a brother  practiced  in 
Tippecanoe  City  and  died  during  the  influenza 
epidemic  in  1918  of  pneumonia.  He  has  a grand- 
son at  the  Miami  Valley  Hospital  in  Dayton. 

It  may  be  of  interest  to  the  profession  to  state 
that  my  grandfather  came  to  Troy  in  1811  and 
there  has  been  continuously  in  active  work  a 
Dr.  Coleman  in  Troy  for  a period  of  125  years. 
Dr.  Asa  Coleman  from  1810  to  the  time  of  his 
death  in  1870,  my  father,  Dr.  Horace  Coleman, 
was  associated  with  him  in  1849  and  1850,  then 
went  to  Logansport,  Indiana,  and  returned  after 
acting  as  surgeon  for  the  46th  Division  of  the 
Indiana  Infantry  for  three  years.  He  then  con- 
tinued practicing  here  in  connection  with  his 
father  until  his  death.  In  1897  he  moved  to 
Washington,  D.  C.  I began  practicing  here  in 
1888  and  have  continued  since. 

The  writer’s  grandfather  came  to  Troy  in  1810 
on  a prospecting  trip  from  Glastonbury,  Con- 
necticut, where  he  had  studied  under  his  father. 
He  returned  in  1811  and  located  in  Troy.  I have 
in  my  possession  his  certificate  to  practice  medi- 
cine in  Ohio,  signed  by  Richard  Allison,  Joseph 
Canby  and  Daniel  Drake,  medical  commissioners 
for  District  No.  1,  dated  November  4,  1811. 
These  men  were  all  active  in  building  a founda- 
tion in  Cincinnati  for  the  future  in  medicine. 
My  grandfather  did  the  first  successful  craniec- 
tomy for  depressed  fracture  in  the  county. 

Later  Dr.  Abbott,  Dr.  Telford  and  Dr.  Curtis 
came  to  Troy.  These  men  were  followed  in 
practice  by  Dr.  Senior,  Dr.  Eagle,  Dr.  McCann, 
Dr.  Bell,  Dr.  Means,  Dr.  Green,  Dr.  Reed,  Dr. 
Wright,  Dr.  Thompson  and  Dr.  Linderberger 
whose  son  is  now  practicing  here,  Dr.  Horace, 
Coleman,  Dr.  Isaac  Meeks  and  Dr.  Shilling. 

There  are  at  present  practicing  in  Piqua,  Dr. 
James  R.  Caywood,  Dr.  Clark  E.  Hetherington, 
Dr.  Hugh  Wellmeier,  Dr.  John  F.  Beachler,  Dr. 
William  W.  Trostel,  Dr.  William  W.  Weiss,  Dr. 
William  F.  Wilkins,  Dr.  Isaac  C.  Kiser,  Drs. 
Albert  J.  and  Joseph  E.  Bauman,  father  and  son, 
Dr.  Lloyd  D.  Trowbridge,  Drs.  Earl  A.  and 
Ralph  D.  Yates,  father  and  son,  and  Dr.  John 
T.  Quirk. 

In  Troy,  Dr.  Milford  M.  Brubaker,  Dr.  Warren 
Coleman,  Dr.  George  J.  Hance,  Dr.  George  E. 
McCullough,  Dr.  Lauren  N.  Lindenberger,  Dr. 
Maurice  I,  Miller,  Dr.  Russell  W.  Gardner,  Dr. 
Joseph  S.  Shinn,  Dr.  Edgar  R.  Hiatt,  health  com- 
missioner, Dr.  Kenneth  F.  Lowry,  Dr.  Berton  M. 
Hogle,  Dr.  Albert  H.  Haworth,  Dr.  Burton  E.  L. 
Hyde. 

In  Tippecanoe  City  there  are  Drs.  Charles  F. 
and  Edmund  G.  Puterbaugh,  father  and  son,  and 
Dr.  Maynard  C.  Kiser. 

In  West  Milton  there  are  Dr.  Charles  Baker, 
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Dr.  John  F.  Hill,  Dr.  Ernest  Pearson  and  son 
Dr.  Herbert  R.  Pearson. 

In  Covington  there  are  Dr.  Herbert  W.  Kendell, 
Dr.  Levi  A.  Ruhl,  Dr.  Lewis  T.  Arthur,  Dr.  James 
G.  Freshour  and  Dr.  Richard  H.  Wehr. 

In  Pleasant  Hill,  Dr.  George  A.  Woodhouse  and 
Dr.  Don  F.  Deeter. 

At  Fletcher,  Dr.  Charles  F.  Ryan. 

At  Brandt,  Dr.  Charles  A.  Halderman. 

This  practically  constitutes  the  men  who  have 
practiced  and  are  practicing  in  Miami  County. 

Before  giving  a history  of  our  present  County 
Medical  Society  I would  like  to  pay  a tribute  to 
these  older  men.  Did  space  permit  I could  tell  of 
many  instances  which  would  illustrate  the  almost 
uncanny  power  of  observation  of  the  patient  and 
the  deductions  which  they  developed  as  a result 
of  the  study  of  the  history  of  the  case  and  the 
physical  examination  of  the  patient.  Not  hav- 
ing any  of  the  wonderful  laboratory  facilities  of 
our  present  day,  they  were  compelled  to  depend 
entirely  upon  their  power  of  observation  and  the 
results  of  their  physical  examination.  The  men 
who  have  come  into  the  practice  of  medicine 
since  the  development  of  the  wonderful  labora- 
tory facilities  of  today  can  hardly  conceive  of 
this  ability  that  the  men  of  the  past  had  de- 
veloped. 

On  July  11,  1814,  an  invitation  was  issued  by 
Dr.  Asa  Coleman,  of  Troy,  to  all  the  Doctors  of 
Medicine  in  this  Medical  District  to  meet  at 
Troy,  and  this  meeting  led  to  the  formation  of 
the  Miami  County  Medical  Society. 

Our  present  Miami  County  Medical  Society 
was  organized  about  1893  or  1894.  There  was 
prior  to  this  organization,  a Miami  County  Medi- 
cal Society.  The  records  of  this  Society  have 
been  lost  and  I cannot  locate  them,  but  there 
was  a Society  of  this  sort.  The  late  Dr.  J.  E. 
Gabriel  of  Piqua  made  a trip  abroad  and  visited 
the  clinics  at  Vienna,  which  was  a very  un- 
usual occurrence  in  those  days.  Upon  his  return 
the  County  Society  met  and  had  a dinner  at 
which  Dr.  Gabriel  was  to  give  an  account  of  his 
experiences  abroad. 

Here  I would  like  to  give  a little  history  in 
order  that  this  may  be  more  clearly  understood. 
There  had  been  for  a number  of  years  a county 
seat  war  in  Miami  County  and  a very  great  feel- 
ing had  been  aroused  between  the  people  of  Troy 
and  Piqua.  This,  however,  I am  happy  to  state 
has  all  subsided  now  and  the  two  communities 
are  almost  one,  but  that  was  the  condition  at 
the  time  of  which  I write. 

At  this  meeting  of  the  County  Medical  Society, 
the  men  from  Piqua  came  in  a body,  but  with 
the  exception  of  my  father,  Dr.  Horace  Coleman, 
of  Troy,  there  were  no  others  present.  This  was 
taken  to  be  a slight  to  Dr.  Gabriel  and  to  the 
Piqua  men,  and  despite  my  father’s  earnest  en- 
deavor to  explain  that  nothing  of  this  sort  was 
intended,  and  that  it  was  a situation  which  was 


unavoidable,  the  men  adjourned  in  a body  and 
the  Piqua  men  returned  home  and  organized  a 
Society  of  Piqua  doctors. 

This  situation  continued  until  after  I had  been 
practicing  in  Troy  a few  years  and  was,  of 
course,  a member  of  the  County  Society.  The 
meetings  were  poorly  attended,  there  being  only 
a few  men  present.  After  talking  the  matter 
over  with  some  of  the  men  in  Troy  and  Piqua, 
I sent  a card  to  all  the  doctors  in  the  County  re- 
questing that  they  meet  in  the  Probate  Court 
Room  in  the  Courthouse  for  the  purpose  of  re- 
organizing the  County  Medical  Society  in  1893. 
The  response  to  this  invitation  was  almost  uni- 
versal. A very  enthusiastic  meeting  was  held 
and  practically  every  doctor  in  the  County  be- 
came a member  of  the  County  Society.  This 
organization  has  continued  to  function  and  has 
been  active  in  many  ways  and  a strong  factor 
for  the  good  of  the  profession  and  the  people  in 
the  County  ever  since. 

It  was  about  this  time  that  Dr.  T.  M.  Wright 
did  the  first  successful  Caesarean  operation  in 
the  County.  This  was  performed  in  a patient’s 
home  and  on  a kitchen  table. 

In  connection  with  Dr.  Wright,  Dr.  Green,  Dr. 
Thompson  and  myself,  there  was  a hospital 
formed  in  Troy  in  1892,  which  functioned  for  a 
few  years  and  was  abandoned  because  of  financial 
difficulties  and  later  the  Memorial  Hospital  at 
Piqua  came  to  our  aid. 

The  above  group  of  men  met  frequently  at 
my  office  to  discuss  surgical  matters  and  par- 
ticular consideration  was  given  to  the  appendix 
and  appendicial  abscesses  and  ruptured  appendix 
with  all  the  attending  damage,  which  gave  us 
grave  concern.  Also  at  that  time  the  general 
belief  was  that  one  must  get  the  appendix.  As 
a result  of  our  experience  it  was  decided  after 
most  earnest  consideration  after  quite  a period  of 
time  that  the  best  surgical  procedure  was  to 
drain  with  as  little  disturbance  as  possible  and 
save  the  patient  and  later  the  organ  could  be 
removed.  This  plan  was  followed  from  then  on. 
Though  we  were  severely  criticized  by  many  of 
the  most  excellent  men,  our  fatalities  were  very 
much  reduced. 

In  1911  the  writer  established  a surgical  and 
obstetrical  hospital  in  Troy.  He  operated  for  a 
period  of  years  until  the  opening  of  our  present 
hospital.  Dr.  McCullough  also  operated  a small 
private  hospital  for  a few  years  prior  to  the 
opening  of  our  City  Hospital.  Drs.  Kendell  and 
Ruhl  have  for  the  past  number  of  years  been 
operating  a hospital  in  Covington  very  much  to 
the  benefit  of  the  people  of  that  community. 
This  hospital  is  still  in  operation  at  present. 
The  hospital  facilities  of  the  County  are  the 
Memorial  Hospital  at  Piqua,  the  Memorial  Hos- 
pital at  Troy  and  the  private  hospital  of  Drs. 
Kendell  and  Ruhl  at  Covington. 


OFFICE  OF  CINCINNATI  ACADEMY,  OHIO’S  SECOND  LARGEST 
CENTRALLY-LOCATED.  NICELY-EQUIPPED,  WELL-MANNED 


THE  Academy  of  Medicine  of  Cincinnati  has 
its  executive  offices  in  the  Union  Central 
Annex  Building,  located  at  309  Vine 
Street.  This  is  within  two  blocks  of  the  center 
of  the  downtown  business  district. 

Almost  700  physicians  are  enrolled  as  active 
members  of  both  the  Academy  and  the  Ohio  State 
Medical  Association,  while  more  than  100  others 
are  affiliated  under  membership  classifications 
such  as  intern,  non-resident,  associate,  etc. 

The  pictures  on  the  front  cover  show: 

Center — Academy  auditorium,  seating  capa- 
city 300,  viewed  from  rear  of  the  room  toward 
speaker’s  platform. 

Upper  Left — The  Executive  Secretary,  Ray- 
mond A.  Swink,  at  his  desk. 

Upper  Right — General  office,  showing  Miss 
Evelyn  T.  Beall,  assistant  secretary,  at  her 
desk,  and  Mrs.  Louise  Uchtman,  chief  opera- 
tor, seated  at  the  Academy’s  24-hour  tele- 
phone service  desk. 

The  Academy  of  Medicine  of  Cincinnati  was 
organized  under  its  present  title  in  1857  and  has 
had  a continuous  history  from  that  day  to  the 
present.  For  many  years  the  main  activity  of  the 
Academy  has  been  the  building  up  of  ethical 


Conference  and  committee  room  adjacent  to  the 
Academy  General  Office. 


standards  for  the  profession,  the  carrying  on  of 
educational  programs  and  the  promotion  of 
social  intercourse  and  friendship  among  its  mem- 
bers. The  growth  in  membership  has  been  steady, 
paralleling  that  of  the  city.  More  than  two-thirds 
of  all  licensed  physicians  in  practice  in  Cincinnati 
are  now  members  of  the  Academy. 

In  the  fall  of  1933  the  Academy  opened  a 24- 


hour  telephone  service  for  the  purpose  of  pro- 
viding the  public  with  a qualified  and  unbiased 
source  of  information  on  medical  and  health  sub- 
jects. In  addition,  every  member  of  the  Academy 
is  entitled  to  use  the  service  as  a means  of  keep- 
ing in  touch  with  his  patients  at  all  times. 


Union  Central  Building  Annex,  where  Academy 
Executive  Offices  are  housed. 


More  than  5,000  calls  a month  now  clear  through 
the  Academy.  The  cost  of  this  service  is  in- 
cluded as  a part  of  the  annual  dues.  In  the 
classified  section  of  the  telephone  directory,  the 
names  of  all  members  have  the  letters  “MAM” 
after  their  names,  to  enable  the  public  to  know 
what  physicians  belong  to  the  County  Medical 
Society. 

The  paid  personnel  of  the  Academy’s  executive 
staff  consists  of  the  executive  secretary,  assistant 
secretary,  three  telephone  operators,  a member  of 
the  admitting  staff  at  the  free  city  out-patient 
dispensary  and  a lantern  operator.  During  the 
recent  Ohio  flood  extra  relief  telephone  operators 
were  employed. 

The  programs  presented  by  the  Academy  have 
been  uniformly  well  received.  The  chief  aim  has 
been  to  build  programs  of  special  value  to  the 
general  practitioner.  Many  guest  speakers  are 
invited  each  year  from  other  cities,  together  with 
local  members  of  the  profession  who  have  done 
special  work. 

The  new  emphasis  on  economic  problems  affect- 
ing the  medical  pi-ofession  has  found  the 
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Academy  alert  in  accepting  its  responsibility. 
While  the  basic  principle  of  action  always  has 
been  the  welfare  of  the  patient,  yet  the  doctor 
also  has  been  regarded  as  worthy  of  defense 
against  the  advocates  of  state  medicine  and 
health  insurance  schemes. 

An  extensive  information  file  is  being  built  up 
covering  data  on  medical  economics,  on  quacks, 
cults  and  other  subjects  of  special  interest  to  the 
profession.  Complete  professional  histories  of 
all  members  are  on  file.  A monthly  news  letter 
carries  items  of  interest  about  Academy  affairs. 
The  scientific  papers  and  addresses  given  at  the 
meetings  are  published  in  The  Journal  of  Medi- 
cine, subscription  of  which  is  included  in  each 
member’s  annual  dues. 

Meetings  of  the  Academy  are  held  on  Tues- 
day night  of  each  week  except  during  the  months 
of  June,  July,  August  and  the  first  three  weeks 
of  September,  and  during  the  two  weeks  of  the 
Christmas-New  Years  holiday  period.  Any  mem- 
ber of  another  county  medical  society  who  may 
be  visiting  in  Cincinnati  is  always  welcome  at 
meetings. 


Physician-Employer  Must  File  Social 
Security  Returns  By  July  31 

Under  Title  8,  the  old-age  benefits  section  of 
the  Federal  Social  Security  Act,  every  physician 
employing  one  or  more  persons  in  his  office,  is 
required  to  file  an  information  return  on  forms 
SS-2  and  SS-2a,  not  later  than  July  31,  with  the 
Collector  of  Internal  Revenue  of  the  district  in 
which  he  resides.  These  forms  are  in  addition  to 
the  monthly  tax  return  on  form  SS-1. 

The  first  return  on  forms  SS-2  and  SS-2a, 
covers  the  period  of  January  1,  1937,  to  June  30, 
1937,  both  dates  inclusive.  Subsequent  returns 
on  such  forms  will  be  filed  on  a quarterly  basis 
to  cover  each  period  of  three  months,  ending  on 
September  30,  December  31,  March  31  and 
June  30. 

Form  SS-2,  which  must  be  filed  in  duplicate, 
will  contain  a summary  statement  of  all  taxable 
wages  paid  within  the  period  covered  by  the  re- 
turn. Form  SS-2a  must  show  the  taxable  wages 
paid  to  each  employee  within  such  period. 

Each  physician  who  filed  form  SS-4,  employer’s 
application  for  an  identification  number,  will  be 
notified  of  his  number  prior  to  the  time  the  first 
information  on  forms  SS-2  and  SS-2a  is  due.  The 
identification  number  must  be  entered  on  the  in- 
formation returns  as  well  as  the  monthly  tax 
return. 

Any  physician  who  has  not  received  a supply 
of  forms  SS-2  and  SS-2a,  and  who  employs  one  or 
more  persons  in  his  office,  should  request  a supply 
sufficient  for  his  current  needs  from  the  office  of 
the  collector  of  internal  revenue  in  the  district 
in  which  he  resides. 


Do  You  Know  - - - 

THE  provisions  of  the  Ohio  General  Code 
with  reference  to  the  adoption  of  children 
under  two  years  of  age  ? 

This  is  a question  which  occasionally  confronts 
physicians,  usually  in  cases  of  unmarried 
mothers. 

Section  1352-13  of  the  General  Code  reads  as 
follows: 

“No  child  under  two  years  of  age  shall  be 
given  into  the  temporary  or  permanent  custody 
of  any  person,  association  or  institution  which  is 
not  certified  by  the  division  of  charities,  depart- 
ment of  public  welfare,  as  provided  in  Sections 
1352-1  and  1352-6  of  the  General  Code,  without 
the  written  consent  of  the  division  of  charities  or 
by  a commitment  of  a juvenile  court.  Provided 
such  child  may  be  placed  temporarily  without 
such  written  consent  or  court  commitment  with 
persons  related  by  blood  or  marriage,  or  in  a 
legally  licensed  boarding  home  which  is  not 
established  for  the  purpose  of  placing  children  in 
free  foster  homes  or  for  legal  adoption.  Persons, 
associations  and  institutions  duly  certified  and 
licensed  under  Sections  1352-1  and  1352-6  for 
the  purpose  of  placing  children  in  free  foster 
homes  or  for  legal  adoption,  shall  keep  a record 
of  such  temporary  and  permanent  surrenders  of 
children  under  two  years  of  age.  This  record 
shall  be  available  for  separate  statistics,  which 
shall  include  a copy  of  an  official  birth  certificate 
and  all  information  concerning  the  social,  mental 
and  medical  history  of  such  children  which  will 
aid  in  an  intelligent  disposition  of  them  in  case 
that  becomes  necessary  because  the  parents  or 
guardians  fail  or  are  unable  to  reassume  custody. 
No  child  placed  on  a temporary  surrender  with  an 
association  or  institution  shall  be  placed  in  a free 
foster  home  or  for  legal  adoption,  and  all  such 
surrendered  children  who  are  placed  in  foster 
homes  or  for  adoption  must  have  been  perma- 
nently surrendered  and  a copy  of  such  permanent 
surrender  must  be  a part  of  the  separate  record 
kept  by  the  association  or  institution.’’ 

Services  of  the  State  Bureau  of  Charities  in 
working  out  plans  for  unmarried  mothers  and  in 
placing  illegitimate  children  are  available  to 
physicians,  juvenile  courts,  and  other  interested 
parties. 

Records  of  the  State  Bureau  of  Charities  show 
that  1,300  adoptions  were  granted  by  the  88 
Probate  Courts  in  Ohio  during  1936,  compared 
with  1,191  in  1935.  Of  the  total  number  adopted 
in  1936,  673  were  girls  and  622  were  boys.  Chil- 
dren under  two  years  of  age  totaled  462,  the 
majority  from  unmarried  mothers. 


Had  Any  Instruments  Stolen? 

Sheriff  E.  E.  Mills  of  Wooster,  Wayne  County, 
reports  that  he  has  five  surgical  instruments,  in 
good  condition,  which  were  recently  found  in  an 
alley  in  Wooster  wrapped  in  old  cloth  in  a paper 
bag.  Any  physician  who  has  recently  lost  sur- 
gical instruments  or  had  them  stolen  is  requested 
to  communicate  with  Sheriff  Mills. 


OHIO  DOCTORS  TAKE  PROMINENT  PART  IN  GREATEST  SESSION 
IN  HISTORY  OF  A.M.A.— HIGH  SPOTS  REVIEWED 


THE  largest  gathering  of  physicians  in  the 
history  of  medicine  assembled  at  Atlantic 
City,  N.  J.,  June  7-11,  for  the  Eighty- 
Eighth  Annual  Session  of  the  American  Medical 
Association.  The  total  registration  of  Fellows  of 
the  A.M.A.  was  9,764,  over  a thousand  more  than 
attended  the  Atlantic  City  meeting  in  1935.  Ap- 
proximately 450  Ohio  physicians  registered. 

A large  number  of  Ohio  physicians  participated 
in  the  scientific  assembly  as  essayists,  discus- 
sants or  scientific  exhibitors.  Physicians  who 
attended  were  lavish  in  their  praise  of  the  scien- 
tific meetings  and  the  exhibit,  which  was  the 
largest  and  the  most  comprehensive  in  the  his- 
tory of  A.M.A.  meetings. 

The  names  of  Ohio  physicians  who  took  part 
in  the  program  and  the  exhibit  were  published 
in  the  June  issue  of  The  Journal,  pages  688-689. 

Several  Ohioans  were  honored  by  the  Com- 
mittee on  Awards  of  the  Scientific  Exhibit.  Dr. 
Harry  Goldblatt,  of  the  Department  of  Pathology, 
Western  Reserve  University  School  of  Medicine, 
Cleveland,  received  a certificate  of  merit,  Class  I, 
for  an  exhibit  illustrating  results  of  work  on 
experimental  hypertension.  Awards  in  Class  I 
are  made  for  exhibits  of  individual  investigation, 
which  are  judged  on  the  basis  of  originality  and 
excellence  of  presentation. 

Dr.  Charles  A.  Doan,  Dr.  Bruce  K.  Wiseman 
and  Dr.  Carl  V.  Moore,  Ohio  State  University 
College  of  Medicine,  Columbus,  were  awarded  a 
certificate  of  merit,  Class  II,  for  an  exhibit 
illustrating  the  pathologic  physiology,  differential 
diagnosis  and  treatment  of  hematologic  dys- 
crasias.  A certificate  of  merit,  Class  II,  was  also 
awarded  Dr.  E.  E.  Woldman  and  Dr.  V.  C. 
Rowland,  Cleveland,  for  an  exhibit  illustrating 
the  treatment  of  peptic  ulcer  by  continuous 
aluminum  hydroxide  drip.  Awards  in  Class  II 
are  made  for  exhibits  which  do  not  exemplify 
purely  experimental  studies  and  which  are 
judged  on  the  basis  of  excellence  of  presentation. 

DR.  UPHAM  INSTALLED  AS  PRESIDENT 
At  the  opening  general  meeting,  Tuesday  eve- 
ning, June  8,  Dr.  J.  H.  J.  Upham,  Columbus,  was 
installed  as  President  of  the  American  Medical 
Association.  His  inaugural  address,  entitled  “The 
Advancement  of  Medical  Education”,  was  pub- 
lished in  the  June  12  issue  of  The  Journal  of  the 
A.M.A. 

Ohio,  as  usual,  took  a prominent  part  in  the 
transactions  of  the  House  of  Delegates,  being 
ably  represented  by  Dr.  J.  P.  DeWitt,  Canton; 
Dr.  C.  W.  Waggoner,  Toledo;  Dr.  Ben  R.  Mc- 
Clellan, Xenia;  Dr.  Charles  W.  Stone,  Cleveland; 
Dr.  Carl  F.  Steinke,  Akron;  Dr.  C.  E.  Kiely,  Cin- 


cinnati, and  Dr.  George  F.  Zinninger,  Canton, 
delegates  of  the  Ohio  State  Medical  Association, 
and  Dr.  Clyde  L.  Cummer,  Cleveland,  delegate  of 
the  Section  on  Dermatology  and  Syphilology. 

Reference  committee  assignments  included: 
Dr.  DeWitt,  Committee  on  Rules  and  Order  of 
Business;  Dr.  Cummer,  Committee  on  Reports  of 
Board  of  Trustees  and  Secretary,  and  Dr.  Wag- 
goner, Committee  on  Miscellaneous  Business. 

Dr.  Geo.  Edw.  Follansbee,  Cleveland,  chairman 
of  the  Judicial  Council,  presented  the  report  of 
the  Council,  and  submitted  several  supplemental 
reports  on  important  matters  considered  by  the 
House  of  Delegates. 

IMPORTANT  RESOLUTIONS  ACTED  ON 

Among  the  many  resolutions  considered  by 
the  House  of  Delegates  were  several  of  major 
importance.  Subjects  covered  included  a resolu- 
tion from  the  Medical  Society  of  the  State  of 
New  York  asking  for  recognition  of  the  principle 
that  the  health  of  the  nation  is  the  concern  of  the 
Federal  Government  and  that  a national  public 
health  policy  be  formulated;  birth  control;  clari- 
fication of  the  terms  “hospital  service”  and  “med- 
ical service”  in  group  hospitalization  plans  (pre- 
sented by  the  Ohio  State  Medical  Association); 
contract  practice,  etc.  Reference  to  the  action 
of  the  House  of  Delegates  on  these  and  other 
resolutions  will  be  made  from  time  to  time  in 
The  Journal. 

At  the  closing  session  of  the  House  of  Dele- 
gates, San  Francisco  was  selected  as  the  meeting 
place  for  1938.  The  Board  of  Trustees  has  fixed 
the  dates  of  June  13-17  for  the  meeting.  An 
invitation  on  behalf  of  Cleveland  for  the  1939 
meeting  was  presented  by  Dr.  Stone. 

DR.  ABELL  NEW  PRESIDENT-ELECT 

The  following  officers  were  elected:  Dr.  Irvin 
Abell,  Louisville,  Ky.,  president-elect;  Dr.  Junius 
B.  Harris,  Sacramento,  California,  vice-president; 
Dr.  Olin  West,  Chicago,  secretary  and  general 
manager;  Dr.  Herman  L.  Kretschmer,  Chicago, 
treasurer;  Dr.  Nathan  B.  Van  Etten,  New  York, 
speaker  of  the  House  of  Delegates;  Dr.  Harrison 
H.  Shoulders,  Nashville,  Tenn.,  vice-speaker; 
Dr.  Arthur  W.  Booth,  Elmira,  N.  Y.,  to  succeed 
himself  on  the  Board  of  Trustees  for  a term  ex- 
piring in  1942;  Dr.  Roscoe  L.  Sensenich,  South 
Bend,  Indiana,  to  succeed  Dr.  Rock  Sleyster,  Wau- 
watosa, Wisconsin,  on  the  Board  of  Trustees,  for 
a term  expiring  1942.  Dr.  Sleyster  was  ineligible 
for  re-election  under  the  Constitution  and  By- 
Laws. 

The  new  President-Elect,  Dr.  Abell,  was  born 
at  Lebanon,  Ky.,  Sept.  13,  1876,  and  graduated 
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from  the  Louisville  Medical  College  in  1897.  He 
has  practiced  in  Louisville  since  1900  and  has 
been  professor  of  surgery  at  the  University  of 
Louisville  School  of  Medicine  since  1904.  Dr. 
Abell  is  a former  president  of  the  Kentucky  State 
Medical  Association,  of  the  Southern  Surgical 
Association  and  of  the  Southern  Medical  Associa- 
tion. He  has  been  a member  of  the  House  of 
Delegates  of  the  American  Medical  Association 
almost  continuously  since  1922  and  has  been  very 
active,  having  served  as  chairman  of  many  ref- 
erence committees  during  annual  sessions. 

DR.  CUMMER  IS  HONORED 

The  following  appointments  were  made  by  Dr. 
LTpham,  and  confirmed  by  the  House  of  Delegates: 
Dr.  Clyde  L.  Cummer,  Cleveland,  Council  on 
Scientific  Assembly,  (1942);  Dr.  J.  W.  Burns, 
Cuero,  Texas,  Judicial  Council,  (1941);  Dr. 
Charles  Gordon  Heyd,  New  York,  Council,  on 
Medical  Education  and  Hospitals,  (1944),  and 
Dr.  J.  Gurney  Taylor,  Milwaukee,  Council  on 
Scientific  Assembly,  (1939). 

Among  the  approximately  450  Ohio  Fellows 
who  registered  were: 

Cincinnati — Julien  E.  Benjamin,  Samuel  Brown, 
Leslie  M.  Buckner,  A.  Gerson  Carmel,  Charles 
R.  Deeds,  Carroll  J.  Fairo,  James  J.  Fay,  Joseph 
A.  Freiberg,  Edward  Friedman,  Leo  S.  Friedman, 
Leon  Goldman,  George  Heidelman,  Louis  G. 
Hermann,  Charles  E.  Howard,  Benjamin  Hoyer, 

D.  W.  Heusinkveld,  Samuel  Iglauer,  D.  E.  Jack- 
son,  Robert  Lee  Johnston,  C.  E.  Kiely,  Arthur  G. 
King,  Edward  King,  K.  L.  Kitzmiller,  Joseph 
Lindner,  Willard  Machle,  Johnson  McGuire,  Eli 
A.  Miller,  John  D.  Miller,  A.  Graeme  Mitchell, 
Richard  D.  Mudd,  Francis  M.  Oxley,  Horace  W. 
Reid,  Ernest  E.  Rhoads,  C.  R.  Rittershofer,  Robert 
C.  Rothenberg,  A.  L.  Schwartz,  Charles  M.  Siegel, 
Louis  Sommer,  Tom  Spies,  James  C.  Staats, 
Cecil  Striker,  Emil  R.  Swepston,  Raymond  A. 
Swink,  Elmore  B.  Tauber,  Esther  B.  Tietz,  Rich- 
ard S.  Tyler,  Derrick  Vail,  H.  B.  Weiss,  Ashton 
L.  Welsh,  A.  M.  Wigser,  Carl  A.  Wilzbach. 

Cleveland — Herman  S.  Applebaum,  John  Ander- 
son, N.  S.  Banker,  George  I.  Bauman,  C.  Glenn 
Barber,  Siegfried  Baumoel,  Edmund  E.  Beard, 
Claude  S.  Beck,  Richard  P.  Bell,  George  W.  Bink- 
ley, C.  A.  Black,  Ralph  M.  Bone,  C.  A.  Bowers, 

E.  J.  Braun,  L.  S.  Brookhart,  Ernest  R.  Brooks, 

H.  Van  Y.  Caldwell,  Milton  V.  Cohen,  Harold  N. 
Cole,  Ralph  L.  Cox,  A.  M.  Cowan,  A.  G.  Cranch, 
William  F.  Creadon,  George  Crile,  Jr.,  Clyde  L. 
Cummer. 

Ralph  S.  Dial,  J.  Frank  Dinnen,  R.  S.  Dinsmore, 

I.  H.  Einsel,  Ralph  W.  Elliott,  S.  Englander,  A. 
Carlton  Ernstene,  Warren  C.  Fargo,  Harold  Feil, 
Geo.  Edw.  Follansbee,  Wm.  J.  Forties,  Joseph  L. 
Friedman,  Farrel  T.  Gallagher,  Thomas  H. 
George,  C.  Lee  Graber,  Russell  L.  Haden,  John 
E.  Hannibal,  Charles  L.  Hartsock,  Harry  Hauser, 

J.  M.  Hayman,  Jr.,  Charles  S.  Higley,  Iredell  M. 
Hinnant, ' Charles  Lowell  Hudson,  Thomas  E. 
Jones,  J.  I.  Kendrick,  Boyd  G.  King,  Benjamin  S. 
Kline,  Helen  M.  Koke,  J.  J.  Kurlander. 

George  L.  Lambright,  James  T.  Ledman,  Harry 
A.  Lichtig,  Wm.  E.  Lower,  James  J.  Marek,  M. 
Metzenbaum,  W.  E.  Mishler,  John  B.  Morgan, 


Victor  C.  Myers,  Charles  F.  Nelson,  Earl  W. 
Netherton,  B.  H.  Nichols,  George  P.  O’Malley, 
Conrad  Ottelin,  Louis  E.  Papurt,  Clayton  C. 
Perry,  Louis  Pillersdorf,  Lawrence  A.  Pomeroy, 

V.  V.  Portman,  Wm.  A.  Read,  Donald  J.  Rehbock, 
Joseph  McKinley  Rossen,  Vernon  Rowland,  Jack 
A.  Rudolph,  Albert  A.  Ruedemann,  Ernest  D. 
Saunders,  Albert  G.  Schlink,  H.  A.  Scblink, 
Ferdinand  F.  Schwartz,  Haskell  H.  Sclrweid,  Roy 

W.  Scott,  Herman  Shube,  Otis  F.  Simonds,  Harry 
Sneiderman,  John  A.  Sommer,  Robert  M.  Stecher, 
Walter  G.  Stern,  Charles  W.  Stone,  Willard 
Stoner,  Harry  R.  Strattner,  Reuben  Strauss,  J.  J. 
Thomas,  John  A.  Toomey,  Joseph  D.  Walters, 
Charles  E.  Ward,  Joseph  T.  Wearn,  Samuel  J. 
Webster,  S.  F.  Weinman,  Myron  A.  Weitz,  Beulah 
Wells,  Theodore  M.  Wille,  Zolton  Wirtschafter, 
Edward  E.  Woldman,  Benj.  J.  Wolpaw,  Anna  M. 
Young,  N.  L.  Zinner. 

Columbus — H.  0.  Bratton,  Howard  M.  Brund- 
age,  Edward  E.  Campbell,  J.  J.  Coons,  H.  M. 
Clodfelter,  George  M.  Curtis,  Charles  A.  Doan, 
Jonathan  Forman,  Clarence  Fry,  Emilie  C.  Gor- 
rell,  George  T.  Harding,  Frank  A.  Hartman, 
Emery  R.  Hayhurst,  G.  Arthur  Helmick,  Louis 
T.  Hess,  Franklin  C.  Hugenberger,  W.  P.  Johnson, 

R.  W.  Kissane,  Albert  B.  Landrum,  Louis  Mark, 
W.  E.  Masters,  Myron  D.  Miller,  M.  E.  Millhon, 
John  H.  Mitchell,  Carl  V.  Moore,  Charles  S. 
Nelson,  Edith  M.  Offerman,  Joseph  Price,  George 
H.  Saville,  John  W.  Sheetz,  C.  H.  Solomonides, 
Carl  L.  Spohr,  J.  H.  J.  Upham,  Frank  Warner, 
Bruce  K.  Wiseman. 

Akron — Robert  T.  Allison,  Roy  Barnwell,  Mil- 
lard C.  Beyer,  Paul  A.  Davis,  H.  H.  Gibson, 
Harold  J.  Gordon,  E.  W.  Grubb,  Burr  M.  Hatha- 
way, Myrl  M.  Miller,  Harvey  Musser,  A.  P.  Or- 
mond, G.  K.  Parke,  Thayer  L.  Parry,  Dallas 
Pond,  W.  R.  Rechsteiner,  Jay  D.  Smith,  Carl  R. 
Steinke,  Edward  L.  Voke,  Karl  D.  Way,  Alvin  W. 
Weil,  Louis  A.  Witzman. 

Canton — William  E.  Brogden,  J.  P.  DeWitt,  E. 

S.  Folk,  Emerson  Gillespie,  George  D.  Hackett, 
Anna  R.  Hendrickson,  E.  J.  March,  Joseph  E. 
McNally,  E.  O.  Morrow,  C.  M.  Peters,  C.  A. 
Portz,  H.  M.  Schuffell,  Wylie  Scott,  L.  D.  Stoner, 
George  F.  Zinninger. 

Dayton — E.  R.  Am,  Sterling  S.  Ashmun,  Nor- 
man J.  Birkbeck,  E.  E.  Bohlender,  Charles  E. 
Burgett,  D.  B.  Conklin,  Lloyd  H.  Cox,  Arthur  M. 
Culler,  H.  V.  Dutrow,  Robert  K.  Finley,  H;  C. 
Hanning,  William  H.  Hanning,  Herbert  W.  Ken- 
dell,  Harold  F.  Koppe,  Albert  F.  Kuhl,  Elmer  C. 
Loomis,  John  W.  Millette,  Benedict  Olch,  Lydia 
L.  Poage,  Walter  M.  Simpson,  Raymond  E. 
Tyvand. 

Springfield — N.  L.  Burrell,  Joseph  N.  Hebble, 
A.  K.  Howell,  C.  W.  Hullinger,  J.  A.  Link,  Louis 
H.  Mendelson,  Alfred  H.  Potter,  Carl  H.  Reuter, 
Will  Ultes. 

Toledo — Abel  A.  Applebaum,  Allen  S.  Avery, 
Walter  W.  Brand,  A.  A.  Brindley,  Howard  G. 
Bruss,  Martin  W.  Diethelm,  Joseph  B.  Edelstein, 
Karl  D.  Figley,  Evan  G.  Galbraith,  Stanley  D. 
Giffen,  W.  W.  Green,  Barney  J.  Hein,  H.  F. 
Howe,  Arthur  P.  R.  James,  B.  A.  Karwowski, 
Philip  Katz,  Raymond  C.  King,  Adelbert  J. 
Kuehn,  L.  A.  Levison,  Edmund  C.  Mohr,  Nelson 
Morris,  John  T.  Murphy,  W.  A.  Neill,  Howard  J. 
Parkhurst,  C.  J.  A.  Paule,  Samuel  R.  Salzman, 
Richard  V.  Schneider,  C.  D.  Selby,  B.  Steinberg, 
Dudley  M.  Stewart,  Reynold  A.  Tank,  C.  W.  Wag- 
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goner,  Ira  B.  Winger,  Theo.  Zbinden,  Samuel  D. 
Zuker. 

Youngstown — Edgar  C.  Baker,  Brack  M.  Bow- 
man, James  D.  Brown,  O.  D.  Brungard,  John  R. 
Buchanan,  Colin  R.  Clark,  James  L.  Fisher,  Paul 
J.  Fuzy,  Marvin  B.  Goldstein,  Gabriel  Kramer, 
John  S.  Lewis,  Jr.,  C.  S.  Lowendorf,  W.  D.  Mc- 
Elroy,  D.  E.  Montgomery,  Ralph  R.  Morrall,  Dean 
Nesbitt,  Claude  B.  Norris,  A.  M.  Rosenblum, 
Joseph  Rosenfeld,  Henri  Schmid,  Samuel  H. 
Sedwitz,  William  M.  Skipp,  0.  J.  Walker,  Law- 
rence W.  Weller,  E.  J.  Wenaas,  Herman  S.  Zeve. 

OTHERS  WHO  REGISTERED 

Edward  I.  Stanley,  Albany;  Robert  C.  Man- 
chester, G.  Otho  Thompson,  George  M.  Wilcox, 
Albert  Wild,  Alliance;  John  C.  Henry,  Charles  R. 
Hoskins,  Athens;  Ellis  P.  Cope,  Barton;  C.  E. 
Kirkland,  Bellaire;  Wallace  H.  Buker,  Bellville; 
H.  E.  Gibson,  Blanchester;  C.  A.  Craig,  A.  B. 
Headley,  Fred  W.  Lane,  Reo  M.  Swan,  Cambridge; 
J.  W.  Coombs,  Camden;  C.  D.  Slagle,  Centerville; 
John  W.  Franklin,  Carl  R.  Jackson,  David  A. 
Perrin,  Chillicothe;  Henry  F.  Bookwalter,  Colum- 
biana; Rodney  D.  Book,  Corning;  E.  M.  Wright, 
Coshocton;  R.  H.  Wehr,  Covington. 

John  U.  Fauster,  Defiance;  W.  E.  Borden, 
James  G.  Parker,  Delaware;  George  P.  Bohlender, 
Delphos;  J.  Arthur  Mertz,  East  Liverpool;  Leon- 
ard H.  Harris,  Mu  Rosenzweig,  John  L.  Sullivan, 
Elyria;  J.  P.  Young,  Empire;  James  L.  Curtin, 
Fremont;  0.  P.  Klotz,  Findlay;  J.  C.  Sommer, 
Grove  City;  M.  E.  Nichols,  Lancaster;  Wiley  D. 
Hickey,  Leipsic;  Jack  F.  Smyth,  Lewisville;  R. 

B.  Krouse,  James  M.  McBride,  Oliver  S.  Steiner, 
J.  R.  Tillotson,  Lima;  E.  L.  Crum,  Lodi;  James 

D.  Francis,  Logan;  John  A.  Knapp,  London;  Ben- 
jamin Carlson,  Lorain. 

Leopold  Adams,  J.  M.  Garber,  R.  V.  Myers, 
Stanley  C.  Schiller,  Charles  L.  Shafer,  Ralph  C. 
Wise,  Mansfield;  S.  E.  Edwards,  M.  S.  Muskat, 
Marietta;  Harry  G.  Harris,  R.  Maskrey  Wilson, 
Martins  Ferry;  Edward  Meadow,  R.  J.  Pumphrey, 
George  N.  Wenger,  Massillon;  H.  D.  Chamber- 
lain,  McArthur;  Donald  R.  Brumley,  McComb; 

C.  T.  Atkinson,  Mabel  E.  Gardner,  Ross  A.  Hill, 
Willis  A.  Whitman,  Middletown;  H.  W.  Wertz, 
Montpelier;  Paul  H.  Cope,  Mt.  Pleasant;  0.  W. 
Rapp,  Mt.  Vernon;  H.  B.  Anderson,  Newark;  J. 
Herbert  Bain.  New  Concord;  L.  L.  Frick,  North 
Canton;  R.  W.  Bradshaw,  Oberlin;  W.  B.  Light, 
Ottawa;  P.  C.  Hartford,  Palestine;  James  R. 
McAuley,  A.  B.  Ossege,  Perrysburg. 

John  F.  Beachler,  Piqua;  G.  A.  Woodhouse, 
Pleasant  Hill;  D.  A.  Berndt,  C.  L.  Ferguson, 
George  E.  Obrist,  Portsmouth;  F.  R.  Crowgey, 
L.  F.  Derfus,  Salem;  R.  L.  Schilling,  Spencer;  F. 

E.  Cunningham,  St.  Bernard;  Lewis  L.  Liggett, 
St.  Clairsville;  Howard  H.  Minor,  J.  R.  Moss- 
grove,  S.  J.  Podlewski,  M.  H.  Rosenblum,  Albert 
E.  Weinstein,  Steubenville;  Paul  J.  Leahy,  R.  F. 
Maehamer,  Victor  L.  Magers,  Tiffin;  L.  N.  Lin- 
denberger,  Kenneth  F.  Lowry,  G.  E.  McCullough, 
Troy;  F.  E.  Lowry,  Urbana. 

S.  A.  Edwards,  James  R.  Jarvis,  J.  B.  Samp- 
sell,  Van  Wert;  S.  J.  Shapiro,  Warren;  Charles 
C.  Berlin,  R.  C.  Hunter,  Wapakoneta;  Ralph  D. 
Faus,  Wellington;  J.  C.  Steiner,  Willard;  Warren 
Payne,  Willoughby;  Kelley  Hale,  Wilmington; 
Lyman  A.  Adair,  Alonzo  C.  Smith,  Wooster;  Ben 
R.  McClellan,  Reyburn  McClellan,  Xenia;  L.  L. 
Taylor,  Yellow  Springs. 


A.M.A.  Committee  Sets  Rules  Covering 
Cosmetic  and  Soap  Advertisements 

The  following  general  decisions  of  the  Ad- 
visory Committee  on  Advertising  of  Cosmetics 
and  Soaps  of  the  American  Medical  Association 
have  been  released  for  publication. 

1.  The  committee  is  unable  to  accept  any 
statement  to  the  effect  that  a product  is  non- 
allergic,  allergen  free  or  synthetic  nonallergic, 
because  even  the  simplest  preparation  may  be 
allergic  to  a susceptible  person. 

2.  Such  products  as  “skin  fresheners”  and 
“tissue  creams”  are  not  acceptable  for  advertis- 
ing, because  there  is  no  evidence  that  tissue  can 
be  nourished  or  skin  freshened  by  cosmetic 
preparations. 

3.  Hair  or  scalp  tonics  or  lotions  for  which 
therapeutic  claims  are  made,  such  as  treatment 
of  falling  hair,  dandruff  or  scalp  infections,  are 
not  acceptable  for  advertising.  (Preparations  for 
therapeutic  treatment  of  skin  diseases  come 
under  the  purview  of  the  Council  on  Pharmacy 
and  Chemistry  and  must  comply  with  its  rules.) 

4.  The  composition  of  all  cosmetics  must  be 
openly  declared,  either  on  the  label  or  in  litera- 
ture which  may  be  obtained  on  request  from  the 
manufacturer.  In  addition,  the  manufacturer 
must  agree  to  furnish  to  any  physician  who 
makes  inquiry  the  names  of  the  dyes  and  their 
chemical  composition  and  the  names  of  the  per- 
fumes used  in  any  of  the  cosmetic  preparations. 

5.  The  statement  “Accepted  for  Advertising  in 
Publications  of  the  American  Medical  Associa- 
tion” may  not  be  used  in  connection  with  a firm’s 
products  unless  all  the  products  referred  to  in 
the  display  or  advertisement  are  acceptable  for 
advertising.  If  all  the  products  are  not  accept- 
able, then  the  firm  must  name  the  products 
which  are  acceptable  for  advertising. 


Act  Limiting  Hours  of  Work  By  Women 
Employes  Effective  August  19 

Ohio’s  new  law  governing  the  hours  of  labor 
for  women  and  minors,  passed  at  the  recent  ses- 
sion of  the  Legislature,  will  become  effective 
August  19,  1937.  It  provides  for  a maximum  48- 
hour  week  and  8-hour  day  for  women.  Physicians 
and  nurses  engaged  in  private  practice  and  who 
are  private  contractors  are  not  subject  to  the 
law.  Women  who  are  professional  employes  in 
hospitals  organized  and  operated  not  for  profit 
are  exempted.  Women  employed  as  secretaries, 
technicians,  nurses,  etc.,  by  physicians  are  sub-  , 
ject  to  the  provisions  of  the  law. 

The  Division  of  Factory  and  Building  In- 
spection of  the  State  Department  of  Industrial 
Relations,  which  will  supervise  the  administra- 
tion of  the  law,  will  have  regulations  covering 
its  provisions  completed  by  the  effective  date.  An 
explanation  of  these  regulations  will  be  pub- 
lished in  The  Journal  when  they  are  available. 


ESTABLISHMENT  OF  MENTAL  DISEASE  CLINICS  AUTHORIZED  BY 
OHIO  LEGISLATURE;  CHIEF  PROVISIONS  OF  ACT  ANALYZED 


A DIVISION  of  mental  diseases  in  the  State 
Department  of  Public  Welfare  and  out- 
patient services  for  the  mentally  ill  will 
be  established  in  Ohio  the  first  of  next  year,  or 
shortly  thereafter,  under  the  provisions  of  an 
act  (Substitute  House  Bill  545)  enacted  by  the 
Ninety-Second  General  Assembly  the  latter  part 
of  April  during  the  closing  hours  of  its  regular 
session. 

The  bill  was  drafted  by  the  Ohio  Probate 
Judges’  Association.  It  was  introduced  late  in 
the  legislative  session.  The  act  itself  appropri- 
ates $21,100  for  expenses  of  the  division  of 
mental  diseases,  including  salaries.  It  has  been 
estimated  that  an  additional  $1,000,000  will  be 
necessary  to  establish  the  out-patient  clinics. 
The  Governor  has  indicated  his  intention  of 
asking  the  Legislature  to  make  such  an  ap- 
propriation. 

In  addition,  the  act  recodifies  and  revises  all 
the  existing  statutes  relating  to  the  commitment, 
release  and  transfer  of  insane,  feeble-minded 
and  epileptic  persons. 

Chief  provisions  of  the  act  are  summarized  in 
the  following  paragraphs: 

1.  The  intent  and  purpose  of  the  act  are 
defined  in  the  act  as  follows:  “To  provide 

humane  and  medical  treatment  and  care,  pre- 
ventive and  curative,  for  mentally  ill,  feeble- 
minded and  epileptic  persons;  to  promote  the 
study  of  the  causes  of  mental  illness,  insanity, 
feeble  minds  and  epilepsy,  with  a view  to 
the  earliest  possible  cure  and  ultimate  preven- 
tion; to  protect  the  people  of  Ohio  from  the 
ultimate  danger  and  unnecessary  expense  that 
results  from  placing  in  a penal  institution  insane 
and  mentally  defective  persons  who  require  for 
their  own  safety  and  the  protection  of  society, 
present  and  future,  treatment  or  detention  in  a 
hospital  for  the  mentally  ill  or  insane;  to  secure, 
by  uniform  and  systematic  management  and 
treatment,  the  highest  attainable  degree  of 
economy  and  efficiency  in  the  administration  of 
the  state  institutions  defined  in  this  act  con- 
sistent with  the  objects  in  view”. 

2.  There  will  be  a commissioner  of  mental 
diseases,  appointed  by  the  Governor  for  a term  of 
five  years,  at  a salary  of  $6,500  per  annum.  He 
and  at  least  two  members  of  an  advisory  council 
of  four  persons  must  be  physicians,  “expert  in 
the  care  and  treatment  of  the  mentally  ill”.  The 
members  of  the  advisory  council  will  be  appointed 
by  the  Governor  for  terms  of  four  years.  They 
will  not  receive  a salary  but  will  be  reimbursed 
for  expenses.  The  commissioner,  with  the  ap- 
proval of  the  State  Director  of  Public  Welfare, 


may  appoint  two  assistant  commissioners  each  at 
a salary  of  $4,500  annually  and  both  of  whom 
must  be  physicians  with  at  least  five  years’  in- 
stitutional experience  in  the  care  and  treatment 
of  the  mentally  ill.  The  State  Director  of  Public 
Welfare  will  be  the  executive  and  administrative 
head  of  the  division.  The  commissioner  will  have 
complete  charge,  supervision  and  full  responsi- 
bility in  all  matters  relating  to  the  treatment 
and  care  of  the  mentally  ill.  The  director  and 
commissioner  have  authority  to  adopt  rules  and 
regulations  governing  the  division  and  all  state 
institutions  controlled  by  the  division. 

3.  Within  the  division  of  mental  diseases  there 
will  be  a department  of  mental  hygiene  under  the 
supervision  of  the  commissioner  of  mental  dis- 
eases. The  functions  of  that  department  will  be 
to  take  cognizance  of  all  matters  affecting  the 
mental  health  of  the  citizens  of  Ohio,  to  make 
scientific  and  medical  investigations  and  inquiries 
relative  to  the  cause  and  prevention  of  mental 
illness,  to  collect  and  disseminate  information  on 
this  subject,  and  to  define  “what  physical  ail- 
ments, habits  and  conditions  surrounding  employ- 
ment are  to  be  deemed  dangerous  to  mental 
health”. 

4.  The  division  of  mental  diseases  may  receive 
any  grant,  devise,  gift  or  bequest  to  the  state  or 
division  for  the  use  and  benefit  of  persons  under 
its  control  in  any  institution  or  for  any  institu- 
tion under  its  control,  or,  if  the  trust  so  provides, 
for  expenditure  upon  any  work  the  division  is 
authorized  to  undertake. 

5.  The  Director  of  Public  Welfare,  with  the 
advice  and  approval  of  the  commissioner  of  men- 
tal diseases  and  the  advisory  council,  will  ap- 
point, subject  to  civil  service  regulations,  all 
employes  of  the  division  and  of  institutions 
under  the  control  of  the  division,  and  fix  their 
salaries  and  wages. 

6.  The  commissioner  is  empowered  to  pre- 
scribe forms,  certificates,  orders,  etc.,  relating  to 
commitment,  release  and  examinations. 

7.  Institutions  under  the  supervision  of  the 
division  of  mental  diseases  will  be  the  existing 
Athens,  Cleveland,  Columbus,  Dayton,  Lima, 
Longview,  Massillon  and  Toledo  state  hospitals; 
the  Columbus,  Orient  and  Apple  Creek  institu- 
tions for  the  feeble-minded;  and  the  Gallipolis 
hospital  for  epileptics;  and  other  similar  institu- 
tions which  may  be  established. 

8.  The  act  authorizes  the  development  of  a 
state-wide  system  of  psychopathic  hospital  ser- 
vice through  out-patient  clinics  “for  the  observa- 
tion, care  and  treatment  of  the  mentally  ill,  and 
especially  for  those  whose  condition  is  incipient, 
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mild  or  of  possible  short  duration”.  The  division 
may  establish,  construct,  purchase,  lease  or  con- 
tract for  such  out-patient  hospitals,  either 
separate  from  or  connected  with  existing  or 
future  state  hospitals.  The  first  step  will  be  to 
establish  out-patient  hospitals  in  connection  with 
existing  state  hospitals,  except  at  Lima.  As  ad- 
ditional out-patient  hospitals  are  established,  new 
districts  to  be  served  will  be  created.  The  out- 
patient hospitals  will  serve  as  detention  hos- 
pitals preceding  hearing  and  commitment  by  the 
probate  court  if  it  is  feasible  to  use  them.  A 
plan  of  voluntary  commitment  for  observation 
and  treatment  in  an  out-patient  hospital  is  pro- 
vided. Application  for  voluntary  admission  must 
be  made  to  the  superintendent  of  the  out-patient 
hospital.  Such  applicants  may  be  admitted  for 
observation  for  a period  not  to  exceed  10  days. 
Dypsomaniacs,  inebriates,  narcotics,  alcoholic, 
feeble-minded  and  epileptics  cannot  be  retained 
for  treatment.  The  period  of  treatment  shall  not 
exceed  60  days. 

9.  The  division  will  have  the  right  to  supervise 
and  inspect  all  institutions  for  the  mentally  ill 
maintained  in  whole  or  in  part  by  public  funds 
or  by  any  political  subdivision. 

10.  Privately-owned  and  operated  hospitals  and 
institution^  for  the  treatment  of  the  mentally 
ill  and  insane  must  obtain  a license  from  the 
division  of  mental  diseases.  Such  hospital  or  in- 
stitution will  be  subject  to  inspection  and  visita- 
tion by  the  division  and  must  be  in  charge  of  a 
licensed  physician  having  at  least  three  years’ 
practical  experience  in  the  treatment  of  the 
mentally  ill.  Licenses  will  be  for  one  year  at 
fees  fixed  by  the  division.  If  a privately-owned 
hospital  or  institution  furnishes  care  only  and 
at  private  expense,  not  treatment,  no  license  will 
be  required. 

11.  The  following  definitions  are  provided  in 
Section  22  of  the  act: 

(a)  Mentally  ill  means  the  condition  of 
any  person  who  is  or  who  appears  to  be  in- 
sane as  defined  in  this  section,  or  so  mentally 
disturbed  or  mentally  defective  as  to  require 
for  his  own  protection  or  the  protection  of 
society,  care,  control  or  treatment,  or  a per- 
son so  addicted  to  the  intemperate  use  of 
narcotics  or  stimulants,  as  to  require  for 
his  own  protection,  or  the  protection  of  so- 
ciety, care,  control  or  treatment. 

(b)  Insane  means  the  condition  of  any  per- 
son determined  to  have  a prolonged  and  per- 
sistent departure  from  the  individual’s  normal 
standard  of  thinking,  feeling  or  acting;  or 
any  person  who  is  mentally  ill  as  herein  de- 
fined and  whose  condition  is  either  incurable 
or  requires  a type  of  or  duration  of  treat- 
ment that  cannot  be  given  except  in  a state 
hospital. 

(c)  Feeble-minded  means  the  condition  of 


any  person  having  a mental  age  of  12  years 
or  less  and  having  an  intelligence  quotient  of 
69  or  less,  or,  if  a child  under  16  years  of  age, 
an  intelligence  quotient  from  25  or  40  in- 
clusive. It  includes  idiots,  imbeciles  and 
morons. 

(d)  Idiot  is  a mentally  defective  person 
having  an  intelligence  quotient  of  less  than 
25. 

(e)  Imbecile  is  a mentally  defective  person 
having  an  intelligence  quotient  from  25  to 
50  inclusive. 

(f)  Moron  is  a mentally  defective  person 
having  an  intelligence  quotient  of  not  less 
than  50  or  more  than  69. 

(g)  Epileptic  means  the  condition  of  a per- 
son who  is  or  appears  to  be  afflicted  with 
epilepsy,  and  includes  the  sane  epileptic  as 
well  as  those  whose  epileptic  condition  is 
accompanied  by  insanity  or  mental  illness, 
regardless  of  whether  the  epileptic  condition 
preceded  or  followed  the  insanity  or  mental 
illness. 

12.  After  proper  examination  and  hearing,  the 
probate  court  may  discharge  a person  charged 
with  being  mentally  ill  or  may  commit  him  to  an 
out-patient  hospital  for  observation  and  treat- 
ment, to  a state  hosiptal,  to  a U.  S.  government 
hospital,  to  a convalescent  home,  to  the  county 
home  or  to  the  custody  of  a relative,  friend  or 
other  suitable  person. 

13.  Medical  witnesses  used  by  the  court  must 
be  registered  physicians  with  at  least  thi’ee  years’ 
experience  in  the  practice  of  medicine.  Fees  of 
physicians  called  as  medical  witnesses  will  be 
$7.50. 

14.  Transfer,  on  authorization  of  the  commis- 
sioner of  mental  diseases,  of  inmates  from  one 
institution  to  another  and  from  state  institutions 
to  convalescent  or  county  homes  is  provided  for. 

15.  Until  such  time  as  the  state  has  provided 
institutions  and  facilities  authorized  in  the  act, 
the  county  commissioners  of  any  county,  upon 
the  request  of  the  probate  judge,  may  provide 
facilities  for  the  maintenance,  care  or  treatment 
of  mentally  ill  and  insane  residing  in  that  county. 
Facilities  may  be  a hospital  or  ward,  or  other 
suitable  place.  The  county  commissioners  may 
contract  with  the  trustees  of  an  established  gen- 
eral hospital  or  with  the  authorities  having 
charge  of  a municipal  hospital.  Such  hospitals 
shall  be  known  as  “detention  hospitals”.  Persons 
charged  with  being  mentally  ill  or  insane  may  be 
committed  by  the  court  to  such  detention  hos- 
pital for  observation,  pending  discharge  or  com- 
mitment to  a state  institution.  Cost  of  mainte- 
nance and  care  of  persons  confined  in  a detention 
hospital,  pending  removal  to  a state  institution, 
will  be  divided  equally  by  the  state  and  the 
county  from  which  such  persons  are  committed. 


INCREASE  IN  OHIO  DEATH  RATE  IN  1936  SHOWN  IN  REPORT  OF 
DIVISION  OF  VITAL  STATISTICS;  FIGURES  TABULATED 


INTERESTING  information  concerning  mor- 
tality statistics  in  Ohio  during  1936,  as 
compared  with  1935,  is  contained  in  the  fol- 
lowing report  compiled  for  The  Journal  by  I.  C. 
Plummer,  chief,  Division  of  Vital  Statistics, 
State  Department  of  Health: 

An  increase  of  10  deaths  each  day  during  the 
year  1936  was  reported,  over  the  year  1935,  ac- 
cording to  the  records  filed  in  the  State  Depart- 
ment of  Health,  Division  of  Vital  Statistics.  The 
total  number  of  deaths  exceeded  the  reports  of 
all  other  years  since  the  establishment  of  regis- 
tration in  the  state,  save  the  year  1918,  which 
recorded  the  great  influenza  epidemic,  causing 
14,986  deaths. 

The  increase  was  3,704  deaths,  or  a total  of 
80,942  in  1936,  with  a death  rate  of  11.2  per 
1,000  population,  as  compared  with  77,238  in 
1935,  with  a death  rate  of  10.8. 

Typhoid  fever  with  an  increase  in  the  number 
of  deaths  during  the  month  of  September  and 
acute  anterior  poliomyelitis  with  an  increase  in 
September  and  October  were  the  only  causes  of 
death  tabulated  among  the  infectious  and  para- 
sitic diseases  showing  a marked  increase  over  the 
year  1935. 

The  months  of  January,  May  and  June  for 
1936  were  the  only  months  in  which  the  number 
of  deaths  was  not  greater  than  for  the  year 
1935.  Pneumonia  averaged  746  deaths  for  the 
months  of  January,  February,  March,  April  and 
December.  The  increase  in  the  number  of  deaths 
due  to  diarrhea  and  enteritis  (under  two  years 
of  age)  was  159,  and  about  60  per  cent  of  all 
deaths  from  this  cause  occurred  during  the 
months  of  August,  September  and  October. 

Increases  were  recorded  in  the  following 
causes:  Typhoid  fever,  acute  anterior  poliomye- 
litis, diabetes,  cerebral  hemorrhage,  diseases  of 
the  heart,  pneumonia,  diarrhea  and  enteritis 
(under  two  years  of  age),  nephritis,  conflagra- 
tion. accidental  burns,  accidental  falls,  railroad 
accidents  and  total  of  fatal  accidents. 

Decreases  were  noted  in  the  following  im- 
portant causes  of  death:  Measles,  scarlet  fever, 
diphtheria,  epidemic  cerebrospinal  meningitis, 
tuberculosis,  cancer,  the  puerperal  state,  suicide, 
homicide  and  automobile  accidents. 

Eighty-five  deaths  resulted  from  gunshot 
wounds  during  1936.  Nine  deaths  occurred  from 
gunshot  wounds,  while  hunting,  during  November 
and  December. 

Undulant  fever  caused  4 deaths,  rabies  2 and 
tularemia  (rabbit  fever)  11  during  1936.  Forty- 
one  deaths  from  tularemia  have  been  reported  in 
the  state  since  1929,  with  16  being  reported  from 
Hamilton  County. 


Tabulated  below  are  the  principal  causes  of 
death,  with  rates  per  100,000  population  for  the 
year  1936  compared  with  1935: 


No. 

1935 

No. 

1936 

Rate 

1935 

Rate 

1936 

Typhoid  fever  

97 

116 

1.36 

1.64 

Smallpox  - — - 

1 



.01 

Measles  

145 

41 

2.04 

.57 

Scarlet  fever  — . 

233 

156 

3.28 

2.21 

Whooping  cough  

187 

185 

2.63 

1.15 

Diphtheria  - 

178 

117 

2.50 

1.52 

Influenza  . - - 

1708 

1341 

24.03 

18.75 

Acute  anterior  poliomyelitis  — 

31 

54 

.44 

.75 

Lethargic  encephalitis  — 

Epidemic  cerebrospinal 

70 

59 

.98 

.82 

meningitis  - 

228 

142 

3.21 

1.98 

Rabies  ...  - — . 

2 

3 

.03 

.04 

Tuberculosis  (all  forms) 

3602 

3554 

50.68 

49.39 

Cancer  (all  forms) 

8631 

8546 

121.44 

118.77 

Diabetes  

1742 

1850 

24.51 

25.85 

Diseases  of  the  nervous  system 

8077 

9174 

113.64 

127.51 

Cerebral  hemorrhage  

7204 

7817 

101.36 

108.73 

Diseases  of  circulatory  system  _ 

19116 

20692 

268.96 

287.54 

Diseases  of  the  heart 

Diseases  of  the  respiratory 

17121 

18818 

240.88 

261.75 

system  

6009 

6981 

84.54 

97.10 

Pneumonia  (all  forms) 

Diseases  of  the  digestive 

5339 

6019 

75.12 

84.62 

system  

Diarrhea  and  enteritis 

4462 

4811 

62.88 

66.92 

(under  2 years)  - 

Diseases  of  genito-urinary 

400 

559 

5.63 

7.77 

system  — 

6478 

6752 

91.14 

102.92 

Nephritis  - 

5439 

5850 

76.53 

80.37 

The  puerperal  state  — - 

Malformations  and  diseases 

626 

512 

8.81 

7.12 

peculiar  to  early  infancy 

3166 

3130 

44.57 

37.53 

Suicide  - -- 

1036 

1025 

14.58 

14.26 

Homicide  — 

466 

426 

6.56 

5.93 

Conflagration  

Accidental  burns 

80 

100 

1.13 

1.39 

(conflagration  ex.)  

302 

323 

4.25 

4.49 

Accidental  falls  

1744 

2020 

24.54 

28.09 

Railroad  accidents  — 

416 

464 

5.86 

6.45 

Streetcar  accidents  

69 

66 

.97 

.92 

Automobile  accidents  

2177 

2155 

30.63 

30.07 

All  other  accidents 

1528 

2070 

21.48 

28.80 

Total  accidents  

6316 

7198 

88.86 

101.02 

All  other  causes - 

4630 

4339 

65.12 

60.35 

GRAND  TOTAL  — — — 

77238 

80942 

1084.28 

1125.01 

Reward  Offered  For  Book  Racketeer 

A reward  of  $100  is  offered  by  the  C.  V.  Mosby 
Company,  St.  Louis,  Mo.,  publishers  of  medical 
books,  for  the  apprehension  of  H.  A.  Jacobs, 
alias  S.  Heller,  F.  Nathans,  B.  Samuels,  B.  Gor- 
don, B.  Marks,  B.  Simon  and  Blum,  who  has  been 
traveling  all  over  the  country  posing  as  a repre- 
sentative of  the  Mosby  Company,  and  alleged  to 
have  been  collecting  money  for  ridiculous  bar- 
gains in  subscriptions  for  medical  and  dental 
journals.  Jacobs  is  described  as  follows:  40 

years  old;  five  feet  three  inches  high,  185  pounds 
in  weight,  poor  teeth — one  front  tooth  missing 
fair  complexion  and  of  the  Hebrew  race.  Over  90 
physicians  and  dentists  throughout  the  country 
have  been  victimized,  the  company  reports.  Any 
physician  who  is  approached  by  someone  who 
answers  the  above  description  should  com- 
municate immediately  with  local  police  officials. 
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TRANSPARENT  WOMAN  IS  FEATURE  OF  EXHIBIT  SPONSORED  BY 
CLEVELAND  ACADEMY  AT  GREAT  LAKES  EXPOSITION 


Dr.  John  Dickenson,  president,  Cleveland  Academy  of  Medicine;  Dr.  J.  H.  J.  Upham,  president, 
American  Medical  Association;  Camp  Transparent  Woman. 


ONE  of  the  outstanding  educational  features 
of  the  Great  Lakes  Exposition  in  Cleve- 
land is  the  section  devoted  to  health  and 
medicine  in  the  “Making  of  a Nation”. 

Arranged  by  the  Academy  of  Medicine  of 
Cleveland,  through  a special  committee  com- 
prised of  Dr.  H.  C.  King,  chairman,  Dr.  R.  L. 
Haden  and  Dr.  Robert  Stecher,  the  health  dis- 
play consists  of  the  Camp  Transparent  Woman; 
a comprehensive  exhibit  in  three-dimension  form 
by  the  American  Medical  Association,  depicting 
the  progress  of  medicine;  an  exhibit  loaned  by 
the  Eastman  Kodak  Company  showing  a full 
length  X-ray  film  of  the  human  body  and  films 
of  normal  and  abnormal  conditions  of  interest  to 
the  public;  a public  health  exhibit  of  the  Metro- 
politan Life  Insurance  Company  showing  the 
aspects  of  cardiovascular  disease;  an  exhibit  by 
the  United  States  Public  Health  Service  on  un- 
dulant  fever;  “American  Medicine,  Past  and 


Present”,  by  The  Cleveland  Museum  of  His- 
torical and  Cultural  Medicine,  and  models  of  the 
glands  of  internal  secretion  by  the  Cleveland 
Clinic. 

The  Transparent  Woman,  brought  to  the  Ex- 
position through  the  courtesy  of  S.  H.  Camp, 
Jackson,  Michigan,  attracted  much  attention  at 
the  recent  Atlantic  City  meeting  of  the  American 
Medical  Association.  The  life-size  figure  is  con- 
structed entirely  of  a transparent  material,  cell- 
horn,  making  every  organ,  including  veins  and 
the  circulatory  system  clearly  visible  to  the  ob- 
server. It  is  the  result  of  20  years  of  laboratory 
research  and  was  achieved  through  the  combined 
efforts  of  wood  carvers,  electricians,  laboratory 
workers,  artists,  sculptors,  medical  authorities 
and  scientists  of  the  Hygiene  Museum,  Dresden, 
Germany.  Its  actual  construction  took  nearly 
two  years.  The  figure  stands  on  a gleaming 
round  silver  mounting  in  the  center  of  the  opaque 
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glass-covered  interior  of  an  octagonal  walnut 
wood  base.  Inside  the  glass  interior  are  121 
lamps  which  illuminate  the  figure  indirectly  after 
each  demonstration.  Inside  the  figure  itself  are 
20  sets  of  two  lamps  each  which  light  up  each 
organ  in  sequence  while  the  exhibit  is  being 
demonstrated. 

Over  300  members  of  the  medical  profession 
and  their  guests  attended  a preview  of  the 
Transparent  Woman  at  the  Cleveland  Exposition, 
June  15.  Dr.  John  Dickenson,  president  of  the 
Academy  of  Medicine  of  Cleveland,  presided  at 
the  unveiling  ceremony,  which  was  broadcast 
over  WGAR  and  the  Mutual  Network.  Speakers 
included  Dr.  J.  H.  J.  Upham,  Columbus,  Presi- 
dent of  the  American  Medical  Association;  Dr. 
T.  Wingate  Todd,  professor  of  anatomy,  Western 
Reserve  University  School  of  Medicine;  Dr.  H.  J. 
Knapp,  City  Health  Commissioner,  Cleveland; 
and  Fred  W.  Ramsey,  City  Welfare  Director, 
Cleveland. 

The  Camp  Transparent  Woman  will  be  dis- 
played throughout  the  duration  of  the  Exposition 
(until  early  in  September),  and  will  be  demon- 
strated hourly  by  a lecturer  from  the  Western 
Reserve  University  School  of  Medicine.  At  the 
close  of  its  American  tour,  the  figure  will  be  pre- 
sented to  some  prominent  medical  school  or 
museum  for  permanent  exhibition. 


Radioclast?  What  Is  It?  Answer  Easy 
After  Careful  Reading  of  Sales  Letter 

“What  do  you  know  about  the  machine  known 
as  the  Auto  Electronic  Radioclast?” 

“What  does  it  do;  how  does  it  operate;  are  the 
claims  made  for  it  justifiable?” 

Doubtless,  some  Ohio  physicians  have  had  these 
questions  popped  to  them  during  recent  months 
by  patients  and  acquaintances.  Queries  have  been 
received  at  the  State  Headquarters  Office  of  the 
State  Medical  Association  from  physicians,  as 
well  as  laymen.  Advertisements  about  this  “won- 
derful” discovery  have  been  published  in  the 
daily  newspapers  and  the  public  invited  by  cer- 
tain limited  practitioners  to  “take  advantage”  of 
the  “benefits”  offered  by  this  latest  device  for 
which  diagnostic  and  therapeutic  claims — start- 
ling to  say  the  least — have  been  made; 

Information  regarding  the  radioclast  has  been 
obtained  from  reliable  sources  and  part  of  it  is 
presented  here  so  that  Ohio  physicians  will  be 
able  to  properly  advise  those  making  inquiries. 
After  reading  the  following,  a physician  will 
realize  that  this  is  not  an  advertisement  for  the 
radioclast — quite  the  contrary.  He  should  not  be 
backward  in  telling  his  patients  and  acquaintances 
that  the  great  P.  T.  Barnum  still  has  many 
imitators. 

The  radioclast  is  made  at  Tiffin,  Ohio.  It  ap- 
pears to  be  another  one  of  those  devices  which 


are  usually  known  as  “radionic”  machines.  Chiro- 
practors and  other  limited  practitioners  are  using 
and  promoting  it.  That  fact  alone  answers  many 
questions.  Judging  from  the  prices  quoted— $750 
F.O.B.  for  the  “Magic  Eye”  model  and  $165  for 
the  “special  treatment  unit” — it  is  one  of  those 
things  which  just  has  to  be  good  whether  you 
think  so  or  not. 

Great  claims  are  made  for  the  radioclast  by 
its  promoters.  The  following  sales  letter  issued 
by  the  company  is  a sample  of  what  the  makers 
of  this  machine  think  about  it.  To  anyone  pos- 
sessing even  an  elementary  knowledge  of  the 
anatomy  and  functions  of  the  human  body,  the 
promotional  matter  will  have  no  appeal,  but,  of 
course,  it  is  intended  for  the  uninformed.  Here 
is  what  the  radioclasters  have  to  say  about  their 
baby:  * 

“The  Auto  Electronic  Radioclast  is  the  result 
of  more  than  fifteen  years  of  research  and  manu- 
facturing. It  has  been  improved  from  time  to 
time  until  now  it  is  without  doubt  the  most  up- 
to-date  instrument  of  its  kind  on  the  market.  It 
has  many  new  and  improved  features  found  ex- 
clusively in  the  Radioclast. 

“With  the  use  of  the  Radioclast  you  should  be 
able  to  measure  the  patient’s  vitality,  to  properly 
diagnose  the  patient’s  condition  and  determine 
exactly  the  ailment  from  which  your  patient  is 
suffering,  to  locate  the  focal  point  of  infection, 
its  area  and  severity.  You  can  test  the  com- 
patibility of  foods,  select  the  proper  diet,  and 
prescribe  the  correct  treatment  for  restoration  of 
health.  You  can  be  assured  from  your  own 
diagnoses  whether  the  disease  is  due  to  nerve 
pressure  caused  by  a subluxated  vertebra  or  from 
internal  pathological  conditions  or  infections. 

“Our  great  advantage  claimed  for  the  Radio- 
clast is  instead  of  playing  on  diseased  vibrations, 
or  a mechanical  rate  of  vibrations  against  the 
patient’s  body,  the  instrument  delivers  HEALTH 
VIBRATIONS  also.  The  instrument  is  con- 
structed to  pick  up  vibrations  just  as  they  are 
thrown  off  by  the  instrument,  amplified  many 
times  and  returned  to  the  patient  as  attuned 
health  vibrations.  The  patient  therefore  makes 
his  own  rate,  and  there  is  no  chance  for  any  mis- 
take in  the  rate  of  treatment. 

“The  method  of  Electronic  Diagnosis  and  treat- 
ment has  come  to  stay,  and  is  taking  its  place 
among  the  recognized  methods  of  diagnosing  and 
treating.  The  diagnostic  part  of  the  Radioclast 
is  tremendously  important,  but  the  treatment 
part  is  equally  essential.  After  you  have  found 
the  patient’s  conditions  and  ailments,  the  most 
important  thing  the  patient  is  interested  in  is  to 
get  well.  Results  obtained  with  the  Radioclast 
are  most  remarkable. 

“Anyone  interested  in  getting  his  patients  well 
in  as  short  a time  as  possible,  and  in  building  up 
a larger  and  more  profitable  practice,  cannot 
afford  to  be  without  a Radioclast.” 

With  the  above  description  (emanating,  re- 
member, from  the  headquarters  of  radioclast), 
we  conclude,  except  to  state  that  there  was  once 
a man  who  prescribed  the  left  hind  foot  of  a 
rabbit  caught  in  a churchyard  in  the  dark  of  the 
moon  as  a sure-fire  cure  for  what  ails  you. 


In  Our  Opinion: 


Comments  on  Current  Economic  and  Social 
Questions  and  Professional  Problems; 
Suggestions  Regarding  Organized  Activities 


Ohio  is  proud  to  have  had  two  representatives 
among  the  physicians  to  whom  a signal  tribute 
was  paid  by  the  House  of  Delegates  of  the 

American  Med- 

Drs.  McClellan  and  Upham  ical  Associa- 
tion at  the  re- 
cent Atlantic 
Long,  Distinguished  Service  City  session 

for  their  long 

and  distinguished  service  in  that  official  body  of 
organized  medicine. 

Organized  medicine  in  Ohio  joins  with  the 
parent  body  in  honoring  Dr.  Ben  R.  McClellan, 
Xenia,  former  president  of  the  Ohio  State  Medi- 
cal Association  and  who  served  his  twenty-fourth 
session  as  a delegate  from  Ohio  to  the  A.M.A.  at 
the  Atlantic  City  meeting,  and  Dr.  J.  H.  J. 
Upham,  Columbus,  former  president  of  the  State 
Association  and  now  president  of  the  A.M.A., 
who  commemorated  24  years  of  continuous  ser- 
vice in  the  official  proceedings  of  the  national 
organization. 

In  requesting  the  House  of  Delegates  of  the 
A.M.A.  to  express  its  appreciation  to  Dr.  Mc- 
Clellan, Dr.  Upham  and  the  other  men  so  honored, 
Dr.  Nathan  B.  Van  Etten,  New  York,  speaker  of 
the  House  of  Delegates,  said: 

“Their  long  and  distinguished  service  has  ma- 
terially strengthened  the  respect  in  which  the 
House  of  Delegates  is  held  by  American  physi- 
cians.” 

The  medical  profession  of  Ohio  does  not  have 
to  be  reminded  of  the  active  and  meritorius 
services  which  have  been  performed  for  many 
years  by  Dr.  McClellan  and  Dr.  Upham  in  the 
interests  of  the  medical  profession  and  the  public 
in  general.  A chapter  could  be  written  concern- 
ing their  distinguished  activities,  their  genuine 
enthusiasm  and  their  beneficial  influence.  The 
remarkable  thing  is  that  their  long  period  of 
active  service  has  not  dampened  their  enthusiasm 
or  dimmed  their  perception.  Both  are  just  as 
eager  today  as  they  were  a quarter  of  a century 
ago  to  put  their  shoulder  to  the  wheel  and  assist 
organized  medicine  in  its  attempts  to  solve  the 
ever-increasing  number  of  problems  confronting 
both  the  profession  and  the  public. 

There  are  others  among  the  medical  profession 
of  Ohio  who  "have  given  faithfully  and  tirelessly 
of  their  time  and  efforts  in  the  work  of  organized 
medicine  for  comparatively  shorter  periods  of 
time. 

None  of  these  has  served  as  long  as  Dr.  Mc- 
Clellan and  Dr.  Upham.  Nevertheless  they  have 
served  well  and  effectively  and  still  are  in  the 


Honored  by  A.M.A 


saddle.  They  too  deserve  a vote  of  appreciation 
from  organized  medicine. 

The  thousands  of  physicians  of  Ohio  who  at 
present  are  enjoying  the  benefits  and  services 
which  organized  medicine  offers  would  be  un- 
grateful should  they  fail  to  realize  that  medical 
organization  has  thrived  because  it  has  had 
proper  leadership  at  the  hands  of  those  whom  we 
regard  as  “veterans”. 

Organized  medicine  will  continue  to  grow 
in  scope  and  influence  if  leadership  of  the  same 
caliber  is  provided.  The  answer  lies  with  that 
generation  of  physicians  immediately  succeeding 
the  veteran  group.  Organized  medicine  must  look 
to  them  to  generate  the  power  which  will  keep 
the  wheels  of  medical  organization  turning.  This 
organization  nor  any  other  can  coast  along  on 
past  performances  no  matter  how  distinguished 
they  may  have  been.  New  blood,  new  energy,  new 
manpower  must  be  in  reserve  at  all  times.  These 
are  not  always  available  because  of  the  reluct- 
ance on  the  part  of  too  many  members  to  step 
in  and  do  their  part.  Organized  medicine  is  proud 
of  the  records  which  have  been  made  by  its  elder 
statesmen.  At  the  same  time  it  realizes  the  cold 
truth  that  it  can  not  depend  upon  them  in- 
definitely to  fight  its  battles  and  shoulder  its  re- 
sponsibilities. It  must  have  recruits.  Will  you  be 
one  ? 

Vindictiveness  and  denunciations  are  indicative 
of  a weakness  in  argument. — Senator  Joseph  T. 
Robinson. 

Indications  are  that  a revival  of  the  old  ad- 
moniton  “Investigate  before  You  Invest”  is 
timely.  An  unusual  number  of  reports  of  “gyping” 

of  physicians  have 
been  received  at 
the  State  Head- 
quarters  Office. 
They  include  fly- 
by-night  collection 
agencies;  an  alleged  repairer  of  surgical  instru- 
ments and  equipment;  a suit  salesman,  and  a 
solicitor  for  subscriptions  to  medical  journals. 
Physicians  who  have  been  victimized  invariably 
describe  the  perpetrator  as  being  suave  with  a 
plausible  “line”,  and  of  course  his  bait  is  usually 
the  financial  saving  involved.  He  gets  the  initial 
payment, — flys  the  coop,  the  physician  waits  in 
vain  for  what  he  thought  he  bought,  and  finally 
when  letters  of  inquiry  are  returned  “No  Such 
Address” — charges  the  deal  off  to  experience. 

A safe  policy  to  follow  is  to  deal  only  with 


Epidemic  of  Rackets 
Makes  Dusting  Off  of 
Old  Warning  Essential 
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established  concerns.  If  the  salesman  is  a new- 
comer, ask  him  to  show  his  credentials.  If  his 
sales  talk  has  any  suspicious  earmarks,  par- 
ticularly if  his  proposition  seems  just  too  good  to 
pass  up,  a phone  call  to  the  local  Better  Business 
Bureau  or  Chamber  of  Commerce  might  prove 
quite  illuminating. 

A letter  or  telephone  call  may  result  in  in- 
formation that  will  save  you  money  as  well  as 
the  embarrassment  that  comes  from  having  some 
smooth-talking  gentleman  sell  you  a “pig  in  a 
poke.” 


The  most  subtle  type  of  revolution  which  con- 
fronts American  democracy  today  is  that  which 
is  easily  and  silently  possible  through  taxation. — 
Nicholas  Murray  Butler. 


There  is  much  food  for  thought— in  fact  a 
whole  meal — in  a review  of  “American  Medicine”, 
recent  report  of  The  American  Foundation  see 

May,  1937,  issue 

Progress  Can  Be  Made  The  ohw  State 

If  Rusher s-In  Can  Be  page  554)>  writ_ 

Kept  From  Stampeding  ten  by  Dr.  Torald 

Sollmann,  dean  of 
the  School  of  Medicine,  Western  Reserve  Uni- 
versity, for  The  Bulletin  of  the  Academy  of 
Medicine  of  Cleveland. 


Wisely,  Dr.  Sollmann  in  his  article  published  in 
the  June  issue  of  the  Cleveland  Academy  pub- 
lication does  not  attempt  “to  boil  down  1500 
pages  into  1000  words”  as  he  aptly  puts  it.  In- 
stead, he  philosophizes,  putting  into  words  and 
print  his  reactions  which,  no  doubt,  are  similar 
to  the  views  of  most  of  those  who  have  had  an 
opportunity  to  review  the  material  presented  in 
the  report. 

These  portions  of  his  comments  were  par- 
ticularly impressive,  we  believe.  Quoting: 


“The  letters  comment  on  all  the  things  in  the 
practice  of  medicine  that  every  physician  has 
seen  and  heard,  at  first,  at  second,  and  often  at 
third  hand.  Perhaps  he  has  never  quite  realized 
their  variety  and  finds  this  is  an  interesting  check 
list.  The  letters  must  impress  him  that  the 
world  is  ill — perhaps  only  apprehensive,  perhaps 
about  to  give  birth  to  something  or  other,  no  one 
knows  just  what,  and  no  one  knows  very  well 
what  to  do  about  it,  though  many  think  they  do. 
Naturally  most  of  these  doctors  are  ready  with 
advice;  generally  five  on  one  side  and  four  on 
the  other.  It  is  interesting,  perhaps  a little  sur- 
prising, and  wholly  pleasing  that  so  many  of 
them  are  not  so  very  sure  about  their  proposals 
— a most  hopeful  sign  in  a world  where  only  the 
shallow  profess  to  cocksureness  each  with  his 
universal  panacea,  ranging  from  communism  to 
fascism,  and  all  the  queer  intermediates.  Doc- 
tors have  wisely  learned  to  distrust  panaceas  and 
facile  cures.  A tone  of  modesty  pervades  their 
letters — ‘I  think,  but  I don’t  know — don’t  plunge 
to  extremes — don’t  throw  out  what  you  have 


until  you  are  reasonably  sure  of  something  bet- 
ter.’ The  prevailing  note  is  one  of  willingness  to 
try,  to  experiment,  to  adapt — and  then  only  to 
adopt.  This  promises  sound  progress,  if  only  the 
rushers-in  can  be  persuaded,  peaceably  or 
forcibly,  to  make  haste  slowly,  and  to  test  the 
ice  before  they  skate  along.  But  will  they?  It 
remains  to  be  seen.  They  are  more  likely  to  be 
restrained  if  the  conservatives  are  willing  to  be 
reasonably  progressive,  and  are  not  too  much 
afraid  of  ‘entering  wedges’ — remembering  that 
a wedge  can  be  knocked  out  again  if  it  does  not 
fit.  A modicum  of  self-confidence  is  necessary  to 
keep  one’s  place  in  a changing  world,  and  the 
way  of  progress  does  not  lie  through  cotton  wool. 
One  must  not  be  frightened  by  bogey-words  such 
as  ‘socialistic  trends.’  Adaptation  of  the  in- 
dividual to  society  constitutes  civilization  and 
becomes  indispensable  as  the  world  becomes 
more  crowded.  In  such  socialism  society  was 
founded,  with  it  it  has  survived,  and  would  not 
survive  without  it,  and  probably  may  not  with- 
out more  and  more  of  it.  But  that  does  not  neces- 
sarily mean  rushing  into  the  embraces  of  Com- 
munism or  Czarism,  or  the  Superstate.  And  why 
push  Medicine  into  it  faster  than  Law,  for  in- 
stance? The  answer  is  a compliment:  Surprising 
as  it  may  seem,  the  public — in  its  rationalizing 
moments — esteems  modern  medicine  so  highly 
that  it  cannot  wait  for  natural  evolution  to  bring 
‘Adequate  Medical  Care’  within  the  Easy  Reach 
of  Everyone.  This  is  surely  a beautiful  star  for 
hitching  a wagon;  but  few  probably  think  what 
the  phrase  actually  means  or  can  mean.  There 
are  practical  limitations;  one  must  not  expect  all 
the  facilities  of  a completely  equipped  university 
hospital  in  an  inaccessible  lumber  camp.  Nor  is 
it  the  responsibility  of  the  physician  to  supply 
the  indigent  patient  with  proper  food  and  shelter 
— though  he  does  so  often  enough.  The  responsi- 
bility of  the  physician  is  to  give  his  best  profes- 
sional care  to  his  patients,  poor  or  rich,  deserving 
or  undeserving  and  without  too  much  thought  of 
whether  he  will  be  paid — though  the  system 
which  puts  such  charity  directly  on  the  physicians 
and  indirectly  on  the  well-to-do  patients  is  not 
ideal,  and  a better  way  may  perhaps  be  devised. 
There  are  also  limitations  to  the  professional 
skill  of  physicians;  there  are  not  enough  super- 
men to  go  around;  and  the  training  of  the  nor- 
mal man  is  not  always  adequate  when  fresh,  and 
soon  grows  stale.” 

If  we  understand  what  Dr.  Sollmann  means, 
the  question  of  adequately  meeting  the  medical 
and  health  needs  of  all  is  a two-sided  problem 
and  must  be  approached  from  both  sides,  and  by 
two  agencies — the  public  and  the  medical  pro- 
fession. 

First,  the  public  must  realize  that  medical 
care  is  only  one  phase  of  the  economic  needs  of 
the  people;  that  all  cannot  always  have  the  best 
of  everything;  that  crackpot  theories  and  im- 
practical methods  do  not  insure  progress;  that 
lasting  and  beneficial  programs  must  be  basically 
sound  and  developed  slowly  but  surely. 

Second,  the  medical  profession  must  realize 
that  civilization  is  a changing  thing;  adjustments 
must  be  made  to  meet  economic  and  social 
changes;  a reasonably  progressive  attitude  must 
dominate  the  profession;  professional  ideals  and 
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ethics  must  be  obeyed;  the  profession  must  ever 
be  on  the  alert  for  means  of  enhancing  its  ser- 
vices; physicians  as  individuals  must  strive  to- 
ward greater  self-improvement;  there  must  be  an 
effort  to  better  understand  the  need  and  views  of 
the  public. 

Working  alone  neither  party  can  find  the 
proper  answer  which  both  hope  to  find.  Success 
may  be  attainable  through  unity  of  efforts. 


Legally  when  a physician  receives  his  license 
to  practice  he  is  a finished  product;  actually  he 
has  just  made  a fair  start  in  his  educational  life. 
His  future  progress  under  present  conditions  is 
a matter  entirely  of  his  desire  for  self-improve- 
ment and  personal  initiative,  stimulated  by  am- 
bition or  financial  self-interest. — J.  H.  J.  Upham, 
M.D. 


Today’s  successful  physician  is  the  one  who 
refuses  to  be  blinded  by  too  much  theory  and 
ultra-scientific  methods.  In  other  words,  he  is 

the  one  who  can 

Ordinary,  Common  Sense  when  the  °cca- 

. . . sion  demands  ex- 

Valuable  Ace  in  Hole  ercise  ordinary 

for  Modern  Physician  common  sense  in 

application  of  the 
art  of  medicine  and  who  has  learned  to  size  up 
his  patient  as  a whole,  taking  into  consideration 
circumstances  which  are  not  always  amenable  to 
true  scientific  analysis. 

The  point  is  illustrated  by  the  story  told  in  the 
column  of  Richard  T.  F.  Harding,  Cleveland 
Plain  Dealer  commentator,  concerning  the  ex- 
perience of  a resident  of  that  city.  The  episode 
is  light  and  fantastic,  yet  it  puts  across  the 
thought  that  ultra-scientific  knowledge,  great 
skill  and  instruments  of  precision  are  not  in- 
fallible and  cannot  always  perform  the  job  for 
a physician. 

Writes  Mr.  Harding: 

“Medical  science  scores  a new  high  so  often 
that  readers  might  be  pardoned  for  growing 
weary  of  the  reports,  for  saying,  ‘Ho,  hum!  Tell 
me  instead  about  those  two  southern  California 
pole  vaulters.  They  make  the  best  new  highs.’ 
But  this  history  of  a strange  malady  contracted 
and  cured  here  in  Cleveland  should  be  recorded. 

“The  story  comes  from  the  patient.  For  a 
number  of  months  the  slightest  exertion  brought 
him  trouble,  progressively  worse.  He  would  feel 
stuffed  up,  his  breath  would  be  short  and  his 
head  would  swim.  With  the  usual  dread  of  hear- 
ing bad  news,  he  postponed  going  to  the  doctor 
until  he  began  to  feel  it  was  either  that  or  call 
the  undertaker. 

“After  a thorough  examination  the  doctor 
slumped  down  in  a chair,  his  finger  tips  together, 
watching  him  dress.  ‘You  puzzle  me,’  he  said. 
‘I  can’t  find  anything  wrong.  The  diet  you  report 
is  all  right  unless  you  are  a freak.  If  I con- 
sidered your  case  wholly  on  what  I can  see,  tak- 
ing no  account  of  what  you  have  told  me,  I’d 


recommend  more  exercise.  But  that’s  old  stuff, 
and  besides,  it  doesn’t  fit  a man  with  the  symp- 
toms you  describe.’ 

“The  patient  paused  in  the  midst  of  fastening 
his  tie,  turned  away  from  the  mirror  to  look  the 
doctor  over.  He  began  to  feel  the  disappointment 
of  a man  who  wasn’t  getting  what  he  came  for. 
The  doctor  rose  quickly,  crossed  the  room  and 
forced  a finger  down  inside  the  patient’s  collar. 

“‘Do  you  wear  this  size  shirt  regularly?’  he 
asked. 

“ ‘Yes.’ 

“ ‘Well,  no  wonder  you  have  trouble!  You  try 
as  hard  as  you  can  choke  yourself  to  death  and 
cut  off  circulation,  and  then  you  come  bothering 
me  about  it.  The  prescription  is  an  outfit  of 
shirts  at  least  a half  size  larger,  maybe  a whole 
size.  And,  on  second  thought,  take  more  ex- 
ercise.’ ” 


We  have  never  before  seen  such  willingness  on 
the  part  of  the  medical  profession  to  take  an 
active  part  in  any  public  health  campaign  as  is 
now  being  shown  in  syphilis  control. — Surgeon 
General  Parran. 


It  is  not  unusual  that  the  concerted  campaign 
now  being  staged  by  medical  and  public  health 
forces  throughout  the  nation  to  prevent  and  con- 
trol syphilis  has 

Beware  of  Short  Cuts  produced  some  ex- 

. aggeration,  some 

and  Exaggeration  In  misstatements  and 

Treatment  of  Syphilis  too  much  immedi- 

ate optimism. 
These  errors  are  almost  certain  to  creep  into  all 
crusades.  They  need  to  be  clarified  and  corrected 
immediately  to  prevent  adverse  reactions. 

Considerable  attention  has  been  given  to  the 
use  of  artificial  fever  therapy  in  the  treatment 
of  syphilis.  Some  interesting  results  ^have  been 
obtained.  Nevertheless,  the  matter  still  is  in  the 
experimental  stage  and  present  data  does  not 
justify  some  of  the  exceedingly  optimistic  state- 
ments which  have  been  made  relative  to  the 
value  of  fever  therapy  in  treating  syphilitics. 

Interesting,  to  say  the  least,  was  the  com- 
munication signed  by  Dr.  Walter  M.  Simpson, 
Dayton,  director  of  the  Kettering  Institute  for 
Medical  Research,  where  experimental  studies  of 
fever  therapy  have  been  conducted,  which  was 
published  in  the  June  5,  1937,  issue  of  The 
Journal  of  the  American  Medical  Association. 

Dr.  Simpson’s  letter,  warning  against  prema- 
ture claims  for  fever  therapy  in  treating  syphilis, 
read  as  follows  and  indicates  again  that  real 
scientific  research  agencies  refuse  to  be  stam- 
peded by  promotional  campaigns  into  making 
claims  and  statements  which  they  cannot  sub- 
stantiate : 

“To  the  Editor: — In  the  May  issue  of  the 
Reader’s  Digest  is  a condensation  of  an  article 
entitled  ‘Machine  Fever,’  by  Paul  de  Kruif,  which 
appeared  originally  in  the  Country  Gentleman 
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for  April.  The  condensed  article  in  the  Reader’s 
Digest  contains  one  sentence  at  the  beginning  of 
the  second  paragraph  on  page  109  which  reads 
‘No  longer,  then,  need  a victim  of  early  syphilis 
come  once  a week  for  almost  two  years  for  treat- 
ment with  the  standard  arsenic  and  bismuth 
dosage.’  I must  confess  that  I am  disturbed  by 
the  implications  of  this  detached  sentence,  par- 
ticularly since  it  bears  on  certain  experimental 
studies  which  we  have  carried  out  at  the  Ketter- 
ing Institute  for  Medical  Research  in  Dayton. 

“In  the  original  article  by  de  Kruif,  he  de- 
scribed accurately  and  in  some  detail  the  char- 
acter and  extent  of  the  experimental  studies  on 
the  treatment  of  early  syphilis  with  artificial 
fever  therapy  combined  with  chemotherapy.  De 
Kruif  stated  that  these  experiments  had  extended 
only  over  four  years  and  had  involved  only  thirty- 
two  patients.  To  quote  from  the  original  article 
in  the  Country  Gentleman:  ‘All  these  thirty-two 
have  been  given  the  now  safe,  practical  machine 
fever;  and  at  the  same  time  small,  safe  shots  of 
arsenic  and  bismuth  drugs  are  injected  to  rein- 
force the  fever’s  power.  This  test  has  been  in 
progress  only  four  years;  it  is  still  strictly  ex- 
perimental; and  it  is  true  that  syphilis  is  of  all 
plagues  the  longest,  sneakingest,  most  treacher- 
ous. . . .’ 

“In  our  publications  in  medical  literature  we 
have  emphasized  repeatedly  the  purely  experi- 
mental character  of  the  application  of  artificial 
fever  therapy  as  an  adjunct  to  chemical  therapy 
in  the  treatment  of  early  syphilis.  While  there 
is  no  longer  any  valid  reason  to  doubt  the  efficacy 
of  fever  therapy  in  the  treatment  of  syphilis  of 
the  central  nervous  system,  it  would  be  extremely 
illogical  and  indiscreet  to  intimate  at  this  pre- 
liminary stage  of  the  experiment  that  this 
method  of  treatment  should  be  regarded  as  a 
tried  and  proved  procedure  for  the  treatment  of 
early  syphilis.  The  standard  schema  of  continu- 
ous chemical  treatment  as  outlined  by  Surgeon 
General  Thomas  Parran  and  the  other  members 
of  the  Cooperative  Clinical  Group  of  the  U.  S. 
Public  Health  Service  provides,  without  ques- 
tion, the  best  method  for  the  mass  attack  on  the 
enormous  number  of  cases  of  early  syphilis  which 
occur  each  year  in  this  country.  Furthermore,  the 
remarkable  results  which  have  been  achieved  in 
the  nation-wide  programs  for  the  eradication  of 
syphilis  in  Denmark,  Sweden  and  Great  Britain 
leave  little  doubt  as  to  the  efficacy  of  controlled 
and  adequate  chemical  therapy  in  the  mass-man- 
agement of  the  disease. 

“Even  in  the  few  cases  of  early  syphilis  in 
which  artificial  fever  therapy  has  been  combined 
with  chemotherapy  the  patients  have  received  in- 
jections of  arsenic  and  bismuth  preparations  for 
several  months.  It  will  require  many  more  years 
of  diligent  experimentation  before  the  combined 
artificial  fever-chemical  method  of  treatment  of 
early  syphilis  is  established  as  sound  practice  or 
rejected.  The  constant  development  of  simpler 
and  safer  methods  for  the  production  of  artificial 
fever  should  stimulate  vigorous  inquiry  of  the 
possibility  that  the  time,  effort  and  expense  in- 
volved in  the  adequate  therapy  of  early  syphilis 
may  be  greatly  lessened.  Such  studies  should  be 
restricted  to  those  large  clinics  in  which  ade- 
quately trained  personnel  may  engage  in  long- 
term, controlled  experiments. 

“There  are  no  tried  and  proved  ‘short  cuts’  to 
the  treatment  of  syphilis.  To  create  such  an  im- 
pression would  be  to  declare  a Roman  holiday  for 
the  charlatan.” 


Campaigns  to  make  the  public 
and  programs  to  educate  laymen 
aid  methods  in  treating  injuries 

First-Aid  Has  Definite 
Limitations;  Abuses  Will 
Produce  Bad  Results 

commended,  providing  they  are 
tiously. 


health-conscious 
how  to  use  first- 
and  disabilities, 
pending  the  ar- 
rival of  a com- 
petent phy  si- 
ican,  have  their 
place  and  are 
to  be  highly 
conducted  cau- 


It  must  be  recognized  that  danger  lurks  in  pro- 
jects which  place  too  much  reliance  in  the  knowl- 
edge and  skill  of  those  who  have  not  had  medical 
training.  Those  who  head  campaigns  involving 
public  education  in  medical  and  public  health 
matters  and  instruction  of  laymen  concerning 
medical  methods  would  do  well  to  emphasize  that 
there  is  no  substitute  for  the  knowledge  and  skill 
of  the  competent  medical  man  and  that  self- 
medication  and  first-aid  by  laymen  are  merely 
stop-gap  procedures. 

A good  point  is  raised  by  one  Ohio  physician 
who  has  been  taking  an  active  part  in  instructing 
first-aid  classes  of  the  American  Red  Cross. 
Although  he  recognizes  the  value  of  this  activity 
by  the  Red  Cross  and  commends  that  organiza- 
tion for  having  utilized  qualified  medical  talent 
in  its  first-aid  schools,  he  admits  being  somewhat 
troubled  by  the  potential  dangers  of  this  and 
similar  activities.  To  quote  from  his  com- 
munication: 


“Just  how  far  can  the  American  Red  Cross 
safely  go  in  putting  into  the  hands  of  these  lay 
people  more  or  less  powerful  drugs  and  hazardous 
technical  procedures?  The  text  book  advises 
tannic  aid  for  burns,  certain  eye  lotions,  various 
antiseptics  and  serum  for  snake  bites.  Personally 
I think  the  text  book  is  very  conservative  and 
safe.  However  already  locally  these  classes  are 
becoming  the  target  for  every  sort  of  medicament 
imaginable.  They  are  being  circularized  in  several 
cases  by  enterprising  drug  firms  and  having  no 
background  by  which  to  judge  they  fall  a prey  to 
every  nostrum  on  the  market.” 


Medical  societies  and  physicians  individually 
should  give  their  attention  to  this  problem. 
County  medical  societies  should  see  that  local 
organizations  engaged  in  medical  and  public 
health  educational  work  are  made  to  realize  that 
such  work  should  be  under  the  direct  guidance 
and  supervision  of  trained  physicians.  Efforts 
should  be  made  to  impress  on  laymen  that  there 
is  a definite  boundary  between  first-aid  and  medi- 
cal service.  Dangers  of  over-stepping  that  boun- 
dary should  be  emphasized.  As  individuals,  phy- 
sicians would  do  well  to  warn  their  patients  about 
dangers  of  self-medication  and  encourage  them  to 
avail  themselves  at  the  first  opportunity  of  the 
service  of  a qualified  physician  no  matter  how 
trivial  the  injury  or  disability. 


RECORD  NUMBER  TAKE  MEDICAL  BOARD  EXAMINATIONS 
AT  MID-SUMMER  MEETING;  LIST  OF  QUESTIONS  ASKED 


ONE  of  the  largest  classes  ever  to  appear 
before  the  State  Medical  Board,  number- 
ing 387,  took  the  semi-annual  examina- 
tions given  by  the  Board  at  Columbus,  June  1,  2, 
3 and  4. 

Two  hundred  and  ninety-seven  were  examined 
for  licenses  to  practice  medicine  and  surgery,  94 
of  this  number  being  graduates  of  Ohio  State 
University  College  of  Medicine;  62  of  the 
Western  Reserve  University  School  of  Medicine; 
64  of  the  University  of  Cincinnati  College  of 
Medicine;  23  of  Eclectic  Medical  College,  Cin- 
cinnati, and  54  of  medical  schools  in  other  states. 

There  were  also  15  applicants  for  osteopathic 
licenses  and  75  applicants  for  limited  practice 
certificates,  including  8 chiropractors,  23  mas- 
seurs, 4 cosmetic  therapists,  23  chiropodists,  16 
mechano-therapists  and  1 electro-therapist. 

The  Board  granted  a license,  through  recipro- 
city, to  practice  medicine  and  surgery,  to  Dr. 
Reid  P.  Joyce,  Ashland,  a graduate  of  the  Uni- 
versity of  Pennsylvania  School  of  Medicine. 

Questions  asked  those  who  took  the  medical 
and  surgical  examinations  were  as  follows: 
ANATOMY 

1.  Describe  the  musculature  of  the  anterior  abdominal 
wall. 

2.  On  the  basis  of  its  anatomical  distribution,  what 
functions  would  be  lost  if  the  ulnar  nerve  were  cut  where 
it  passes  the  elbow  joint  ? 

3.  Name  the  structures  cut  in  an  amputation  at  the 
middle  of  the  thigh. 

4.  Discuss  the  blood  supply  of  the  brain. 

5.  Name  and  discuss  the  action  of  the  several  anatomi- 
cal supports  of  the  uterus  (the  structures  which  permit 
prolapse  and  mal-position). 

PHYSIOLOGY 

1.  Discuss  the  physiological  aspects  of  nerve  degenera- 
tion from  the  clinical  point  of  view. 

2.  Explain  the  striato-pallidum  syndromes  and  their 
interpretations. 

3.  What  factors  affect  blood  viscosity? 

4.  Name  the  abnormal  cardiac  rhythms  and  explain 
their  mechanism. 

5.  What  are  the  hemodynamics  of  mean  arterial  pres- 
sure ? 

6.  Discuss  briefly  the  physical  factors  in  cardiac  adapta- 
tion. 

7.  Discuss  the  autointoxication  syndrome. 

8.  What  clinical  conditions  cause  physiological  dis- 
turbances in  bile  elimination  ? 

9.  What  are  the  physiological  effects  of  a negative 
water  balance  and  what  are  dehydration  and  anhydremia 
the  results  of  clinically? 

10.  Discuss  briefly  the  functions  of  the  liver. 

DIAGNOSIS 

1.  Give  signs  and  symptoms  of  acute  rheumatic  fever. 

2.  Give  signs  and  symptoms  of  acute  coronary  disease. 

3.  Give  physical  findings  in  subacute  bacterial  endo- 
carditis. 

4.  State  difference  in  physical  findings  in  lobar  pneu- 
monia and  in  broncho  pneumonia. 

5.  Give  signs  of  pericardial  effusion. 

6.  Differentiate  between  essential  hypertension  and 
hypertension  due  to  other  causes. 

7.  What  are  the  special  blood  findings  in  paresis? 

8.  Give  physical  and  mental  findings  in  paresis. 

9.  Differentiate  in  lower  leg,  acute  phlebitis,  sciatic 
nuritis  and  acutely  inflamed  ankle  joint. 

10.  Differentiate  pleurisy  with  effusion  and  empyema  of 
pleural  cavity. 

CHEMISTRY 

1.  Name  the  end  products  formed  on  the  metabolism 
of  fats,  carbohydrates  and  proteins. 

2.  Distinguish  normal,  acid  and  basic  salts. 


3.  What  is  the  significance  of  the  urinary  ammonia  in 
a normal  subject  ? 

4.  Name  three  halogen  derivations  used  in  medicine 
with  their  uses. 

5.  Give  formulas  for  calomel  and  corrosive  sublimate. 
How  test  a drug  for  mercury? 

MATERIA  MEDICA 

1.  What  remedies  would  you  use  in  the  treatment  of 
erysipelas  ? Outline  management  and  give  dose  of  drugs 
employed. 

2.  Write  a prescription  for  (a)  arthritis  (b)  neuritis. 

3.  Give  physiological  action  of  atropine  and  morphine 
when  combined.  Give  dosage  and  manner  of  administration. 

4.  What  drugs  antagonize  the  physiological  effect  of 
pilocarpine?  Give  symptoms  of  poisonous  effect  and  the 
antidote  for  pilocarpine. 

5.  What  remedies  would  you  employ  in  the  treatment  of 
intermittent  fever  ? Give  doses  and  time  of  administration 
to  produce  the  best  result. 

6.  Would  you  employ  cathartics  in  the  treatment  of 
dysentary  ? If  so,  which  would  you  recommend? 

7.  Name  three  analgesics.  Give  physiological  effect  and 
dose  of  each. 

8.  Differentiate  materia  medica  and  therapeutics. 

9.  Give  average  dose  of  the  tincture  and  of  the  fluid 
extract  of  the  following  drugs ; 


(a) 

sparteine 

(d) 

veratrum 

(b) 

opium 

(e) 

digitalis 

(c) 

aconite 

(f) 

nux  vomica 

10.  Sulfanilamide  (Prontosil)- — give  its  dose,  manner  of 
administration  and  indications  for  use. 

MATERIA  MEDICA 
(Eclectic) 

1.  What  therapy  would  you  use  in  pernicious  anemia? 

2.  Name  five  drugs  used  in  treatment  of  pneumonia  and 
give  indication  for  their  use. 

3.  Give  indication  for  rhus  tox,  ipecac,  bryonia. 

4.  Name  five  drugs  used  as  sedative.  Give  three  in- 
dications. 

5.  Name  three  drugs  used  in  acute  rhinitis.  Give  their 
indications.  Write  prescription  for  inhalation  or  spray  for 
acute  rhinitis. 

6.  Name  three  drugs  to  induce  sleep.  Give  their  indica- 
tions. Give  contra-indication. 

7.  Give  indication  for  use  of  digitalis.  Give  contra- 

indication. 

8.  Give  some  indication  for  antitetanic  serum.  Discuss 
diphtheria  antitoxin. 

9.  Mention  five  diseases  in  which  serum  therapy  has 

been  successful. 

10.  How  should  ophthalmia  neonatorum  be  prevented  ? 

How  would  you  manage  same  if  contracted  ? 

MATERIA  MEDICA 
(Homeopathic) 

1.  What  is  the  headache  of  gelsemium  ? 

2.  What  are  gastric  symptoms  of  lycopodium? 

3.  For  what  kind  of  a cough  would  you  prescribe 
phosphorus  ? 

4.  What  kind  of  a patient  is  characteristic  of  Pul- 
satilla ? 

5.  What  are  the  skin  symptoms  of  Thuja  ? 

6.  When  is  apis  useful  in  edema? 

7.  From  what  is  Ambra  derived? 

8.  Give  the  action  of  agaricus  on  the  nervous  system. 

9.  What  are  the  abdominal  symptoms  of  plumbum  ? 

10.  Give  general  analysis  of  the  symptoms  of  sulphur. 

PRACTICE 

1.  Discuss  the  value  of  typing  the  pneumonia  organism 
in  relation  to  treatment. 

2.  Give  the  procedures  to  be  taken  in  a case  of  a per- 
son bitten  by  a dog  suspected  of  being  rabid. 

3.  Give  indications  and  reasons  for  the  use  of  Protamine 
Zinc  insulin,  with  precautions  observed  in  its  use. 

4.  Give  the  symptoms  and  treatment  of  angina  pectoris 

(a)  during  attack 

(b)  subsequent  management  of  a case 

5.  Discuss  the  active  immunization  against  whooping 
cough,  age  of  choice  and  method  of  procedure. 

6.  Give  your  directions  for  feeding  a six  months 
healthy  infant  suddenly  deprived  of  breast  milk. 

7.  Give  three  common  complications  of  measles,  how 
recognized  and  possible  development  in  each. 

8.  Describe  an  attack  of  epilepsy  (Grande  Mai)  and 
d:scuss  the  management  (a)  during  convulsion  (b)  after- 
treatment. 

9.  Give  brief  descriptions  of  two  clinical  syndromes 
resulting  from  chronic  alcoholism. 


805 


806 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  6 


10.  Describe  the  symptoms  occurring  in  a morphine 
addict  when  abruptly  deprive!  of  the  drug. 

BACTERIOLOGY,  PATHOLOGY  AND  HYGIENE 

1.  Give  two  examples  of  virus  diseases  and  state  how 
they  differ  from  bacterial  diseases  in  etiological  factors  and 
communicability. 

2.  What  laboratory  findings  in  a scraping  from  mouth 
would  differentiate  trench  mouth  from  thrush  ? 

3.  Give  method  of  obtaining  specimen  for  the  diagnosis 
of  amebic  dysentery  and  describe  the  organism. 

4.  Discuss  the  pathology  of  aortic  aneurism  ; its  etiology 
and  pathologic  progress. 

5.  Name  (a)  three  diseases  causing  an  enlarged  spleen 
with  changes  in  the  blood  picture.  (b)  Give  briefly  the 
blood  findings  in  each. 

6.  How  would  you  obtain  and  prepare  a specimen  for 
microscopic  diagnosis  of  a uterine  cancer  ? 

Give  characteristic  findings  in  a positive  case. 

7.  Give  the  climatic  advantages  in  the  treatment  of 

(a)  rheumatism 

(b)  tuberculosis 

(c)  asthma  associated  with  hay  fever 

8.  Discuss  the  campaign  against  syphilis  from  three 
points  of  view 

(a)  prevention 

(b)  treatment 

(c)  publicity 

9.  Name  three  pulmonary  diseases  resulting  from  im- 
proper safeguards  in  certain  industries. 

10.  What  is  your  duty  if  called  upon  to  testify  in  court 
jji  an  instance  involving  privileged  communications 

(a)  in  a criminal  case 

(b)  in  a civil  case 

SURGERY 

1.  Describe  terminal  ileus,  give  pathology  and  treat- 

ment. 

2.  Discuss  surgical  indications  in  essential  hypertension. 

3.  Describe  the  causes  and  pathology  in  phlebitis  fol- 

lowing (a)  child  birth  (b)  pelvic  operations 

Give  usual  time  phlebitis  begins  following  same. 

4.  Give  the  causes,  symptoms  and  treatment  of  acute 
and  chronic  teno-synovitis. 

5.  State  the  symptoms,  signs  and  diagnosis  of  fracture 
and  dislocation  posterially  of  intravertebral  discs  in  lower 
dorsal  vertebrae.  Give  treatment. 

6.  Differentiate  between  acute  ulceratic  pancreatitis  and 
ruptured  gastric  ulcer.  Give  treatment  of  both. 

7.  Discuss  the  management  of  surgical  shock. 

8.  Discuss  the  treatment  of  an  extensive  burn. 

9.  What  is  treatment  of  trigeminal  neuralgia? 

10.  Discuss  felon  from  standpoint  of  diagnosis  and 
treatment. 

OBSTETRICS 

1.  If  you  were  to  endeavor  to  determine  the  presenta- 
tion and  position  of  the  fetus  wholly  by  external  examina- 
tion, what  anatomical  guides  would  you  employ? 

2.  Classify  extra-uterine  pregnancy.  Give  diagnosis  and 
management. 

3.  Differentiate  uterine  fibroid  and  normal  pregnancy. 

4.  Give  diagnosis  and  management  of  the  third  position 
of  the  vertex. 

5.  What  is  presentation?  Give  two  examples.  What  is 
position  ? Give  four  examples. 

SPECIALTIES 

1.  What  important  structures  lie  in  close  relat  on  to 
the  tympanic  cavity?  Name  and  locate. 

2.  What  are  the  two  functions  of  the  internal  ear  ? 
Upon  what  does  each  depend? 

3.  What  is  the  difference  between  the  true  and  false 
vocal  cords? 

4.  How  many  forms  of  nystagmus  are  there?  Describe 
each  kind. 

5.  Diagnose  a case  of  syphilitic  rhinitis. 


Physical  Therapy  Meeting  in  Cincinnati 

The  Sixteenth  Annual  Session  of  the  American 
Congress  of  Physical  Therapy  will  be  held  at 
the  Netherland  Plaza  Hotel,  Cincinnati,  Septem- 
ber 20-24.  The  program  includes  sectional  meet- 
ings in  the  specialties,  symposia  on  short  wave 
diathermy,  hyperpyrexia,  electrosurgery,  etc.,  and 
discussions  on  fever  therapy  and  the  treatment 
of  vascular  diseases.  Details  concerning  the  pro- 
gram can  be  obtained  by  addressing  the  Ameri- 
can Congress  of  Physical  Therapy,  30  North 
Michigan  Avenue,  Chicago,  111. 


More  Than  300  Attend  Summer  Meeting 
of  Eighth  District  at  Rocky  Glen 

Over  300  physicians  were  guests  of  Dr.  Louis 
Mark  and  the  Rocky  Glen  Sanatorium,  McCon- 
nelsville,  at  the  annual  summer  meeting  of  the 
Eighth  Councilor  District  of  the  Ohio  State  Medi- 
cal Association,  June  17. 

Dr.  S.  E.  G.  Pedigo,  Athens,  district  president, 
presided  at  the  business  meeting  following  lunch- 
eon. H.  A.  Phillips,  superintendent  of  the  Sana- 
torium made  an  address  of  welcome,  after  which 
brief  talks  were  made  by  the  following:  Dr.  John 

B.  Alcorn,  President  of  the  Ohio  State  Medical 
Association;  Charles  S.  Nelson,  Executive  Secre- 
tary of  the  State  Association;  Dr.  Edmund  R. 
Brush,  Zanesville,  Eighth  District  Councilor;  Dr. 
Lee  Humphrey,  Malta,  and  Dr.  Carl-  W.  Dewey, 
Conneaut,  members  of  the  State  Medical  Board; 
Joseph  Ferguson,  State  Auditor  and  Dr.  F.  E. 
Mahla,  Assistant  State  Director  of  Health. 

Officers  elected  for  the  ensuing  year  were:  Dr. 

C.  M.  Rambo,  president  and  Dr.  D.  G.  Caudy, 
secretary,  both  of  Zanesville.  An  invitation  from 
Dr.  Robert  S.  Martin,  president  of  the  Muskin- 
gum County  Academy  of  Medicine,  to  hold  the 
Fall  meeting  in  Zanesville,  was  accepted. 

Mack  Sauer,  newspaper  editor,  Leesburg,  de- 
livered an  entertaining  address  entitled,  “A  Tonic 
of  Fun  and  Frolic”. 

Speakers  on  the  scientific  program  and  their 
subjects  were:  “Chronic  Purulent  Sinusitis  and 
Its  Relation  to  Secondary  Pulmonary  Complica- 
tions”, by  Dr.  Myron  Metzenbaum,  Cleveland; 
“Tuberculosis  of  the  Kidneys”,  by  Dr.  William  N. 
Taylor,  Columbus;  “The  Estimation  of  Disability 
from  an  Orthopaedic  Standpoint”,  by  Dr.  Walter 
G.  Stern,  Cleveland,  with  discussion  by  Dr.  H.  P. 
Worstell,  Columbus,  and  Harold  Adams,  Colum- 
bus, vice-president  of  the  Ohio  State  Bar  Asso- 
ciation. 


Dr.  Altmaier  Appointed  O.S.U.  Trustee 

Dr.  C.  J.  Altmaier,  Marion,  has  been  appointed 
a member  of  the  Board  of  Trustees  of  Ohio 
State  University,  by  Governor  Davey,  for  a 
seven-year  term  ending  May  13,  1944.  A grad- 
uate of  the  Ohio  State  University  College  of 
Dentistry  in  1901,  and  the  Ohio  Medical  Uni- 
versity in  1905,  Dr.  Altmaier  has  been  in  Marion 
since  1915.  Prior  to  that  time  he  practiced  in 
Wood  County,  and  was  formerly  in  the  medical 
department  of  the  State  Industrial  Commission. 
Dr.  Altmaier  is  Eighth  District  member  of  the 
Democratic  State  Central  Committee,  chairman 
of  the  Marion  County  Democratic  Central  and 
Executive  Committees  and  was  formerly  legisla- 
tive committeeman  of  the  Marion  County 
Academy  of  Medicine.  He  is  a member  of  the 
Ohio  State  Medical  Association  and  a Fellow  of 
the  American  Medical  Association. 


COMPULSORY  HEALTH  INSURANCE  DRESSED  ALLURINGLY,  BUT 
DON’T  BE  MISLED,  WRITER  IN  NATION’S  BUSINESS  SAYS 


WOULD  compulsory  health  insurance  be  a good  thing  for  the  country  ? 

This  is  the  question  which  Nation’s  Business,  official  publication  of  the 
United  States  Chamber  of  Commerce  asks  in  its  May,  1937,  issue.  In  the 
same  issue,  Paul  A.  Williams,  a staff  writer,  answers  the  question  with  an  emphatic 
“no”  in  an  accurate  and  illuminating  article  entitled,  “Uncle  Sam,  M.D.” 

The  fact  that  Nation’s  Business,  representing  large  groups  of  employers  and 
business  interests  again  has  publicly  raised  serious  doubts  regarding  the  value  and 
benefits  which  would  accrue  from  a government-controlled  system  of  medical  ser- 
vice, indicates  that  the  medical  profession  is  not  the  only  group  which  looks  upon 
such  propositions  with  a feeling  of  skepticism. 

Readers  of  The  Journal  will  be  interested  and  impressed  with  Mr.  Williams’ 
article,  republished,  by  special  permission  of  Nation’s  Business,  as  follows : 


UNCLE  SAM,  M.D. 

By  Paul  A.  Williams 
(From  Nation’s  Business) 


A PLAN  to  regiment  the  practice  of  medi- 
cine in  the  United  States  through  a sys- 
tem of  health  insurance  is  developing  in 
Washington.  It  would  replace  the  highest  type  of 
medical  facilities  in  the  world  with  government 
supervised  facilities  to  be  paid  for  out  of  a fund 
created  by  compulsory  contributions  by  worker, 
employer  and  state.  It  would  require  wage 
earners  to  pay  insurance  premiums  for  medical 
services  whether  they  used  them  or  not. 

Those  most  interested  in  the  plan  would  like 
to  submit  their  bill  at  the  current  session  of  Con- 
gress. The  proposal  is  of  momentous  interest  to 
every  American  who  needs  medical  care  or  may 
ever  need  it.  It  would  destroy  the  present  sym- 
pathetic relationship  between  patient  and  physi- 
cian, lower  the  superior  standard  of  medical 
practice  in  the  United  States,  and  retard  its  prog- 
ress. 

Furthermore,  it  would  work  economic  havoc 
because  it  is  reliably  estimated  that  adequate 
medical  care  with  the  Government  in  charge 
would  cost  ten  per  cent  of  the  national  pay  roll. 
Piled  on  top  of  the  ultimate  cost  of  the  present 
Social  Security  Act,  this  would  mean  another 
shai-p  increase  in  the  cost  of  living,  possibly  be- 
yond the  individual’s  capacity  to  save. 

Compulsory  health  insurance  was  not  over- 
looked by  the  President’s  Committee  on  Economic 
Security  upon  whose  research  was  based  the  So- 
cial Security  Act.  The  committee  said: 

In  the  United  States  we  have  had  a long  ex- 
perience with  sickness  insurance,  both  on  non- 
profit and  commercial  bases.  Both  forms  have 
been  inadequate  in  respect  to  the  protection  they 
provide,  and  the  latter — commercial — has  in  ad- 
dition been  too  expensive  for  people  of  small 
means.  Voluntary  insurance  holds  no  promise  of 


being  much  more  effective  in  the  near  future 
than  in  the  past. 

The  committee  reported  out  no  health  insur- 
ance plan.  It  said  more  time  was  required  for 
study.  There  is  every  reason  to  believe  that 
study  is  about  finished  and  that  compulsory 
health  insurance  is  to  be  recommended.  Its 
sponsors  are  grinding  out  propaganda  to  in- 
fluence public  opinion  in  its  favor. 

Articles  and  books  on  compulsory  health  in- 
surance have  been  appearing  in  unprecedented 
numbers.  Nearly  all  of  them  suggest  it  is  a good 
thing.  The  medical  fraternity  and  the  public  are 
yet  to  be  consulted. 

American  doctors  shudder  at  the  possibility 
that  any  scheme,  or  combination  of  schemes,  of 
compulsory  health  insurance  now  in  force  in 
Europe  shall  be  imposed  upon  Americans.  They 
know  that,  in  countries  having  compulsory  health 
insurance,  infant  mortality  is  higher,  preventive 
diseases  more  prevalent,  life  expectancy  shorter; 
that  the  loss  to  worker  and  industry  from  illness 
is  greater,  the  advancement  of  medical  science 
slower,  and  the  practice  of  medicine  a hopeless 
drudgery,  unfair  to  both  patient  and  physician. 

If  there  is  to  be  a change  here,  it  must  bring 
improvement  with  justice  for  everyone.  It  must, 
above  all,  benefit  the  patient,  not  the  politician. 
This  is  the  firm  belief  of  the  doctors  and  they  are 
preparing  to  fight  for  it.  Organized  medicine, 
represented  by  the  American  Medical  Association, 
has  already  taken  the  field. 

HOW  WILL  IT  WORK? 

With  opposing  forces  lining  up  for  battle,  let 
us  look  into  compulsory  health  insurance.  What 
is  it?  How  does  it  woifk?  Who  wants  it?  Who 
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pays  for  it?  Who  needs  it?  For  the  answers  to 
these  questions  we  must  turn  to  Europe,  for  that 
is  where  they  have  it. 

Those  who  have  stood  hot  and  hungry  in  a 
crowded  restaurant  waiting  for  a table;  those 
who  have  swamped  the  office  of  an  employer  who 
has  advertised  a job;  those  who  have  inched  along 
in  line  to  the  entrance  of  a theater  showing  a 
feature  film;  all  have  some  idea  of  the  situation 
they  will  face  when,  having  dutifully  paid  their 
premiums  under  compulsory  health  insurance, 
they  call  at  the  office  of  a contract  doctor. 

Doctors,  although  not  many  of  the  successful 
ones,  will  contract  to  treat  from  1,000  to  2,500 
patients  each.  Experience  will  teach  patients  to 
appear  early  at  the  doctor’s  office  to  get  a good 
place  up  front.  The  reception  room  will  be  stuffy 
with  the  presence  of  assorted  patients  in  various 
conditions  of  health,  and  some  of  them  may  have 
to  stand  in  the  hall.  The  doctor  will  be  there 
early,  too,  so  that  he  will  have  more  time  for 
profitable  private  practice. 

His  harassed  assistant  unlocks  the  bulging 
files  containing  copies  of  the  official  records  of 
cases,  and  copies  of  those  voluminous  reports 
every  contract  doctor  is  required  to  make  to 
autocratic  bureaus.  She  then  takes  a deep  breath 
and  opens  the  door  connecting  with  the  reception 
room.  The  doctor  glances  hastily  at  the  line  of 
expectant  faces  for  a sign  of  critical  illness. 
Finding  none,  he  beckons  the  fortunate  person 
nearest  the  door. 

He  may  ask  in  two  or  three  at  a time.  Prog- 
ress through  his  medical  mill  will  be  just  as 
rapid  as  he  can  make  it,  because  he  knows  more 
will  come  later,  or  that  a /private  patient  who 
will  pay  him  a regular  fee  and  receive  immediate 
attention,  may  appear  any  time. 

If  the  case  is  not  “within  the  competence  of  a 
general  practitioner,”  (England)  the  patient  will 
be  sent  to  a doctor  qualified  to  give  proper  treat- 
ment and  advice.  The  patient  will  go  where  he 
now  goes  in  the  first  place,  and  will  pay  for  this 
special  treatment  just  as  he  pays  for  it  now. 

appeal  to  prove  sickness 

Some  may  be  told  that  nothing  is  the  matter 
with  them  and  ordered  back  to  work.  They  have 
the  right  of  appeal.  If  they  can  bring  some  in- 
fluence to  bear,  they  may,  on  a second  examina- 
tion by  another  doctor,  be  marked  sick  and  there- 
by become  eligible  for  cash  benefits,  a part  of  the 
insurance  scheme.  Others  will  be  certified  as 
unfit  for  work  and  will  also  receive  small  weekly 
payments. 

Some  will  receive  prescriptions  that  can  be 
filled  at  contract  drug  stores.  The  cost  of  these 
averaged  16  cents  (England)  in  1934.  The  well- 
to-do  continue  to  see  doctors  engaged  exclusively 
in  private  practice.  Dependents  of  insured  per- 
sons (England)  continue  to  pay  for  medical  at- 
tention. Those  so  poor  they  cannot  pay  anything 


will  receive  free  medical  care  just  as  they  re- 
ceive it  now. 

Compulsory  health  insurance  has  been  dressed 
alluringly,  but,  to  the  American  doctor  who  has 
studied  it,  it  is  a sordid,  slipshod,  dangerous  and 
inhumane  tinkering  with  health. 

Proposed  legislation  forcing  American  doctors 
into  the  wholesale  practice  of  medicine  is  certain 
to  pattern  after  compulsory  health  insurance 
laws  in  Europe  with,  of  course,  some  original 
angles.  Let  us,  therefore,  examine  briefly  what 
they  have  across  the  Atlantic.  Bismarck  intro- 
duced the  system  in  Germany  in  1883  as  a sop 
to  socialism.  It  encouraged  rather  than  retarded 
socialism.  The  scheme  in  Great  Britain  became 
effective  in  1912.  In  both  countries  the  plan  is 
limited  to  low  wage  earners  and  covers  31.4  per 
cent  of  all  Germans,  39  per  cent  of  the  working- 
men and  women  in  Great  Britain. 

The  law  in  England  is  limited  to  manual 
laborers  more  than  16  and  white  collar  workers 
earning  not  more  than  $1,250  a year.  The  cost 
is  18  cents  a week  for  men  and  17  cents  for 
women.  Of  this,  the  employer  contributes  nine 
cents  regardless  of  the  sex  of  the  worker.  To 
the  total,  the  Government  adds  approximately 
one-seventh. 

The  charge  against  the  fund  for  medical  bene- 
fits is  limited  to  six  cents  a week  for  every  in- 
sured person.  The  balance  of  the  money  paid  in 
goes  for  benefits — sickness,  disablement  and  ma- 
ternity— and  the  cost  of  administration.  Further- 
more, health  insurance  is  interlocked  with 
widows’  and  orphans’  insurance. 

The  health  section  is  administered  through  In- 
surance Committees  organized  in  every  county 
and  county  borough  by  the  insured,  doctors  and 
authorities.  Each  committee  prepares  a panel  of 
doctors  who  wish  to  treat  insured  persons. 

Any  doctor  may  have  his  name  on  a panel 
(most  of  the  good  ones  stick  to  private  practice) 
and  any  insured  person  may  select  any  panel 
doctor.  A dissatisfied  patient  may  change  his 
doctor  after  a month’s  notice.  A doctor  can  get 
rid  of  a disagreeable  patient  on  14  days’  notice. 
Every  panel  doctor  agrees  to  supply  every  person 
on  his  list  with  all  medical  treatment  (within  the 
competence  of  a general  practitioner)  and  pre- 
scribe as  necessary  within  the  appropriation  for 
medicines.  For  each  person  on  his  list  a doctor 
receives  $2.25  a year. 

The  British  Ministry  of  Health’s  report  shows 
that,  in  1934,  there  were  15,521,000  persons  on 
the  panels  of  15,500  physicians.  Average  for 
the  doctors  was  $2,252,  less  an  emergency  de- 
duction of  seven  and  a half  per  cent,  leaving 
$2,083.  After  paying  income  tax  of  25  per  cent, 
the  doctor  had  $1,562  left  with  which  to  pay  liv- 
ing expenses  and  hire  office  help. 

While  the  average  number  of  patients  was 
1,001,  about  one-third  of  the  doctors  in  London 
had  from  1,250  to  2,500.  Even  then  economic  cir- 
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cumstances  forced  panel  doctors  to  continue 
private  practice. 

Panel  doctors  look  at  from  30  to  60  patients  a 
day.  They  go  by  him  rapidly,  almost  mechani- 
cally. It  is  a tiresome  and  tiring  business.  Snap 
judgment  is  common,  errors  numerous. 

Whether  they  are  sick  or  not,  patients  bring 
in  numerous  forms  for  other  insurance  funds 
which  some  doctor  must  sign.  They  ask  him  for 
iodine,  aspirin,  lozenges  and  bandages  for  future 
use  around  the  house.  Some  have  a liking  for  a 
particular  tonic  and  demand  it  repeatedly.  Often 
enough  a wife  comes  in  asking  for  “something 
for  ’Enry’s  cough.”  Knowing  “ ’Enry,”  the  har- 
ried doctor  frequently  gives  it  to  her  although 
he  is  supposed  to  see  the  patient.  Malt  and 
‘^Russian  oil”  are  favorites  of  panel  patients, 
since  they  may  be  traded  elsewhere  for  some- 
thing more  desirable.  The  situation  has  caused 
Sir  Kingsley  Wood,  Minister  of  Health,  to  tell  the 
House  of  Commons  “we  are  rapidly  becoming  a 
nation  of  medicine  drinkers.” 

DOCTORS  DO  DOUBLE  DUTY 

In  some  areas  in  London  panel  doctors  hang 
in  their  offices  signs  reading,  “Please  do  not  spit 
on  the  floor.”  Some  panel  doctors  have  separate 
waiting  rooms  for  panel  and  private  patients. 
Others  have  one  office  for  panel  patients  and, 
miles  away  in  a tonier  neighborhood,  a second 
office  for  private  practice.  There  are  instances 
of  doctors  with  two  offices  for  panel  patients, 
serving  them  at  different  hours. 

The  doctor  knows  that  some  who  saw  him  as 
a panel  doctor  will  be  back  to  talk  over  their 
cases  for  a fee,  as  private  patients  to  private 
physician,  with  the  comforting  thought  that  an 
inquiring  regional  medical  officer  or  an  insurance 
commissioner  cannot  read  their  records. 

It  is  not  astonishing,  therefore,  to  learn  that 
more  than  50  per  cent  of  those  treated  at  free 
clinics  in  London  hospitals  are  insured  persons; 
that  in  many  instances  their  cases  had  not  been 
diagnosed  by  panel  doctors.  Nor  that  600,000 
Britishers  compelled  to  pay  premiums  for  health 
insurance  thought  so  little  of  panel  practice  they 
did  not  register  with  Insurance  Committees,  thus 
scorning  the  medical  service  for  which  they  had 
been  taxed. 

Speakers  for  organizations  of  the  insured  have 
complained  that  too  few  good  doctors  enter  panel 
practice,  that  the  better  ones  in  it  resign  because 
it  holds  them  back  professionally.  These  speak- 
ers have  repeatedly  expressed  their  doubt  panel 
doctors  are  keeping  up  with  medical  science.  To 
remedy  these  short-comings,  the  insurance  fund 
appropriated  $40,000  for  scientific  betterment  in 
1934.  Of  this,  only  $11,770  was  spent.  It  went 
for  short  courses  of  post-graduate  study.  Di- 
vided among  86  panel  doctors,  there  was  an 
average  of  $137  for  each  one! 


In  addition  to  medical  treatment,  the  com- 
pulsory health  insurance  act  in  England  pro- 
vides sickness  benefits  up  to  $3.75  a week,  dis- 
ablement benefits  to  $1.85  weekly,  and  maternity 
benefits  in  a lump  sum  of  $10  or  $20,  depending 
on  whether  the  woman  or  her  husband  is  in- 
sured. These  benefits  are  administered  by  hun- 
dreds of  Approved  Societies  with  some  5,000 
branches.  These  self-governing  groups  are 
usually  formed  by  persons  already  associated  in 
political,  fraternal,  labor  and  religious  organiza- 
tions. 

There  is,  then,  a double  reason  why  politicans 
should  listen  to  them.  This  may  explain  why,  in 
1932,  at  the  request  of  the  societies,  regional 
medical  officers  certified  621,689  persons  unfit  to 
work  and  put  them  on  weekly  benefit  rolls.  These 
621,689  had  only  a short  time  before  been  de- 
clared well. 

Political  influence  of  Approved  Societies  is 
one  of  the  reasons  there  was  no  fulfillment  of  the 
hope  that,  under  compulsory  health  insurance, 
the  panel  doctors  would  detect  disease  in  its 
early  stages  and  thereby  reduce  the  tremendous 
financial  loss  to  workers  and  industry  from  ill- 
ness. Actually,  the  loss  has  grown  enormously. 
An  official  survey  of  the  insured  population  of 
England  revealed  that,  in  1933,  the  loss  through 
sickness  was  12%  days  per  worker,  as  against 
nine  days  before  health  insurance.  The  record  in 
Germany,  where  compulsory  health  insurance  has 
been  in  force  longer,  is  much  worse.  In  50  years 
of  the  system  there  the  annual  loss  from  sick- 
ness has  increased  from  five  and  a half  days  to 
28  days.  In  the  United  States,  the  loss -has  re- 
mained the  same,  six  and  a half  days,  for  25 
years. 

PATIENTS  SEEK  SICK  BENEFITS 

No  one  claims  that  sickness  in  England  and 
Germany  increased  to  the  extent  these  figures 
might  indicate.  What  actually  happened  was  that 
lazy  workers  managed  to  get  themselves  on 
benefit  rolls.  There  are  statistics  to  prove  the 
volume  of  malingering.  Of  2,008  Germans 
ordered  to  final  examination  to  determine 
whether  they  were  fit  for  work,  816  immediately 
decided  they  had  recovered,  289  others  were 
found  to  be  well.  The  same  situation  is  found  in 
England.  On  the  re-examination  of  468,000  per- 
sons in  1934,  179,000  were  declared  sick,  289,000 
were  found  to  be  well! 

Social  workers  also  claim  compulsory  health 
insurance  is  a great  stride  in  preventive  medicine. 
The  claim  is  unsupported  by  facts.  After  analy- 
zing reported  diphtheria  cases  for  ten  years 
ending  in  1933,  the  League  of  Nations  concluded: 

The  number  of  cases  increased  in  Germany  and 
Austria,  where  the  insurance  system  extends  to 
the  family,  and  also  in  England  and  Wales,  where 
families  are  not  included.  The  number  of  cases 
has  declined  most  rapidly  in  Canada  and  the 
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United  States  where  there  is  no  compulsory  sick- 
ness insurance. 

(In  1936  the  province  of  British  Columbia 
adopted  compulsory  health  insurance  providing 
only  for  medical  care,  excluding  benefits.) 

A year  later  the  League  reported  the  death 
rate  from  tuberculosis  was  also  higher  in  coun- 
tries with  compulsory  health  insurance. 

Figures  for  infant  mortality,  which  the  medi- 
cal world  regards  as  a highly  sensitive  index  of 
general  health,  also  are  unfavorable  to  those 
nations  with  compulsory  health  insurance.  For 
52  German  cities  the  rate  was  60;  for  121  Eng- 
lish cities,  63.  Compare  these  rates  with  Boston, 
57;  New  York,  52;  Cleveland,  44;  Chicago,  48; 
Los  Angeles,  53;  Toronto,  48. 

SICKNESS  RATE  IS  HIGHER 

In  Europe  they  seem  to  be  getting  sick  more 
often  and  staying  sick  longer.  Happily,  the 
situation  in  the  United  States  is  just  the  opposite. 
As  recently  as  1910,  the  average  time  a patient 
remained  in  an  American  hospital  was  20  days. 
Today  it  is  just  half  that.  For  Americans  also 
two  years  have  been  added  to  life  expectation,  at 
birth,  since  1929. 

Europeans  frankly  envy  our  progress  in  pre- 
ventive medicine.  Edwin  T.  Nash,  British  public 
health  official,  offers  one  explanation  for  this 
advance  in  the  Journal  of  State  Medicine: 

America  has  been  some  ten  years  ahead  of  us 
in  this  matter,  due  to  a certain  extent  to  the 
American  flair  for  wholesale  publicity,  together 
with  a more  polyglot  population  in  its  big  towns 
that  is  more  susceptible  to  flamboyant  methods 
of  propaganda  than  our  more  sober-minded  and 
less  emotional  people. 

It  is  just  possible  that  the  absence  of  mass 
practice  has  had  something  to  do  with  the  man- 
ner in  which  American  medicine  has  been  going 
places. 

American  Government  workers  were  in  Eng- 
land late  in  1936  studying  compulsory  health  in- 
surance. Will  they  report  that  only  half  the  work 
done  by  panel  dentists  was  judged  “satisfactory” 
in  1934?  Will  they  tell  us  the  cost  of  administer- 
ing the  act  was  half  the  total  sum  received  by 
panel  doctors?  Will  they  overlook  the  fact  the 
London  County  Council,  under  the  poor  law,  still 
maintains  hospitals  and  institutions  with  42,000 
beds  for  the  sick  poor. 

They  will  tell  you,  certainly,  that  45  per  cent 
of  British  doctors  are  in  panel  practice  and  that 
a vast  majority  of  them  are  for  compulsory 
health  insurance.  They  will  tell  you,  also,  the 
British  Medical  Association  favors  it.  They  favor 
it  because  the  unattractive  conditions  today  are 
better  than  they  were  before,  when  people  of 
small  incomes  prepared  for  sickness  expense  by 
joining  Friendly  Societies. 


Compulsory  health  insurance  is  no  stranger  in 
our  state  legislatures.  Some  25  of  them  have  con- 
sidered a bill  sponsored  by  the  American  Asso- 
ciation for  Social  Security.  It  takes  a whooping 
big  slice  off  the  pay  roll,  saddles  more  taxation 
upon  worried  states.  One  important  reason  the 
bill  has  not  been  adopted  probably  is  that  politi- 
cians sometimes  become  ill  and  when  they  do, 
they  take  their  illnesses  seriously. 

But  the  measure  has  been  studied  in  Washing- 
ton by  those  interested  in  putting  over  com- 
pulsory health  insurance  on  a national  scale  and 
we  may  well  take  a look  at  it. 

Annual  compulsory  contributions  are  graduated 
according  to  the  pay  of  the  worker.  Here  they 
are: 

Worker  $10.40  to  $93.60 

Employer  33.80  to  46.80 

State  15.60  to  46.80 

Three-fourths  of  the  fund  is  for  medical  care. 

The  remaining  fourth  is  for  cash  payments  up 
to  $19.50  a week  for  family  heads  who  are  sick 
and  unable  to  work. 

The  bill  sets  up  in  each  state  a State  Health 
Insurance  Board  of  five,  a State  Advisory  Council 
of  12,  and  a State  Medical  Advisory  Council  of 
nine. 

A state  is  divided  into  districts,  each  with  a 
full  time  medical  supervisor  and  a finance  officer. 
A district  is  sub-divided  into  local  areas,  each 
with  two  permanent  employees,  a council  of  four 
appointed  members  receiving  a per  diem  and 
expenses,  and  as  many  local  advisory  committees 
as  are  necessary,  with  expenses  paid. 

Under  this  bill,  the  state  will  begin  taking  an 
interest  in  your  child  before  it  is  born.  An  ex- 
pectant mother  will  receive  benefits  six  weeks 
before  and  after  the  birth  of  her  child  “provid- 
ing she  is  receiving  pre-natal  care  prescribed  by 
the  board!”  Care  for  others  “shall  include,  under 
such  regulations  as  the  board  may  prescribe, 
immunization  and  periodic  physical  examina- 
tions.” 

If  the  state  thinks  your  teeth  need  fixing  they 
will  be  fixed  to  the  extent  “necessary  to  correct 
conditions  which  the  board  finds  are  seriously 
prejudicial  to  health,  or  are  causing  or  threaten- 
ing to  cause  disability,  or  are  interfering  or 
threatening  to  interfere  with  the  pursuit  of  gain- 
ful occupation.”  Appliances  and  glass  eyes  will 
be  distributed.  And  there  are  additional  benefits 
which  the  board  may  provide  without  charge. 

The  board  can  make  donations  to  medical  in- 
stitutions, create  new  medical  facilities,  “take 
such  steps  as  it  may  deem  feasible  and  ap- 
propriate to  reduce  and  prevent  sickness,  injury 
and  death.” 

Finally,  “It  shall  have  full  investigatory 
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powers  and  shall  have  direct  access  to  the  sources 
of  all  information!” 

This  is  a plan  for  as  complete  and  autocratic 
a bureaucracy  as  ever  fastened  itself  on  a docile 
democracy.  It  is  offered  in  the  guise  of  compul- 
sory health  insurance,  for  which  there  seems  to 
be  no  popular  demand.  There  is  a movement  to 
create  an  artificial  demand.  With  all  of  this  the 
doctor  has  no  sympathy  because  he  knows  the 
two  outstanding  causes  of  sickness  are  poor 
housing  and  malnutrition,  social  problems  big 
enough  to  engage  all  the  energies  of  all  the  social 
workers  for  the  rest  of  their  lives. 

FEW  LACK  MEDICAL  CARE 

Is  there  a need  in  the  United  States  for  com- 
pulsory health  insurance  ? Most  authoritative 
information  on  the  question  was  gathered  by  the 
Committee  on  the  Costs  of  Medical  Care,  and  it 
was  gathered  by  social  workers.  They  concluded 
that  90.2  per  cent  of  American  sick  receive  com- 
petent medical  care.  We  are,  then,  concerned 
with  the  remaining  9.8  per  cent. 

We  do  not  know  where  they  live  except  that 
unknown  thousands  of  them  are  in  backward 
states.  If  they  live  in  cities  they  can  receive 
excellent  medical  attention  at  hundreds  of  free 
clinics.  If  they  do  not  seek  these  services  now 
they  cannot  be  compelled  by  law  to  seek  them. 

It  is  a fact  that  low  income  groups  in  the 
United  States  receive  medical  care  superior  to 
that  obtainable  by  those  in  the  same  category  liv- 
ing in  countries  which  have  compulsory  health  in- 
surance. They  pay  for  it,  if  they  pay  at  all,  ac- 
cording to  their  means.  For  their  money  they  get 
a quality  of  service  not  to  be  found  anywhere 
else  in  the  world.  It  is  also  a fact  that,  although 
they  were  hit  terrifically  by  the  depression,  doc- 
tors and  hospitals  gave,  and  continue  to  give, 
more  free  services  than  any  other  class. 

Physicians,  alone,  provide  the  sick  poor  with 
services  valued  at  $750,000  a day! 

They  are  not  boasting  about  it,  they  are  not 
squawking  about  it.  But  they  are  becoming  vocal 
about  the  propaganda  for  legislation  designed  to 
place  the  sick,  and  the  treatment  of  the  sick, 
under  political  control.  They  have  some  ideas  of 
their  own  about  what  should  be  done.  Only  a few 
months  ago  the  trustees  of  the  American  Medical 
Association  made  the  following  offer: 

Referring  to  a group  of  the  population  neither 
wholly  indigent  nor  fully  competent  financially, 
but  under  some  circumstances  unable  to  meet  the 
costs  of  the  usual  medical  procedures:  The  board 
points  out  the  willingness  of  the  profession  to- 
day to  do  its  utmost  to  provide  adequate  medical 
service  for  all  of  those  unable  to  pay  either  in 
whole  or  in  part.  Members  of  the  medical  pro- 
fession, locally  and  in  the  various  states,  are 
ready  and  willing  to  consider  other  ways  and 
means  for  meeting  the  problems  of  providing 
medical  service,  and  diagnostic  laboratory  facili- 
ties for  all  requiring  such  service,  and  not  able 
to  meet  the  full  cost  thereof.  These  are  financial 


and  administrative  problems  of  local  rather  than 
federal  responsibility. 

Willingness  to  meet  the  situation  does  not  con- 
situte  in  any  sense  of  the  word  an  endorsement 
of  health  insurance,  either  voluntary  or  com- 
pulsory, as  a means  of  meeting  the  situation. 

This  statment  of  principles  by  organized  medi- 
cine admitted  that  conditions  are  not  altogether 
satisfactory,  but  expressed  a willingness  to  co- 
operate in  finding  a remedy.  Before  the  month 
ended  there  was  action. 

In  assuming  the  presidency  of  the  Medical  So- 
ciety of  the  County  of  New  York,  Dr.  Adolph  G. 
DeSanctis  proposed  the  establishment  of  a medi- 
cal service  bureau  to  determine  patients’  capacity 
to  pay.  The  bureau  would  arrange  for  minimum 
fees  comparable  to  fees  fixed  by  the  Workmen’s 
Compensation  Bureau.  Reductions  would  amount 
to  from  50  to  75  per  cent  of  normal  fees. 

THE  DOCTOR’S  OPINION 

Also  before  the  end  of  January,  Dr.  Charles 
Gordon  Heyd,  president  of  the  American  Medical 
Association,  expressed  in  more  detail  some  of 
the  ideas  of  organized  medicine  for  the  improve- 
ment of  conditions.  They  were: 

Facilities  for  post  graduate  instruction  must 
be  enlarged  greatly,  coordinated  and  amplified. 
There  must  be  courses  for  periodic  reeducation 
of  the  doctor,  keeping  him  abreast  of  medical  dis- 
coveries. 

All  features  of  medical  service  in  any  method 
of  medical  practice  should  be  under  the  control 
of  the  medical  profession.  No  other  body  or  in- 
dividual is  legally  or  educationally  qualified  to 
exercise  such  control. 

No  third  party  should  be  permitted  'to  come 
between  the  patient  and  his  physician  in  any 
medical  relation. 

Patients  must  have  absolute  freedom  to  choose 
a doctor. 

In  whatever  way  the  cost  of  medical  service 
may  be  distributed,  it  should  be  paid  for  by  the 
patient  in  accordance  with  his  means  and  in  a 
manner  that  is  mutually  satisfactory. 

Medical  service  must  have  no  connection  with 
any  indemnity  cash  benefits. 

The  insurance  principle  as  applied  to  human 
sickness  is  acceptable  only  in  buying  hospital 
lodging  and  accommodations,  food  and  general 
nursing  care. 

There  should  be  a census  of  indigents  and  they 
should  be  certified  by  central  bureaus  under  the 
Department  of  Welfare,  with  proper  representa- 
tion from  the  county  medical  society. 

The  free  out-patient  departments  of  hospitals 
should  be  completely  separated  financially  from 
the  pay  services. 

The  number  of  patients  that  may  attend  any 
one  clinic  should  be  limited. 

Dr.  Heyd  also  asserted  his  unequivocal  op- 
position to  all  forms  of  compulsory  health  in- 
surance. He  said: 

These  schemes  tend  to  relieve  the  individual  of 
his  own  responsibility  and  to  increase  the  length 
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of  illness.  In  short,  it  is  profitable  for  the  in- 
dividual to  be  sick.  The  outstanding  defect  is 
that  it  divides  the  practice  of  medicine  into  a 
class  practice,  and  the  measure  of  effectiveness 
of  the  medical  service  depends  on  the  economic 
status  of  the  patient.  A superior  type  of  service 
is  created  for  the  well-to-do.  The  practice  of 
medicine  in  the  lower  economic  groups  becomes 
largely  a prescription  practice — a brief  con- 
sultation, a scant  history,  a bottle  of  medicine. 

We  come  now  to  the  cost  of  compulsory  health 
insurance  in  dollars.  The  employee  will  surrender 
a sizeable  percentage  of  his  wages,  the  em- 
ployer’s share  will  be  even  larger.  States,  already 
bending  under  the  burden  of  debt,  will  donate 
from  25  to  30  per  cent  of  the  total,  receiving  a 
partial  kickback  from  the  Federal  Government. 
But  there  will  be  more  to  it  than  that. 

A paternal  government  providing  an  existence 
for  those  on  relief  will  be  called  upon  to  take 
care  of  their  health  insurance  premiums. 

Hospitals  and  doctors  will  expect  from  states 
regular  payments  for  those  services  now  given  to 
the  sick  poor. 

And  may  not  philanthropists  who  have  built 
such  a large  number  of  our  7,000  hospitals  with 
their  892,000  beds  come  to  regard  such  endow- 
ment as  also  a responsibility  of  the  states? 

It  is  certain  the  states  will  be  asked  to  make 
up  any  deficits  in  insurance  funds. 

Finally,  the  United  States  has  more  doctors 
per  100,000  population  than  in  any  other  nation. 
And  they  are  here  in  that  comforting  combina- 
tion of  quality  with  quantity.  Proud  of  their 
ranking  position  in  their  science,  and  determina- 
tion to  maintain  it,  our  doctors  are  virtually  one 
in  opposing  a compulsory  health  insurance  plan. 

Who  will  not  agree  with  them  there  is  no 
place  in  American  medicine  for  boondoggling? 


Seventh  District  Meeting-  Held  May  27 

A meeting  of  the  Seventh  Councilor  District 
of  the  Ohio  State  Medical  Association  was  held 
at  the  Steubenville  Country  Club,  May  27.  Speak- 
ers on  the  scientific  program  were  Dr.  Russel  G. 
Means,  Columbus,  who  discussed  “Treatment  of 
the  Common  Cold”,  and  Dr.  F.  B.  Utley,  Pitts- 
burgh, who  spoke  on  “Evaluation  of  Modern 
Methods  of  Treatment  of  Peptic  Ulcer”.  “Rosie” 
Rosewell,  Pittsburgh  radio  commentator,  spoke 
at  the  dinner  meeting.  Dr.  Carl  Goehring,  Steu- 
benville, president  of  the  Seventh  Councilor  Dis- 
trict, presided  at  the  meeting.  The  program  was 
arranged  by  Dr.  Howard  H.  Minor,  Steubenville, 
secretary  of  the  district.  Guests  included  Dr.  C. 
W.  Kirkland,  Bellaire,  Councilor  for  the  Seventh 
District;  Dr.  Wm.  Kelley  Hale,  Wilmington, 
chairman  of  the  Sub-Committee  on  District  Meet- 
ings of  the  Ohio  State  Medical  Association,  and 
Charles  S.  Nelson,  Columbus,  Executive  Secre- 
tary of  the  State  Association. 


Ohio  Public  Health  Association  Holds 
Meeting;  Dr.  Brady  New  President 

The  annual  meeting  of  the  Ohio  Public  Health 
Association  was  held  at  the  Neil  House,  Colum- 
bus, May  20  and  21. 

At  its  opening  session,  the  association  adopted 
a resolution  advocating  the  appointment  of  the 
State  Director  of  Health  by  the  Ohio  Public 
Health  Council  for  a five-year  term  instead  of  by 
the  Governor  to  serve  at  his  pleasure. 

Dr.  J.  H.  J.  Upham,  Columbus,  President-Elect 
of  the  American  Medical  Association,  discussed 
“The  Medical  Views  of  Present  Day  Public 
Health”,  at  a luncheon  meeting,  May  20.  Dr.  E. 
R.  Hiatt,  Troy,  president  of  the  Public  Health 
Association,  presided. 

W.  W.  Charters,  director  of  the  Bureau  of 
Educational  Research,  Ohio  State  University, 
presided  at  the  afternoon  session,  which  was  de- 
voted to  a consideration  of  opportunities  for  the 
integration  of  health  in  the  state  programs  of 
education,  health  and  welfare  as  a result  of  the 
Federal  Social  Security  Act.  Speakers  were:  E. 
L.  Bowsher,  State  Director  of  Education;  Dr. 
Walter  H.  Hartung,  State  Director  of  Health; 
and  Judge  Henry  Robison,  chief,  Division  of  Pub- 
lic Assistance,  State  Department  of  Welfare. 

Community  educational  work  in  tuberculosis 
was  the  subject  discussed  at  the  morning  session, 
May  21,  at  which  Lewis  S.  Moorehead,  super- 
visor, Physical  and  Health  Education,  State  De- 
partment of  Education  presided.  Speakers  in- 
cluded: C-  A.  Gibbens,  superintendent  of  schools, 
Lorain  County,  Elyria;  I.  V.  Shannon,  department 
of  sociology,  Ohio  University,  Athens;  Dr.  Lee  H. 
Ferguson,  director  of  health  service,  Western 
Reserve  University,  Cleveland,  and  Delbert  Ober- 
teuffer,  professor  of  physical  education,  Ohio 
State  University,  Columbus. 

Dr.  E.  L.  Brady,  Marion,  presided  at  the 
luncheon  meeting  May  21,  at  which  Clifford  L. 
Brownell,  professor  of  physical  education,  Teach- 
ers’ College,  Columbia  University,  New  York  City, 
discussed  “The  Functions  of  the  Unofficial  Tuber- 
culosis Organizations  in  the  Development  of 
Health  Education  Programs  in  the  School  and 
Community”. 

The  following  officers  were  elected  for  the  en- 
suing year:  Dr.  E.  L.  Brady,  Marion,  president; 
Dr.  John  Srail,  Springfield,  first  vice-president; 
Mrs.  George  J.  Blazier,  Marietta,  second  vice- 
president;  Dr.  Charles  A.  Doan,  Columbus,  secre- 
tary; C.  L.  LaMonte,  Columbus,  auditor;  Thomas 
H.  Dickson,  Columbus,  treasurer,  and  John  W. 
Brieker,  Columbus,  counsel. 


Toledo — Dr.  Oshea  S.  Brigham,  dean  of  Toledo 
physicians,  who  has  been  in  active  practice  for 
61  years,  was  recently  honored  by  a special 
“recognition  bouquet”  feature  story  in  the  To- 
ledo Sunday  Times. 


THE  PHYSICIAN’S  BOOKSHELF 

All  unsigned  reviews  are  from  the  pen  of  the  Editor. 


Operative  Surgery.  By  Shelton  Horsley,  M.D., 
and  Isaac  A.  Bigger,  M.D.  Two  volumes, 
$15.00.  C.  V.  Mosby  Company,  St.  Louis. 

As  the  author  states  this  text  does  not  attempt 
to  be  an  encyclopedic  work — but  rather  the  com- 
bined effort  of  well  qualified  specialists.  The  pro- 
cedures set  forth  impress  the  reader  as  being 
those  which  have  been  most  successful  by  actual 
experience  in  the  hands  of  the  authors,  rather 
than  academic  descriptions.  The  material  is  pre- 
sented in  a very  readable  and  understandable 
form  and  the  special  fields  are  ably  covered  by 
the  collaborating  associates.  Especially  is  this 
true  of  the  chapters  on  plastic  surgery  by  John 
S.  Horsley,  Jr.,  as  well  as  the  excellent  presenta- 
tion by  Dr.  Isaac  Bigger  of  the  surgery  of  the 
neck,  thorax,  breast,  hernia  and  sympathetic 
nervous  system. 

Although  the  book  is  published  in  two  volumes, 
I think  that  the  surgeon  in  general  practice,  the 
teacher,  as  well  as  the  student  will  find  this  work 
a very  good  surgical  text — each  branch  of  sur- 
gery handled  authoritatively.  The  illustrations 
by  Miss  Helen  Lorraine  are  excellent  and  con- 
tribute much  to  the  understanding  of  the  text. 
Many  new  ones  have  been  added  in  this  edition. — 
P.  H.  Charlton,  M.D. 

Life  and  Death.  The  Autobiography  of  a Surgeon. 
By  Andre  Majocchi.  Translated  by  Wallace 
Brockway.  $2.75.  Knight  Publications,  New 
York,  1937. 

To  all  who  have  enjoyed  the  rapidly  growing 
number  of  surgeons’  autobiographies,  this  will  be 
a welcome  addition.  Not  only  because  it  is  the 
story  of  the  eventful  life  of  a strong  personality, 
but  because  it  adds  much  information  about 
Italians  surgeons,  how  they  are  made,  what  they 
do,  and  how  they  think.  It  is  a well-told  story 
which  you  will  enjoy. 

The  Little  Things  in  Life.  By  Barnett  Sure,  pro- 
fessor of  agricultural  chemistry  in  the  Uni- 
versity of  Arkansas,  $2.50;  D.  Appleton-Cen- 
tury  Company,  1937;  pp.  340. 

This  is  a happy  attempt  to  explain  in  non- 
technical language  such  little  things  as  the 
vitamins,  hormones  and  minerals  and  how  they 
affect  nutrition,  infection,  allergy,  indigestion, 
obesity,  nervousness,  and  other  clinical  symptoms. 
The  book  does  seem  to  be  just  a little  too  up-to- 
date,  but  if  this  is  taken  only  as  a suggestion  to 
watch  certain  investigations  and  not  as  a chal- 
lenge to  adopt  them  into  one’s  culture  of  health 
it  will  be  well. 


Senile  Cataract.  By  W.  A.  Fisher,  M.D.,  F.A.C.S. 
Third  Edition  with  150  pages  and  181  illus- 
trations. Published  by  The  H.  G.  Adair 
Printing  Company,  Chicago,  Illinois. 

This  is  an  excellent  discussion  of  the  operative 
methods  now  in  use  for  the  removal  of  cataracts. 
The  book,  intended  primarily  for  the  ophthalmic 
surgeon,  has  numerous  suggestions  which  will  be 
of  benefit  to  the  operator. 

Some  of  the  illustrations  have  been  carried 
over  from  the  previous  two  editions,  but  this,  in 
no  way  lessens  the  value  of  the  present  text. — 
Claude  S.  Perry,  M.D. 

Personal  Hygiene.  By  C.  E.  Turner,  M.A.,  Dr. 
P.H.,  professor  of  biology  and  public  health 
in  the  Massachusetts  Institute  of  Technology. 
$2.25.  C.  V.  Mosby  Co.,  St.  Louis,  pp.  333. 

The  author’s  position  as  an  authority  in  the 
field  of  hygiene  itself  recommends  this  simple 
and  understandable  explanation  of  every  phase  of 
personal  health  addressed  to  various  college- 
level  groups. 

The  Cardiac  Glycosides.  By  Arthur  Stoll,  D.Sc., 
M.D.  The  Pharmaceutical  Press,  London; 

pp.  80. 

A series  of  three  lectures  delivered  in  the  Col- 
lege of  the  Pharmaceutical  Society  of.  Great 
Britain  under  the  auspices  of  the  University  of 
London.  The  titles  of  these  are:  I,  The  Import- 
ance of  Sugars;  II,  the  Squill  Glycosides  and  the 
Structures  of  the  Aglycones;  and  III,  The  Genuine 
Digitalis  Glycosides.  An  excellent  survey  of  the 
cardiac  glycosides  by  one  who  has  done  much  of 
the  work  himself.  Recommended  to  all  students 
of  the  heart. 

Physiological  Hygiene.  By  Cleveland  Pendleton 
Hickman,  Ph.D.,  professor  of  physiology  and 
hygiene  in  Depauw  University.  $3.25;  Pren- 
tice-Hall, Inc.,  New  York;  pp.  490. 

Here  is  a book  on  hygiene  for  college  students 
which  is  not  a book  of  sermons  on  what  should 
be  done  to  promote  health  but  rather  a successful 
attempt  to  explain  the  physiological  reasons  for 
cultivating  good  health  behavior. 

Woman’s  Prime  of  Life.  By  Isabel  Emslie  Hut- 
ton, M.D.,  $2.00;  Emerson  Books,  Inc.,  New 
York.  pp.  150. 

Well  conceived  and  executed  bit  of  advice  to 
the  woman  and  her  husband  at  her  elimateric. 
It  will  be  a helpful  volume  if  it  is  prescribed  as  a 
part  of  the  periodical  health  service  to  women 
patients  approaching  the  change. 
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Frank  Edwin  Adams,  M.D.,  Piqua;  Cleveland- 
Pulte  Medical  College,  1899;  aged  62;  died  May 
19.  Dr.  Adams  had  been  in  ill  health  for  the 
past  three  and  one-half  years.  He  was  a member 
of  the  Masonic  Order  and  the  United  Presby- 
terian Church.  His  widow  and  a sister  survive. 

Jotham  F.  Black,  M.D.,  Painesville;  Cleveland 
College  of  Physicians  and  Surgeons,  1898;  aged 
66;  former  member  of  the  Ohio  State  Medical  As- 
sociation and  the  American  Medical  Association; 
died  May  29.  Dr.  Black  retired  25  years  ago.  He 
was  formerly  house  physician  at  the  Hollenden 
Hotel,  Cleveland,  and  was  physician  on  a trans- 
Atlantic  liner  for  several  years.  Dr.  Black  was 
a member  of  the  Masonic  Order,  the  I.O.O.F.,  and 
the  Episcopal  Church.  Four  brothers  and  a sister 
survive. 

Charles  W.  Boeckley,  M.D.,  Cincinnati;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1936; 
aged  25;  died  May  13,  in  an  automobile  accident. 
Dr.  Boeckley  was  an  intern  at  St.  Mary  Hos- 
pital. Surviving  are  his  parents  and  a sister. 

Charles  MePherrin  Carr,  M.D.,  Coshocton;  Hos- 
pital College  of  Medicine,  Louisville,  Ky.,  1897; 
aged  78;  died  May  22.  Dr.  Carr  taught  in  the 
Coshocton  County  schools  for  a number  of  years, 
and  later  studied  medicine  and  practiced  in 
Nebraska.  Ill  health  forced  his  retirement  two 
years  ago.  Two  brothers  and  two  sisters  survive. 

Frederick  Warren  Conley,  M.D.,  Van  Wert; 
Eclectic  Medical  College,  Cincinnati,  1913;  aged 
51;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
June  4.  Dr.  Conley  began  the  practice  of  medi- 
cine at  Sherwood,  Paulding  County.  Following 
the  World  War,  during  which  he  served  in  the 
Medical  Corps  of  the  U.  S.  Army,  he  opened  an 
office  in  Van  Wert,  and  continued  there  until  his 
death.  Dr.  Conley  was  a member  of  the  Masonic 
Order,  the  American  Legion  and  the  Lutheran 
Church.  His  widow,  two  sons,  his  parents,  two 
sisters  and  a brother  survive. 

George  C.  Essick,  M.D.,  Congress;  College  of 
Physicians  and  Surgeons,  Baltimore,  Maryland, 
1893;  aged  69;  died  May  31.  Dr.  Essick  had 
practiced  in  the  Wayne  County  community  for  39 
years.  Surviving  are  two  sons,  three  sisters  and 
a brother. 

Alexander  Clyde  Hunter,  M.D.,  West  Alex- 
andria; Miami  Medical  College,  Cincinnati,  1903; 
aged  60;  member  of  the  Ohio  State  Medical  As- 
sociation and  Fellow  of  the  American  Medical 
Association;  died  May  15,  following  a heart  at- 


tack. Dr.  Hunter  had  practiced  in  West  Alex- 
andria for  34  years.  He  had  been  a member  of 
the  local  school  board  for  many  years,  and  was 
prominent  in  the  civic  affairs  of  the  community. 
Dr.  Hunter  was  a member  of  the  Masonic  Order. 
A daughter  survives. 

Roy  Y.  Littleton,  M.D.,  Stout;  Hospital  College 
of  Medicine,  Louisville,  Ky.,  1895;  aged  71; 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  May 
15.  Dr.  Littleton  began  the  practice  of  medicine 
in  Fleming  County,  Kentucky,  in  1895  and  after 
three  years  moved  to  Rome,  Adams  County, 
where  he  was  active  until  his  retirement  because 
of  ill  health  a year  ago.  He  had  served  as  a 
member  of  the  local  school  board  and  was  a 
trustee  of  the  Methodist  Church,  a past-master  of 
the  Masonic  Lodge  and  a member  of  the  Red 
Men’s  Lodge.  Surviving  are  his  widow,  a son,  a 
sister  and  four  brothers. 

Clyde  Robert  McConnell,  M.D.,  Dayton;  Ohio 
Medical  University,  Columbus,  1904;  aged  66; 
former  member  of  the  Ohio  State  Medical  Asso- 
ciation and  the  American  Medical  Association; 
died  May  29.  Dr.  McConnell  had  practiced  in 
Columbus  and  Williamsport  before  moving  to 
Dayton  in  1927,  where  he  continued  in  practice 
until  his  death.  His  widow,  a son,  a daughter, 
three  sisters  and  two  brothers  survive. 

Calvin  L.  McCoy,  M.D.,  Cleveland;  Cleveland- 
Pulte  Medical  School,  1901;  aged  65;  died  May 
25.  Dr.  McCoy  had  practiced  in  Cleveland  for  40 
years.  His  widow,  a brother  and  a sister  survive. 

Riley  Park  McElroy,  M.D.,  Ada;  Baltimore 
Medical  College,  1903;  aged  66;  died  May  13. 
Dr.  McElroy  retired  several  years  ago  after 
having  practiced  in  Ada  for  25  years.  He  was  a 
member  of  the  Church  of  Christ.  His  widow 
survives. 

Charles  Miesse,  M.D.,  Chillicothe;  Miami  Medi- 
cal College,  Cincinnati,  1892;  aged  67;  member  of 
the  Ohio  State  Medical  Association  and  Fellow 
of  the  American  Medical  Association;  died  May 
22,  of  pneumonia.  Dr.  Miesse  had  practiced  in 
Chillicothe  for  45  years.  He  was  a prominent 
Rotarian,  and  a member  of  the  Masonic  and  Elks 
Lodges,  and  the  Episcopal  Church.  Surviving 
are  his  widow,  two  sisters  and  two  brothers. 

Shelby  Mumaugh,  M.D.,  Lima;  Medical  College 
of  Ohio,  1888;  aged  71;  member  of  the  Ohio 
State  Medical  Association  and  the  American 
Medical  Association;  died  June  3.  Dr.  Mumaugh 
was  the  dean  of  Lima  physicians.  He  began  the 
practice  of  medicine  in  Beaverdam  in  1888,  and 
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after  a few  years  there  was  on  the  staff  of  the 
Longview  State  Hospital  for  five  years.  He 
practiced  in  Lima  for  40  years,  and  retired  be- 
cause of  ill  health  over  a year  ago.  Dr.  Mumaugh 
was  a member  of  the  Baptist  Church  and  the 
Torch  Club.  His  widow  survives. 

Samuel  John  Patterson,  M.D.,  East  Palestine; 
University  of  Louisville  School  of  Medicine,  1895; 
aged  76;  former  member  of  the  Ohio  State  Medi- 
cal Association  and  the  American  Medical  Asso- 
ciation; died  May  26.  Dr.  Patterson  retired  in 
1934  after  having  practiced  in  Elkton,  New 
Waterford  and  East  Palestine.  Surviving  are  two 
daughters  and  two  sons. 

Albert  N.  Seidel,  M.D.,  Cleveland;  Cleveland 
Medical  College,  Homeopathic,  1895;  aged  68; 
died  May  4. 

David  W.  Trout,  M.D.,  Stockport;  Ohio  Medi- 
cal University,  Columbus,  1901;  aged  62;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
the  American  Medical  Association,  died  May  19. 
Dr.  Trout  formerly  practiced  at  San  Toy,  later 
locating  in  Stockport  where  he  had  been  for  19 
years.  Surviving  are  his  widow  and  four  chil- 
dren. 

Foye  R.  Troute,  M.D.,  Denver,  Colorado;  Ohio 
State  University  College  of  Medicine, '1917;  aged 
46;  member  of  the  Colorado  State  Medical  So- 
ciety and  Fellow  of  the  American  Medical  Asso- 
ciation; died  May  27.  A native  of  Hillsboro,  Dr. 
Troute  began  practice  in  Denver  after  serving  in 
the  Medical  Corps  of  the'  U.  S.  Army  during  the 
World  War.  He  was  a member  of  the  Masonic 
Order.  Surviving  are  his  widow,  two  sons,  a 
daughter  and  a sister. 

Harriet  Mary  Wiley  Whitney,  M.D.,  Ashland; 
Laura  Memorial  Woman’s  Medical  College,  Cin- 
cinnati, 1897;  aged  62;  member  of  the  American 
Psychiatric  Association;  died  March  25.  Dr. 
Whitney  was  physician  at  the  Massachusetts 
State  Hospital,  North  Hampton,  for  35  years.  A 
brother  survives. 


Beware  of  Fake  Repair  Man 

A physician  in  Southern  Ohio  warns  his  col- 
leagues to  beware  of  a man  representing  himself 
as  J.  H.  Raymer,  of  Raymer  & Co.,  Hadley  Build- 
ing, Cleveland,  specializing  in  repairing  and  re- 
plating instruments  and  fitting  barrels  or 
plungers  to  broken  syringes.  The  man’s  tactics 
are  to  get  instruments  for  repair  and  sell  them 
to  someone  else.  A letter  sent  to  the  Cleveland 
address  was  returned  with  the  notation  that 
there  is  no  such  building,  and  no  company  listed 
under  that  name.  The  man  is  described  as  well- 
dressed,  about  50  years  of  age,  weighing  about 
130  pounds,  dark  hair  thinning  on  top,  wearing 
glasses,  a stiff  straw  hat  and  a two-piece  suit  of 
a blue  and  gray  pattern. 


Annual  Homecoming  Day  of  University 
of  Cincinnati  Medical  Alumni 

Many  alumni  of  the  University  of  Cincinnati 
College  of  Medicine  attended  the  annual  Medical 
Alumni  Day  Homecoming  at  Cincinnati  General 
Hospital  June  10.  Speakers  at  the  morning  ses- 
sion and  their  subjects,  included:  Dr.  Alfred 

Friedlander,  “Pellagra — Report  of  a Cooperative 
Clinical  Experiment”;  Dr.  M.  M.  Zinninger, 
“Management  of  Gross  Bleeding  from  Peptic 
Ulcers”!  Dr.  Eugene  B.  Ferris,  Jr.,  “A  Clinical 
Study  of  Heat  Stroke”;  Dr.  H.  L.  Woodward, 
“Ruptured  Uterus — Case  Report”;  Dr.  James 
M.  Ruegsegger,  “Serum  Treatment  of  Lobar 
Pneumonia”,  and  Dr.  Clare  Rittershofer,  “Nu- 
tritional Anemias  in  Children”.  Scientific  exhibits 
presented  at  the  afternoon  session  included: 
pneumonia  typing;  technique  of  gastroscopy; 
artificial  fever  therapy;  cardiac  station;  oxygen 
therapy;  specimen  case  records  and  temperature 
charts;  blood  grouping;  fracture  appliances;  vas- 
cular disturbances  and  pulmonary  physiology — 
experimental. 

Dr.  Charles  J.  McDevitt,  president  of  the 
Academy  of  Medicine  of  Cincinnati,  was  the 
principal  speaker  at  the  annual  alumni  banquet 
at  which  71  graduates  of  the  College  of  Medicine 
were  inducted  into  the  Medical  Alumni  Associa- 
tion. Other  speakers  were  President  Raymond 
Walters  and  Dr.  Julien  Benjamin.  Dr.  Donald  J. 
Lyle  was  toastmaster. 


Supreme  Court  To  Pass  on  Case 

The  case  of  Evelyn  Willett  vs.  Katherine  Rowe- 
camp,  an  unlicensed  chiropractor,  ( Ohio  State 
Medical  Journal,  May,  1937,  issue,  pages  566-567) 
in  which  the  Court  of  Appeals,  First  Appellate 
District,  sitting  at  Cincinnati,  held  that  an  un- 
licensed practitioner  has  no  professional  stand- 
ing, has  been  appealed  to  the  Ohio  Supreme 
Court,  Case  No.  26577.  The  case  will  be  set 
down  for  hearing  when  the  Court  returns  from 
its  summer  recess  the  last  week  in  September. 


Congress  of  Radiology  in  Chicago 

The  Fifth  International  Congress  of  Radiology 
will  convene  at  the  Palmer  House,  Chicago,  Sep- 
tember 13-17.  The  annual  medical  conventions 
of  the  leading  radiological  bodies  of  this  country 
will  be  merged  with  the  international  congress. 
These  include  the  American  Roentgen  Society, 
the  American  College  of  Radiology,  the  Radio- 
logical Society  of  North  America  and  the  Ameri- 
can Radium  Society.  The  general  secretary  of 
the  congress,  Dr.  Benjamin  H.  Orndoff,  is  in 
charge  of  headquarters  at  2561  North  Clark  St., 
Chicago,  Illinois. 


BUCKEYE  NEWS  NOTES 


Ashtabula — Dr.  W.  J.  McCarthy  is  in  Vienna, 
Austria,  taking-  a 12  weeks’  course  in  general 
surgery. 

Bluffton — Dr.  Munson  R.  Bixel  has  been  elected 
president  of  the  Allen  County  Board  of  Health. 

Canton — Dr.  S.  L.  Agnone  is  the  1937  golf 
champion  of  the  Stark  County  Medical  Society. 
He  won  his  laurels  at  the  recent  annual  golf 
tournament  of  the  society  at  the  Shady  Hollow 
Country  Club. 

Chardon — “What  Medicine  Has  Meant  to 
Civilization”  was  the  subject  of  an  address  made 
by  Dr.  Lucy  Stone  Hertzog  at  a recent  meeting 
of  the  Kiwanis  Club. 

Chillicothe — “The  Triumphs  and  Failures  of 
Preventive  Medicine”,  was  the  subject  of  an 
address  made  by  Dr.  R.  E.  Bower  at  a recent 
meeting  of  the  Sunset  Club. 

Cincinnati — Dr.  Marion  A.  Blankenhorn,  pro- 
fessor of  internal  medicine,  University  of  Cincin- 
nati College  of  Medicine  was  given  the  degree  of 
doctor  of  science  at  the  recent  commencement  of 
Wooster  College. 

Circleville — Dr.  V.  D.  Kerns  has  resigned  as 
health  commissioner  of  Pickaway  County.  He 
will  return  to  private  practice  September  1. 

Columbus — Dr.  J.  Fremont  Bateman,  superin- 
tendent of  the  Columbus  State  Hospital,  spoke  on 
“Peculiarities  and  Eccentricities  of  So-called 
Normal  People”,  at  a recent  meeting  of  the  Pub- 
lic Affairs  Forum  of  the  Ohio  State  University 
Adult  Evening  School. 

Dayton — Dr.  E.  R.  Arn  spoke  on  “How  Alumni 
May  Find  Peace  in  Their  Hearts”,  at  the  recent 
annual  reunion  of  the  Russellville  Alumni  As- 
sociation. 

Dennison — The  will  of  the  late  Hamilton  Cline, 
Bolivar,  bequeaths  $6,000  to  Union  Hospital. 

Dover — Dr.  David  H.  Allen  is  spending  two 
months  visiting  clinics  in  Europe. 

Euclid — Dr.  Henry  A.  Herkner  gave  a health 
talk  at  a recent  meeting  of  the  Congregational 
Church  Men’s  Club. 

Hamilton — At  a recent  meeting  of  District  8 
of  the  Ohio  State  Nurses’  Association,  Dr.  Mark 
Millikin  discussed  the  economic  situation  and  its 
effect  upon  the  nursing  profession. 

Ironton — Dr.  Esther  C.  Marting,  who  recently 
returned  from  postgraduate  study  in  London  and 
Paris,  has  joined  the  staff  of  the  Tumor  Clinic, 
Cincinnati  General  Hospital. 


Lima — Dr.  G.  E.  Miller,  now  part-time  health 
commissioner  of  Allen  County,  will  be  full-time 
commissioner  after  July  1. 

» 

Martinsville — Dr.  W.  T.  Scott  suffered  a broken 
right  leg  in  an  accident  in  his  home  recently. 

Mentor — Civic  organizations  of  Lake  County 
recently  dedicated  a sun  dial  on  the  lawn  of  the 
local  high  school  as  a memorial  to  the  late  Dr. 
A.  J.  Ingersoll. 

Middleport — Dr.  Walter  H.  Hartung,  State 
Director  of  Health,  was  the  speaker  at  a recent 
meeting  of  the  Rotary  Club. 

New  Bremen — Dr.  Harry  S.  Noble,  St.  Marys, 
spoke  at  a recent  meeting  of  the  Civic  Associa- 
tion on  “The  Progress  of  Medicine”. 

Newcomerstown — Dr.  John  B.  Kistler,  on  the 
staff  of  the  State  Department  of  Health,  has  been 
assigned  to  the  United  States  Public  Health  Ser- 
vice, Washington,  D.  C.,  for  special  training  in 
industrial  hygiene. 

New  Philadelphia — Dr.  George  R.  Robert,  for- 
merly of  the  medical  staff  of  the  Ohio  Hospital 
for  Epileptics,  Gallipolis,  recently  suffered  a 
broken  leg  and  other  injuries  in  an  automobile 
accident. 

Philo — Dr.  C.  F.  Sisk  has  been  named  president 
of  the  Muskingum  County  Board  of  Health. 

Salem — Dr.  W.  J.  Blackburn,  who  retired  from 
active  practice  in  1914,  recently  celebrated  his 
75th  birthday. 

Sandusky — At  a recent  meeting  of  the  Port 
Clinton  Gateway  Club,  Dr.  Fred  M.  Houghtaling 
spoke  on  “Syphilis  and  Other  Social  Diseases”. 

Springfield — Dr.  G.  C.  Ullery  showed  motion 
pictures  of  fishing  and  game  hunting  in  Wyoming 
and  Ontario  at  a recent  meeting  of  the  Kiwanis 
Club. 

Toledo — In  the  1936  inter-chamber  health  con- 
servation contest  sponsored  by  the  United  States 
Chamber  of  Commerce  and  the  American  Public 
Health  Association,  Toledo,  was  ranked  fifth 
among  cities  of  its  class.  The  city  was  com- 
mended for  the  tuberculosis  survey  and  the 
tuberculin  testing  of  18,000  school  children  last 
year,  and  the  giving  of  Schick  tests  to  28,000 
school  children  and  follow-up  calls  on  them. 

Youngstown — “The  Treatment  of  Syphilis”  was 
discussed  by  Dr.  Claude  B.  Norris  at  a recent 
meeting  of  the  northeast  district  of  the  Ohio 
Federation  of  Public  Health  Officials. 
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W.  H.  MILLER,  M.  D. 

328  E.  STATE  STREET  COLUMBUS,  OHIO 

Office  Telephone,  Main  3743  Residence  Evergreen  5644 

CANCER  THERAPY  


Superficial 

Malignancy 


Deep 

Malignancy 


High 

Voltage 

X-ray 

Therapy 


This  latest 
200,000 
Shock-proof 
deep 
Therapy 
X-ray 
machine 
recently 
installed 


Electro- 

Coagulation 


X-ray 

Diagnosis 


Portable 

X-ray 


RADIUM 


A Selective  - 


"“R.  N ” SERVICE 

(Operated  not  for  profit) 


Call  any  one  of  our  ten  District  Registries  which  have  been  approved  by  the 
local  Academies  of  Medicine. 

PROFESSIONAL  NURSING  SERVICE 

available  for  your  patient 


AT  A COST  HE  CAN  AFFORD  TO  PAY 


OFFICIAL  REGISTRIES 


Akron Fr.  7013 

•Cincinnati  Woodburn  7127 

Cleveland- —Prospect  1951 

Columbus Adams  1669 

Dayton Fulton  7211 


Marion 2118 

Portsmouth  -.559 

Springfield Main  3126 

Toledo  - Main  7962 

Youngstown  40201 


Qualified  “R.  N.s”  available  for 
every  branch  of  hospital  service, 
also  for  public  health  and  in- 
dustrial nursing,  doctors’  offices, 
etc. 


OHIO  STATE  NURSE  S’  ASSOCIATION 

ADams  5677  50  E.  Broad  Street,  Columbus,  Ohio 
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The  Ohio  State  Medical  Journal 
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Colored  Physicians  Hold  Meeting 

The  First  Annual  Meeting  of  the  Buckeye  State 
Medical,  Dental  and  Pharmaceutical  Association, 
an  organization  of  colored  physicians,  dentists 
and  pharmacists  formed  in  Ohio  last  June,  was 
held  at  Columbus,  June  23  and  24. 

Physicians  who  addressed  the  Medical  Section 
included:  Dr.  H.  D.  Giles,  Dr.  Jonathan  Forman, 
Dr.  Myron  Miller,  Dr.  H.  S.  Manuel  and  Dr.  A. 
F.  McCoy,  Columbus;  Dr.  L.  C.  Crogman,  Lorain; 
Dr.  Charles  Garvin,  Cleveland;  Dr.  R.  K.  Jones 
and  Dr.  B.  J.  Lockley,  Cincinnati;  Dr.  L.  R. 
Johnson,  Akron;  Dr.  B.  A.  Rose  and  Dr.  L.  H. 
Cox,  Dayton;  Dr.  Eugene  Clark,  Toledo,  and  Dr. 
S.  S.  Jordan,  Springfield. 

Officers  of  the  association  are:  R.  E.  Clarke, 
Cincinnati,  president;  Dr.  R.  E.  Bailey,  Cleve- 
land, vice-president;  Dr.  B.  F.  Cann,  Cincinnati, 
general  secretary;  Dr.  S.  S.  Jordan,  Springfield, 
treasurer;  Dr.  H.  S.  Goodloe,  Toledo,  dental 
corresponding  secretary;  and  Dr.  J.  K.  Smith, 
medical  corresponding  secretary. 

The  purpose  of  the  organization,  which  is 
affiliated  with  the  National  Medical  Association, 
is  to  encourage  individual  research  and  achieve- 
ment among  the  group;  give  opportunity  for  ex- 
pression and  preparation  of  scientific  papers  and 
to  reduce  sickness  and  death  rate  among  negroes. 


Dr.  Gerber  Honored  by  Alma  Mater 

Dr.  David  F.  Gerber,  Middletown,  was  awarded 
the  alumni  medal  for  meritoi'ious  service  to 
humanity  at  the  ninety-eighth  annual  commence- 
ment of  Miami  University  at  Oxford,  June  15. 
A graduate  of  Miami  University  in  1903  and 
Miami  Medical  College,  Cincinnati,  in  1908,  Dr. 
Gerber  has  practiced  in  Middletown  for  25  years. 


Marmola  Hit  By  Trade  Commission 

The  Raladam  Company,  Detroit,  Michigan,  has 
been  ordered  by  the  Federal  Trade  Commission 
to  cease  and  desist  from  certain  misrepresenta- 
tions in  the  sale  of  its  product  “Marmola”  ad- 
vertised as  a weight-reducing  preparation.  This 
is  the  second  time  that  the  Commission  has  taken 
action  against  “Marmola”,  the  previous  case 
having  been  lost  in  the  Federal  Courts  due  to  a 
technicality. 


To  Publish  Assembly  Proceedings 

The  proceedings  of  the  104th  Post-Collegiate 
Assembly,  conducted  by  the  Ohio  State  Univer- 
sity College  of  Medicine  at  Columbus,  May  4-5, 
are  soon  to  be  published  under  the  editorship  of 
Dr.  Jonathan  Forman.  The  volume  will  contain 
approximately  150  pages,  and  will  be  furnished 
gratis  to  all  those  who  registered  at  the  meeting. 
A limited  number  of  copies  will  be  offered  for 
general  distribution  at  one  dollar  each. 


Leaves  Trust  Fund  For  Hospital 

Under  the  will  of  the  late  Howard  B.  Ma- 
gruder,  a trust  fund  estimated  at  $200,000  has 
been  established  for  the  purpose  of  establishing 
and  maintaining  a hospital  at  Port  Clinton.  Dr. 
Carl  J.  Yeisley  was  named  as  chairman  of  the 
Board  of  Trustees  to  administer  the  fund. 


I \/acation  spells  disaster  for  many 
▼ diabetics,  but  with  the  aid  of 

CURDOLAC  FOODS 

many  others  have  a safe,  sane,  satis- 
factory rest  from  routine. 

WHY  NOT  YOUR  DIABETICS? 

ADDRESS 

Waukesha,  Wisconsin  - 325  E.  Broadway 


CLASSIFIED  ADVERTISEMENTS 

Rates  50  cents  per  line,  payable  in  advance.  Minimum 
charge  of  $1.00  for  each  insertion.  Price  covers  the  cost  of 
remailing  answers.  Forms  close  16th  of  the  month  pre- 
ceding publication. 


FOR  SALE — Large  unopposed  general  practice  in 
modern  town.  Office  equipment  for  sale.  Specializing.  Ad- 
dress L.  W.  7,  care  Ohio  State  Medical  Journal. 


FOR  SALE — Physician  retiring ; 20  years  in  same  loca- 
tion ; specializing  in  urology.  Wonderful  opportunity  for 
one  desiring  a change  or  one  just  entering  the  profession. 
Located  in  large  industrial  city  in  Northern  Ohio.  Asking 
no  more  than  a reasonable  price  of  equipment.  Possession 
given  at  any  convenient  time.  Address  S.E.  7,  care  Ohio 
State  Medical  Journal. 


FOR  RENT — Three-room  modem,  furnished  office  of  de- 
ceased physician ; separate  from  residence,  in  suburb  three 
miles  from  city  in  good  residential  section  ; plenty  of  park- 
ing space.  Write  Della  B.  McConnell,  909  Linden  Ave., 
Dayton,  Ohio. 


FOR  SALE — Equipment  of  the  late  Dr.  C.  E.  Neal. 
Three-room  office  for  rent,  reasonable.  Five  doors  from 
public  square  on  first  floor.  Location  of  50  years  standing, 
general  practice.  Wonderful  opportunity.  Write  Mrs.  C. 
E.  Neal,  Cardington,  Ohio. 


FOR  RENT — Office  of  the  late  Dr.  J.  A.  Malone,  well- 
equipped  for  general  practice.  Splendid  opportunity.  Ad- 
dress Mrs.  J.  A.  Malone,  Box  114,  Athens,  Ohio. 


FOR  SALE— -Modern  8-room  house  2-room  office  and 
four  town  lots  in  Uniopolis,  Auglaize  County.  Lima  hos- 
pital convenient.  All  good  hard  roads ; collections  50  per 
cent ; no  opposition.  Address  J.  E.  Bayliff,  M.D.,  48  Oak 
St.,  Uniopolis,  Ohio. 


FOR  SALE — Located  in  suburban  town,  good  centralized 
grade  and  high  schools,  churches,  stores,  etc.,  within  10 
miles  of  Youngstown  on  improved  State  Route.  Physician 
discontinuing  practice  and  desirous  of  selling  frame  residence 
of  eight  rooms  and  bath  with  modem  conveniences.  Hot 
water  heat.  Office  building  separate.  Bam  28  x 36  feet. 
Two  acres  with  young  orchard.  Attentive  practitioner  should 
net  $4000  to  $5000  first  year.  Apply  The  Liebman-Swaney 
Realty  Company,  Youngstown,  Ohio. 
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Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 


FRANK  GALLEN,  M.D., 

Dermatology 


LEE  A.  HAYS,  M.D., 

Roentgenology 


Tel.  Main  1537 


University  5842 


CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 


/== 

COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course  first  of  every  week  ; In- 
tensive Personal  Courses  during  August. 
SURGERY — General  Course  One,  Two.  Three  and  Six 
Months  ; Two  Weeks  Intensive  Course ; Surgical 
Technique  (Operative  Surgery  with  Practice)  ; 
Clinical  Course.  Courses  available  every  week. 
GYNECOLOGY — Four  Weeks  Intensive  Personal 
starting  August  2nd.  Two  Weeks  Intensive 
Course  starting  September  20th  and  October 
18th. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Ten  Day  Intensive 
Course  starting  July  12  and  October  11. 
OPHTHALMOLOGY — Two  Weeks  Intensive  Course 
starting  September  20th. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course 
starting  October  4th. 

UROLOGY — General  Course  Two  Months : Intensive 
Course  Two  Weeks ; Special  Courses.  Cystos- 
copy, Ten  day  Course  every  two  weeks. 
ELECTROCARDIOGRAPHY— Two  Weeks  Intensive 
Course  starting  August  2. 

GENERAL,  INTENSIVE  and  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 

SURGERY  starting  every  week. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 
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ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

ADAMS 

A meeting  of  the  Adams  County  Medical  So- 
ciety was  held  at  the  Court  House,  West  Union, 
June  23.  At  the  morning  session,  Dr.  Parke  G. 
Smith,  Cincinnati,  presented  a paper  on  “In- 
dications for  Prostatectomy”  which  was  dis- 
cussed by  Dr.  L.  H.  Leonard,  Manchester.  Mem- 
bers of  the  society  and  their  guests  were  enter- 
tained during  the  noon  hour  by  West  Union 
physicians.  At  the  afternoon  session,  the  follow- 
ing program  was  presented:  “Drug  Administra- 
tion”, by  Dr.  W.  L.  Faul,  Sr.,  Russellville,  with 
discussion  by  Dr.  R.  L.  Lawwill,  Seaman;  “Drug 
Addiction”,  by  Dr.  Floyd  A.  Hawk,  West  Union, 
with  discussion  by  Dr.  G.  W.  Chabot,  Peebles; 
“Public  Health  Work”,  by  Dr.  S.  C.  Clark,  Cherry 
Fork,  with  discussion  by  Dr.  S.  J.  Ellison,  West 
Union. — 0.  T.  Sproull,  M.D.,  secretary. 

CLERMONT 

Dr.  John  H.  Skavlem,  Cincinnati,  spoke  on 
“Chronic  Non-Tuberculous  Lung  Infections”  at  a 
meeting  of  the  Clermont  County  Medical  Society, 


June  16,  at  the  home  of  Dr.  F.  H.  Lever,  Love- 
land.— News  clipping. 

CLINTON 

Dr.  Wm.  L.  Wead,  Sabina,  read  an  excellent 
paper  on  “Diseases  of  the  Arteries”  at  a meet- 
ing of  the  Clinton  County  Medical  Society,  June 
1,  at  Sabina.  The  annual  picnic  of  the  society 
will  be  held  in  September. — Elizabeth  Shrieves, 
M.D.,  corresponding  secretary. 

WARREN 

“The  Doctor  and  the  Law”  was  the  subject  dis- 
cussed by  Dean  E.  Stanley,  attorney,  at  a meet- 
ing of  the  Warren  County  Medical  Society,  June 
8,  at  the  Town  Hall,  Lebanon. — News  clipping. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

GREENE 

“The  Doctor  and  His  Hobby”  was  the  subject 
discussed  by  Dr.  Wm.  Kelley  Hale,  Wilmington, 
at  a meeting  of  the  Greene  County  Medical  So- 
ciety, June  3,  at  Zenia. — News  clipping. 

MIAMI-SHELBY 

A joint  meeting  of  the  Miami  and  Shelby 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 
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County  Medical  Societies  was  held  at  the  Sidney 
Country  Club,  June  3.  Dr.  Carl  V.  Moore,  Co- 
lumbus, spoke  on  “Anemia,  its  Etiology  and 
Treatment”. — News  clipping. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

HARDIN 

Dr.  George  T.  Harding,  III,  Columbus,  was  the 
speaker  at  a meeting  of  the  Hardin  County 
Medical  Society,  at  Kenton,  May  20. — News 
clipping. 

MARION 

“Gall  Bladder  and  Associated  Gastric  Intesti- 
nal Diseases”,  was  the  subject  presented  by  Dr. 
H.  M.  Clodfelter,  Columbus,  at  a meeting  of  the 
Marion  Academy  of  Medicine,  June  1,  at  Marion. 
Dr.  Joseph  Price,  Columbus,  was  a guest  at  the 
meeting. — R.  G.  McMurray,  M.D.,  secretary. 

MERCER 

Dr.  J.  T.  Gibbons  and  Dr.  E.  J.  Willke,  Maria 
Stein,  were  hosts  to  members  of  the  Mercer 
County  Medical  Society  at  a meeting  May  20. 
Dr.  J.  M.  McBride,  Lima,  discussed  “Fractures”. 
— News  clipping. 

SENECA 

At  a meeting  of  the  Seneca  County  Medical 
Society.  June  16,  at  the  Fostoria  Country  Club, 
Dr.  Thomas  L.  Ramsey,  Toledo,  spoke  of  “Path- 
ology of  Carcinoma”,  and  Dr.  E.  J.  McCormick, 
Toledo,  discussed  “Surgery  of  Carcinoma”. — 
Edmund  F.  Ley,  M.D.,  secretary. 

Fourth  District 

(COUNCILOR:  E.  J.  McCORMICK.  M.D.,  TOLEDO) 

LUCAS 

A general  meeting  of  the  Toledo  Academy  of 
Medicine  was  held  at  the  Toledo  State  Hospital, 
June  4.  Dr.  0.  0.  Fordyce,  superintendent  of  the 
hospital,  spoke  on  “Toledo  State  Hospital — Its 
Patient  Treatment  and  Care”.  A clinical  program, 
with  presentation  of  patients,  on  neurospyhilis, 
dementia  praecox  and  the  more  important  psy- 
choses, was  conducted  by  Dr.  N.  W.  Kaiser,  as- 
sistant superintendent,  and  other  members  of  the 
medical  staff.  Dr.  Elizabeth  Bremner  discussed 
“Insulin  Shock  Therapy  in  the  Treatment  of 
Dementia  Praecox”. — Bulletin. 

SANDUSKY 

Dr.  Bernard  Steinberg,  Toledo,  spoke  on 
“Clinical  Pathological  Findings  and  Pulmonary 
Tuberculosis”  at  a meeting  of  the  Sandusky 
County  Medical  Society,  May  19,  at  Green 
Springs.  Case  reports  were  presented  by  Dr. 
Paul  Holmes,  Toledo,  and  Dr.  J.  J.  Gedert,  Clyde. 

• — News  clipping. 

WOOD 

“Peripheral  Vascular  Disease”  was  the  subject 
discussed  by  Dr.  J.  L.  Stifel,  Toledo,  at  a meet- 


Trademark  L?  I f I®  K Trademark 

Registered  1 II  H % |«/l  Registered 


Binder  and  Abdominal  Supporter 


Gives  perfect  up- 
lift. Is  worn  with 
comfort  and  sat- 
isfaction. Made 
of  Cotton,  Linen 
or  Silk.  Washable 
as  u n d e r w ear. 
Three  distinct 
types,  many  vari- 
ations of  each. 


The  Picture  Shows  “Type  N” 

Storm  belts  adaptable  to  all  conditions, 
Ptosis,  Hernia,  Pregnancy,  Obesity,  Sacro- 
iliac Relaxations,  High  and  Low  Opera- 
tions, etc. 

Ask  for  Literature 


Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.  Philadelphia 


URINE  DARK  FIELD— SPIROCHETA 

BLOOD  BASAL  METABOLISM 

BLOOD  CHEMISTRY  AUTOGENOUS  VACCINES 
SPUTUM  SURGICAL  PATHOLOGY 

I'ECES- VACCINES  MEDICO-LEGAL  AUTOPSIES 

EFFUSIONS  X-RAY  DIAGNOSIS 

STOMACH,  CONTENTS  ALLERGY 
PREGNANCY  TEST  ELECTROCARDIOGRAPHY 
AGGLUTINATION  WASSERMANN  & KAHN 

TESTS  TESTS 


LABORATORY 


Clinical  and  Pathological 


Established  1904 

Approved  by  the  American  Medical  Association 

370  E.  Town  Street  Columbus,  Ohio 


J.  J.  COONS,  Director 
B.  Sc.,  M.D.,  D.  Sc.,  F.A.C.P. 

H.  M.  Brundage,  M.D. 

H.  A.  Baugrhn,  A.B.,  M.D. 

M.  D.  Godfrey,  M.D. 

Frances  Coup,  A.B. 

Marian  Guild,  A.B. 

Rosemary  Cartmell,  A.B.,  M.A. 


PROMPT  SERVICE 

Immediate  Report  on  Frozen  Sections  of  all  Tumors 


July,  1937 


Activities  of  County  Societies 


823 


SAFE  WEANING- 


An  Obligation 
to  Infants 


The  Baby  Regulates 
Breast  Feeding 


The  Doctor  Regulates 
Bottle  Feeding 


Infants  should  be  weaned  from  the 
breast  at  eight  months.  The  season  of 
the  year  is  immaterial  with  modern  knowl- 
edge of  nutrition  and  hygiene.  Gradual 
weaning  is  desirable.  It  is  accomplished 
by  progressively  increasing  the  number 
of  bottle  feedings  in  substitution  for  the 
breast  feedings. 

The  formula  consists  of  6 ounces  milk, 
2 ounces  water,  2 teaspoons  Karo  for  each 
bottle  — one  the  first  week;  two  the  second, 
etc.  The  schedule  for  additional  foods  re- 
mains the  same  as  during  nursing.  But 
babies  unaccustomed  to  the  bottle  often 
refuse  it  as  long  as  the  breast  is  available. 
Then  abrupt  weaning  becomes  necessary, 
some  person  other  than  the  mother  giving 
the  feedings. 

The  formula  in  abrupt  weaning  pre- 
pared for  the  entire  day  consists  of  24 
ounces  milk,  8 ounces  water,  3 table- 
spoons Karo,  divided  into  4 feedings,  8 
ounces  each,  at  4 hour  intervals.  The  for- 
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is  adjusted  to  the  bottle  feeding. 

Karo  is  a mixture  of  dextrins,  maltose 


and  dextrose  (with  a small  percentage  of 
sucrose  added  for  flavor)  practically  free 
from  protein,  starch  and  minerals.  Karo 
is  a non-ahergic  carbohydrate,  not  read- 
ily fermentable,  well  tolerated,  readily 
digested,  effectively  utilized  and  econom- 
ical for  both  the  baby  and  the  budget. 


Feeding 

1st 

Week 

2nd 

Week 

3rd 

Week 

4th 

Week 

6:00  A.M. 

Breast 

Breast 

Breast 

Bottle 

10:00  A.M. 

Breast 

Breast 

Bottle 

Bottle 

2:00  P.M. 

Breast 

Bottle 

Bottle 

Bottle 

6:00  P.M. 

Bottle 

Bottle 

Bottle 

Bottle 

For  further  information,  write 

CORN  PRODUCTS  SALES  COMPANY 
Dept.  S.J.7  , 17  Battery  Place,  New  York,  N.  Y. 


★ Infant  feeding  practice  is  primarily  the  concern  of  the  physician,  therefore, 
Karo  fer  infant  feeding  is  advertised  to  the  Medical  Profession  exclusively. 


824 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  6 


ing  of  the  Wood  County  Medical  Society,  June  17, 
at  Bowling  Green. — R.  N.  Whitehead,  M.D.,  sec- 
retary. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

CUYAHOGA 

At  the  Annual  Meeting  of  the  Academy  of 
Medicine  of  Cleveland,  May  28,  the  following 
officers  were  elected  for  the  ensuing  year:  Dr. 
John  Dickensen,  president;  Dr.  Clarence  H.  Hey- 
man,  vice-president;  Dr.  E.  F.  Kieger,  secretary- 
treasurer.  Directors  of  the  Academy  for  three- 
year  terms  ending  in  May,  1940,  are:  Dr.  Dicken- 
sen, Dr.  A.  G.  Cranch,  Dr.  Harry  L.  Farmer,  Dr. 
Theodore  Miller  and  Dr.  C.  T.  Way. — Bulletin. 

GEAUGA 

The  problem  of  surgical  care  and  hospitaliza- 
tion of  emergency  and  indigent  patients  was  dis- 
cussed at  a meeting  of  the  Geauga  County  Medi- 
cal Society,  May  26,  at  the  home  of  Dr.  Isa  Teed 
Cramton,  Burton.  In  accordance  with  a resolu- 
tion adopted  at  the  meeting,  the  following  notice 
has  been  published  in  the  newspapers  of  the 
county: 

In  order  that  no  citizen  of  Geauga  County  may 
suffer  or  die  for  want  of  surgical  and  medical 
care,  action  was  taken  by  the  Geauga  County 
Medical  Society  at  a meeting  May  26,  1937. 

A committee  of  three  was  appointed  to  repre- 
sent the  physicians  practicing  in  Geauga  County. 

The  function  of  this  committee  is  to  act  as  an 
Executive  Board  in  any  case,  in  which  a physi- 
cian deems  public  assistance  necessary  for  the 
proper  professional  care  of  a case  under  his 
jurisdiction. 

This  board  is  to  act  as  consultant  with  the  at- 
tending physician  to  represent  the  medical  so- 
ciety, and  to  effect  a legal  settlement  of  financial 
responsibility  for  the  case  in  whatever  manner 
is  necessary. — Isa  Teed  Cramton,  M.D.,  secretary. 

LORAIN 

Dr.  David  Steel,  Cleveland,  spoke  on  “Roentgen 
Ray  Treatment  of  Malignancies”,  at  a meeting 
of  the  Lorain  County  Medical  Society,  June  8,  at 
the  Hotel  Antlers,  Lorain. 

Several  members  of  the  society  visited  the 
Parke  Davis  and  Company  plant  at  Detroit,  June 
9. — L.  H.  Trufant,  M.D.,  secretary. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

PORTAGE 

“Syphilis”  was  discussed  by  Dr.  0.  P.  Allen, 
Akron,  at  a meeting  of  the  Portage  County 
Medical  Society,  June  3,  at  the  home  of  Dr.  W. 
B.  Andrews,  Kent. — E.  J.  Widdecombe,  M.D., 
secretary. 

STARK 

The  annual  picnic  of  the  Stark  County  Medical 
Society  was  held  at  the  Congress  Lake  Country 
Club,  June  16.  The  program  consisted  of  a golf 
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tournament,  fishing’,  horseshoe  pitching,  and 
bridge  for  the  ladies. — Clair  B.  King,  M.D.,  sec- 
retary. 

SUMMIT 

At  a meeting  of  the  Summit  County  Medical 
Society,  June  1,  at  the  Mayflower  Hotel,  Akron, 
Dr.  A.  Graeme  Mitchell,  professor  of  pediatrics, 
University  of  Cincinnati  College  of  Medicine, 
spoke  on  “What  We  Don’t  Know  About  Endo- 
crinology in  Children”. — Bulletin. 

WAYNE 

The  Wayne  County  Medical  Society  held  its 
Annual  Ladies’  and  Guests’  Night  at  the  M.  J. 
Leickhelm  Dining  Parlors,  Orrville,  May  28,  with 
46  present,  including  Dr.  Wm.  M.  Skipp,  Youngs- 
town, Councilor  for  the  Sixth  District,  and  Mrs. 
Skipp.  Dr.  George  Riebel,  Ashland,  gave  a very 
interesting  talk,  illustrated  by  moving  pictures, 
on  his  trip  to  South  America  last  year. — R.  C. 
Paul,  M.D.,  secretary. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

COLUMBIANA 

Two  of  the  county’s  oldest  physicians,  Dr.  P. 
C.  Hartford,  East  Palestine,  and  Dr.  W.  A. 
Hobbs,  East  Liverpool,  both  of  whom  have  prac- 
ticed medicine  for  more  than  50  years,  were 
honored  June  3,  at  the  annual  outing  of  the 
Columbiana  County  Medical  Society,  at  the  East 
Palestine  Country  Club.  Following  a golf  tourna- 
ment in  the  afternoon,  at  which  Dr.  R.  T.  Holz- 
bach,  Salem,  won  the  prize  for  low  gross  score 
and  Dr.  Paul  Corso,  Salem,  won  the  award  for 
low  net  score,  a banquet  was  served  in  the  club- 
house. Rev.  L.  C.  Smith,  Salem,  spoke  on  “How 
Men  I Have  Known  Influenced  Me”.  Other 
speakers  were  Dr.  Hartford,  Dr.  Hobbs,  and  Dr. 
James  S.  Louthan,  Beaver  Falls,  Pa.  Dr.  Harry 
Bookwalter,  Columbiana,  was  toastmaster. — 
News  clipping. 

HARRISON 

At  a meeting  of  the  Harrison  County  Medical 
Society,  May  19,  at  Cadiz,  the  resigantion  of  Dr. 
Theodore  Berg  was  accepted  and  Dr.  J.  A.  L. 
Toland,  Jewett,  was  elected  as  his  successor.  Dr. 
Berg  has  located  in  Elyria,  where  he  will  limit 
his  practice  to  pediatrics.  Dr.  F.  Foster  Dye, 
formerly  of  Freeport,  has  taken  over  Dr.  Berg’s 
offices  and  practice  at  Cadiz. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

“Sinusitis  in  Relation  to  Chronic  Bronchitis” 
was  the  subject  discussed  by  Dr.  Russel  G. 
Means,  at  a meeting  of  the  Athens  County  Medi- 
cal Society,  May  5,  at  Athens. 

Dr.  Edwin  A.  Hamilton,  Columbus,  spoke  on 
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“Rectal  Pathology  and  Symptoms”  at  a meet- 
ing of  the  society,  June  1,  with  24  members 
present.  A resolution  was  unanimously  adopted 
making  Dr.  Charles  S.  McDougall,  (now  living 
in  Erie,  Pa.,)  a life  member  of  the  society. 

The  next  meeting  will  be  held  September  7 at 
the  home  of  the  secretary.  Dr.  A.  S.  Price  and 
Dr.  D.  M.  Borough,  both  of  Polyclinic  Hospital, 
New  York  City,  will  speak. — T.  A.  Copeland, 
M.D.,  secretary. 

GUERNSEY 

Dr.  M.  C.  McCuskey,  Senecaville,  spoke  on 
“Tularemia”  at  a meeting  of  the  Guernsey 
County  Medical  Society,  June  3,  at  Cambridge. — 
News  clipping. 

MORGAN 

“Case  Records”  was  the  subject  discussed  by 
Dr.  Harry  T.  Glaser,  Zanesville,  at  a meeting  of 
the  Morgan  County  Medical  Society,  May  18,  at 
McConnelsville.— News  clipping. 

MUSKINGUM 

Dr.  J.  Herbert  Bain,  New  Concord,  spoke  on 
“Rheumatism”  at  a meeting  of  the  Muskingum 
County  Academy  of  Medicine,  May  5,  at  Zanes- 
ville.-— News  clipping. 

PERRY 

A talk  on  “Vitamins”  was  given  by  Dr.  Harry 
L.  Hite,  Thornville,  at  a meeting  of  the  Perry 
County  Medical  Society,  May  17,  at  New  Lexing- 


ton. Dr.  James  Miller  gave  a report  on  the 
annual  meeting  of  the  Ohio  State  Medical  Asso- 
ciation recently  held  at  Dayton. — News  clipping. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

HOCKING 

At  a meeting  of  the  Hocking  County  Medical 
Society,  May  13,  at  Logan,  Dr.  Robin  C.  Obetz, 
Columbus,  discussed  “Fundamentals  of  Electro- 
cardiography as  an  Aid  in  Diagnosis”,  and  Dr. 
W.  B.  Morrison,  Columbus,  spoke  on  “Carcinoma 
of  the  Stomach”. — News  clipping. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

FRANKLIN 

At  a meeting  of  the  Columbus  Academy  of 
Medicine,  June  14,  at  Children’s  Hospital,  mov- 
ing pictures  entitled  “Differential  Diagnosis  of 
Vomiting  of  Infants”  were  shown.  “Significance 
of  Abdominal  Pain  in  Childhood”  was  discussed 
by  Dr.  E.  H.  Baxter,  (medical  aspects),  and  Dr. 
L.  L.  Bigelow,  (surgical  aspects).  Dr.  R.  I. 
Fried  spoke  on  “Treatment  of  Congenital  Syph- 
ilis with  Stovarsol”. — Bulletin. 

KNOX 

Dr.  W.  B.  Morrison,  Columbus,  spoke  on  “The 
Treatment  of  Cancer  of  the  Stomach”  at  a meet- 
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A NON-IRRITATING,  NON-STAINING  ANTISEPTIC 


The  antiseptic  solution  to  be  applied  to  a 
delicate  membrane  should  preferably  be  non- 
irritating; yet  it  should  be  effective. 

Neo-Silvol  solutions  are  bland;  they  may  be 
used  in  the  eye  without  injuring  or  irritating 
the  conjunctiva.  But  Neo-Silvol  is  an  effective 
antiseptic  agent,  useful  in  affections  of  the  eye, 
nose,  throat,  and  genito-urinary  tract. 


Neo-Silvol  solutions  can  be  made  easily  and 
promptly  in  your  office,  or  by  your  patient  if 
desired.  The  six-grain  capsules  permit  accur- 
ate preparation  of  the  strength  required. 

Neo-Silvol  (Colloidal  Silver  Iodide  Com- 
pound) is  supplied  in  six-grain  capsules,  pack- 
ages of  50  and  500,  and  in  1-ounce  and  1/4- 
pound  bottles. 


PARKE,  DAVIS  & COMPANY  • Detroit , Michigan 


THE  WORLD’S  LARGEST  MAKERS  OF  PHARMACEUTICAL  AND  BIOLOGICAL  PRODUCTS 
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ing  of  the  Knox  County  Medical  Society,  May  27, 
at  Mt.  Vernon. — News  clipping. 

MADISON 

A talk  on  “Tuberculosis”  was  given  by  Dr. 
Walter  J.  Smith,  State  Department  of  Health, 
Columbus,  at  a meeting  of  the  Madison  County 
Medical  Society,  May  27,  at  the  London  Country 
Club. — News  clipping. 

MORROW 

Dr.  J.  J.  Sutter,  health  commissioner  of  Wayne 
County,  read  a very  interesting  paper  on  the 
objectives  and  accomplishments  of  public  health 
work,  stressing  the  importance  of  the  combined 
cooperation  of  practicing  physicians  and  health 
departments,  at  a meeting  of  the  Morrow  County 
Medical  Society,  June  8,  at  the  Globe  Hotel,  Mt. 
Gilead.  Guests  included:  Dr.  N.  Siffrit,  health 
commissioner  of  Marion  County;  Dr.  G.  T.  Was- 
son, health  commissioner  of  Crawford  County; 
Dr.  E.  L.  Brady,  Marion,  president  of  the  Ohio 
Public  Health  Association,  and  Miss  Amanda 
Thomas,  Columbus,  field  secretary  of  the  Ohio 
Society  for  Crippled  Children. — T.  Caris,  M.D., 
secretary. 


Officers  of  Homeopathic  Society 

The  following  officers  were  elected  at  the  73rd 
Annual  Meeting  of  the  Homeopathic  Medical 
Society  of  Ohio  at  Cincinnati  recently:  Dr.  W.  N. 
Hoyt,  Hillsboro,  president;  Dr.  Lucy  Stone  Hert- 
zog,  Chardon,  president-elect;  Dr.  George  F.  Linn, 
Norwalk,  vice-president;  Dr.  Charles  E.  Geiser, 
Cincinnati,  secretary;  Dr.  George  H.  Irvin,  Orr- 
ville,  treasurer,  and  Dr.  H.  S.  Staples,  Cleveland, 
necrologist. 


Meeting-  of  Sixth  District  on  June  23 

The  summer  meeting  of  the  Sixth  Councilor 
District  of  the  Ohio  State  Medical  Association 
was  held  at  the  Shady  Hollow  Country  Club, 
near  Massillon,  June  23.  A golf  tournament  was 
held  in  the  afternoon.  Following  dinner,  Dr. 
Sidney  McCurdy,  supervisor  of  the  Medical  Sec- 
tion of  the  State  Industrial  Commission,  spoke 
on  “Our  Mutual  Problems”,  and  Dr.  Jonathan 
Forman,  Columbus,  discussed  “Allergy  in  Gen- 
eral Practice”.  The  program  was  arranged  by 
the  officers  of  the  district,  Dr.  W.  A.  McConkey, 
Canton,  president;  Dr.  John  M.  Van  Dyke,  Can- 
ton, secretary,  and  Dr.  Wm.  M.  Skipp,  Youngs- 
town, Councilor. 


Dr.  Walter  Schiller,  who  conducted  postgrad- 
uate courses  in  Columbus,  Toledo  and  elsewhere 
in  the  United  States  during  the  past  year,  re- 
cently left  for  Vienna,  Austria.  He  will  return 
to  America  in  September  to  become  Laboratory 
Director  of  the  new  Jewish  Memorial  Hospital 
in  New  York  City. 


Behind 

Mercurochrome 


(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 


Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 


Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 


HYCLORITE 


Accepted,  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association  ( N.N.R .) 

ANTISEPTIC 

An  aid  for  the  prevention  of  ringworm 
infection 

For  irrigating,  swabbing  and  dressing 
infected  cases  wherever  an  anti- 
septic is  needed. 

For  Hand  and  Skin  Sterilization. 

To  Make  a Dakin’s  Solution  of  Correct 
Hypochlorite  Strength  and  Alkalinity. 

NON-POISONOUS 

NON-IRRITATING 

Comprehensive  Literature  on  Request 

BETHELHEM  LABORATORIES 

INCORPORATED 

300  Century  Building 
PITTSBURGH,  PENNA. 
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THE  BABY 

Dilution  makes  cow's  milk  more  digestible  — by  attenuating  somewhat 
the  tough  curd  which  characterizes  cow's  milk  during  digestion.  But  the 
milk-water-sugar  formula  still  forms  an  appreciable  curd  . . . and  the  nutri- 
tional value  of  the  mixture  is  further  reduced  by  the  dilution.  Thus  the 
usual  "modification"  as  made  in  the  home,  if  passably  digestible,  is  com- 
monly too  low  in  caloric  value.  (Or  too  high  in  carbohydrate).  ^Jf  Similac 
is  cow's  milk  modified  by  laboratory  methods.  Not  only  are  the  fats, 
proteins  and  carbohydrate  adjusted  to  approximately  the  percentages 
and  nutritional  values  as  in  breast  milk,  but  in  addition  the  salt  bal- 
ance of  the  cow's  milk  is  altered  ...  SO  THAT  SIMILAC,  LIKE  BREAST 
MILK,  STAYS  LIQUID  DURING  DIGESTION.  This  is  true  of  Similac  no  mat- 
ter what  concentration  of  the  milk  nutrients  you  find  it  advisable  to 
prescribe.  Because  of  this,  the  use  of  Similac  reduces  the  occurrence 
of  the  difficult  feeding  cases  which  frequently  result  from  underfeeding. 

I M I LAC 

is/-  m 

M & R DIETETIC  LABORATORIES,  INC.,  C PLUMB  IIS,  OHIO 

Similac  is  not  advertised  to  the  laity  and  no 
directions  appear  on  or  in  the  trade  package. 


Similac  is  made  from  fresh  skim  milk  (casein  modified)  with 
added  lactose,  salts,  milk  fat,  and  vegetable  and  cod-liver  oils. 
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W.  R.  U.  Alumni  Continuation  Conference 

The  Fourth  Annual  Alumni  Continuation  Con- 
ference of  the  Western  Reserve  University  School 
of  Medicine  was  held  at  the  Cleveland  City  Hos- 
pital, June  15.  Operative  clinics  were  conducted 
by  Dr.  S.  O.  Freedlander,  Dr.  D.  M.  Glover  and 
Dr.  J.  V.  Seids,  in  chest  surgery,  plastic  surgery 
and  general  surgery,  respectively.  A diagnostic 
surgical  clinic  was  presented  by  members  of  the 
surgical  staff  of  the  hospital,  who  gave  a demon- 
stration of  patients  with  respect  to  differential 
diagnosis  and  therapy.  Dr.  R.  W.  Scott  con- 
ducted a medical  clinic  on  cardiovascular  disease, 
Dr.  H.  N.  Cole,  a dermatological  clinic,  and  Dr. 
J.  L.  Kamosh,  a neuro-psychiatric  clinic.  Dr.  J. 
A.  Toomey  discussed  “Differential  Diagnosis  of 
Epidemic  Meningitis  and  Other  Forms  of  Menin- 
geal Irritation”. 


Open  New  Offices 

Physicians  who  recently  established  locations 
in  Ohio  include  the  following:  Dr.  W.  B.  Bailey, 
Bridgeport;  Dr.  Jesse  R.  Johnson,  Larue;  Dr. 
E.  D.  Engelman,  Chillicothe;  Dr.  J.  0.  Mattax, 
Warren;  Dr.  M.  L.  Greenberg,  Attica;  Dr.  Paul 
E.  Foy,  Troy;  Dr.  H.  M.  Metcalf,  Hendrysburg; 
Dr.  F.  M.  Hearst,  West  Alexandria;  Dr.  Thomas 
Miller,  Ironton;  Dr.  Morris  G.  Carmody,  Paines- 
ville,  and  Dr.  F.  W.  Anzinger,  Springfield. 


Compulsory  Health  Insurance  Opposed  by 
Pennsylvania  Physicians 

Returns  from  51  per  cent  of  the  membership 
of  the  Pennsylvania  State  Medical  Society  in- 
dicate that  98  per  cent  of  the  practicing  physi- 
cians in  Pennsylvania  are  opposed  to  the  prin- 
ciples of  compulsory  health  insurance  as  well  as 
the  bill  to  initiate  compulsory  health  insurance 
in  Pennsylvania  introduced  in  the  State  Legisla- 
ture. Within  four  weeks  after  a post  card  ques- 
tionnaire had  been  mailed  to  the  8,300  members 
of  the  society,  4,246  returned  their  cards. 


U.  S.  Census  of  Patent  Medicine  Sales 

There  were  1,034  establishments  in  the  United 
States  primarily  engaged  in  the  production  of 
“patent”  medicine  and  druggists’  preparations 
with  total  net  sales  in  1935  of  $292,681,000,  ac- 
cording to  a census  recently  conducted  by  the 
U.  S.  Department  of  Commerce.  The  census  did 
not  include  “compounds  or  products  handled  by 
the  pharmaceutical  trade  and  not  sold  under 
trade  marks  or  proprietary  labels  such  as  serums, 
vaccines  and  toxins”. 

The  Journal  of  the  American  Medical  Asso- 
ciation, May  29,  1937,  issue  points  out  that  the 
total  sales  reported  are  almost  one-fourth  of  the 
amount  which  the  Committee  on  the  Costs  of 
Medical  Care  calculated  is  paid  annually  to 
physicians  in  private  practice. 
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THE  PURPURAS 

By  MARION  L.  AINSWORTH,  M.D.,  Columbus,  Ohio 


THIS  paper  represents  an  effort  to  bring  be- 
fore you  in  compact  and  useful  form  some 
of  the  facts  and  theories  to  be  considered 
in  the  diagnosis  and  treatment  of  the  purpuras. 
We  shall  not  consider  congenital  hemolytic 
icterus  nor  hemophilia,  both  of  which  are  entities 
distinctly  separate  from  the  group  of  purpuras, 
though  resembling  them  in  some  respects.  A 
tremendous  mass  of  literature  has  accumulated 
on  the  subject  of  purpura.  Some  is  clear  and 
modern;  some  is  hazy;  much  has  become  ob- 
solete. There  are  numerous  classifications,  many 
of  which  appear  needlessly  cumbersome.  A sim- 
plified form  of  that  of  Pratt1  and  Rosenthal2 
serves  our  purpose  best  and  will  be  used  here. 
It  separates  the  purpuras  into  three  principal 
groups: 

(1)  Anaphylactoid  or  non-thrombocytopenic 
purpura. 

This  is  the  group  Osier  called  the  erythema 
group.  It  includes  Schonlein’s  purpura  rheu- 
matiea  and  Henoch’s  purpura  abdominalis. 

(2)  Idiopathic  thrombocytopenic  purpura. 
(Werlhof’s  morbus  maculosus) 
a.  Acute 
b.  Chronic 

(3)  Secondary  thrombocytopenic  purpura. 

Here  there  is  a known  primary  cause  for  the 
purpura.  It  may  be  secondary  to  septicemia,  the 
toxic  effect  of  drugs  such  as  mercury  and  neosal- 
varsan,  or  to  definite  focal  infection,  etc. 

In  the  bleeding  of  purpura,  either  or  both  of 
two  factors  play  a part.  The  first  of  these  is  the 
blood  platelets.  These  must  be  adequate  in 
quality  as  well  as  quantity.  Proper  clotting 

Read  before  the  Section  on  Pediatrics,  Ohio  State  Medi- 
cal Association,  91st  Annual  Meeting,  Dayton,  Ohio,  April 
28  and  29,  1937. 


The  Author 

• Dr.  Ainsworth  is  a graduate  of  University 
of  Michigan  Medical  School,  1931;  member  pe- 
diatric staff  of  Children’s,  University  and  White 
Cross  Hospitals;  assistant  in  department  of 
medicine,  (pediatrics)  Ohio  State  University 
College  of  Medicine. 


mechanism  presumes  that  a sufficient  amount  of 
the  necessary  substance,  (probably  cephalin),  set 
free  by  the  disintegration  of  platelets  will  be 
present  at  the  site  of  the  clot.  Normal  platelets 
break  up  rapidly  when  clot  formation  is  neces- 
sary. If  they  are  too  few  their  disintegration  will 
not  produce  sufficient  of  this  necessary  clotting 
substance.  Such  is  the  case  in  thrombocytopenic 
purpura. 

If  there  be  a qualitative  defect  and  they  are 
abnormally  resistant  or  slow  to  disintegrate  the 
same  end  result  occurs.  This  latter  bleeding  state 
with  a normal  number  of  platelets  of  defective 
quality  is  known  as  Glanzmann’s  hereditary 
thrombasthenia. 

Recently  Sanford,  Leslie  and  Crane3  have  re- 
ported a case  in  a newborn  that  shows  how  nicely 
adjusted  the  bleeding  mechanism  may  be.  Their 
infant  showed  consistently  a marked  thrompoenia, 
but  without  bleeding.  Investigation  revealed  a 
compensatory  greatly  increased  fragility  of  the 
few  platelets  that  were  present. 

The  second  factor  in  the  bleeding  of  purpura  is 
capillary  permeability.  Its  mechanism  is  uncer- 
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tain,  but  is  not  due  directly  to  diminution  of 
blood  platelets4.  Under  certain  circumstances  the 
blood  platelets  may  be  almost  completely  absent 
without  the  development  of  hemorrhages4,  6.  If 
the  permeability  is  such  as  to  allow  only  plasma 
to  escape  the  result  is  an  urticarial  picture,  with 
wheals  of  various  degrees.  If  blood  escapes,  the 
result  is  purpura  hemorrhagica,  which  we  call 
thrombocytopenic  purpura. 

The  intermediate  phase,  wherein  much  plasma 
and  only  a few  blood  cells  escape  produces  the 
group  of  the  anaphylactoid  purpuras.  A small 
number  of  blood  cells  can  stain  a large  area  of 
tissue  impregnated  with  plasma,  and  this  leads 
to  the  formation  of  extensive  ecchymosis,  simu- 
lating the  escape  of  much  blood5. 

The  two  best  known  and  most  striking  varieties 
of  anaphylactoid  purpura  are  Sehonlein’s  purpura 
rheumatica  and  Henoch’s  purpura  abdominalis. 
Both  are  simply  different  manifestations  of  the 
same  urticarial  process. 

In  Schonlein’s  purpura  the  picture  closely  simu- 
lates that  of  serum  sickness  with  migrating  joint 
pain  and  swelling  much  like  true  rheumatic  fever. 
This  joint  pain  is  unrelieved  by  salicylate  therapy. 
The  so-called  “petechial”  lesions  which  come  in 
crops  do  not  occur  on  otherwise  normal  areas  of 
skin  but  are  always  on  an  urticarial  wheal,  often 
very  small  but  always  palpable7.  The  lesions  are 
much  more  frequently  seen  on  extremities  than 
on  the  trunk  or  face. 

In  Henoch’s  purpura  abdominalis,  the  escap- 
ing plasma  produces  its  urticarial  picture  chiefly 
in  the  abdomen.  The  onset  is  usually  with  severe 
cramplike  abdominal  pains  and  a moderate  fever. 
The  abdomen  is  often  tense  and  diffusely  tender. 
The  stools  sometimes  contain  blood.  The  petechial 
urticarial  skin  lesions,  similar  to  those  in  Schon- 
lein’s purpura  often  do  not  appear  for  several 
days  after  the  onset,  so  that  the  diagnosis  may 
at  first  be  confusing. 

The  blood  picture  in  these  cases  differs  little 
from  the  normal,  commonly  showing  a very  slight 
anemia,  little  or  no  decrease  in  the  platelet  count 
and  often  a few  eosinophils.  Bleeding  time  and 
capillary  resistance  test  may  or  may  not  be 
normal. 

In  idiopathic  purpura  the  well  known  clinical 
picture  includes  crops  of  petechiae  in  the  skin  of 
extremities,  neck  and  upper  trunk  and  often  in 
the  mucous  membranes.  Many  patients  show 
profuse  spontaneous  or  post-traumatic  bleeding 
from  nose,  gums,  uterus,  intestine  or  kidney  with 
or  without  petechiae.  Large  ecchymoses  result 
from  minor  trauma.  The  bleeding  usually  con- 
tinues in  spite  of  all  ordinary  procedures.  The 
spleen  may  or  may  not  be  palpable,  and  is  rarely 
large. 

The  four  characteristic  features  of  the  disease 
are  (1)  a low  platelet  count,  often  under  50,000, 
(2)  production  -of  petechiae  in  the  forearm  by 


tourniquet  above  elbow,  (3)  failure  of  blood  clot 
to  retract,  and  (4)  usually — but  not  always — a 
prolonged  bleeding  time  with  a normal  coagula- 
tion time. 

The  blood  picture  in  general  is  that  of  a post- 
hemorrhagic anemia.  Minot  estimates  60,000 
platelets  per  cu.  mm.  as  the  critical  level  below 
which  hemorrhage  occurs.  Many  theories  have 
been  offered  to  explain  the  platelet  deficiency. 
The  most  satisfactory  explanation  presumes  an 
increase  in  splenic  destruction  of  old  or  damaged 
platelets. 

Two  varieties  of  acute  idiopathic  purpura  are 
recognized,  first  the  rare  fulminating  cases  in 
which  the  initial  attack  is  rapidly  fatal  in  spite 
of  all  therapy;  and  second,  that  very  large  num- 
bers of  purpuric  patients  seen  during  their  first 
attack  who  recover  rather  promptly  without  re- 
currence. 

Two  varieties  of  the  chronic  form  are  dis- 
tinguished, one  a mild  type  with  petechiae  almost 
continuously  present  but  without  impairment  of 
health,  and  the  other  a chronic  recurrent  form. 
The  latter  is  the  most  typical  and  important.  It 
is  characterized  by  periodic  attacks  of  bleeding 
with  intervals  of  normal  good  health.  The 
hemorrhagic  attacks  may  be  spontaneous  or  post 
traumatic  and  of  varying  severity. 

Secondary  thrombocytopenic  purpura  shows  the 
same  disturbance  of  clot  formation  and  the  same 
hemorrhagic  picture  as  the  idiopathic  form  but 
differs  from  it  in  having  some  definite  preceding 
exciting  cause.  In  general,  secondary  thrombocy- 
topenia may  be  considered  as  due  to  decreased 
platelet  formation  while  the  idiopathic  form  is 
characterized  by  increased  platelet  destruction, 
chiefly  by  the  spleen8.  The  clinical  picture  of  the 
two  forms  is  quite  similar  and  the  differential 
diagnosis  may  often  be  difficult.  It  is  highly  im- 
portant, however,  to  make  the  correct  diagnosis 
because  of  the  great  difference  in  prognosis  and 
treatment. 

Many  precipitating  causes  of  secondary  throm- 
bopenia  have  been  reported.  The  most  frequent 
is  infection.  Diseases  characterized  by  invasion 
of  the  bone  marrow  are  a second  important  group 
and  include  the  whole  group  of  leukemias,  various 
bone  tumors,  and  the  infiltration  of  Gaucher’s 
disease.  A third  group  comprises  those  conditions 
distinguished  by  marrow  aplasia,  among  them 
the  toxic  effects  of  radium,  X-ray,  arsephenamine 
compounds,  and  benzol. 

DIFFERENTIAL  DIAGNOSIS 

The  positive  tourniquet  test  quickly  dis- 
tinguishes the  purpura  from  hemophilia.  In  pur- 
pura bleeding  points  are  usually  multiplied  and 
often  spontaneous.  In  hemophilia  the  bleeding  is 
from  a single  post-traumatic  site. 

The  anaphylactoid  group  are  readily  dis- 
tinguished by  the  clinical  picture  with  the  urti- 
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carial  manifestation  and  by  the  approximately 
normal  blood  picture. 

The  thrombocytopenic  group  are  identified  by 
the  presence  of  a nonretractile  clot  and  di- 
minished platelets. 

Differentiation  of  the  idiopathic  from  the  sec- 
ondary form  is  made  by  exclusion  of  all  diesases 
that  may  cause  the  secondary  form,  plus  careful 
evaluation  of  the  blood  work  and  the  clinical 
manifestations. 

TREATMENT 

The  treatment  of  anaphylactoid  purpura  is  un- 
satisfactory. It  includes  first,  a search  for  focal 
infections  and  sensitivity  to  food  or  foreign 
protein  with  elimination  of  the  offender,  if  found. 

Adrenalin  may  give  transitory  relief  of  urti- 
carial symptoms  and  aid  in  diagnosis.  Atropin 
sometimes  relieves  the  abdominal  cramps.  Sali- 
cylates are  valueless  and  the  rheumatic  form  may 
require  opium  for  severe  pain.  Calcium  has  been 
used  freely  with  little  or  no  definite  effect.  In- 
tramuscular horse  serum,  10  cc.,  or  whole  blood, 
10  to  20  cc.  has  been  tried  with  occasional  tem- 
porary improvement. 

The  successful  treatment  of  secondary  throm- 
bopenic  purpura  depends  largely  upon  the  cause 
of  the  diminished  platelet  production.  Where  the 
cause  can  be  eliminated,  as  by  discontinuing 
toxic  drugs  or  radiation  and  by  eliminating  in- 
fections, results  are  usually  excellent.  In  the  in- 
filtrative type  such  as  leukemia  little  can  be  ac- 
complished. 

In  both  forms  of  thrombopenic  purpura  the 
first  aim  of  treatment  must  be  to  stop  bleeding. 
If  much  blood  is  being  lost  the  patient  should 
receive  whole  blood  intravenously  at  once.  On 
theoretical  grounds  the  blood  should  be  uncitrated. 
Practically,  either  one  is  quite  effective4.  Blood 
may  be  given  intramuscularly  or  intraperitone- 
ally  but  is  most  effective  by  vein.  Blood  trans- 
fusion seems  to  have  little  effect  in  checking 
hemorrhages  in  the  leukemic  forms.  The  common 
coagulants  and  hemostatics  usually  have  little 
effect  upon  free  bleeding  but  often  are  of  some 
use  in  oozing  conditions. 

In  idiopathic  thrombopenic  purpura  in  addition 
to  blood  transfusion  a multitude  of  therapeutic 
measures  have  been  suggested.  The  high  fat-high 
protein  diet  suggested  by  Kugelmass9  is  often 
employed  as  an  adjunct.  Its  value  is  uncertain. 
Because  of  its  role  in  the  formation  of  the  matrix 
of  the  capillary  wall  vitamin  C,  as  orange  juice, 
has  long  been  advised.  Good  results  from  its  use 
in  scurvy  have  encouraged  its  use  here.  More  re- 
cently large  doses  of  asorbic  acid  both  intra- 
venously and  by  mouth  have  been  of  little  value.10 
Radiation  with  ultra-violet  light  is  undependable8. 
High  calcium — high  viosterol  therapy  has  been 
recommended  and  occasionally  is  of  value. 

Recently  Lowenburg  and  Ginsburg11  reported 
interesting  results  from  the  induction  of  a 


marked  hypercalcemia  by  use  of  very  large  doses 
of  parathyroid  extract. 

We  used  a modification  of  their  method  with 
encouraging  results  in  a three  year  old  female 
with  thrombopenic  purpura  as  reported  else- 
where12. Seen  on  the  third  hospital  day  after 
oral  and  local  coagulants,  adrenalin  packs  and 
other  measures  (but  no  blood  transfusion)  had 
failed  to  control  a continuous  oozing  epistaxis,  40 
units  of  parathormone  and  10  cc.  calcium  gluco- 
nate were  given  intramuscularly.  A few  hours 
later  the  oozing  ceased  and  did  not  recur.  This 
patient  received  60  units  of  parathormone  on  the 
second  day  and  40  units  on  the  third  day, — 140 
units  in  all.  Eighty  grains  of  calcium  gluconate 
daily  by  mouth  was  continued  for  two  weeks. 
Bleeding  time  decreased  and  platelet  count  rose 
steadily  from  40,000  the  second  hospital  day  to 
380,000  nine  days  later. 

A colleague  has  tried  similar  treatment  in  a 
child  with  thrombopenic  purpura  secondary  to  a 
probable  scarlet  fever  infection  and  has  had 
similar  results12.  The  empirical  use  of  parathy- 
roid hormone  in  purpura  probably  warrants  fur- 
ther trial. 

Peck  and  his  co-workers  recently  reported  en- 
couraging results  in  chronic  idiopathic  purpura 
from  the  use  of  a standardized  1:3000  dilution  of 
moccasin  snake  venom  in  doses  of  1 cc.  or  more 
subcutaneously  twice  weekly.  It  was  symptomati- 
cally effective  in  about  two-thirds  of  their  cases15, 
but  symptoms  recurred  when  therapy  was  dis- 
continued. They  state  that  snake  venom  dimin- 
ished the  bleeding  tendency  in  certain  cases  of 
purpura  hemorrhagica  without  affecting  the  blood 
picture16.  They  also  describe  the  intraeutaneous 
use  of  the  same  material  as  a prognostic  meas- 
ure14. Greenwald17,  18  and  Cooley8  each  strongly 
recommend  that  snake  venom  be  given  a trial 
before  splenectomy  is  performed. 

Since  in  idiopathic  thrombocytopenia  increased 
destruction  of  platelets  by  the  spleen  is  the  out- 
standing abnormality  many  methods  of  eliminat- 
ing this  activity  of  the  spleen  have  been  tried. 
Destructive  radiation  by  deep  X-ray  has  been 
suggested  and  used  but  is  slower  and  less  re- 
liable than  other  methods.  Ligation  of  the  splenic 
artery  has  been  successfully  carried  out  but 
would  seem  to  be  indicated  only  where  mechanical 
operative  difficulties  made  splenectomy  impossible 
or  impractical. 

Fowler13  emphasizes  the  following  points  re- 
garding splenectomy  in  idiopathic  thrombopenia. 

Since  splenectomy  in  the  acute  stage  carries  a 
high  mortality  the  patients  should  be  carried 
through  to  the  quiescent  period  before  the  opera- 
tion is  performed.  He  advises  that  splenectomy 
be  withheld  until  we  know  (1)  if  successive  at- 
tacks are  becoming  more  severe,  (2)  what  effect 
transfusion  has  had,  and  (3)  how  beneficial  the 
removal  of  local  foci  of  infection  has  been.  He 
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also  points  out  that  since  splenectomy  in  second- 
ary purpura  (not  idiopathic)  is  acutely  fatal  in 
many  cases  and  of  no  avail  in  the  others,  the 
necessity  of  an  accurate  diagnosis  cannot  be 
stressed  too  strongly. 

On  the  other  hand,  Doan,  Curtis  and  Wiseman 
report  a successful,  emergency  splenectomy  on 
one  case  of  purpura  hemorrhagica  when  all  other 
therapy  had  failed.  They  stress  careful  case 
selection  and  adequate  pre-operative  blood  trans- 
fusions14. 

Splenectomy,  the  first  method  tried,  is  still  the 
operative  method  of  choice.  A few  cases  have 
been  reported  in  which  some  mild  degree  of  pur- 
pura has  recurred  after  many  years,  but  the 
great  majority  of  successfully  operated  cases  re- 
sult in  permanent  cure.  In  the  final  analysis  it 
would  appear  that  at  the  present  time  the  diag- 
nosis of  chronic  idiopathic  thrombocytopenic  pur- 
pura means  ultimate  splenectomy  for  the  severe 
cases. 
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DISCUSSION 

Lowell  Erf,  M.D.,  Cincinnati:  The  probable 

mechanism  that  makes  moccasin  snake  venom 
effective  in  some  cases  of  purpura  is  rather  in- 
teresting. As  has  been  brought  out  by  many 
authors,  and  most  recently  by  C.  H.  Kellaway, 
moccasin  snakes,  as  well  as  most  snakes,  will  not 
eat  dead  animals.  It  has  been  shown  that  snakes 
will  attack  only  living  animals,  so  that  their 


venom  can  be  disseminated  throughout  the  entire 
body  of  its  victim  by  the  victim’s  own  circulation 
system,  and  thereby  allow  the  digestive  action  of 
the  venom  to  take  place  within  the  body  of  the 
victim,  while  the  gastric  juice  of  the  snake  at- 
tacks the  outside.  Putrefactive  changes  within 
the  body  of  the  victim  with  the  resultant  toxins 
are  thus  overcome.  This  endothelial  digestive 
action  of  the  venom  is  the  effective  agent  in  the 
treatment  of  purpura.  In  very  dilute  dosages, 
such  as  1-3000,  the  venom  is  an  irritating  stimu- 
lant to  the  endothelium  of  the  capillaries.  S.  M. 
Peck  of  New  York  City  has  shown  that  the  capil- 
laries of  the  skin  become  thicker,  sometimes  hav- 
ing two  layers  of  endothelial  cells,  when  moccasin 
venom  is  given  subcutaneously  over  a period  of 
time.  This  work  was  done  on  humans.  It  is 
probable  then,  that  moccasin  snake  venom  helps 
to  overcome  idiopathic  purpura  by  thickening  the 
capillary  walls. 

Moccaisin  snake  venom  is  very  helpful  in  de- 
termining when  to  do  a splenectomy  in  cases  of 
idiopathic  purpura.  If  one-tenth  of  one  cu.  cm. 
of  1-3000  moccasin  snake  venom  is  injected  intra- 
venously into  a normal  skin,  there  might  be  a 
slight  erythema  in  an  hour;  but  in  a case  of 
purpura,  a distinct  hemorrhage  is  present  in  less 
than  an  hour.  In  other  words,  this  is  a small  or 
local  tourniquet  test  (Rumple-Leede)  that  can 
be  repeated  daily.  The  tourniquet  test  can  not  be 
repeated  daily  nor  even  weekly  in  cases  of  pur- 
pura. In  cases  of  idiopathic  purpura  treated 
with  1 cc.  to  2 cc.  subcutaneous  injections  of 
moccasin  venom  daily,  it  is  possible  to  determine 
the  effectiveness  of  the  venom  by  this  prognostic 
venom  reaction.  The  prognostic  venom  reaction 
will  indicate  the  effectiveness  of  other  forms  of 
treatment  also.  Thus,  the  trend  of  the  severity  of 
the  purpuric  process  is  known  daily,  and  if  the 
prognostic  venom  test  constantly  becomes  more 
positive,  then  splenectomy  should  be  seriously 
considered.  If  the  prognostic  venom  tests  become 
less  positive,  even  though  there  is  bleeding  with 
many  purpuric  spots  still  present,  (many  days 
are  required  for  the  disappearance  of  purpuric 
spots)  splenectomy  should  not  be  considered. 

I think  that  we  should  feel  very  grateful  to 
Doctor  Ainsworth.  First,  in  attempting  to 
classify  the  “purpuras”  because  of  the  previous 
great  confusion  which  has  existed  in  earlier  pon- 
derous attempts  and  secondly  because  of  the  very 
clarifying,  helpful  manner  in  which  he  has  done 
this. 

One  of  the  most  puzzling  situations  in  which  I 
have  found  myself,  is  that  of  being  able  to  dif- 
ferentiate between  (1)  those  cases  which  have  in 
addition  to  a relative  thrombocytopenia  also  an 
infectious  element  and  (2)  a true  essential 
thrombocytopenia.  The  questions  arise  how  much 
of  the  picture  is  due  to  the  reductions  in  blood 
platelets,  and  how  much  is  due  to  the  concurrent 
infectious  element.  We  are  all  relatively  familiar 
with  the  common  occurrence  of  purpura  with 
diminution  of  platelets  in  the  younger  group  of 
children  following  some  of  the  acute  contagious 
diseases.  It  is  rather  unusual  to  find  the  platelets 
reduced  as  low  as  the  empirical  figure  advanced 
by  Minot  yet  bleeding  occurs,  which  is  usually 
relatively  easily  controlled  by  transfusion. 

We  have  had  under  observation  for  somewhat 
over  a year  a girl  in  the  very  early  years  of 
puberty  who  first  showed  purpuric  evidences  be- 
fore the  onset  of  the  menstrual  function.  This 
was  associated  with  a respiratory  infection  of 
more  than  mild  proportions.  She  developed  a 
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lowering  of  her  platelet  count  to  90,000,  had  mul- 
tiple ecchymotic  areas  on  the  trunk  and  the  ex- 
tremities, and  showed  persistent  crops  of  pete- 
chiae  over  the  lower  extremities.  In  addition  pro- 
fuse epistaxis,  recurred  frequently  and  was  only 
controlled  by  repeated  transfusions  and  nasal 
packs.  The  onset  of  the  menstrual  function  which 
was  also  accompanied  by  a mild  naso-pharyngitis 
precipitated  a recurrent  attack  of  purpura  with 
a platelet  count  near  100,000.  The  menstrual  flow 
was  profuse,  epistaxis  occurred  and  repeated 
crops  of  petechiae  reappeared.  Transfusion  re- 
peated (two),  controlled  the  situation  completely. 
Platelet  count  rose  rapidly  to  near  200,000.  Since 
then  she  has  had  one  mild  recurrence  of  the 
petechiae  associated  with  a coryza,  and  during 
the  past  three  months  she  has  been  free  from  all 
purpuric  symptoms.  At  no  time  during  this 
period  of  observation  has  the  spleen  been  pal- 
pable, and  blood  counts,  except  during  periods  of 
acute  blood  loss,  have  been  normal.  The  questions 
that  suggest  themselves  in  this  individual  case 
are: 

1.  Is  this  a case  of  essential  thrombocytopenia 
or, 

2.  Is  it  secondary  to: 

a.  respiratory  infection 

b.  endocrine  disturbance,  incident  to  men- 
strual changes. 

The  occurrence  of  very  mild  allergic  or  anaphy- 
lactoid manifestations  is  relatively  much  more 
common  than  severe  ones  of  the  Schonlein  type 
and  seem  to  appear  much  more  frequently  during 
the  Spring  season  of  the  year.  It  is  not  unusual 
for  the  purpuric  evidences  of  this  disturbance  to 
occur  side  by  side  with  the  urticarial  ones.  One 
such  instance  has  recently  come  to  our  attention. 

J.  S.,  3^  year  old  boy  had  partaken  rather 
freely  of  the  contents  of  his  Easter  basket  and 
over  a period  of  three  or  four  days  developed  a 
definite  swelling  over  the  webb  space  of  his  left 
foot  which  later  showed  some  discoloration.  Then 
extensive  pitting,  localized  swelling  of  the  fore- 
head and  left  temple  area  appeared,  which  in  re- 
solving left  no  discoloration.  By  the  time  the 
second  phenomenon  had  subsided  the  child  de- 
veloped marked  intermittently,  painful  swelling 
over  the  medial  aspect  of  the  left  knee  extended 
back  into  the  popiteal  space.  Discoloration  here 
was  very  extensive.  At  the  same  time  he  de- 
veloped multiple  small  raised  areas  over  the 
lower  legs  and  back  of  the  hands  which  upon 
subsiding  left  petecheal-like  areas  of  stain.  His 
temperature  during  this  period  of  time  never 
went  above  100  F.  His  blood  showed  hemoglobin 
80  per  cent,  red  blood  cells,  4,300,000,  white  cells 
15.600,  with  practically  a normal  differential  and 
platelets  of  290,000.  Following  the  elimination  of 
chocolate  and  egg  white  from  his  dietary  he  has 
had  no  recurrences.  I believe  the  impression  has 
been  relatively  common  that  chocolate  is  a fre- 
quent offender. 

The  secondary  purpuras  especially  those  asso- 
ciated with  generalized  infection  and  those  asso- 
ciated with  the  leukemias  I have  found  are  best 
systemically  controlled  by  the  use  of  moccasin 
venom  in  one  to  three  thousand  dilution,  although 
eventually  even  this  fails. 

The  evaluation  of  different  means  of  therapy 
is  I believe  almost  as  difficult  a problem  as  the 
determination  of  whether  a given  case  is  a true 
idiopathic  purpura  or  one  of  the  secondary  type. 
May  not  a given  case  which  we  may  consider  for 
the  moment  as  being  idiopathic  later  show  evi- 


dence of  some  definite  cause  other  than  the  mere 
assumption  of  over  active  splenic  function  in  the 
direction  of  the  destruction  of  platelets.  I be- 
lieve our  greatest  effort  aside  from  symptomatic 
treatment  of  the  active  bleeding  should  be  aimed 
in  the  direction  of  determining  some  possible 
cause  which  if  found  would  place  a greater  num- 
ber in  the  classification  of  secondary  purpura. 
Our  more  recently  stimulated  interest  in  the  sub- 
ject of  endocrine  secretions  brings  into  added 
prominence  deviations  from  the  normal  and  their 
effect  upon  the  clotting  function.  The  greater 
incidence  of  the  “purpuras”  in  members  of  the 
female  sex  must  be  of  more  than  passing  in- 
terest.   

Sterility  as  a Clinical  Problem 

Sterility  should  be  regarded  as  a symptom 
rather  than  as  a disease  entity.  In  a strictly 
limited  sense  it  denotes  the  inability  of  the 
woman  to  become  pregnant.  The  term  admits  of 
various  interpretations  however.  In  Ordinary 
usage  it  applies  also  to  the  woman,  who,  though 
she  is  able  to  conceive,  is  nevertheless  unable  to 
procreate.  In  this  latter  and  broader  sense,  the 
fact  that  conception  may  occur  is  of  little 
moment  if,  due  to  such  accidents  as  abortion  or 
ectopic  nidation,  the  pregnancy  does  not  progress 
to  the  period  of  viability  of  the  child. 

An  absolute  sterility  is  one  in  which  concep- 
tion fails  to  occur.  This  may  result  from  con- 
genital defects  or  major  pathological  conditions. 
The  absence  or  extreme  maldevelopment  of  the 
uterus,  and  the  presence  of  large  uterine  or 
ovarian  tumors  fall  within  this  category.  In  re- 
lative or  apparent  sterility  the  ability  to  conceive 
and  procreate  a living  child  is  not  impossible,  but 
difficult  or  unlikely  under  existing  circumstances. 
Here  the  egg  does  not  get  a proper  chance  to  be- 
come fertilized.  If  pregnancy  has  never  occurred, 
the  condition  is  referred  to  as  a primary  sterility. 
Secondary  or  acquired  sterility  refers  to  the 
failure  of  pregnancy  to  occur  following  a prev- 
ious abortion  or  delivery.  Using  the  above  gen- 
eral classification,  we  are  not  concerned  with  the 
physiologic  infertility  associated  with  the  meno- 
pause, lactation,  menstruation,  and  the  period 
immediately  preceding  or  following  it,  or  with  the 
application  of  the  so-called  “safe  period”  cham- 
pioned by  Knaus,  Ogino,  and  others.  Further- 
more, we  should  not  charge  a woman  with  steril- 
ity without  allowing  her  sufficient  opportunity 
and  time  for  becoming  pregnant.  In  this  respect 
the  time  factor  is  variable,  depending  in  part  on 
the  age  of  the  woman.  Generally  speaking,  a 
woman  may  be  said  to  be  presumably  sterile  if 
conception  does  not  occur  within  three  years  of 
life  with  a sexually  normal  partner,  provided,  of 
course,  that  no  contraceptive  measures  have  been 
used,  Polak  has  stated  that  only  about  7 per 
cent  of  women  bear  children  after  the  third  year 
of  married  life.  Presumably  he  referred  to  the 
first  pregnancy. — W.  T.  Pommerenke,  M.D., 
Rochester,  N.  Y.;  N.  Y.  State  Jour,  of  Med., 
37:11;  June,  1937. 


THE  MANAGEMENT  OF  GROSS  BLEEDING  FROM  PEPTIC  ULCER 

By  M.  M.  ZINNINGER,  M.D.,  Cincinnati,  Ohio 


UNTIL  recently  I was  of  the  opinion  that 
bleeding  from  peptic  ulcer  was  rarely 
fatal,  and,  as  a surgeon,  had  been  taught, 
and  in  turn  had  taught  others,  that  surgical  in- 
tervention during  the  stage  of  active  bleeding 
was  contra-indicated,  that  it  was  usually  difficult 
or  impossible  to  control  bleeding,  and  that  the 
patient  was  more  likely  to  survive  without  opera- 
tion than  with  the  benefit  of  surgery.  During  the 
past  few  years  I have  seen  two  cases  bleed  to 
death  from  ulcer,  and  have  been  able  to  stop  the 
bleeding  in  another  by  operation.  These  cases 
have  made  me  less  sure  of  my  previous  belief, 
and  stimulated  a study  of  the  literature  and  a re- 
view of  some  of  the  case  records  at  the  Cincin- 
nati General  Hospital. 

In  the  four  calendar  years,  1933-36  inclusive, 
there  were  admitted  to  the  Cincinnati  General 
Hospital,  33  patients  with  severe  bleeding  from 
the  gastro-intestinal  tract,  in  which  a diagnosis 
of  peptic  ulcer  was  satisfactorily  established.  All 
of  these  patients  had  either  hematemesis  or 
passed  recognizable  blood  in  the  stools  or  both, 
i.e.  their  bleeding  was  massive.  It  does  not  in- 
clude cases  of  lesser  bleeding  as  evidenced  by 
occult  blood  in  the  stools  and  secondary  anemia, 
nor  cases  of  bleeding  either  small  or  massive  in 
which  the  source  of  bleeding  was  not  definitely 
determined,  though  many  of  these  were  diagnosed 
peptic  ulcer.  Of  the  33  cases,  six  died  of  uncon- 
trolled hemorrhage,  a mortality  rate  of  18+ 
per  cent. 

A death  rate  of  18  per  cent  was  rather  aston- 
ishing and  disquieting,  but  a review  of  the  litera- 
ture showed  that  it  was  not  particularly  unusual. 
The  incidence  of  severe  bleeding  from  peptic  ulcer 
apparently  has  never  been  determined  with  much 
accuracy.  The  principal  difficulty  in  obtaining  it 
seems  to  be  the  inability  to  get  a satisfactory 
sample  of  cases  to  study,  while  another  source  of 
error  is  in  the  interpretation  of  the  word  “severe” 
and  the  criteria  used  in  deciding  which  cases 
exhibit  “severe”  bleeding.  Ambulatory  or  out- 
patient cases  will  have  a lower  incidence  than 
hospital  cases,  for  in  general,  those  hospitalized 
will  be  more  serious  than  those  that  have  re- 
sponded to  ambulatory  care.  Also,  cases  from  a 
charity  hospital  service  show  a higher  incidence 
than  those  from  a private  hospital,  as  many  of 
the  former  group  have  had  less  careful  prior 
management;  in  fact,  many  have  had  no  treat- 
ment before  their  admission  for  gross  bleeding. 
Crohn  estimates  that  severe  or  gross  hemorrhage 
occurs  in  about  10  per  cent  of  ambulatory  patients 
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with  peptic  ulcer,  and  in  about  25  per  cent  of 
hospital  cases,  and  most  authors  seem  to  agree 
fairly  well  with  this  estimate.  However,  in  the 
recent  report  of  Goldman6  from  the  San  Fran- 
cisco Hospital,  the  incidence  of  gross  bleeding  in 
890  ulcer  patients  was  39  per  cent  or  349  cases, 
and  this,  one  of  the  largest  series  on  record  is 
sufficiently  large  to  be  significant.  Incidentally, 
Goldman  points  out  that  the  incidence  changes 
somewhat  with  age,  the  peak,  in  his  series,  oc- 
curring in  the  fifth  decade. 

The  death  rate  due  to  hemorrhage  from  bleed- 
ing ulcer  varies  so  widely  in  published  reports 
that  one  is  forced  to  the  conclusion  that  the 
criteria  for  including  cases  cannot  be  the  same 
in  all  reports.  As  the  table  shows,  the  mortality 
rate  ranges  from  1.5  per  cent  to  25  per  cent,  the 
average  for  the  3663  cases  shown  in  this  table 
being  approximately  11.4  per  cent. 

As  one  reads  the  reports,  however,  one  finds 
that  when  the  author  states  that  he  is  including 
only  cases  with  severe  bleeding,  the  gross  death 
rate  is  always  greater  than  14  per  cent.  Allen 
and  Benedict1,  and  Goldman  have  also  pointed  out 
that  the  death  rate  rises  as  the  age  of  the  pa- 
tients increases,  presumably  sclerosis  of  the 
arteries  playing  an  increasingly  important  role 
as  persons  grow  older.  In  Goldman’s  series  of 
349  cases,  the  average  age  of  those  that  died  was 
54  years.  Allen  and  Benedict  found  in  138  cases 
that  the  average  age  of  those  that  died  was  56.4 
years,  and  of  those  that  recovered  41.8  years,  a 
differential  of  nearly  15  years.  In  this  connection 
they  point  out  that  the  age  of  the  patient  seems 
to  be  more  important  than  the  duration  of  symp- 
toms. Goldman  also  found  a sharp  rise  in  mor- 
tality in  his  series  with  repeated  hemorrhages, 
especially  in  those  with  more  than  two  sevex’e 
hemorrhages,  as  is  shown  in  a reproduction  of 
his  chart  (Chart  I). 

It  is  well  known  that  many  physicians  with 
wide  clinical  experience  with  patients  with  peptic 
ulcer  have  never  had  a patient  die  from  hemor- 
rhage. In  view  of  the  published  reports,  however, 
one  is  forced  to  the  conclusion  that  people  do  die 
of  loss  of  blood  from  this  cause,  and  that  the 
total  number  of  such  deaths  is  not  inconsiderable. 

Regarding  treatment,  it  seems  that  there  is 
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TABLE  I 

MORTALITY  FROM  BLEEDING  PEPTIC  ULCER  REPORTED  IN  THE  LITERATURE 


Author 

Place 

No.  Cases 

Death  from  Bleeding 

% Mortality 

Aitken 

London  Hospital 

255 

28 

11.0 

Ballen  & Benedict 

Boston 

128 

20 

14.5 

Bulmer 

Birmingham 

578 

62 

10.7 

Burger  & Hartfall 

Guy’s  Hospital 

137 

30 

22.0 

Chiesman 

St.  Thomas  Hospital 

191 

48 

25.0 

Conybeare 

Guy’s  Hospital 

600 

15 

2.5 

Crohn 

Mt.  Sinai  (New  York) 

101 

4 

4.2 

Cuilman  & Price 

St.  Bartholomew’s 

105 

19 

18.1 

Davies  & Nevin 

St.  Thomas  Hospital 

391 

82 

21.0 

Goldman 

San  Francisco 

349 

39 

11.1 

Gordon-Taylor7 

Middlesex  Hospital 

100+ 

21 

21.0 

Hellier 

Leeds 

202 

26 

13.0 

Hinton 

Bellevue,  New  York 

52 

10 

20.0 

Hurst  & Babey 

Guy’s  Hospital 

82 

4 

4.8 

Lynch 

Canada 

31 

4 

12.9 

Meulengracht 

Copenhagen 

251 

3 

1.2 

Patterson 

London 

100+ 

4 

4.0 

TOTAL 

3663 

419 

11.4 

fairly  general  agreement  that  the  great  majority 
of  cases  require  medical  rather  than  surgical 
treatment.  Finsterer  of  Vienna  stands  almost 
alone  in  the  belief  that  all  cases  should  be  treated 
early  by  resection.  On  the  other  hand,  a survey 
of  published  reports  indicates  that  most  medical 
men  and  many  surgeons  tend  to  be  too  conserva- 
tive as  regards  operative  intervention  during  the 
bleeding  stage.  Patients  treated  in  this  way  may 
finally  be  operated  upon  only  when  in  extremis, 
and  the  mortality  then  is  so  appalling  that  sur- 
gery is  discredited,  with  the  result  that  other 
cases  in  which  operation  may  be  indicated  are 
allowed  to  die  without  attempt  to  control  the 
bleeding. 

In  the  details  of  medical  management  there  is 
wide  divergence  of  opinion.  There  is  general 
agreement  that  the  patient  should  be  in  bed,  and 
that  morphia  should  be  given  at  least  in  moderate 
doses,  but  beyond  that  we  find  little  unanimity. 
Some  advocate  washing  of  the  stomach,  which 
others  avoid  at  all  costs.  Most  advise  nothing  by 
mouth,  but  Meulengracht10  of  Copenhagen  with  a 
mortality  of  1.5  per  cent  in  251  cases  treated  by 
giving  food  from  the  beginning  has  equaled  or 
bettered  any  other  record.  Some  physicians  have 
the  patients  chew  gum  or  paraffin  to  increase 
salivary  flow  and  help  reduce  acidity.  Some  put 


adrenalin  in  the  stomach  or  give,  so-called 
thrombo-plastic  substance  which  others  disregard. 
There  is  considerable  variability  regarding  the 
use  of  blood  transfusion  and  other  parenteral 
fluid.  One  of  the  most  logical  suggestions  seems 
to  be  to  restrict  parenteral  fluids,  especially  in- 
travenous fluids  for  24  to  48  hours,  unless 
transfusion  seems  urgently  necessary.  After 
bleeding  has  ceased — usually  within  24  hours — 
blood  may  be  given  intravenously,  and  other 
solutions  subcutaneously,  just  enough  of  the  lat- 
ter to  maintain  the  fluid  balance.  The  giving  of 
intravenous  solutions  of  salt  or  glucose,  tends  to 
raise  blood  pressure  while  at  the  same  time  it 
dilutes  the  blood  thereby  theoretically  encourag- 
ing further  bleeding.  Some  doctors  believe  that 
transfusion  also  may  prolong  bleeding,  but  the 
available  clinical  and  experimental  evidence  tends 
to  show  that  there  is  no  such  danger  in  trans- 
fusion. It  may  not  cause  bleeding  to  cease,  and 
bleeding  may  continue  more  rapidly  than  blood 
can  be  replaced  by  repeated  or  continuous  trans- 
fusion, but  there  is  nothing  to  indicate  that  trans- 
fusion itself  is  the  cause  of  continued  bleeding. 

While  the  treatment  in  the  past  does  not  seem 
to  have  yielded  very  brilliant  results,  there  is 
apparently  hope  of  improvement  in  the  future 
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judging  by  the  recent  interest  in  this  whole  sub- 
ject shown  by  physicians  and  surgeons. 

PROPHYLAXIS 

At  this  time  I shall  not  consider  the  question 
of  prevention  of  hemorrhage  since  this  paper  is 
concerned  primarily  with  what  to  do  during  the 
stage  of  active  bleeding.  While  the  chance  of  an 
individual  with  a peptic  ulcer  having  a severe 
hemorrhage  is  fairly  great,  and  the  mortality 
rate  in  such  bleeding  is  rather  high,  still  the 

HEMORRHAGES 


Chart  1.  Known  number  of  gross  hemorrhages  and  mor- 
tality rate.  (Goldman). 


operative  results  in  treating  ulcers  and  prevent- 
ing hemorrhage  has  not  been  so  outstanding  that 
operation  can  be  advised  for  ulcers  in  the  non- 
bleeding stage  for  the  purpose  of  preventing  a 
fatal  hemorrhage  subsequently.  As  a matter  of 
fact,  many  patients  bleed  after  operation. 

PATHOLOGIC  ANATOMY 

Severe  bleeding  from  peptic  ulcer  most  often 
occurs  from  chronic  penetrating  duodenal  ulcer  of 
the  posterior  wall  with  erosion  of  a branch  of  the 
pancreaticoduodenal  artery.  However,  very  ser- 
ious bleeding  may  come  from  superficial  erosions 
of  the  mucosa,  usually  without  previous  symptom- 
atology suggesting  ulcer,  and  apparently  due  to  a 
duodenitis  or  gastritis.  In  bleeding  with  this 
type  of  lesion,  surgical  attempt  to  bring  about 
hemostasis  is  without  avail  as  the  bleeding  point 
cannot  be  identified.  Owing  to  the  arrangement 
of  blood  vessels  in  the  duodenum  with  their  num- 
erous arcades  within  the  intestinal  wall  as  well  as 
outside,  control  of  hemorrhage  by  ligation  of  in- 
dividual vessels  is  practically  impossible.  In  the 
stomach,  however,  the  ligation  of  individual  ves- 
sels, on  both  sides  of  an  ulcer  can  bring  about 
hemostasis,  as  shown  by  the  experiments  of 
Kamenchik9,  and  by  the  clinical  reports  in  the 
literature. 

SYMPTOMATOLOGY 

The  first  symptom  with  severe  bleeding  from 
peptic  ulcer  is  often  epigastric  discomfort  fol- 
lowed by  desire  to  defecate,  dizziness,  weakness, 


and  often  nausea  and  vomiting.  The  stools  are 
often  copious,  frequent,  tarry  and  may  contain 
recognizable  blood.  The  vomitus  may  be  free 
from  bicod,  then  become  coffee-ground  like,  and 
finally  contain  blood  clots  or  bright  red  blood. 
Weakness,  fainting  spells,  collapse  and  shock 
may  follow. 

TREATMENT 

This  has  already  been  partially  outlined.  The 
patient  is  put  to  bed,  and  given  morphia  in  suffi- 
cient amounts.  With  the  exception  of  Meulen- 
grac-ht’s  treatment  nothing  is  given  by  mouth. 
At  the  Cincinnati  General  Hospital  the  stomach 
is  not  drained  nor  lavaged.  If  the  patient  appears 
to  be  in  danger  of  immediate  death  from  bleed- 
ing, I believe  transfusion  should  be  given  at  once, 
but  in  most  cases  bleeding  will  have  ceased  by 
the  time  the  patient  reaches  the  hospital  and 
although  he  should  be  matched  for  transfusion, 
and  suitable  donors  be  available,  the  actual  giv- 
ing of  blood  can  be  temporarily  postponed.  At 
this  time  the  cause  or  source  of  bleeding  may  be 
obscure,  and  some  attempt  should  be  made  as 
early  as  possible  to  establish  a probable  diag- 
nosis. Hemophilia,  purpura,  splenic  disorders, 
cirrhosis  of  the  liver  with  oesophageal  varices, 
carcinoma  or  other  cause  should  be  considered 
and  ruled  out  if  possible.  If  the  diagnosis  of 
bleeding  from  ulcer  seems  fairly  established,  I 
believe  the  treatment  should  be  entirely  medical 
during  the  first  24  to  48  hours,  although  if  the 
bleeding  is  severe,  a surgeon  should  be  called  in 
consultation.  This,  I may  add,  is  seldom  done. 
Too  often,  the  surgeon  is  called  only  after  there 
have  been  repeated  severe  hemorrhages,  and  the 
physician  calls  upon  him  to  do  what  he  can  to 
prevent  the  death  of  a patient  already  in  ex- 
tremis. Unfortunately,  in  the  present  state  of 
our  knowledge,  we  are  unable  to  predict  at  the 
beginning  which  patients  will  recover  and  which 
will  die.  However,  it  does  seem  that  with  an  in- 
creasing number  of  reports,  and  the  experience 
thus  accumulated  available,  we  can  select  those 
patients  for  whom  operation  may  be  indicated, 
and  be  able  to  save,  by  early  surgery  some  pa- 
tients who  would  otherwise  die.  For  the  purposes 
of  discussion,  patients  bleeding  from  peptic  ulcer 
may  be  placed  in  several  different  categories. 

1.  Those  that  start  to  bleed  without  previous 
history  suggestive  of  ulcer  and  without  much 
premonitory  warning.  Often  the  bleeding  is  pre- 
ceded by  an  alcoholic  debauch.  Many  of  these 
bleed  rapidly,  continue  to  bleed,  and  a large 
percentage  of  this  group  die  of  uncontrolled 
hemorrhage.  Autopsy  in  this  type  usually  shows 
duodenitis  or  gastritis,  often  with  superficial 
erosions  of  the  mucosa  with  no  large  blood  ves- 
sel exposed.  Many  of  these  patients  never  re- 
cover from  their  initial  shock,  are  in  no  condition 
to  stand  operation,  and  would  present  no  obvious 
pathologic  lesion  to  the  surgeon  if  the  abdomen 
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were  opened.  The  bleeding  area  could  not  be 
recognized  on  inspection  or  palpation  of  the 
stomach  and  might  well  be  overlooked  with  the 
stomach  open.  Ligations  would  be  futile  in  this 
group.  It  is  clear  therefore  that  operation  is  not 
indicated  for  cases  of  this  sort. 

2.  Patients  with  known  gastric  or  duodenal 
ulcer  who  have  been  receiving  adequate  care 
under  a physician’s  direction.  This  constitutes  a 
group  which  has  failed  to  respond  to  treatment 
and  I am  of  the  opinion  that  operation  is  indi- 


Fig.  1.  Chronic  gastric  ulcer  showing  erosion  of  blood 
vessel  plugged  with  blood  clot.  (Autopsy  specimen). 


cated  as  soon  as  the  shock  is  recovered  from  and 
the  patient  is  in  suitable  condition  for  operation. 
It  is  in  this  group  that  recurrent  hemorrhages 
are  likely,  and  this  is  the  group  in  which  the 
mortality  rate  can  be  lowered  by  early,  radical 
surgery.  Usually  in  these  cases  a large  vessel  is 
eroded  as  shown  in  Fig.  I. 

3.  Cases  which  have  a more  or  less  typical 
ulcer  history,  who  have  not  received  adequate 
care,  and  in  whom  the  site  and  condition  of  the 
lesion  is  not  certain.  I believe  these  cases  should 
be  treated  conservatively,  i.e.,  without  surgery 
unless  there  are  recurrent  hemorrhages,  in  which 
event,  after  repeated  blood  transfusions,  im- 
mediate operation  should  be  advised. 

4.  Patients  who  have  previously  been  operated 
upon  for  gastric  or  doudenal  ulcer.  In  most  in- 
stances the  previous  operation  will  have  been 
closure  of  a perforation  or  gastro-enterostomy. 
In  our  own  series,  7 of  the  33  patients  or  21  per 
cent  fell  in  this  group.  All  of  the  7 in  this  series 
recovered  under  medical  management  and  left  the 
hospital.  Operation  in  this  group  would  generally 
be  difficult  even  under  the  most  favorable  aus- 
pices, and  unless  bleeding  continues  or  recurs 
under  treatment,  ' operation  probably  should  be 
postponed.  If  hemorrhage  recurs  in  this  group, 
it  is  likely  to  be  repeated  and  then  operation  is 
indicated  while  the  patient  is  still  able  to  stand  it. 

In  summary,  I believe  that  most  patients  with 
known,  chronic,  penetrating  peptic  ulcer,  with 


single  massive  or  repeated  hemorrhage  should  be 
operated  upon  early.  Repetition  of  hemorrhage 
after  it  has  once  ceased,  and  while  the  patient 
is  still  under  treatment  usually  means  erosion  of 
a large  vessel  and  I believe  is  an  indication  for 
prompt  operation.  Temporary  cessation  of  bleed- 
ing is  due  not  to  healing,  but  to  blood  clot  oc- 
cluding the  opening  in  the  vessel  (See  Fig.  I 
autopsy  specimen). 

PROCEDURE 

It  is  exceedingly  important  that  surgery  under 
these  circumstances  be  carried  out  by  a com- 
petent surgeon  who  has  had  wide  experience  with 
gastric  surgery.  Usually  radical  operative  pro- 
cedures are  necessary.  In  gastric  ulcer,  bleeding 
may  be  controlled  by  ligation  of  vessels  on  both 
sides  of  the  ulcer,  and  a number  of  successful 
cases  of  this  sort  have  been  reported.  In  chronic 
duodenal  ulcer,  ligations  are  of  no  value  and  re- 
section is  usually  necessary,  though  the  procedure 
described  by  Allen  and  Benedict  may  be  used  in 
those  cases  in  which  resection  is  impossible  or 
very  difficult.  Posterior  gastro-enterostomy  alone 


Fig.  2.  X-ray  of  patient  No.  3 showing  large  diverti- 
culum of  first  portion  of  duodenum. 


has  been  done  often  enough  to  show  that  it  is  not 
efficacious  in  stopping  hemorrhage  or  preventing 
recurrent  bleeding.  The  procedure  of  Allen  and 
Benedict  for  bleeding  duodenal  ulcer  of  the 
posterior  wall  consists  first  of  transection  of  the 
stomach  as  near  the  duodenum  as  possible.  Then 
the  clamp  on  the  duodenal  stump  is  removed,  and 
the  anterior  wall  of  the  duodenum  incised  parallel 
to  the  long  axis.  A finger  or  tampon  can  then  be 
placed  on  the  bleeding  point,  and  while  the  bleed- 
ing is  thus  controlled,  the  posterior  wall  is  lifted 
up  from  the  pancreas,  blood  vessels  being 
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clamped  and  tied  as  they  are  encountered,  care 
being  taken  to  avoid  entering  the  duodenum  or 
traumatizing  the  pancreas.  After  the  ulcer  is 
freed,  the  duodenal  stump  is  turned  in.  Anasto- 
mosis of  the  stomach  to  the  jejunum  is  then  done 
by  the  Polya  or  the  Billroth  II  procedure. 

Unfortunately  enough  statistical  data  is  not 
available  as  to  the  result  of  any  operative  pro- 
cedures carried  out  in  sufficiently  favorable  cases, 
and  with  the  use  of  uniform  technique  to  pass 
judgment  as  to  the  efficacy  of  operation  in  lower- 
ing mortality.  The  series  reported  by  Finsterer5 


Fig.  3.  Drawing  of  appearance  of  diverticulum  of  duo- 
denum at  the  time  of  operation.  Patient  No.  3. 

is  a possible  exception.  His  mortality  in  cases 
operated  upon  within  48  hours  of  the  onset  of 
bleeding  was  2.5  to  14.2  per  cent,  depending  on 
the  type  of  operation.  In  operations  carried  out 
late,  after  medical  treatment  had  failed,  the 
operative  mortality  was  30  to  50  per  cent,  depend- 
ing again  on  the  type  of  operation.  In  this  last 
group,  presumably  all  the  patients  would  have 
died  without  operation  so  even  a 50  per  cent  mor- 
tality represents  a saving  of  lives.  Of  the  33 
cases  of  bleeding  seen  at  the  Cincinnati  General 
Hospital  in  the  years  mentioned  above,  four 
were  operated  upon,  two  during  the  period  of  re- 
current hemorrhage,  and  two  soon  after  the 
bleeding  had  ceased.  A brief  resume  of  the  four 
cases  follows. 

Case  No.  1.  W.  F.,  white  male,  58  years  of  age, 
admitted  July  11,  1935,  because  of  dizziness, 
weakness,  and  vomiting  of  blood.  Past  history 
negative  except  for  pain  in  upper  part  of  ab- 
domen after  meals  for  three  years.  Five  days  be- 
fore admission  he  had  vomited  about  one  pint  of 
dark  red  blood.  Examination  showed  a man  with 
extreme  pallor,  moderate  arteriosclerosis  and 
hypertension,  heart  moderately  enlarged  with 
frequent  premature  and  dropped  beats.  He  did 


well  on  a Sippy  diet.  Was  transfused  July  17. 
July  27,  he  suddenly  collapsed  and  later  vomited 
bright  red  blood,  and  passed  blood  per  rectum. 
He  remained  semi-consicous  for  several  days. 
August  1,  he  again  vomited  blood.  He  then  im- 
proved but  on  August  14,  and  August  17  he  again 
collapsed.  August  18,  he  vomited  blood.  August 
25  and  August  29,  he  again  collapsed.  During 
this  time  he  received  three  blood  transfusions. 

I first  saw  him  September  2 in  surgical  con- 
sultation and  on  account  of  persistent  recurring 
hemorrhage  recommended  exploratory  operation 
with  some  misgivings.  He  was  a miserable 
operative  risk  with  marked  anemia  and  irregular 
heart.  The  following  day  he  again  collapsed,  but 
after  three  blood  transfusions,  was  operated  upon 
September  5 under  combined  local  and  general 
anesthesia.  A large  ulcer  was  found  high  up  on 
the  lesser  curvature.  The  left  gastric  artery  and 
vein  were  ligated,  and  two  large  vessels  crossing 
the  ulcer  were  ligated,  close  to  the  ulcer.  Recovery 
was  uneventful.  He  was  discharged  October  25, 
1935.  He  has  followed  the  diet  prescribed  and 
was  well  when  seen  in  the  Gastric  Clinic  De- 
cember 1,  1935,  February  2,  1936,  May,  1936  and 
December,  1936. 

Case  No.  2.  C.  P.,  white  male,  age  45  years, 
admitted  April  23,  1936,  because  of  a tremendous 
hematemesis.  He  had  a history  suggestive  of 
duodenal  ulcer  for  12  years.  Ulcer  had  been 
shown  by  X-ray.  He  had  been  in  the  hospital 
July,  1935  for  hematemesis,  recovering  under 
medical  treatment.  At  the  present  admission  he 
got  along  fairly  well  for  about  one  month,  and 
then  began  bleeding.  He  vomited  blood  on  June 
6,  8,  9 and  11.  On  Jilne  12,  he  was  operated  upon. 
A very  large  ulcer  of  the  posterior  wall  of  the 
duodenum  was  found,  surrounded  by  tremendous 
scarring.  In  the  opinion  of  the  surgeon,  resec- 
tion was  impossible,  and  gastro-enterostomy 
alone  was  done.  The  patient  remained  well  for 
two  weeks,  then  began  bleeding  and  in  spite  of 
blood  transfusions,  died  of  hemorrhage  three  days 
later.  Autopsy  showed  two  chronic  ulcers  of  the 
duodenum  with  partial  perforation  of  one. 
Erosion  of  the  pancreatico-duodenal  artery  was 
demonstrated. 

While  this  was  a surgical  failure,  the  patient 
did  not  die  because  he  was  operated  upon.  He 
would  certainly  have  died  without  surgery.  Pos- 
sibly a more  radical  procedure  might  have  saved 
him. 

Case  No.  3.  H.  B.,  white  male,  age  20  years, 
admitted  July  10,  1934,  because  of  vomiting  blood 
on  July  8,  9 and  10.  For  about  one  year  he  had 
had  pain  in  the  upper  abdomen  two  hours  after 
meals.  He  was  almost  bled  out  at  the  time  of 
admission.  Transfusions  were  given  July  10  and 
July  11.  On  a Sippy  diet  he  made  a satisfactory 
recovery.  On  August  24,  X-ray  showed  a large 
diverticulum  of  the  first  portion  of  the  duodenum 
(Fig.  2).  On  September  13,  1934,  he  was  operated 
upon,  a partial  gastrectomy  including  the  diver- 
ticulum (Fig.  3)  was  done  followed  by  a Billroth 

II  procedure.  The  specimen  showed  an  ulcer  at 
the  edge  of  the  diverticulum.  He  has  been  fol- 
lowed in  clinic  at  regular  intervals.  Was  last 
seen  January  10,  1937,  at  which  time  he  felt  en- 
tirely well  in  all  respects. 

Case  No.  4.  J.  P.,  white  male,  age  23  years, 
was  admitted  October  10,  1936,  because  of  tarry 
stools  and  weakness.  This  young  man  first  had 
hematemesis  in  March,  1933.  He  was  treated  by 
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blood  transfusion  and  Sippy  diet  and  recovered. 
In  November,  1933,  he  had  tarry  stools  and 
fainted  because  of  weakness.  He  was  treated  at 
the  Cincinnati  General  Hospital  at  that  time. 
X-ray  before  discharge  showed  a duodenal  ulcer. 
He  was  re-admitted  March  21,  1934  for  gross 
blood  in  stools  and  weakness.  He  remained  in 
the  hospital  one  month.  He  was  then  well  for  2% 
years  when  he  again  had  severe  bleeding  and  was 
again  admitted.  At  this  admission  his  red  cells 
were  3 million,  Hb.  11.5  gms.  Bleeding  stopped 
rather  slowly.  The  patient  who  was  a student  in 
the  College  of  Engineering  had  lost  one  entire 
year  of  school  because  of  the  repeated  hemor- 
rhage which  had  required  hospitalization,  and 
wished  to  have  permanent  relief.  Surgical  con- 
sultation was  therefore  requested,  and  operation 
recommended.  Operation  was  performed  De- 
cember 10.  1936,  partial  gastrectomy  and  Polya 
anastomosis  being  done.  There  was  found  a 
small,  almost  healed  ulcer  of  the  anterior  wall  of 
the  duodenum,  with  marked  dilatation  of  the  first 
portion  of  the  duodenum.  The  patient  was  well 
when  last  seen  January  20,  1937,  but  only  time 
will  tell  whether  bleeding  has  been  permanently 
controlled. 

In  conclusion  I wish  to  point  out  that  this 
paper  proves  nothing  except  that  the  mortality 
rate  from  severe  bleeding  from  peptic  ulcer  is 
quite  high.  An  insufficient  number  of  suitable 
cases  have  been  operated  upon  to  show  whether 
operative  treatment  in  selected  cases  will  lower 
this  mortality  rate.  Certainly  some  cases  that 
otherwise  would  bleed  to  death  can  be  saved  by 
surgical  procedures.  If  one  enlarges  his  surgical 
indications,  however,  the  end  mortality  rate  may 
rise  higher  than  it  now  is.  I believe  that  both 
physician  and  surgeon  should  adopt  the  attitude 
that  some  cases  may  require  operation,  and  then 
give  surgery  a chance  to  demonstrate  what  it  can 
accomplish. 
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DISCUSSION 

Malcolm  O.  Cook,  M.D.,  Hamilton:  In  reading' 
the  literature  on  this  subject,  one  is  impressed  by 
several  facts: 

(1)  The  mortality  rate  in  any  group  of  statis- 
tics including  only  cases  in  which  the  hemor- 
rhage is  really  gross  is  much  higher  than  it  is 
generally  supposed  to  be,  in  several  groups  re- 
ported by  Fenesterer  being  as  high  as  74  per 
cent.  The  mortality  rate  of  11.4  per  cent  from 
hemorrhage  in  3663  cases  is  the  average  of  17 
groups  of  statistics  and  these  vary  from  1 per 
cent  to  21  per  cent.  I am  confident  that  the  very 
low  rates  are  due  to  inclusion  of  all  cases  of 
bleeding  peptic  ulcer  and  the  11.4  per  cent  mor- 
tality is  merely  the  average  of  these  widely  vary- 
ing groups  and  the  true  mortality  in  cases  of 
really  severe  hemorrhage  is  considerably  higher 
than  this. 

(2)  The  second  fact  to  impress  me  in  review- 
ing the  literature  on  this  subject  is  the  very 
great  difference  of  opinion  held  by  the  internist, 
and  many  surgeons  as  well,  as  to  the  proper 
method  of  treatment.  I believe  the  concensus  of 
opinion  is  opposed  to  surgery  and  this  is  due, 
first  of  all,  to  failure  of  the  average  individual  to 
appreciate  the  high  mortality  rate  that  actually 
exists  in  cases  of  gross  hemorrhage,  and,  sec- 
ondly, the  cases  that  do  come  to  surgery  are  so 
frequently  in  extremis  and,  consequently,  the 
mortality  rate  quite  high;  and,  this,  compared 
to  his  erroneous  conception  of  mortality  rate  in 
non-intervention  explains  the  reason  for  the 
prevalence  of  opinion  opposed  to  surgery. 

I am  not  in  accord  with  the  ideas  of  Fenesterer 
and  Gordon  Taylor  who  advise  immediate  sur- 
gery in  all  cases.  I believe  there  is  a conserva- 
tive middle  course  between  both  extremes  which, 
if  conscientiously  followed,  can  reduce  materially 
the  present  high  mortality  rate  from  gross 
hemorrhage.  I believe  those  cases  which  fall  in 
group  No.  2 of  Dr.  Zinninger’s  classification  are 
those  in  which  surgery  should  be  advocated.  This 
group,  if  you  will  recall,  is  comprised  of  patients 
with  known  ulcer  that  have  been  under  competent 
medical  care  and  have  had  one  or  more  hemor- 
rhages. This  is  the  type  of  patient  who  has 
failed  to  respond  to  medical  treatment  and  ift 
which  surgery  is  probably  indicated  even  though 
the  emergency  of  hemorrhage  did  not  exist.  The 
cessation  of  bleeding,  as  has  been  pointed  out, 
does  not  indicate  healing  but  is  usually  due  to 
the  occlusion  of  a large  vessel  by  a clot.  I believe 
this  group  of  patients  should  be  operated  within 
the  first  few  hours  before  they  are  exsanguinated 
and  surgery  can  then  only  be  resorted  to  as  a life 
saving  measure  with  an  unduly  high  mortality 
rate. 

In  group  No.  3,  those  patients  who  have  had 
none  or  inadequate  medical  treatment,  I believe 
that  we  are  justified  in  following  a more  con- 
servative course;  however,  if  such  a patient  is 
admitted  with  a real  gross  hemorrhage,  which 
ceases  but  recurs  in  a short  time,  it  is  advisable 
to  get  the  patient  in  the  best  condition  by  trans- 
fusion and  other  supportive  measures  and  pro- 
ceed with  surgery. 

As  patients  in  these  groups  are  most  fre- 
quently seen  first  by  the  medical  man,  I believe 
that  improvement  can  only  be  brought  about  by 
close  cooperation  between  the  internist  and  the 
surgeon,  and  in  such  cases  the  surgeon  should  be 
consulted  early  and  not  called  in  when  the  patient 
is  in  extremis. 


CLINICAL  RESULTS  OF  INSUFFICIENT  TREATMENT  OF  SYPHILIS 

By  GRANT  MARTHENS,  M.D.,  Dayton,  Ohio 


IN  MY  paper  today  I shall  try  to  describe  to 
you  the  clinical  condition  of  patients  on  pre- 
senting themselves  at  the  clinic  or  in  the 
office,  where  the  underlying  cause  of  their  symp- 
toms is  found  to  be  syphilis. 

First,  I shall  present  the  more  common  skin 
lesions. 

A frequent  recurrence  of  a sore  at  the  original 
site  of  the  chancre,  which  may  ape  in  every  way 
the  primary  lesion  and  even  be  accompanied  by 
an  inguinal  adenitis.  Beware  of  making  a diag- 
nosis of  a reinfection.  A reinfection,  to  be 
credited  as  such,  must  not  occur  at  the  original 
site  of  the  chancre. 

Other  forms  of  mucocutaneous  relapse  are 
mucous  erosions,  and  condylomas;  the  latter  far 
more  frequent  than  the  former.  Skin  lesions  that 
have  frequently  occurred  are  macular,  papular, 
pustular,  and  follicular  types. 

A frequent  lesion  occurring  on  the  face  is  an 
annular  syphilid;  often,  these  lesions  are  scat- 
tered, though  at  times,  only  one  lesion  will  be 
present.  It  is  indolent,  and  of  a dull  color,  with 
induration  of  the  base.  This  lesion  must  be  dif- 
ferentiated from  ringworm,  and  impetigo  con- 
tagiosa. Occasionally,  these  annular  lesions  are 
present  on  the  abdomen  or  arms.  In  a few  cases, 
the  only  external  evidence  of  syphilis  was  an 
annular  syphilid  on  the  soles  of  the  feet.  The 
lesions  of  recurrent  syphilis  are  many  and  varied, 
and  one  must  be  constantly  on  his  guard,  as  the 
most  innocent  skin  lesion  may  have  a syphilitic 
beginning. 

During  the  past  year,  I have  seen  six  cases  of 
delayed  secondaries.  In  each  case  there  had  been 
local  treatment  of  the  primary  sore  either  by  a 
caustic  or  calomel  powder.  The  secondary  erup- 
tion appeared  from  four  to  six  months  after  the 
chancre.  I believe  in  each  case  this  was  a de- 
layed secondary  eruption  and  not  a recurrence. 

One  of  the  most  interesting  of  the  skin  lesions 
occurred  in  a Negro  six  months  after  the  in- 
itial lesion.  This  consisted  of  three  large  nodular 
masses  extending  outward  from  the  chin.  The 
base  was  markedly  indurated,  and  the  center  of 
each  mass  was  ulcerated.  These  nodules  cleared 
up  quickly  under  treatment.  The  response  to 
treatment  was  astounding. 

THE  NEURASTHENIC  TYPE 
In  this  group,  of  the  neurasthenic  type,  the 
patients  have  many  symptoms.  The  most  com- 
mon ones  they  complain  of  are : indigestion, 

nervousness,  headache,  tired  feeling,  dizziness, 
failing  vision,  rheumatic  pains,  and  pains  over 
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the  heart.  Occasionally,  it  is  possible  to  get  a 
history  of  a chancre,  or  find  that  they  have  re- 
ceived treatment  for  “bad  blood”.  On  physical 
examination,  one  finds  no  cause  for  their  wealth 
of  symptoms.  A Wassermann  test  is  made  and 
it  returns  positive,  to  the  astonishment  of  the 
patient.  Often  the  blood  test  is  negative,  only 
to  find  a positive  spinal  fluid. 

We  have  had  a few  cases  where  the  blood  and 
spinal  fluid  findings  were  all  negative.  On  ex- 
amination the  only  clue  that  perhaps  we  were 
dealing  with  a burned  out  case  of  syphilis  would 
be  an  inequality  of  the  pupils,  and  the  fact  that 
they  reacted  slowly  to  light  and  accommodation. 
The  knee-kicks  were  slight  or  totally  absent. 
These  cases  have  responded  nicely  and  their 
symptoms  gradually  disappeared  on  the  adminis- 
tration of  small  doses  of  bismuth,  neoarsphena- 
mine  and  potassium  iodide. 

The  physician  must  have  patience  and  gain  the 
confidence  of  these  neurasthenic  patients.  They 
are  sick;  it  is  difficult  for  them  to  carry  on,  and 
many  of  them  give  up  the  struggle. 

THE  CARDIOVASCULAR  SYMPTOM 

Frequency  of  cardiovascular  syphilis  in  clinic 
material  is  astounding.  The  more  carefully  the 
patient  is  examined,  the  more  cardiovascular 
syphilis.  There  is  probably  no  syphilitic  involve- 
ment of  the  body  which  is  more  frequently  over- 
looked than  this  condition. 

The  age  of  these  patients  is  between  35  and  50 
years,  though  aortitis  has  been  found  in  younger 
patients. 

The  earliest  sign  of  uncomplicated  syphilitic 
aortitis  is  a change  in  the  aortic  sound;  it  is  an 
accentuation,  bell-like  in  character.  A slight  rise 
may  occur  in  the  blood  pressure. 

These  patients  complain  of  shortness  of  breath, 
cough,  or  pain  in  the  substernal  region  and  will 
place  a finger  on  this  spot.  Occasionally  we  have 
confirmed  our  findings  by  an  X-ray  examination. 
On  percussion  there  is  a slight  increase  in  dull- 
ness in  the  retrosternal  region. 

We  are  learning  to  recognize  uncomplicated 
syphilitic  aortitis  earlier,  and  by  so  doing,  hope 
to  stop  the  progression  of  the  disease  and  so 
prevent  aortic  regurgitation  and  aneurysm. 

There  are  few  symptoms  that  belong  properly 
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to  the  incompetence  of  the  aortic  valves.  On  in- 
spection there  may  be  a general  throb  of  the  body 
with  each  heart  beat.  On  percussion,  cardiac  en- 
largement is  found.  On  auscultation  there  is  a 
diastolic  murmur. 

At  present,  we  have  four  cases  of  aneurysm 
under  treatment;  three  of  the  arch,  and  one  of 
the  abdominal  aorta.  Contrary  to  medical  litera- 
ture, three  cases  occur  in  white  males,  and  one  in 
a colored  male. 

NEURO-SYPHILIS 

In  this  group  there  are  many  cases  with  a few 
symptoms  with  positive  spinal  fluid  findings,  to 
the  more  advanced  cases  with  well  marked  symp- 
toms. These  cases  are  difficult  to  treat  and  there 
is  a marked  tendency  for  the  patients  to  become 
delinquent  in  their  treatments. 

TABES  DORSALIS 

There  are  eleven  cases  in  this  group.  Their 
symptomatology  varies  according  with  the  stage 
of  the  disease.  Eight  are  able  to  walk  without 
assistance,  two  must  have  assistance,  and  one  is 
bed-ridden.  This  last  case  is  a morphine  addict. 
We  have  been  able  to  reduce  the  amount  of  mor- 
phine to  one-half  grain  a day.  These  patients  do 
suffer  at  times,  especially  those  with  gastric  and 
visceral  crisis.  The  pain  is  of  agonizing  intensity 
and  soon  reduces  the  patient  to  convulsive  sob- 
bing and  helplessness. 

The  numerous  symptoms  of  neuro-syphilis,  par- 
ticularly those  of  tabes  dorsalis  with  its  sensory 
root  pathology,  provide  an  excellent  field  for 
diagnostic  error.  This  is  due  to  an  incomplete 
examination,  and  lack  of  knowledge  concerning 
the  more  important  facts  about  neuro-syphilis. 
The  internist  meets  with  difficulty  in  the  cerebral 
syndromes  and  the  surgeon  has  his  problems  in 
the  symtomatology  of  tabes.  In  one  hospital  the 
proportion  of  tabetics  subjected  to  useless  opera- 
tion amounted  to  10  per  cent.  Occasionally  the 
blood  and  spinal  fluid  findings  in  tabes,  are  nega- 
tive, and  we  gather  our  first  insight  of  the  ex- 
isting conditions  from  the  patient’s  history. 

Two  cases  came  to  the  clinic  with  diminution  of 
vision,  which  came  on  suddenly.  With  one  pa- 
tient, a salesman,  this  occurred  while  he  was 
driving  his  automobile.  Each  automobile  he  saw 
seemed  to  be  double,  one  on  top  of  the  other.  In 
the  other  case,  a housewife  noticed  that  she  had 
no  vision  in  one  eye. 

The  salesman,  aged  30,  had  had  syphilis  seven 
years  ago;  received  a course  of  treatment  and 
was  discharged  as  cured.  His  physical  examina- 
tion was  negative  with  the  exception  of  a marked 
dilatation  of  the  right  pupil.  The  blood  and  spinal 
fluid  were  strongly  positive. 

The  examination  of  the  case  of  the  housewife 
was  likewise  negative,  with  the  exception  that 
the  pupil  of  the  left  eye  was  markedly  dilated. 
There  was  no  history  of  syphilis.  The  blood  and 
spinal  fluid  examinations  were  strongly  positive. 


Wassermann  examination  of  the  blood  of  the 
husband  was  positive. 

BONE  SYPHILIS 

There  are  three  cases  of  bone  syphilis  under 
treatment;  one,  with  gummatous  osteomyelitis  of 
the  foot,  and  two  with  late  periostitis. 

SYPHILIS  IN  CHILDREN 

There  are  18  children  under  treatment  at  the 
present  time,  ranging  from  three  months  to  ten 
years  of  age.  In  only  one  family  was  syphilis 
known  to  be  present  before  the  baby  was  born. 
In  this  family,  the  mother  was  advised  by  her 
physician  to  discontinue  her  treatment  at  the 
third  month  of  pregnancy,  as  it  might  produce  an 
abortion.  Unfortunately,  the  woman  went  to 
term  and  gave  birth  to  a baby  with  syphilis. 
This  is  one  time  when  the  woman  should  have 
had  intensive  treatment. 

With  intensive  treatment  of  the  expectant 
mothers,  beginning  at  the  third  month,  we  have 
had  ten  healthy  babies  to  date. 

I have  briefly  described  the  more  common 
.types  of  cases  that  are  seen  frequently.  In 
my  opinion,  if  syphilis  was  diagnosed  early  by 
the  more  frequent  use  of  the  Dark-field  method 
in  the  examination  of  the  chancre;  or,  if  this  had 
been  treated,  aspiration  of  the  sentinal  gland  and 
its  contents  examined,  and  intensive  treatment 
given  as  taught  today,  these  cases  would  not 
occur  in  the  future.  The  ideal  case  for  the  best 
result,  is  to  start  treatment  in  the  primary  sero- 
negative stage  and  continue  the  treatment  with 
no  rest  period. 

CONCLUSIONS 

Be  hesitant  in  making  a diagnosis  of  a re- 
infection. A re-infection  to  be  credited  as  such, 
must  not  appear  at  the  original  site  of  the 
chancre. 

Annular  syphilids  frequently  occur  in  in- 
sufficiently treated  cases  as  a recurrence.  They 
may  be  scattered  or  isolated.  Frequently,  they 
appear  on  the  surface  and  give  the  appearance  of 
ringworm,  or  may  occur  as  a single  annular 
syphilid  on  the  soles  of  the  feet. 

Do  not  confuse  recurrent  skin  lesions  with  de- 
layed secondaries. 

Three  types  of  cardiovascular  syphilis  occur; 
simple,  uncomplicated  aortitis,  aortic  insufficiency, 
and  aneurysm. 

The  numerous  symptoms  of  neuro-syphilis,  par- 
ticularly those  of  tabes  dorsalis,  with  sensory 
root  pathology,  provide  an  excellent  field  for 
diagnostic  error,  both  for  the  internist  and  for 
the  surgeon. 

A plea  is  made  for  earlier  diagnosis  and  for 
continuous  treatment  in  the  early  chancre  stage, 
to  avoid  the  different  type  of  cases  that  have  been 
outlined. 
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URETERAL  INJURIES  IN  PELVIC  SURGERY 

By  WILLIAM  J.  ENGEL,  M.D.,  Cleveland,  Ohio 


IN  presenting  this  subject  I do  so  as  guardian 
of  the  urinary  tract  and  not  as  a critic  of 
the  general  surgeon.  The  complications  of 
pelvic  surgery  of  which  I shall  speak  will  occur 
in  the  hands  of  the  most  experienced  and  expert 
surgeons  although  perhaps  less  frequently  than 
the  occasional  operator  encounters  them.  In  the 
literature  there  are  numerous  reports  of  ureteral 
injuries  which  occurred  in  the  course  of  pelvic 
operations  and  although  no  attempt  will  be  made 
in  this  presentation  to  review  the  literature  com- 
pletely, particular  attention  may  be  called  to  the 
recent  articles  of  Brown,1  Newell,2  Morris  and 
Brunton,3  and  Kayser.4 

Ureteral  injuries  may  be  either  unilateral  or 
bilateral  and  it  is  probable  that  many  unilateral 
injuries  have  occurred  without  being  recognized. 
Particular  attention  will  be  given  in  this  discus- 
sion to  those  which  are  recognized  at  the  time  of 
operation  or  immediately  following  and  to  the 
prevention  of  those  which  are  not  recognized. 

Because  of  the  anatomical  relationships,  in- 
juries to  the  urinary  tract  rarely  occur  in  opera- 
tions carried  out  in  the  upper  abdomen,  but 
operations  in  the  pelvis — especially  those  in  the 
female  pelvis — are  particularly  likely  to  be  com- 
plicated by  such  injuries.  Anatomically,  the 
ureter  comes  in  close  relationship  to  abdominal 
structures  as  it  enters  the  pelvis,  and  it  is  sus- 
ceptible to  injury  from  the  point  at  which  it 
crosses  the  brim  of  the  true  pelvis  until  its  point 
of  entrance  into  the  bladder.  The  operation 
which,  above  all  others,  holds  high  rank  in  pro- 
ducing ureteral  injuries  is  hysterectomy  and  this 
is  for  two  very  definite  reasons: 

First,  the  ureter  as  it  runs  in  the  parametrium 
is  relatively  mobile  and  uterine  fibroids,  par- 
ticularly the  intraligamentary  tumors,  are  likely 
to  displace  the  ureter  so  that  it  no  longer  lies  in 
its  normal  anatomical  position.  This  fact  is  apt 
to  throw  the  surgeon  oif  his  guard  because  he  is 
not  looking  for  it  in  an  abnormal  position.  In  one 
of  our  cases  in  which  the  ureter  was  accidently 
severed  in  the  course  of  a hysterectomy,  a large 
intraligamentary  fibroid  on  the  left  side  had  dis- 
placed the  ureter  so  markedly  that  it  actually 
lay  on  the  anterolateral  surface  of  the  tumor. 
This  was  the  result  of  enlargement  of  the  tumor 
laterally  and  rotation  during  this  process. 

The  second  reason  for  injury  is  the  rather  in- 
timate relationship  of  the  ureter  to  the  uterine 
artery  which,  of  course,  must  be  clamped  in  all 
hysterectomies.  The  ureter  runs  posteriorly  to 
the  uterine  artery  which  crosses  it  about  one 
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inch  above  its  entrance  into  the  bladder.  Thus  in 
clamping  the  artery,  it  is  very  easy  to  include 
the  ureter  and  the  ligature  produces  obstruction. 
This  accident  is  especially  likely  to  occur  if  the 
artery  gets  loose  and  retracts,  thus  forcing  the 
operator  to  place  a deep  clamp  too  far  laterally 
in  an  effort  to  stop  the  bleeding.  The  more 
frantic  the  effort  the  greater  the  likelihood  of 
catching  the  ureter.  Care  should  also  be  taken  in 
placing  deep  transfixion  sutures  lest  the  ureter  be 
included.  The  best  safeguard  against  such  ac- 
cidents is  to  stay  close  to  the  body  of  the  uterus 
in  clamping  the  uterine  artery.  All  references  in 
the  literature  have  called  attention  especially  to 
the  danger  of  ureteral  injury  in  the  radical  Wer- 
theim  operation  for  carcinoma  of  the  cervix  and 
uterus. 

Nor  must  it  be  assumed  that  ureteral  injuries 
are  limited  to  hysterectomies  performed  by  the 
abdominal  route  for  vaginal  hysterectomy  is 
attended  with  the  same  if  not  greater  danger. 
In  procidentia,  a condition  rather  well  suited  for 
vaginal  hysterectomy,  Jona5  has  shown  that  the 
ureters  are  drawn  down  with  the  prolapsing 
uterus  and  come  to  assume  a decidedly  abnormal 
position  where  they  are  quite  susceptible  to  in- 
jury. 

In  the  past  ten  years  we  have  observed  three 
cases  of  unilateral  injury  to  the  ureter  which 
occurred  in  the  course  of  surgical  procedures  in 
the  pelvis.  In  two  of  these,  it  occurred  during 
abdominal  hysterectomy  and  in  the  third  it  was 
noted  following  combined  abdominoperineal  re- 
section of  the  rectum.  Brief  reports  of  these 
cases  follow: 

REPORT  OF  CASES 

Case  1 : A woman,  37  years  of  age,  was  re- 
ferred to  the  Clinic  because  of  a lump  in  the 
right  lower  abdomen.  This  was  associated  with 
menstrual  irregularities  and  bladder  disturbance 
which  was  characterized  by  frequency  in  urina- 
tion and  occasional  dribbling.  The  only  positive 
finding  on  physial  examination  was  the  presence 
of  a hard,  irregular,  nodular  tumor  of  the  uterus 
which  filled  the  pelvis.  Hysterectomy  was  ad- 
vised. At  operation  a large  uterine  fibroid  was 
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found  and  described  as  the  size  of  a baby’s  head. 
It  was  observed  that  the  uterus  was  markedly 
rotated  and  displaced  far  to  the  right  in  such  a 
manner  that  the  left  tube  and  ovary  lay  on  the 
anterior  surface.  The  uterus  was  removed  in 
the  usual  fashion;  however,  it  was  discovered 
immediately  after  dividing  the  left  uterine 
artery  that  the  ureter  had  been  sectioned  along 
with  the  vessel.  After  removing  the  uterus  and 
suturing  the  vagina,  the  ureter  was  then  re- 
paired after  the  manner  described  in  the  text  of 
this  paper.  Recovery  from  the  operation  was  un- 
eventful and  the  patient  was  dismissed  from  the 
hospital  on  the  sixteenth  day  following  operation. 

Case  2:  A woman,  46  years  of  age,  came  to 
the  Clinic  complaining  of  an  uncomfortable  pres- 
sure in  the  region  of  the  bladder  associated  with 
some  difficulty  in  voiding  urine  and  nocturia  one 
to  two  times.  There  had  also  been  some  burning 
type  of  pain  in  the  abdomen  which  had  been 
present  intermittently  for  four  years.  Examina- 
tion revealed  the  presence  of  a uterine  fibroid 
and  hysterectomy  was  advised.  At  operation  the 
uterus  was  found  to  be  the  seat  of  numerous 
large  irregular  fibroids,  the  largest  of  which  was 
very  tightly  wedged  down  into  the  pelvis,  par- 
ticularly on  the  posterior  surface  which  made  de- 
livery of  the  uterus  quite  difficult.  It  was  also 
noted  that,  in  the  left  side,  there  was  an  intra- 
ligamentary fibroid.  In  removing  the  uterus  the 
ureter  was  accidently  pulled  upward  and  divided, 
this  accident  being  noted  at  the  time.  After  the 
uterus  had  been  removed,  the  proximal  cut  end 
of  the  ureter  was  reimplanted  into  the  left  an- 
terolateral wall  of  the  bladder,  the  ureter  being 
anchored  by  means  of  mattress  sutures  passing 
through  the  outer  coat  of  the  ureter  and  the  wall 
of  the  bladder.  In  this  case  no  ureteral  catheter 
was  placed  in  the  ureter.  Convalescence  was  un- 
eventful and  the  patient  was  dismissed  from  the 
hospital  on  the  eighteenth  postoperative  day. 

Case  3:  A man,  55  years  of  age,  was  admitted 
to  the  Clinic  complaining  of  diarrhea  associated 
with  blood  and  mucus  in  the  stools.  Complete  ex- 
amination showed  him  to  be  suffering  from  car- 
cinoma of  the  rectum  and  combined  abdomino- 
perineal resection  was  advised  and  carried  out. 
No  injury  to  the  ureter  was  recognized  at  the 
time  of  operation;  but  two  days  after  the 
operation  considerable  urine  was  seen  to  issue 
from  the  posterior  wound.  This  continued  and  as 
soon  as  the  patient’s  condition  justified  the  pro- 
cedure, cystoscopic  examination  was  carried  out. 
This  showed  no  fistula  in  the  bladder,  but  the 
right  ureter  was  found  to  be  obstructed  about  1 
cm.  up  and  no  type  of  ureteral  catheter  could  be 
passed.  A diagnosis  of  ureteral  fistula  was  made 
and  the  patient  returned  to  the  hospital  two 
months  after  his  previous  operation.  A right 
nephrectomy  was  carried  out. 

This  case  illustrates  the  fact  that  any  opera- 
tion carried  out  in  the  pelvis  may  be  associated 
with  injury  to  the  ureters. 

It  has  previously  been  stated  that  unilateral 
injury  to  the  ureter  probably  occurs  with  greater 
frequency  than  is  reported.  A ligature  may  be 
placed  around  the  ureter  and  produce  sudden, 
complete  obstruction.  In  the  absence  of  in- 
fection of  the  urinary  tract,  even  though  this 
results  in  hydronephrosis  of  the  corresponding 


kidney,  it  may  not  be  attended  with  significant 
clinical  symptoms  and  the  ultimate  result  is 
atrophy  of  the  kidney.  Excluding  these,  however, 
the  ureter  may  be  accidently  divided  and  the  in- 
jury recognized  at  the  time  of  operation.  The 
disposition  of  such  cases  permits  of  several  pos- 
sibilities. Some  have  recommended  intentional 
ligation,  but  this  is  only  justifiable  when  it  is 
known  that  the  opposite  kidney  is  functionally 
capable  and  when  the  accident  occurs  in  the 
course  of  an  unusually  difficult  and  time-con- 
suming operation  in  which  the  additional  time 
required  to  repair  this  injury  seems  unwarranted 
and  hazardous  to  the  patient.  By  far  the  wiser 
plan  is  to  repair  the  injury  at  the  time  and  this 
may  be  done  in  one  of  three  ways:  (1)  end-to- 

end  anastomosis,  (2)  end-in-end  anastomosis  or 
a sleeve-type  of  anastomosis,  and  (3)  ureteral 
reimplantation  into  the  bladder. 

Clinical  experience  with  end-to-end  anastomosis 
has  been  rather  unsatisfactory  on  the  whole,  al- 
though Sisk6  and  Curtis7  have  reported  satis- 
factory recovery  of  two  patients  treated  in  this 
fashion.  It  appears  to  us  that  this  type  of 
anastomosis  is  much  more  likely  to  be  followed 
by  leakage  of  urine  and  later  formation  of  a 
stricture.  This  contention  is  supported  by  the 
experimental  work  of  Harrington8  who  carried 
out  end-to-end  anastomoses  in  five  animals,  three 
of  which  died  of  peritonitis  due  to  urinary  leak- 
age. Only  one  lived  and  autopsy  on  this  animal 
showed  a stricture  and  hydronephrosis.  It  is 
therefore  probable  that  this  method  of  repair  is 
least  likely  to  meet  with  success. 


Technic  for  end-in- end 
anastomosis  of  ureter 

Figure  1 : Drawing  showing  technic  for  end-in-end 

anastomosis  of  ureter  in  case  2. 

The  second  method,  that  of  end-in-end  anas- 
tomosis, was  the  method  employed  in  case  1 
previously  reviewed.  In  this  particular  case, 
although  the  ureter  was  divided  about  one  and 
one-half  inches  above  the  bladder,  a sufficient 
amount  of  the  ureter  remained  so  that  it  was 
reimplanted  into  the  lower  pelvic  spindle  im- 
mediately at  its  entrance  into  the  bladder.  In 
such  instances,  the  bladder  end  of  the  ureteral 
stump  is  dilated  sufficiently  to  receive  the  kid- 
ney end  of  the  ureter  and  by  placing  two  mat- 
tress sutures  on  each  side  of  the  ureter  and 


864 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  8 


bringing  them  out  on  the  surface  of  the  bladder 
and  tying  them,  the  kidney  end  becomes  tele- 
scoped into  the  bladder  end.  This  is  then  sup- 
ported by  two  or  three  interrupted  catgut  sutures 
(Fig.  1).  In  this  particular  case  the  patient  has 
been  followed  carefully  and  a recent  intravenous 
urogram  taken  approximately  three  months  after 
the  operation  shows  an  entirely  normal  left  kid- 
ney without  any  evidence  of  hydronephrosis. 
We  therefore  feel  that  clinically  end-in-end 
anastomosis  is  the  method  of  choice  and  this 
conforms  again  with  Harrington’s8  experimental 
work  in  which  he  carried  out  end-in-end 
anastomoses  in  thirteen  animals,  only  one  of 
which  died  from  urinary  leakage  while  ten  sur- 
vived the  operation  and  had  good  functioning 
kidneys. 

The  third  method,  that  of  reimplantation  into 
the  bladder,  may  in  certain  cases  be  the  operation 
of  necessity  rather  than  choice.  I have  reviewed 
the  Clinic  records  of  24  patients  in  whom  ureteral 
reimplantation  into  the  bladder  was  done.  Only 
one  of  these  was  performed  for  accidental  di- 
vision of  the  ureter  during  a hysterectomy  and 
one  was  for  a ureterovaginal  fistula.  The  re- 
maining 22  were  the  result  of  operations  on  the 
bladder  and  were  divided  as  follows:  Fourteen 
for  resection  of  carcinoma  of  the  bladder,  seven 
for  excision  of  a diverticulum  of  the  bladder,  and 
one  for  bilateral  ureteral  stricture  resulting  from 
radium  implantation  into  a carcinoma  of  the 
prostate. 

I realize  that  a study  of  such  cases  is  hardly 
applicable  to  the  present  discussion  but  its  pur- 
pose was  to  determine  the  results  of  ureteral  re- 
implantation. In  many  instances  we  were  deal- 
ing with  dilated  ureters  and  pre-existing  hydro- 
nephrosis resulting  from  the  condition  in  the 
bladder,  but  with  these  limitations  in  mind,  it 
was  found  that  there  were  only  six  cases  in 
which  the  result  was  considered  satisfactory, 
one  of  these  having  been  done  for  accidental 
ligation  during  hysterectomy.  In  two  instances 
subsequent  nephrectomy  was  required,  in  a third 
nephrectomy  was  advised  because  of  marked 
hydronephrosis  but  was  not  done,  and  in  a fourth 
case  autopsy  some  years  after  operation  showed 
a marked  hydronephrosis  with  infection  on  the 
reimplanted  side.  The  operation  is  anatomically 
incorrect  and  we  believe  that  it  is  very  likely  to 
be  followed  by  stricture  at  the  site  of  reimplanta- 
tion and  a resultant  hydronephrosis  with  or 
without  infection.  These  facts  should  discourage 
the  use  of  reimplantation  whenever  it  can  be 
avoided. 

Another  type  of  unilateral  injury  which  may 
occur  is  usually  not  recognized  at  the  time  of 
operation  but  it  becomes  appai’ent  during  the 
postoperative  convalescence  when  leakage  of 
urine  through  the  vagina  is  noted.  Examination 
in  some  of  these  cases  will  prove  that  this  is 


due  to  a ureterovaginal  fistula.  Five  patients  with 
this  condition  have  been  referred  to  the  Cleve- 
land Clinic.  In  each  instance  the  condition  fol- 
lowed hysterectomy.  Of  these,  two  were  supra- 
vaginal, two  were  complete  hysterectomies,  and 
one  followed  vaginal  hysterectomy.  One  may 
only  conjecture  as  to  the  production  of  this  type 
of  condition  although  it  seems  likely  that  it  re- 
sults from  a combination  of  several  factors:  (1) 
stripping  of  the  ureter  too  closely  or  (2)  crush- 
ing the  side  of  the  ureter  with  the  clamp,  this 
being  followed  by  sloughing  and  subsequent  leak- 
age of  urine  at  the  site  of  the  injury.  Infection 
and  necrosis  must  of  course  also  be  considered 
as  causative  factors. 

The  management  of  this  condition  when  recog- 
nized cannot  be  stated  categorically  and  must  be 
determined  by  the  factors  present  in  each  case. 
In  the  five  cases  which  were  seen  at  the  Clinic, 
nephrectomy  was  necessary  in  three  because  of 
hydronephrosis  plus  infection.  In  one  a vaginal 
plastic  operation  was  successful  and  in  the  other, 
reimplantation  of  the  ureter  into  the  bladder  was 
done.  Providing  the  opposite  kidney  is  function- 
ally capable,  it  is  probably  advisable  in  most  in- 
stances to  resort  to  nephrectomy  as  the  quickest 
and  safest  way  to  relieve  the  patients  of  their 
difficulty. 

It  should  also  be  mentioned  that  the  occur- 
rence of  fistula  does  not  demand  immediate 
operative  intervention.  These  patients  should  be 
watched  for  a period  of  time  as  not  uncommonly 
a fistula  will  heal  spontaneously.  This  happy 
outcome  may  be  encouraged  by  attempting  to 
catheterize  the  injured  ureter  and,  if  successful, 
the  catheter  should  be  left  in  place  for  continuous 
drainage  of  the  kidney.  All  such  procedures  must 
be  followed  up  with  ureteral  dilatations. 

Bilateral  ureteral  injuries  occur  much  more 
infrequently,  although  I have  seen  two  cases  in 
ten  years.  Recognition  is  not  difficult  and  is 
indicated  by  the  fact  that  the  patient  passes  no 
urine  following  the  operation.  It  must  be  dif- 
ferentiated only  from  true  anuria  and  this  can 
easily  be  done  by  resorting  to  cystoscopic  ex- 
amination and  ureteral  catheterization  which  will 
always  show  the  presence  of  bilateral  ureteral 
obstruction. 

This  injury  is,  as  in  the  case  of  unilateral  in- 
juries, almost  invariably  a complication  of  the 
hysterectomy.  In  the  two  cases  referred  to,  one 
followed  a vaginal  hysterectomy,  the  other  a 
supravaginal  hysterectomy.  In  the  former  case 
the  attending  surgeon  was  aware  of  the  fact  that 
the  patient  had  voided  no  urine  but  attributed 
this  to  anuria.  When  the  true  nature  of  the  con- 
dition was  recognized,  the  patient  was  in  obvious 
uremia,  practically  moribund,  and  any  operative 
intervention  was  absolutely  out  of  the  question. 

The  second  case  occurred  during  the  course  of 
what  was  described  by  the  general  surgeon  as  an 
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unusually  difficult  hysterectomy  for  multiple 
uterine  fibroids  which  were  tightly  wedged  into 
the  pelvis.  In  the  process  of  the  dissection,  the 
bladder  was  inadvertently  opened  but  was  suc- 
cessfully closed  at  the  time.  It  was  observed  that 
there  was  no  passage  of  urine  and  again  this  was 
thought  to  be  due  to  anuria  and  urologic  con- 
sultation was  not  requested  until  seven  days  after 
the  operation  at  which  time  cystoscopy  and 
ureteral  catheterization  revealed  the  fact  that 
both  ureters  were  occluded.  The  patient’s  con- 
dition was  critical  and  complicated  by  the  pres- 
ence of  definite  pelvic  peritonitis.  As  an  emer- 
gency procedure  a unilateral  pyelotomy  was  done, 
and  it  was  observed  that  the  kidney  pelvis  was 
enormously  distended  and  contained  perhaps  150 
to  200  cc.  of  urine.  Although  almost  seven  quarts 
of  urine  were  excreted  in  the  next  48  hours,  the 
patient  did  not  survive. 

Two  procedures  are  available  in  the  advent  of 
accidental  bilateral  ligation  of  the  ureters.  The 
first  is  deligation;  the  other  is  unilateral  or 
bilateral  pyelotomy.  Hermann9  has  reported  one 
case  with  recovery  following  deligation  and 
Caulk10  reports  a case  with  recovery  in  which 
bilateral  nephrostomy  was  done.  It  appears  to  us 
that  deligation  is  not  the  preferred  method.  The 
difficulties  encountered  in  searching  for  and  find- 
ing a ligature  on  the  ureter  in  a recent  operative 
wound  filled  with  plastic  exudate  and  adhesions 
renders  this  operation  far  too  hazardous  to  make 
it  likely  to  be  successful.  Bilateral  or  unilateral 
nephrostomy  or  pyelotomy,  on  the  other  hand, 
can  be  done  very  quickly,  even  under  local 
anesthesia,  without  great  hazard  to  the  patient 
and  this  service  as  a temporary  safety-valve  and 
allows  one  to  proceed  at  an  elective  time.  As  in 
Caulk’s  case,10  it  may  also  prove  to  be  curative 
as  spontaneous  urination  in  his  case  occurred 
after  several  weeks  and  the  nephrostomy  wounds 
healed.  This,  of  course,  can  only  be  explained  by 
absorption  of  the  ligatures  with  the  resultant 
establishment  of  the  continuity  of  the  ureters. 

It  is  thus  recognized  that  these  injuries  occur 
not  infrequently  and  yet  it  seems  that  they  are 
preventable  to  a certain  extent.  If  the  urinary 
tract  is  investigated  preoperatively  by  ureteral 
catheterization  and  roentgen  studies,  one  should 
be  able  to  determine  abnormal  locations  of  the 
ureters  which  would  put  the  surgeon  on  his 
guard.  Better,  however,  is  the  policy  of  routine 
preoperative  cathetei’ization  of  the  ureters,  the 
catheters  being  left  in  place  throughout  the  dura- 
tion of  the  operation.  This  would  almost  entirely 
prevent  ureteral  injury  or  at  least  would  permit 
much  more  ready  recognition  of  injuries  and 
facilitate  repair  with  the  catheter  already  in 
situ.  Sisk0  reports  that  at  the  Wisconsin  Gen- 
eral Hospital  where  this  has  been  a routine 
practice  for  some  time,  only  one  case  of  ureteral 
injury  has  occurred  and  this  was  in  a patient  in 


whom  no  difficulty  was  anticipated  so  that 
ureteral  catheterization  had  been  omitted. 

I am  fully  cognizant  of  the  fact  that  this 
practice  may  not  be  feasible  for  the  general  sur- 
geon in  a community  where  a trained  urologist 
may  not  be  available  but  this  circumstance  is 
surely  not  common  and  certainly  in  all  larger 
hosiptals  and  clinics  where  the  greatest  volume 
of  pelvic  surgery  is  done  this  policy  may  be 
pursued.  If  not  done  routinely,  it  should  at  least 
be  done  in  all  cases  of  fixed  tumors  in  the  pelvis 
and  those  in  which  the  examining  physician  feels 
there  is  any  possibility  of  ureteral  injury. 

SUMMARY 

In  summary,  attention  has  again  been  directed 
to  the  danger  of  ureteral  injury  in  pelvic  surgery 
of  which  three  cases  of  unilateral  injury  and  two 
of  bilateral  injury  have  been  observed.  Its  pre- 
vention lies  not  only  in  the  care  in  surgical  dis- 
section, particularly  in  hysterectomy,  but  it  is 
felt  that  many  such  injuries  can  be  avoided  by 
preoperative  urological  investigation  and  it  seems 
advisable  to  catheterize  the  ureters  previous  to 
pelvic  operation  in  order  to  avoid  these  injuries. 
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Tuberculosis  in  Nurses 

Scores  of  students  of  nursing  lose  health  and 
life  through  hospital-contracted  tuberculous  in- 
fections. Practically  all  students  become  tuber- 
culin-positive during  their  course,  showing  that 
they  have  become  infected  even  if  disease  should 
not  follow.  The  hospital  cannot  avoid  responsi- 
bility for  the  infection  of  nurses  until  the 
utmost  of  medical  and  nursing  science  has  been 
used  to  prevent  it.  Among  the  things  that  can 
be  done  are  a more  thorough  diagnosis  of  all 
patients,  chest  films  of  all  patients  as  a routine, 
also  examination  of  sputa,  and  the  instruction  of 
graduate  nurses,  and  graduate  doctors  as  well  as 
students  of  medicine  and  nursing,  about  the  dan- 
ger of  the  unguarded  cough. — E.  L.  Ross,  M.D., 
ass’t.  med.  supt.,  Manitoba  Sanatorium,  Ninette. 


BETTER  PELVIC  DIAGNOSIS 

By  WARD  D.  COFFMAN,  M.D.,  Zanesville,  Ohio 


BETTER  pelvic  diagnosis  is  obtainable 
through  more  accurate  interpretation  of 
symptoms  and  findings.  Painstaking  and 
accurate  diagnosis  is  a most  important  factor  in 
successful  medicine  and  surgery.  We  must  study 
and  better  appreciate  our  cases.  In  elective  sur- 
gery we  have  without  doubt  made  remarkable 
progress  through  the  availability  of  the  many 
modern  laboratory  facilities.  But  in  emergency 
cases,  the  lack  of  time  due  to  the  urgency  of  the 
case,  prohibits  the  utilization  of  a certain  num- 
ber of  these  procedures.  The  primary  essential 
to  any  properly  indicated  and  applied  treatment, 
regardless  of  the  system  or  the  field  involved,  is 
without  contradiction  a correct  diagnosis. 

The  diagnosis  is  based  on  the  case  record.  This 
case  record  is  obtained  by  you  and  me  through 
our  histories  and  examination  findings,  and 
whether  it  becomes  a useful  instrument  of  well 
elicited  facts,  systematically  arranged,  properly 
coordinated  and  properly  presented,  or  as  a use- 
less jumble  of  irrelevant  statements  and  poorly 
observed  findings,  depends  upon  your  knowledge 
to  obtain  the  information.  The  case  record  is  a 
positive  reflection  of  the  study  given  a particular 
case,  be  it  good  or  bad.  The  diagnosis  will  reflect 
the  case  record  to  a surprising  degree.  Case 
record  technique  has  been  set  up  by  the  American 
College  of  Surgeons  and  if  reasonably  followed 
will  more  than  repay  you  for  your  time  expended, 
to  say  nothing  of  the  personal  satisfaction  of 
better  case  study,  and  the  personal  improvement 
in  your  diagnostic  skill,  through  better  analysis 
of  your  case  and  systematization  of  your  work. 
I know  of  only  one  objection  to  such  practice 
and  that  is  the  time  required  in  doing  it. 

A practical  case  record  is  composed  of — 

1 — Identification  of  the  patient 

2 — Chief  complaint 

3 — Family  history 

4 — Past  history 

5 — Present  illness  and  its  progress 

6 — Examination — including  the  physical,  in- 
strumental and  laboratory. 

The  identification  of  the  patient,  which  in- 
cludes the  age,  social  status,  occupation,  color, 
self  explanatory. 

The  chief  complaint — The  patient  consults  you 
invariably  for  one  particular  thing  above  all 
others  for  which  she  solicits  your  opinion  and  ad- 
vice and  we  should  give  it  especial  attention. 
For  example,  a patient  approaching  menopause, 
let  me  use  an  arbitrary  age,  say  45,  comes  to 
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you  complaining  of  a menorrhagia.  Then  let  me 
select  another  patient  age  55,  who  passed  her 
menopause  at  the  age  of  50,  comes  to  you  com- 
plaining of  a bloody  tinged  vaginal  discharge,  ex- 
tending over  a period  of  several  weeks  to  several 
months  duration.  These  are  relatively  obvious 
cases  and  we  will  be  rather  prone  to  make  a snap 
diagnosis.  However  plain  the  diagnoses  may 
seem  the  cases  should  be  approached  with  an  un- 
biased mind.  The  findings  one  secures  depends 
upon  one’s  observation  and  training  in  clinical 
methods. 

Regarding  the  family  history,  it  is  probably 
less  important  in  pelvic  diagnosis,  than  in  gen- 
eral medicine.  However,  it  may  throw  some  light 
on  some  obscure  condition.  For  example,  an 
adult  female  with  no  previous  pelvic  infection, 
with  a complaint  that  requires  a pelvic  examina- 
tion and  an  inflammatory  pathology  is  discovered 
in  the  adnexa,  chronic  in  type,  and  a contact  his- 
tory of  tuberculosis.  Other  things  of  some  pos- 
sible bearing  in  the  family  history  such  as  de- 
layed or  precocious  menstruation,  and  other  mem- 
bers of  the  family  with  late  and  early  menopause. 

In  the  past  history  we  shall  ascertain  all  per- 
tinent factors  preceding  the  onset  of  the  present 
illness.  This  is  of  great  importance  and  to  be 
obtained  in  a very  accurate  manner.  Let  the 
patient  tell  the  story  and  you  can  later  bring  out 
your  salient  points.  Histories  of  repeated  mis- 
carriages, prolonged  confinements,  after  labor  or 
abortion,  sudden  profuse  leucorrhea  shortly  after 
marriage,  followed  by  chronic  pelvic  pain  with 
acute  exacerbation  are  very  significant.  Espe- 
cially inquire  into  the  menstrual  history  and 
especially  the  two  or  three  menstruations  pre- 
ceding the  onset  of  the  present  illness. 

Present  illness:  establish  the  date  and  mode  of 
onset  of  the  present  illness.  The  conditions  under 
which  it  occurred  and  the  progress  of  the  con- 
dition. Some  patients  give  very  confusing  stories, 
talk  about  everything  else  but  the  point  you  are 
trying  to  establish  and  then  there  are  others  who 
try  to  withhold  information.  Patients  sometimes 
give  information  that  is  misleading.  [For  ex- 
ample:— Patient  came  to  physician  stating  that 
she  had  been  married  for  a number  of  years  and 
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for  some  unknown  reason  she  had  never  become 
pregnant.  She  insisted  on  some  measures  being 
instituted  to  assist  her  to  become  pregnant.  I 
believe  if  this  patient  had  had  a proper  pelvic 
examination  and  a pregnancy  test,  her  physician 
would  have  avoided  the  chagrin  of  a curettage 
removing  an  early  pregnancy.] 

Some  patients  present  themselves  with  plain 
objective  signs  such  as  a mass  protruding  at  the 
vulva,  abdominal  enlargement,  vaginal  discharge, 
but  more  patients  consult  you  probably  for  sub- 
jective reasons,  particularly  pain.  Pain  must  be 
given  its  proper  value;  its  location  and  character. 
Wide  variations  in  susceptibility  to  pain  are 
found.  There  are  those  who  complain  of  severe 
pain,  which  to  others  would  be  trivial.  One  will 
bear  in  mind  that  the  actual  severity  of  the  pain 
is  not  necessarily  in  direct  ratio  to  the  gravity 
of  the  disease  which  produces  it.  Many  serious 
gynecological  diseases  such  as  ovarian  cystomas, 
uterine  myomas,  and  early  carcinomas  are  essen- 
tially painless,  while  an  inflamed  tube  may  pro- 
duce much  disability  and  suffering.  Pain  pro- 
duced by  gynecological  diseases  is  usually  fairly 
well  localized  in  the  neighborhood  of  the  tissue 
involved.  Gynecologic  pain  is  most  frequently 
found  below  the  umbilicus  and  may  extend  down 
the  front  or  back  of  either  or  both  thighs;  most 
frequently  in  the  hypogastric  region  anteriorly 
and  the  sacral  region  posteriorly,  the  familiar 
sacral  backache.  Pain  above  the  umbilicus  may 
have  a pelvic  origin  but  more  likely  to  be  due  to 
a true  abdominal  lesion.  One  notable  exception 
to  this  is  the  pain  along  the  costal  margin  so  fre- 
quently present  in  tubal  pregnancy  rupture  with 
severe  hemorrhage.  [When  pelvic  findings  are 
negative,  backache  at  the  waist  line  must  be  as- 
cribed to  some  other  reason.]  Reflex  pain  in  the 
head,  thorax,  epigastrium,  etc.,  not  as  likely  as 
the  reflex  arcs  so  often  noted  by  the  rectal  tenes- 
mus in  cystitis  and  the  vesical  tenesmus  in 
hemorrhoids  and  fissure. 

Anatomically  speaking  pain  arising  from  dis- 
ease at  and  about  the  vulva  is  likely  to  be  felt 
in  the  parts  affected  and  the  immediate  vicinity. 
Pain  due  to  disease  in  the  vagina  is  felt  in  that 
locality.  Pain  due  to  cervical  disease  felt  in  the 
sacrum.  Pain  having  origin  in  the  uterus  is  felt 
in  the  sacral  region  posteriorly  and  in  the  median 
line  low  down  above  the  pubis  anteriorly.  Pain 
from  disease  of  the  tubes  and  ovaries,  usually 
located  on  the  side  affected,  and  usually  supra- 
pubically,  [although  may  extend  down  either  of 
the  corresponding  thighs  and  as  high  as  the 
ilium.]  The  subjective  symptoms  of  pain  should 
not  be  accepted  as  evidence  of  gross  disease  un- 
less supported  by  palpable  evidence. 

The  type  of  pain  is  of  assistance  frequently, 
i.e. — smarting  burning  pain  of  urethritis,  vulvitis 
and  vaginitis;  lancinating  pain  in  acute  pelvic 
peritonitis;  rhythmic  labor  like  pains  of  obstruc- 


tive dysmenorrhea  and  sub-mucus  myoma;  colicky 
pain  of  a leaking  tubal  pregnancy;  intense, 
agonizing  pain  of  a tubal  rupture  and  its  attend- 
ing collapse;  low  sacral  backache  in  the  heavy 
retroverted  and  prolapsed  uterus. 

Varying  degrees  of  pain  in  the  outer  upper 
aspect  of  the  thigh  in  torsion  of  ovarian  cysts, 
and  definitely  on  the  side  of  the  ovary  involved 
even  though  your  examination  may  lead  you  to 
believe  the  mass  to  be  on  the  opposite  side.  This 
very  interesting  finding  will  be  brought  out  in 
practically  every  case  of  ovarian  cyst  with  tor- 
sion and  was  first  called  to  our  attention  by  J.  D. 
Koucky  in  1928.  I have  certified  this  in  more  than 
one  instance  and  it  is  a valuable  differential  point 
in  considering  appendicitis,  which  diagnosis  is  not 
uncommonly  made  in  ovarian  cyst  with  torsion 
of  the  pedicle  on  the  right  side.  This  is  valuable 
referred  pain  and  has  diagnostic  significance 
when  taken  into  consideration  with  the  other 
symptoms.  Pain  in  pelvic  and  abdominal  con- 
ditions is  frequently  the  No.  1 symptom. 

Now  in  a like  manner  we  should  develop  the 
history  of  the  leucorrheas,  the  character  of  the 
discharges,  their  acuteness  or  chronicity,  identify 
smears,  particularly  the  trichomonas  and  we  will 
bear  in  mind  that  foul  and  offensive  discharges 
may  be  coming  from  necrotic  tumors  and  in 
breaking  down  carcinomas.  Long  standing  puru- 
lent discharges  from  the  cervix  almost  invariably 
originate  in  the  cervix  and  rarely  from  the  body 
of  the  uterus.  In  conclusion  leucorrhea  is  a con- 
dition whose  cause  should  be  determined  and  not 
passed  up  by  the  all  too  frequent  tendency  to  pre- 
scribe a douche  powder  or  a medicated  sup- 
pository. 

Likewise  we  should  develop  the  history  of 
vaginal  bleeding  in  an  exceptionally  accurate 
manner.  The  age  and  parity  are  very  important. 
In  the  younger  individual  it  is  not  unusual  to 
find  vaginal  bleeding  to  be  due  to  an  endometrial 
hyperplasia  dependent  on  an  ovarian  pathology. 
In  the  individual  approaching  menopause,  we  con- 
sider the  myoma  or  fibroid  and  malignancy.  And 
in  the  individual  post-climacteric  the  appearance 
of  bleeding  is  most  probably  due  to  malignancy 
but  may  be*  due  to  an  ovarian  tumor  with  an 
endocrine  function,  i.e.,  granulosa  cell  tumor.  The 
above  are  examples  of  chief  complaints,  the  rea- 
son the  patient  comes  to  consult  you.  Such  is 
their  contribution  to  your  diagnosis. 

After  obtaining  all  information  you  can  from 
the  patient  that  is  relevant  to  her  illness,  the  next 
step  is  the  physical  examination.  If  the  patient 
is  menstruating  at  her  approximate  time,  unless 
the  reasons  are  urgent  or  serious,  the  examina- 
tion to  be  postponed.  Metrorrhagia  is  not  a con- 
traindication of  the  pelvic  examination  but  rather 
an  indication. 

The  general  examination  is  carried  out  suffi- 
ciently to  satisfy  one  as  to  the  general  physical 
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condition  and  to  ascertain  the  existence  of  any 
findings  extra-pelvic  that  have  bearing  on  the 
patient’s  illness.  The  general  examination  in 
pelvic  cases  does  not  differ  from  the  general  ex- 
amination for  any  other  reason.  It  is  not  unusual 
that  the  general  condition  of  the  patient  is  over- 
looked in  the  consideration  of  a local  disease. 
I am  an  adherent  to  the  philosophy  of  the  late 
Jeff  Miller  of  New  Orleans,  who  believed  that 
the  study  of  every  gynecologic  patient  should 
begin  from  the  viewpoint  of  the  general  prac- 
titioner. The  gynecologist  can  remember  his 
specialty  later.  [It  is  not  necessary  to  hos- 
pitalize these  patients  to  make  an  intelligent 
study  of  their  cases.  The  most  of  them  do  not 
need  an  elaborate  laboratory  routine.  Economic 
burdens  are  placed  on  patients  all  too  often  for 
expensive  laboratory  studies  that  can  have  very 
little  bearing,  if  any,  on  the  case.]  Your  history 
and  findings  should  suggest  the  indicated  special 
investigations. 

In  addition  to  the  general  examination  we 
should  pay  particular  attention  to  the  abdominal, 
and  not  neglect  the  bi-manual  examination 
(vagino-abdominal  and  recto-abdominal),  as  the 
particular  case  affords.  A visual  examination  of 
the  vagina  and  vault,  especially  in  married 
women,  and  particularly  in  women  who  have  had 
children.  Pathologic  changes  will  be  seen  that 
cannot  be  felt. 

For  this  any  good  speculum  with  direct 
illumination  or  reflected  light  will  make  such 
examination  possible.  A rectal  examination  in  all 
instances  and  the  more  frequent  use  of  thb 
cystoscope,  especially  in  patients  with  blood  and 
pus  in  the  urine  and  in  cases  of  malignancy, 
especially  of  the  cervix  for  the  presence  of  bul- 
lous oedema,  which  I think  means  invasion  of  the 
bladder  wall.  [I  know  of  a patient  who  consulted 
a physician  complaining  of  pain  high  in  the 
rectum,  definitely  stating  that  she  had  to  insert 
a finger  into  the  rectum  pushing  some  structure 
to  one  side,  in  order  to  obtain  a bowel  movement. 
This  patient  received  a sub-total  hysterectomy. 
Within  a very  few  weeks  after  her  operation, 
condition  unimproved,  she  consulted  another  phy- 
sician. She  had  an  extreme  rectocele  and  an  in- 
tussuscepting  prolapse  of  the  sigmoid  into  the 
rectum.  Naturally  we  would  expect  her  to  com- 
plain. Such  complaints  indicate  the  necessity  for 
such  examination] . 

All  patients  should  have  a blood  count  and 
routine  urinalysis  simply  as  a matter  of  the  gen- 
eral health  interpretation.  In  infections  either 
one  or  both  may  be  of  definite  service.  In  dif- 
ferentiating a pelvic  tumor,  especially  uterine  in 
origin,  from  a possible  pregnancy  without  symp- 
toms we  can  avail  ourselves  of  the  pregnancy 
test  in  the  early  weeks  and  in  the  later  or  more 
advanced  cases  we  can  avail  ourselves  of  the 
X-ray  which  will  show  fetal  structure,  even 


though  motion  has  not  been  appreciated  and  the 
fetal  heart  has  not  been  detected.  In  more  de- 
tailed study,  particularly  in  cases  of  sterility, 
the  status  of  tubal  patency  is  desired,  and  if 
occlusion  is  found,  lipiodol  injections  and  X-ray 
to  study  the  location  of  the  occlusion.  A fre- 
quently important  special  test  is  the  basal 
metabolism,  especially  in  the  study  of  endocrine 
dysfunctions.  Then  there  is  the  Schiller  test 
(Lugol’s)  for  the  identification  of  leucoplakic 
areas  and  from  this  the  biopsy  for  the  detection 
of  early  cervical  carcinoma.  The  Schiller  test  is 
also  valuable  in  indicating  the  relative  extension 
of  the  carcinoma  into  the  vaginal  wall  proper. 

We  make  two  kinds  of  errors  in  diagnosis. 
First  and  which  is  probably  the  most  frequent  is 
missing  the  actual  pathology.  Second — diagnos- 
ing conditions  which  do  not  exist.  Knowledge  of 
the  subject,  good  training  in  clinical  procedures 
and  experience  will  eliminate  the  above  to  the 
irreducible  minimum.  With  a good  history  and 
the  assembled  physical  findings  and  the  necessary 
indicated  laboratory  procedures,  we  have  ma- 
terial upon  which  we  are  called  to  exercise  our 
judgment  in  making  a differential  diagnosis. 
Every  item  should  be  given  its  proper  considera- 
tion. Frequently  conclusions  are  dr’awn  on  in- 
sufficient evidence.  We  should  aim  to  see  things 
as  they  actually  exist.  [You  and  I have  en- 11 
countered  men  whose  clinical  ability  has  de- 
manded our  admiration,  but  don’t  you  suppose  it 
is  judgment  to  a greater  or  lesser  degree?  Would 
not  common  sense  describe  it  in  a measure?] 
We  make  mistakes  in  diagnosis  in  the  order 
named,  by  reason  of— 

1 — Defective  observation;  2 — Lack  of  knowl- 
edge; 3 — Defective  judgment. 

We  should  hesitate  in  diagnosing  rare  things. 
We  should  take  ample  time  and  give  careful 
study  to  the  temporarily  obscure  case.  We  should 
approach  cases  with  an  open  unbiased  mind.  It 
is  quite  impossible  that  we  will  always  be  right, 
but  with  a good  history,  an  intelligent  examina- 
tion, necessdry  laboratory  corroborative  pro- 
cedures and  good  judgment,  I am  sure  we  will 
make  better  pelvic  diagnosis. 

OVARIAN  CYST  AND  OVARIAN  CYSTOMA 

I would  like  to  differentiate  between  a cyst  and 
a cystoma.  A cyst  is  a pathological  dilatation. 
The  lining  epithelium  is  more  and  more  flattened 
as  the  cyst  grows  and  develops.  A cystoma 
means  a new  growth  and  the  forming  of  a path- 
ological tissue.  The  results  you  may  sustain  with 
a cyst  are  (1).  Pressure,  (2).  Torsion,  (3). 
Rupture,  but  no  malignancy. 

However  if  you  sustain  an  active  propagation 
of  new  cells  of  epithelium  then  a new  growth  re- 
sults. This  is  called  a cystoma.  If  the  epithelium 
grows  more  rapidly  than  the  connective  tissue, 
then  we  have  developed  a papillomatous  cystoma. 
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I personally  do  not  believe  in  such  a thing  as  a 
papillomatous  cyst.  It  is  a contradiction. 
Cystomas  that  grow  very  rapidly  become  multi- 
locular  cystomas.  They  form  daughter  cystomas. 
To  me  a cyst  does  not  become  multi-locular.  The 
cystomas  may  get  into  high  activity,  cells  form- 
ing solid  masses,  invade  the  blood  vessels  and 
lymphatics,  invade  other  tissues  and  do  become 
malignant.  As  I stated  above  with  cysts  we  may 
sustain  (1).  Pressure  (2).  Torsion  (3).  Rup- 
ture; with  cystomas  we  may  get  not  only,  pres- 
sure, torsion  and  rupture,  but  in  addition  the 
cystomas  may  become  (1).  Papillomatous  (2). 
Multi-locular  (3).  Carcinomatous. 

No  organ  in  the  body  is  so  frequently  the  site 
of  cyst  formation  as  the  ovary.  Follicular  cysts 
are  by  far  the  commonest.  They  are  retention 
cysts,  distension  cysts.  This  is  the  cyst  found 
in  the  condition  referred  to  as  sclero-cystic  dis- 
ease of  the  ovary.  These  follicular  cysts  may 
occur  at  any  period  of  life  up  to  the  climacteric. 
When  a follicle  fails  to  rupture  its  cavity  be- 
comes filled  with  secretion  causing  it  to  distend, 
producing  a follicle  cyst.  Such  cysts  probably 
occur  in  every  ovary.  To  me  I have  difficulty  in 
recalling  any  other  lesion  that  presents  as  many 
difficulties  in  diagnosis  as  ovarian  cysts.  As  a 
class  of  pathology  grossly  they  occur  in  the  in- 
dividual from  birth,  even  in  fetal  life,  through  all 
their  years  and  into  the  post-climacteric  life  and 
many  times  remain  unrecognized  until  autopsy 
or  are  found  under  the  caption  of  exploratory 
laparotomy.  They  vary  in  size  from  almost 
microscopic  structures  in  the  ovary  which  may 
be  literally  riddled  with  them  to  the  cysts  that 
not  only  comfortably  fill  the  abdomen  but  cause 
huge  distension  reaching  enormous  sizes.  Cases 
have  been  reported  frequently  weighing  30  to  50 
pounds  and  more.  There  is  not  a single  thing  I 
know  that  is  pathognomonic  of  ovarian  cyst. 

There  is  nothing  about  the  subject  that  is  not 
open  to  argument  and  dispute  except  the  treat- 
ment of  the  cystomas.  On  that  I am  sure  all  are 
agreed.  The  gross  and  microscopic  pathology 
receives  a different  interpretation  depending  on 
the  country  and  the  pathologist  concerned.  We 
are  offered  many  theories  as  to  their  origin,  the 
why  of  their  development  and  the  multitudinous 
endocrine  dramas  they  present,  such  as  seen  in 
the  failure  of  the  anterior  lobe  of  the  pituitary 
to  supply  the  necessary  amount  of  gonad  stimu- 
lating hormone  in  preventing  the  rupture  of  the 
follicle.  As  a result  of  such  failure  of  follicles 
to  mature  and  rupture  there  is  a continuous  pro- 
duction of  estrin,  which  more  and  more  distends 
the  follicles,  destroys  the  granulosa  and  the 
system  being  hyperesterinized  and  its  production 
being  unimpeded  in  the  absence  of  corpora  lutea, 
we  get  the  clinical  picture  of  endometrial  hyper- 
plasia and  the  excessive  menstrual  flow.  But  you 
arrive  at  such  diagnosis  only  after  all  other  pos- 


sible lesions  have  been  excluded  and  ruled  out 
with  the  diagnostic  curettage  and  the  blood  and 
urine  hormone  assays.  I believe  in  the  above 
most  certainly,  and  Novak  and  Fluhman  in  this 
country  have  done  a marvelous  piece  of  work. 

Next  follows  the  corpus  luteum  cysts,  which 
occur  when  a normal  corpus  luteum  fails  to 
undergo  the  usual  process  of  absorption  and 
cicatrization.  What  is  back  of  such  cyst  forma- 
tion, is  speculative  but  one  explanation  is,  that 
they  are  due  to  faulty  implantation  of  a fer- 
tilized ovum.  These  patients  complain  of  men- 
strual disturbances  much  like  those  seen  in  extra- 
uterine  pregnancy  but  without  any  of  the  other 
signs  expected  in  an  ectopic.  Cases  of  such  char- 
acter are  reported  in  the  literature  with  massive 
abdominal  hemorrhage  from  rupture. 

Ovarian  cystic  pathology  develops  slowly, 
probably  over  a long  period  of  years  in  the 
larger  group  and  as  I said  before  attain  con- 
siderable size  before  being  discovered.  But  one 
thing  seems  to  hold,  they  seldom  stop  growing 
till  removed.  The  earliest  symptoms  are:  1 — 

Slight  menstrual  disturbances;  2 — Bladder  irrita- 
bility; 3 — Constipation;  4 — Feeling  of  pressure 
and  weight  in  the  pelvis.  Of  course  there  is  noth- 
ing distinctive  to  this  description  except  some 
disturbing  factor  in  the  pelvis. 

But  as  the  cyst  or  cystoma  increases  in  size 
there  appears,  1 — Distinct  pressure  symptoms; 
2 — Pain  from  pressure  on  nerve  trunks;  3 — En- 
largement of  the  abdomen,  with;  4 — Dyspnoea 
from  pressure  on  the  diaphragm;  5 — Oedema  of 
the  lower  extremities  from  venous  obstruction 
and  then  following  in  order;  6 — Gastric  disturb- 
ances, with  7 — Progressive  weakness  and  emacia- 
tion. 

In  the  diagnosis  of  the  ovarian  cystic  pathology 
there  are  certain  facts  we  should  attempt  to  de- 
termine, namely,  1 — Size.  2 — Location.  3 — Shape. 
4 — Consistency.  5 — Presence  or  absence  of  ten- 
derness. 6 — Mobility.  7 — Attachments. 

The  small  palpable  cysts  are  about  the  size  of 
a lemon.  Frequently  found  in  the  lateral  pelvis, 
sometimes  in  front  of  the  uterus  and  sometimes 
posteriorly  in  the  cul-de-sac.  Their  contours  are 
usually  spherical.  To  touch  they  are  fluctuant, 
contain  fluid,  and  in  the  absence  of  an  inflamma- 
tion or  torsion  they  are  not  tender.  They  are 
usually  freely  movable,  situated  to  the  side  of 
the  uterus,  which  structure  they  may  displace. 

In  the  differential  diagnosis  of  the  small 
ovarian  cyst  we  must  consider  1 — Salpingitis  with 
exudate;  2 — Tubal  pregnancy;  3 — Uterine  myoma; 
4 — Posterior  uterine  displacement;  5 — Broad 
ligament  cysts. 

The  only  comment  I shall  make  on  the  dif- 
ferential diagnosis  is  that  of  the  broad  ligament 
cysts.  The  same  symptoms  that  apply  to  the 
ordinary  ovarian  cyst  applies  to  the  broad  liga- 
ment cyst  except  there  is  definite  fixation  with- 
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out  the  evidence  of  inflammation.  The  broad 
ligament  cyst,  due  to  its  confined  position,  pro- 
duce troublesome  symptoms  while  still  quite 
small  and  they  produce  more  serious  symptoms, 
more  pain,  more  menstrual  disturbances  than  the 
ovarian  cyst  of  the  same  size. 

Differential  Diagnosis  of  the  Large  Ovarian 
Cyst:  1 — Pregnancy;  2 — Fibroid  uterus;  3 — 

Ascites;  4 — Distended  urinary  bladder;  5 — Tuber- 
culous peritonitis;  6 — Tumors  or  enlargements  of 
other  organs  in  peritoneal  cavity;  7 — Obesity. 

The  general  contour  of  the  abdomen  in  pa- 
tients with  large  ovarian  cysts,  tends  to  be 
rounded  in  both  directions.  If  pressure  is  ap- 
plied to  the  abdomen,  and  there  is  bulging  of  the 
cul-de-sac  on  digital  examination,  this  finding 
favors  ascites.  The  contour  of  the  abdomen  in 
ascites  is  flattened.  To  ascertain  facts  by  way  of 
a vaginal  examination  in  enlarged  abdomen  is 
sometimes  very  difficult.  If  an  X-ray  examination 
is  made  of  the  colon  after  a barium  enema,  you 
will  find  the  colon  has  been  pushed  to  the  peri- 
phery of  the  abdominal  cavity,  in  the  presence  of 
large  cysts.  If  the  abdominal  enlargement  should 
be  due  to  a tubercular  peritonitis,  the  patient 
runs  a P.M.  temperature,  has  an  increased  sedi- 
mentation rate,  and  probably  evidence  of  a pul- 
monary lesion.  There  is  a visible,  positive  loss 
in  weight  in  the  face  and  limbs  although  the  total 
body  weight  may  be  increased. 

As  would  be  expected  we  frequently  encounter 
complicated  cases  when  we  are  called  for  the 
first  time  to  the  patient.  Patient  may  be  suffer- 
ing with  the  pain  of  pedicle  torsion,  which  con- 
dition is  not  infrequently  diagnosed  acute  ap- 
pendicitis, then  again  the  patient  may  be  in  labor 
with  an  obstructive  tumor.  Another  very  serious 
picture  is  that  of  a patient  in  shock  or  collapse, 
with  the  evident  picture  of  intra-abdominal 
hemorrhage. 

Let  me  for  a moment  consider  the  most  com- 
mon complication,  torsion  of  the  pedicle  of  an 
ovarian  cyst.  Most  ovarian  tumors  are  freely 
movable,  and  attached  to  a fixed  base  by  a 
pedicle,  thus  providing  mechanical  conditions 
which  favor  torsion.  The  smaller  cysts  with  the 
long  pedicles  are  more  likely  to  become  twisted, 
than  the  larger,  relatively  immovable  cyst.  In 
the  diagnosis  of  torsion  the  No.  1 symptom  is: 
Pain — present  in  all  cases,  and  may  be  so  severe 
as  to  require  an  opiate.  Some  describe  it  as 
sharp  and  lancinating.  Others  describe  it  as  dull 
and  dragging.  Begins  in  either  the  left  or  right 
lower  abdomen  and  in  the  majority  of  cases  re- 
mains localized.  In  some  it  becomes  generalized. 
Then  there  is  the  referred  pain,  of  the  upper 
outer  aspect  of  the  thigh,  right  or  left  depend- 
ing upon  which  ovary  is  involved.  This  was 
called  to  our  attention  by  J.  D.  Koucky.  2 — 
Nausea  and  vomiting  the  second  most  frequent 
symptom.  3 — Distension  of  the  lower  abdomen,- — - 


the  larger  the  cyst,  the  more  marked  the  disten- 
sion. 4 — Localized  tenderness  in  all  cases.  5 — 
Muscle  spasm  and  rigidity  on  the  side  involved. 
6 — Palpable  mass,  both  abdominal  and  vaginal  in 
practically  every  case.  7 — Temperature  ranging 
from  normal  to  102.  8 — Leucocytosis  reaching  as 
high  as  20,000  or  more.  9 — Chemically  and  micro- 
scopically normal  urine. 

To  me  the  outstanding  thing  about  an  ovarian 
cyst  with  torsion  is  the  almost  negative  history 
that  preceded  the  complication.  For  instance  the 
patient  is  suddenly  seized  with  acute  abdominal 
pain  after  some  change  in  body  position  par- 
ticularly when  getting  on  her  feet  from  the 
supine  position.  In  the  classical  case  of  torsion, 
the  patient  is  usually  a multi-para,  seized  with 
severe  abdominal  pain  in  the  right  or  left  ovarian 
region.  Pain  followed  shortly  by  nausea  and 
vomiting.  The  patient  looks  ill.  On  examination 
the  lower  abdomen  distended  and  tender.  Some 
rigidity  at  the  site  of  pain.  A mass  can  be  made 
out  as  connected  with  the  pelvic  anatomy,  the 
mass  being  tender  and  semi-fluctuant.  Slight  to 
moderate  rise  in  temperature  and  a leucocytosis. 

Just  a word  further  and  that  is  let  us  not  for- 
get that  this  very  thing  can  and  does  happen  to 
children  and  the  rectal  examination  in  these 
patients  is  quite  in  order. 


Bromide  Psychosis 

The  diagnosis  of  bromide  psychosis  is  usually 
not  very  difficult.  Frequently  the  patient  will 
give  a history  of  bromide  medication  or  of  taking 
a brown,  salty  tasting  preparation  which  will 
point  to  the  dagnosis.  If  uncertainty  exists  in 
the  mind  of  the  physician,  the  blood  may  be 
examined  for  bromide  by  the  Wuth  or  the  Wal- 
ter-Hauptmann  method.  Toxic  symptoms  will 
appear  when  the  level  of  blood  bromide  is  150 
mg.  per  100  cc.  This  may  vary  with  the  in- 
dividual, but  a blood  bromide  level  of  250  mg.  per 
100  cc.  is  almost  certain  to  be  followed  by 
psychosis. 

Treatment  is  directed  toward  the  elimination 
of  bromide  from  the  blood  and  body  fluids. 
Saline  solution  is  given  intravenously  to  those 
patients  who  are  severely  dehydrated  and  3 to  6 
gm.  sodium  chloride  daily  in  enteric  coated  tab- 
lets of  0.5  gm.  each  are  administered  orally,  to- 
gether with  4,000  cc.  of  fluid  daily.  In  addition, 
a high  caloric,  high  vitamin  diet  is  important. 
Sedation  is  frequently  difficult  in  these  cases. 

In  mild  cases  of  psychosis,  one  or  two  weeks 
after  cessation  of  the  medication,  the  symptoms 
will  disappear;  in  those  of  more  severe  intoxica- 
tion the  duration  may  be  as  long  as  six  weeks. 
The  duration  depends  more  or  less  on  the  severity 
of  the  intoxication  in  those  cases  in  which  other 
psychoses  are  not  associated. — Proceedings  of 
Staff  Meetings,  Mayo  Clinic,  12:125,  1937. 
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IN  CONSIDERING  this  subject,  which  has 
been  assigned  to  me  by  your  committee,  I find 
of  course  the  most  important  point  is  the  re- 
moving of  the  foreign  body  with  as  little  addi- 
tional impairment  to  the  function  of  the  eye  as 
possible. 

The  extraction  of  foreign  bodies  from  the  in- 
terior of  the  eye  is  usually  a most  delicate  opera- 
tion particularly  if  attempted  weeks  or  months 
after  the  original  injury.  There  is  no  typical  op- 
erative method  that  may  guide  the  less  skillful 
and  as  many  of  the  most  important  structures  of 
the  eye  are  directly  or  indirectly  affected,  in  any 
form  of  operation  these  may  readily  receive  more 
injury  than  aid  from  the  operator  of  limited  ex- 
perience especially  if  the  anterior  route  is  used. 

Most  all  books  on  Ophthalmology  emphasize  or 
advise  the  anterior  route  of  extraction  with  the 
Giant  magnet  or  a few  with  the  hand  magnet.  In 
some  such  manner  as  the  following:  [quote] 
“If  the  injury  has  been  inflicted  by  a piece  of  steel 
or  iron  which  is  supposed  to  have  lodged  in  the 
eye  the  patient  should  be  subjected  to  the  influ- 
ence of  a Haab  Electro-Magnet  at  the  earliest 
possible  moment.  The  instrument  should  be  pro- 
vided with  a rheostat,  the  patient  being  seated  or 
lying  on  a table.  The  eye  is  anaesthetized  with 
cocaine,  holocaine,  butyn,  pontocaine,  or  whatever 
the  operator  prefers.  The  tip  of  the  magnet  is 
applied  to  the  eye  before  the  current  is  turned  on. 
If  the  metal  has  entered  the  eye  behind  the  lens, 
the  tip  of  the  magnet  is  to  be  applied  to  the  cili- 
ary region  and  then  later  to  the  cornea.  By  this 
method  it  is  possible  to  draw  a foreign  body 
around  the  periphery  of  the  lens.  The  presence  of 
the  foreign  body  behind  the  iris  will  be  indicated 
by  pain  and  bulging  of  the  iris.  The  piece  of 
metal  is  then  to  be  drawn  into  the  anterior  cham- 
ber from  which  it  can  be  readily  extracted  through 
a corneal  incision.  If  the  lens  is  opaque,  the  tip 
of  the  magnet  is  then  to  be  applied  to  the  center 
of  the  cornea.  If  the  use  of  the  giant  magnet 
fails  to  move  the  foreign  body  an  X-ray  picture 
should  be  made”. 

The  above  brings  out  the  whole  thought  of  my 
paper  as  to  the  difference  of  opinion  as  to  the  way 
in  which  the  operation  is  advised  in  most  text 
books.  It  is  also  the  most  crucial  reason  the 
essayist  has  for  writing  this  paper. 

The  preceding  quotation  is  typical  of  most 
books  of  fairly  recent  date.  Those  of  the  last 
three  or  four  years,  I believe,  give  more  thought 
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to  the  primal  importance,  first,  of  the  X-ray,  be- 
fore anything  else  is  done  to  an  eye  which  is  sus- 
pected of  containing  a foreign  body,  and  second, 
to  the  posterior  route  of  extraction  in  all  cases 
where  the  foreign  body  is  within  the  vitreous 
chamber. 

The  X-ray  has  been  used  not  only  to  detect  a 
foreign  body  in  the  eye,  but  to  localize  it  within  a 
millimetre  or  two  for  25  years  or  more,  if  I am 
not  mistaken. 

I have  had  no  experience  with  the  Sideroscope. 

I feel  that  the  magnet  should  not  be  brought 
near  an  eye  suspected  of  containing  a foreign 
body,  until  the  foreign  body  has  been  accurately 
localized.  I also  feel,  with  all  due  respect  to  the 
illustrious  minds,  with  whom  I differ  on  this  sub- 
ject, that  the  idea  of  drawing  a foreign  body 
up  and  around  the  periphery  of  the  lens,  up 
against  the  posterior  surface  of  the  iris,  until  it 
causes  it  to  bulge  forward  and  then  guide  it  on 
across  and  out  through  the  pupil  is  a myth. 
There  is  no  way  of  knowing  just  exactly  how 
much  power  is  needed  to  dislodge  and  draw  the 
foreign  body  forward,  nor  is  it  possible  to  guide 
it  so  accurately  that  it  may  not  plough  into  the 
ciliary  body  from  which  it  will  be  next  to  impos- 
sible to  extract  it. 

We  are  taught  from  the  very  beginning  of  our 
eye  instruction  to  treat  the  ciliary  body  with  the 
utmost  respect  and  never  traumatize  it  unneces- 
sarily. The  foreign  body  may  also  be  drawn  into 
the  lens  with  dire  results,  but  granting  you  can 
guide  it  safely  through  this  tortuous  course  up  to 
the  posterior  surface  of  the  iris  you  still  have  left 
quite  a delicate  piece  of  engineering  to  get  it  into 
the  anterior  chamber.  If  you  choose  the  anterior 
route  and  get  the  foreign  body  into  the  anterior 
chamber  it  is  a very  simple  matter  to  make  a 
small  incision  at  the  limbus  and  remove  it 


871 


872 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  8 


through  this,  either  by  magnet  or  forceps.  The 
incision  at  the  limbus  should  of  course,  be  as  near 
the  foreign  body  as  possible. 

My  regime  in  a case  of  suspected  magnetic  for- 
eign body  in  the  vitreous  is  about  as  follows: 
First,  a very  careful  history  of  the  accident  is 
taken,  as  this  throws  a great  deal  of  light  upon 
the  case.  One  of  the  most  prolific  causes  of  this 
type  of  accident  is  using  iron  or  steel  hammer 
on  an  iron  or  steel  chisel.  An  injury  to  the  eye 
occurring  while  using  the  above  tools  almost  cer- 
tainly results  in  a foreign  body  penetrating  the 
globe.  Of  course  there  are  many  other  ways  by 
which  this  accident  can  occur  and  here  a careful 
history  is  invaluable. 

An  inspection  of  the  tools  may  often  disclose 
evidence  of  a small  splinter  having  been  recently 
broken  off  one  of  them.  The  wound  of  entrance 
of  course  varies  in  size  according  to  the  size  of 
the  foreign  body.  Some  of  them  are  so  small  it 
is  impossible  to  detect  any  wound  of  entrance 
while  others  tear  the  globe  all  to  pieces.  It  is 
remarkable  the  terrific  force  even  the  smallest 
particles  exert  when  striking  the  eye.  I have 
often  had  patients  tell  me  that  when  they  were 
struck  in  the  eye  by  a foreign  body,  the  size  of 
the  smallest  in  the  collection  passed  around,  that 
they  felt  as  though  they  had  been  hit  by  a heavy 
blunt  instrument  and  felt  dazed  for  a few  sec- 
onds as  though  they  were  going  to  be  knocked 
down. 

After  the  history,  then  a very  careful  inspec- 
tion of  the  eye  is  made  to  detect  the  slightest 
evidence  of  a wound  or  trauma.  An  ophthalmo- 
scopic examination  with  pupil  dilated,  if  there  is 
no  contraindication  to  it,  is  made  and  very  fre- 
quently there  are  no  signs  of  trauma  or  the  for- 
eign body.  In  passing,  let  me  say,  that  the  for- 
eign body  may  pass  entirely  through  the  globe, 
lodging  in  the  orbital  tissues  in  which  it  should 
be  allowed  to  remain.  It  goes  without  saying 
that  the  eye  should  be  thoroughly  cleansed  ac- 
cording to  the  most  approved  antiseptic  manner. 
If  the  wound  of  entrance  can  be  found,  I pencil 
the  edges  with  1:500  solution  of  bichloride  of 
mercury.  Next,  the  patient  has  an  X-ray,  which 
includes  a careful  localization  of  the  foreign  body, 
if  it  is  positive,  in  which  case  the  patient  is  sent 
to  the  hospital  and  prepared  for  a magnetic 
operation. 

Most  cases  are  done  under  a local  anaesthetic, 
very  rarely  a general  being  used.  In  most  cases 
the  Sweet  hand  magnet  is  used.  If  this  fails 
to  pull  the  foreign  body  a Giant  magnet  is  used. 
Two  assistants  are  needed,  one  who  closes  and 
opens  the  floor  switch,  the  other,  who  does  what- 
ever is  necessary  to  facilitate  the  operation.  The 
operator  handling  the  magnet  himself.  The 
patient  is  put  on  the  operating  table,  lying  on 
his  back,  when  the  eye  is  again  thoroughly 
cleansed  and  surgically  prepared.  The  eye  is 
anaesthetized  with  4 per  cent  to  10  per  cent  solu- 


tion cocaine  hydrochloride,  2 per  cent  butyn,  1 
per  cent  or  2 per  cent  pontocaine  and  some- 
times by  subconjunctival  injections  of  1 per  cent 
or  2 per  cent  cocaine  solution.  A conjunctival 
flap  is  dissected  up  to  exposing  the  sclera  as  near 
the  foreign  body  as  possible.  A meridianal  in- 
cision is  made  with  a Graefe  knife  about  5 milli- 
metre long  between  two  of  the  recti  muscles  as 
near  the  foreign  body  as  possible. 

The  largest  tip  of  the  magnet  is  brought  almost 
in  contact  with  the  incision.  If  the  foreign  body 
does  not  make  its  appearance,  then  the  tip  of  the 
magnet  must  be  brought  into  contact  with  the 
incision.  If  the  current  is  opened  and  closed  ab- 
ruptly several  times  this  sometimes  exerts  a sud- 
den pull  which  loosens  the  foreign  body  and 
draws  it  out.  If  we  get  no  result  from  this  pro- 
cedure we  are  justified  in  using  one  of  the 
smaller  tips  straight  or  curved  as  may  seem  best 
and  enter  it  within  the  incision  putting  it  as  near 
as  possible  to  the  spot  shown  by  the  X-ray  to 
contain  the  foreign  body.  In  withdrawing  the 
tip  we  should  be  very  careful  to  keep  the  cur- 
rent turned  on  and  be  careful  that  the  foreign 
body  is  not  swept  off  of  the  tip  by  the  lips  of 
the  wound.  Several  times  when  it  seemed  im- 
possible to  get  the  foreign  body  with  any  of  the 
tips  a small  curved  iris  forcep  has  been  inserted 
through  the  incision  as  near  the  foreign  body  as 
possible,  then  one  of  the  larger  tips  used  on  the 
magnet  brought  into  contact  with  the  forceps,  the 
current  turned  on  and  the  whole  carefully  re- 
moved through  the  incision,  being  careful  the  cur- 
rent remained  intact  and  watch  that  the  foreign 
body  would  not  be  swept  off  of  the  forceps  if  it 
were  there.  Sometimes  this  has  been  successful 
when  the  tip  alone  failed.  Do  not  be  discouraged 
if  the  first  or  second  attempt  is  not  successful. 
I have  made  as  many  as  ten  or  twelve  attempts  in 
putting  the  small  tip  through  the  incision  and  as 
close  to  the  foreign  body  as  possible,  withdrawing 
it  each  time  before  success  crowned  our  efforts. 
I distinctly  recall  the  case  of  “Tom  Bell”,  one  of 
the  very  small  specimens  passed  around  in  the 
collection.  We  had  made  twelve  attempts  and 
had  decided  to  relinquish  our  efforts  when  we 
thought  we  would  like  one  more  trial,  making  the 
thirteenth.  Once  more  we  tried  and  the  thirteenth 
effort  was  successful. 

Great  care  must  be  used  to  keep  the  circuit 
closed  while  removing  the  tip  from  the  interior 
of  the  eye  through  the  incision.  The  assistant 
must  be  very  careful  to  prevent  the  foreign  body 
from  being  pulled  off  of  the  tip  by  the  closing 
in  of  the  edges  of  the  incision. 

The  wound  is  carefully  and  thoroughly 
cleansed  with  warm  normal  saline  solution,  the 
conjunctival  flap  replaced,  and  secured  by  mat- 
tress sutures.  A drop  of  1 per  cent  solution  of 
atropine,  butyn  and  metaphen  ointment  placed  in 
the  conjunctival  sac  and  a sterile  dressing  and 
a bandage  applied  to  the  operated  eye.  Patient  is 
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put  to  bed  with  head  and  shoulders  elevated  30° 
or  40°  and  allowed  to  be  turned  onto  the  unoper- 
ated side  in  five  or  six  hours.  Liquid  or  soft  diet 
for  the  first  24  hours.  Some  form  of  foreign  pro- 
tein is  given.  Lately  we  have  used  omnidon  in  a 
good  many  cases.  In  four  or  five  days  light  diet 
is  given.  The  wound  is  dressed  daily  and  the  pa- 
tient not  allowed  out  of  bed  until  it  is  completely 
and  soundly  healed. 

In  Haab’s  statistics  of  his  results  of  magnet 
operations  in  Ball’s  Modern  Ophthalmology  he 
gives  four  reasons  for  failure.  His  second  reason 
is  quoted  verbatim:  “The  splinter  was  seated  in 

the  ciliary  body  at  first  or  was  drawn  there  by 
mistake.”  On  the  same  page  Fisher’s  statistics 
are  given,  the  following  is  quoted  verbatim  from 
them : 

“Total  number  of  cases  150.  Symptoms  of 
metal  in  eye,  but  negative  result  with  magnet  49, 
metal  found  in  eye  ball  after  enucleation,  magnet 
negative  4,  nothing  was  said  about  X-ray.” 

110  Fidelity  Medical  Building. 

discussion 

M.  P..  Motto,  M.D.,  Cleveland,  Ohio:  This 

most  instructive  and  thorough  paper  on  the  sub- 
ject of  “Intra-ocular  Foreign  Bodies”  by  Doctor 
Harris,  leaves  little  for  me  to  discuss. 

Despite  the  many  safety  measures  instituted  in 
industry  in  the  past  25  years  by  safety  engineers 
cooperating  with  the  medical  profession,  the 
ophthalmologist  still  has  many  cases  of  intra- 
ocular foreign  bodies  to  contend  with. 

So  today,  when  a patient  with  an  intra-ocular 
foreign  body  presents  himself,  we  know  that  in 
the  vast  majority  of  cases  it  has  been  caused  by 
carelessness  on  his  part  or  the  failure  to  wear 
his  goggles. 

Having  a case,  then,  of  intra-ocular  foreign 
body,  the  ingenuity  of  the  most  experienced 
ophthalmologist  is  quite  often  taxed  when  he  con- 
fronts this  grave  situation. 

Naturally,  because  of  limited  time,  Doctor 
Harris  could  not  cover  the  subject  in  detail. 
However,  I should  like  to  emphasize  the  impor- 
tance of  the  use  of  biomicroscopy  along  with  the 
other  methods  of  diagnosis,  as  outlined  by  Doc- 
tor Harris. 

In  cases  where  the  foreign  body  has  entered 
through  the  cornea,  biomicroscopy  is  the  simplest 
and  most  rapid  method  of  detecting  the  presence 
of  an  intra-ocular  foreign  body.  By  this  pro- 
cedure, we  can  quite  often  trace  its  path  through 
the  cornea,  iris  or  lens. 

My  reason  for  calling  attention  to  the  use  of 
the  slit  lamp  microscopy  is  that  the  X-ray  fails 
often  in  cases  where  small  fragments  are  lodged 
well  forward  in  the  eye. 

I have  had  three  cases  on  the  ophthalmological 
service  at  the  University  Hospitals  in  which  bio- 
microscopy proved  valuable;  two  in  which  the  for- 
eign bodies  were  in  the  lens,  and  another  where 
the  foreign  body  was  in  the  iris.  In  none  of 
these  cases  was  the  X-ray  positive.  The  roent- 
genologist’s attention  was  called  to  these  cases 
and  even  after  repeated  X-ray  exposures  were 
made,  the  intra-ocular  foreign  bodies  were  not 
discovered. 

I should  also  like  to  suggest  another  excellent 
aid  in  diagnosis  of  intra-ocular  foreign  bodies, 
and  that  is  the  simple  method  of  transillumina- 


tion. In  this  way  we  can  very  frequently  deter- 
mine the  presence  of  a foreign  body  by  observ- 
ing a tear  in  the  iris. 

Too  much  stress  cannot  be  placed  upon  the 
importance  of  the  time  of  operation,  if  we  are  to 
obtain  good  results.  I feel  that  the  foreign  body 
should  be  removed  within  24  hours  after  the 
injury,  whenever  possible. 

With  Doctor  Harris,  I whole-heartedly  agree 
that  in  intra-ocular  foreign  bodies  in  the  pos- 
terior segment,  the  scleral  route  is  the  best  and 
safest.  This  is  the  method  I employ  and  up  to 
the  present  time,  I have  had  no  regrets.  When 
the  anterior  segment  is  uninjured,  I see  no  rea- 
son in  injuring  it  by  drawing  a foreign  body 
from  the  vitreous  into  it,  and  then  causing  more 
damage  by  removal  of  the  foreign  body. 

When  incising  the  sclera,  I also  use  an  ordinary 
Graefe  knife  and  cut  through  the  choroid  and 
retina  and  avoid,  if  possible,  penetrating  the  vitre- 
ous. However,  instead  of  the  straight  incision, 
as  Doctor  Harris  employs,  I find,  from  my  experi- 
ence, that  the  crucial  incision  is  the  best  as  it 
facilitates  delivery  of  the  foreign  body  adhering 
to  the  magnet. 

The  review  of  the  subject  of  intra-ocular  for- 
eign bodies  which  Doctor  Harris  has  so  ably  pre- 
sented, has  been  most  timely.  It  is  the  hope  of 
all  ophthalmologists  that  the  campaign  against 
accidents  will  continue  with  greater  enthusiasm. 
If  the  same  progress  is  made  in  the  reduction  of 
penetrating  injuries  to  the  eye  in  the  next  25 
years,  as  has  been  in  the  last  quarter  of  a cen- 
tury, we  shall  have  little  need  for  resorting  to 
the  operation  of  magnet  extraction. 

Edward  P.  Thomas,  M.D.,  Cincinnati,  0.:  The 

problem  of  whether  a foreign  body  in  the  vitre- 
ous chamber  should  be  removed  by  the  anterior  or 
posterior  route  has  always  been  a great  contro- 
versy. This  must  be  decided  for  each  individual 
case  with  regard  to  the  location  of  the  foreign 
body,  the  damage  already  done  to  the  ocular 
structures,  the  size,  the  length  of  time  the  for- 
eign body  has  been  in  the  eye  and  the  various 
complications  the  surgeon  may  encounter  in  ex- 
tracting this. 

I think  first  a careful  examination  with  every 
facility  should  be  made  but  one  should  not  pre- 
sume he  can  always  judge  the  pathway  by  the 
angle  the  foreign  body  entered  the  eye.  Any  ob- 
ject driven  by  force  has  the  same  physical  prop- 
erty of  ricocheting  off  the  various  eye  structures 
as  a bullet  has  when  striking  the  surface  of  a 
body  of  water. 

I,  therefore,  believe  a careful  X-ray  localiza- 
tion by  a competent  roentgenologist  is  indis- 
pensable. It  has  been  the  policy  of  our  office  to 
have  every  suspicious  perforating  eye  injury 
X-rayed.  In  the  eyes  of  the  law  overlooking  an 
intra-ocular  foreign  body  is  malpractice,  it  fur- 
ther considers  failure  to  use  the  X-ray  where  in- 
dicated as  negligence.  The  State  Industrial  Com- 
mission also  favor  X-raying  of  suspicious  eye 
injuries. 

The  experienced  roentgenologist  may  further 
aid  the  surgeon  in  such  cases  where  the  ques- 
tion arises  whether  the  foreign  body  is  intra  or 
extra-ocular.  ■ For  such  a decision  he  has  avail- 
able five  methods,  namely: 

1.  Simple  localization. 

2.  Geometrical  Check. 

3.  Mathematical  Check. 

4.  Parallax. 

5.  Injection  of  air  or  lipiodal  into  Tenon’s 
Capsule. 

The  dreaded  complication  of  detachment  of  the 
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retina  following  a scleral  incision  may  be  par- 
tially alleviated  by  the  application  of  some 
cautery  or  the  diathermy  to  the  site  of  the  scleral 
incision. 

A retro-bulbar  injection  of  novocain  serves  very 
well  to  relieve  the  pain  and  gain  the  coopera- 
tion of  the  patient  during  this  surgical  pro- 
cedure. 

When  a foreign  body  is  embedded  or  entangled 
in  the  ciliary  body  and  all  efforts  have  failed  to 
dislodge  it  with  the  magnet  there  is  still  another 
possibility.  The  foreign  body  is  exactly  localized 
by  using  the  hand  magnet.  This  is  accomplished 
by  noting  the  spot  of  maximum  scleral  bulge  and 
the  spot  where  the  greatest  backward  retraction 
of  the  adjacent  iris.  An  incision  over  this  area 
will  open  a wound  directly  on  the  foreign  body. 
With  the  magnet  placed  in  direct  contact  with 
the  lips  of  the  wound  the  foreign  body  may  be 
removed. 

It  is  true  the  possibility  of  sympathetic 
ophthalmia  must  be  considered  but  I do  not  think 
this  so  probable  where  a clean  surgical  wound 
has  been  made  through  the  ciliary  body. 

In  a fairly  recent  article  Dr.  Verhoeff  has  ad- 
vocated and  carried  out  many  foreign  body  ex- 
tractions through  the  posterior  ciliary  region  to 
avoid  detachment  by  a wound  through  the  retina. 

F.  G.  Stueber,  M.D.,  Lima,  Ohio:  This  interest- 
ing subject  was  well  presented  by  Dr.  Harris. 

In  dealing  with  “Magnetic  Foreign  Bodies  in 
the  Vitreous”,  special  attention  was  given  the 
crucial  incision,  which  minimizes  the  trauma,  es- 
pecially when  dealing  with  nonmetallic  metals. 

Relevant  to  the  subject,  our  great  difficulty 
is  in  dealing  with  glass  fragments  in  the  vitre- 
ous. When  practicing  conservatism  these  give 
us  much  concern,  especially  when  injury  is  caused 
by  clear  glass  and  as  we  all  know,  greatest  danger 
if  the  trauma  is  in  the  ciliary  zone. 

Dr.  Harris:  I wish  to  acknowledge  with  grate- 
ful appreciation  the  valuable  assistance  rendered 
me  by  Dr.  A.  E.  Hewitt  in  nearly  all  my  cases; 
also  the  very  capable  X-ray  localizations  by  Dr. 
Wm.  Delscamp  and  Dr.  Henry  Snow. 


Carbon  Monoxide  Poisoning 

Treatment  of  carbon  monoxide  poisoning  con- 
sists primarily  in  artificial  respiration  and  the 
presence  of  the  physician  may  be  less  important 
than  that  of  members  of  a police  or  fire  depart- 
ment, or  employees  of  the  gas  company.  These 
agencies  usually  maintain  trained  squads  of 
workers  qualified  in  the  administration  of  arti- 
ficial respiration.  The  patient  who  begins  to 
breathe  voluntarily  within  about  one  hour  may 
live,  but  if  voluntary  breathing  is  not  established 
shortly  thereafter,  death  usually  follows.  After 
the  re-establishment  of  respiration,  drugs,  such 
as  suprarenal  extract,  may  be  indicated.  The 
patient  must  be  kept  warm  and  be  massaged  to 
promote  the  return  of  blood  to  the  heart.  Re- 
lapse, following  resuscitation,  is  rare. — W.  H. 
MacCracken,  M.D.,  Jour.,  Mich.  State  Med.  Soe., 
36:139,  1937. 


Physicians  who  voted  last  November  without 
checking  up  on  candidates  and  those  who  didn’t 
vote  probably  will  be  among  the  first  to  scramble 
for  a place  on  the  mourners’  bench. 


We  Sometimes  Forget--- 

That  whosoever  treads  the  quicksand  of  derma- 
tology must  know  more  than  to  soothe  the  acute, 
and  stimulate  the  chronic. 

Pusey  states  in  “Treatment  By  Method  Rather 
Than  Diagnosis,”  “If  any  one  thing  is  more 
essential  than  another  in  therapy  it  is  that  it 
should  be  guided  by  diagnosis.  That  is  the  essen- 
tial of  all  sound  practice.  We  have  long  been 
familiar  with  the  abuses  of  surgery  that  come 
from  having  a kit  of  tools  and  a knowledge  of 
how  to  cut  and  tie  as  the  basis  for  surgical  prac- 
tice. Radiotherapeutists  and  allergists  are  now 
the  shining  examples  of  this  sort  of  practice. 
They  are  the  two  groups  that  are  most  fre- 
quently ignoring  the  necessity  for  diagnosis  and 
in  many  instances  are  treating  all  comers  with 
the  particular  therapeutic  devices  with  which 
they  have  become  familiar. 

“It  would  be  a sad  recital  to  have  dermatolo- 
gists tell  their  experiences  of  cutaneous  con- 
ditions in  patients  who  have  been  brought  to 
them  as  a result  of  ignorant  treatment  of  lesions 
by  men  who  know  how  to  operate  X-ray  ma- 
chines, but  do  not  know  diseases  of  the  skin: 
acne  rosacea  treated  for  erythematous  lupus, 
lupus  for  syphilis,  syphilis  for  cancer,  pyogenic 
granuloma  for  angiosarcoma,  molluscum  eon- 
tagiosum  for  epithelioma  and  vice  versa,  etc., 
.through  almost  the  whole  list  of  diseases  of  the 
skin.” 

That  we  should  know  the  ingredients  and 
their  concentrations  and  learn  to  manipulate  our 
drugs,  for  the  individual  patient’s  skin.  Other- 
wise we  forget  our  therapeutic  teachings  and  be- 
come a mere  purveyor  of  proprietaries. — H.  L. 
Claassen,  M.D.,  Cincinnati,  Ohio. 

*Pusey:  Arch.  Derm.  & Syph. : Vol.  28,  No.  3,  Sept., 

1933,  Page  398.  

Duration  of  Immunity 

There  is,  as  yet,  no  information  regarding  the 
duration  of  the  immunity  conferred  by  the  course 
of  toxoid.  However,  it  is  now  known  that  it 
persists  undiminished  for  from  one  to  two  years, 
with  a marked  immunity  still  present  after  four 
years,  “and  that  such  immune  individuals  re- 
spond rapidly  to  secondary  stimulation,  that  is, 
toxoid  injection,  and  presumably  to  a tetanus  in- 
fection, with  a rise  within  a week’s  time  to 
highly  protective  levels”.  In  the  present  state  of 
knowledge  it  is  recommended  that  wffien  an  im- 
munized individual  receives  a wound  with  pos- 
sible tetanus  infection  he  be  given  an  injection 
of  toxoid  rather  than  one  of  antitoxic  serum. 

Tetanus  toxoid  immunization  is  recommended 
for  those  whose  occupations  continually  expose 
them  to  wounds  with  contamination  from  the 
soil,  as  farmers,  gardeners,  the  entire  motoring 
public,  those  in  military  service  and  children. — 
W.  W.  Hall.  M.D.;  Military  Surgeon,  80:104,  1937. 
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THE  term  infective  neuronitis  was  intro- 
duced by  Foster  Kennedy1  in  1919  to 
designate  an  unusual  type  of  myelo-radi- 
culitis  observed  by  him  among  the  British  troops 
in  France.  He  described  four  cases  with  clinical 
symptoms  referable  to  peripheral  nerves,  an- 
terior horn  cells,  spinal  roots  and  the  motor  cells 
of  the  brain  stem  and  cortex. 

Kennedy  sent  some  of  his  autopsy  material  to 
Sir  John  Rose  Bradford2  who,  in  collaboration 
with  Bashford  and  Wilson,  reported  pathologic 
and  virus  studies  on  this  and  other  material  col- 
lected by  them.  They  described  polyneuritis,  de- 
generation of  the  anterior  horn  cells,  posterior 
horn  cells,  spinal  root  ganglion  cells,  and  the 
motor  cells  of  the  brain  stem  and  cortex.  They 
reported  small  round  cell  infiltration  around  an- 
terior horn  cells  which  was  interpreted  by  later 
workers  as  glial  proliferation.  They  observed  no 
perivascular  infiltration  such  as  is  seen  in  an- 
terior poliomyelitis.  They  reported  extensive 
proliferation  of  the  ependyma  of  the  central  canal 
of  the  cord.  Emulsions  of  the  spinal  cords  of 
their  material  produced  the  disease  in  monkeys 
in  from  five  to  seven  weeks.  This  disease  could 
later  be  transmitted  to  other  monkeys.  Captain 
J.  A.  Wilson  was  able  to  culture  an  anerobic  virus 
from  the  brains  of  human  material,  which  virus 
reproduced  the  disease  in  monkeys.  This  work 
has  not  since  been  duplicated. 

HISTORY  OF  THE  DISEASE 
Osier,3  in  1892,  usually  is  credited  with  the  first 
description  of  the  disease  under  the  heading  of 
“acute  febrile  polyneuritis”.  Laurans4,  in  a thesis 
in  1908,  covered  fully  the  subject  to  that  date. 
He  pointed  out  that  Pierson  in  1868  discussed  the 
subject  of  facial  diplegia  with  weakness  of  the 
legs.  We  may  say  at  this  point  that  facial 
diplegia  is  insisted  on  by  many  writers  as  one  of 
the  criteria  of  diagnosis  of  the  condition  but  the 
view  is  gaining  ground  that  cases  occur  without 
involvement  of  the  facial  nerves.  In  my  series  of 
cases  it  occurred  in  five  instances. 

In  1917,  Gordon  Holmes,5  using  Osier’s  termin- 
ology of  acute  infective  polyneuritis,  described 
twelve  cases  observed  during  the  war  with  two 
post-mortem  studies.  Soon  other  notable  papers 
appeared  by  Bassoe,  Gowaerts,  Barker,  Cross  and 
Irwin,  and  Viets.  One  of  the  most  comprehensive 
to  which  the  reader  is  referred  for  a complete 
bibliography  is  that  by  Taylor  and  McDonald.6 

The  futility  of  attempting  to  consider  all  the 
cases  described  as  a clinical  entity  is  readily  ap- 
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parent  when  one  observes  the  chaotic  state  of 
the  literature  as  regards  terminology,  pathology, 
and  clinical  symptomatology. 

Many  attempts  have  been  made  to  introduce  a 
suitable  term  for  clinical  use.  Osier  employed 
the  term  “acute  febrile  polyneuritis”,  Kennedy 
“infective  neuronitis”,  Barker  et  al.  “meningo- 
encephalo-myelo-neuritis”.  Guillian  uses  the  term 
poly-radiculo-neuritis  with  albuminocytologic  dis- 
sociation. He  was  the  first  to  call  attention  to 
the  fact  that  the  globulin  in  the  spinal  fluid  in 
some  of  these  cases  was  increased  out  of  all 
proportion  to  the  number  of  cells.  This  latter 
condition  has  prevailed  in.  all  of  the  cases  seen 
by  the  writer. 

SYMPTOMATOLOGY 

Kennedy  describes  symptoms  referable  to 
changes  in  peripheral  nerves,  nerve  roots  and 
anterior  horn  cells.  Facial  paralysis  of  varying 
degree  was  present  in  all  of  his  cases.  He  calls 
attention  to  the  fact  that  proximal  rather  than 
distal  muscles  are  involved. 

Taylor  describes  a series  of  16  cases,  14  of 
whom  showed  polyneuritis  with  facial  diplegia. 
The  duration  of  his  cases  varied  from  one  to 
two  weeks  to  several  months.  Death  from  res- 
piratory paralysis  was  rare  in  his  series.  Com- 
plete recovery  was  the  most  usual  outcome.  The 
spinal  fluid  examinations  were  normal  or  showed 
albumino-cytologic  dissociation. 

Strauss  and  Rabiner7  describe  six  cases,  all 
observed  in  the  year  1926  which  showed  symp- 
toms of  a myelo-radiculitis  all  of  whom  recovered. 
They  stress  the  relation  of  upper  respiratory  in- 
fection. Other  reporters  also  stress  this  fact. 

Archambault  contributes  an  excellent  discus- 
sion to  Strauss  and  Rabiner’s  paper.  He  com- 
ments on  the  fact  that  since  the  world  war, 
numerous  similar  cases  have  been  reported  whose 
symptomatology  is  as  follows:  The  condition  is 
ushered  in  by  systemic  manifestations,  pain  in 
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the  chest,  back,  and  limbs  being  rather  constant, 
followed  by  rapidly  developing  flaccid  paralysis, 
reduction  or  loss  of  deep  reflexes  in  some  in- 
stances, impaired  sphincter  control,  disturbance 
of  deep  and  superficial  sensation,  cranial  nerve 
palsies  affecting  particularly  the  facial  nerves. 
Albumino-cytologic  dissociation  is  common  but 
by  no  means  constant.  Many  cases  develop  a 
Landry’s  type  of  paralysis  and  proceed  to  a fatal 
termination.  Continuing  his  discussion,  Archam- 
bault  points  out  that  almost  at  the  same  time  in 
France  a more  benign  series  was  observed  similar 
to  the  series  of  Strauss  and  Rabiner.  Archam- 
bault  is  of  the  opinion  that  all  cases  reported 
really  belong  in  the  same  category.  He  empha- 
sizes the  fact  that  barring  the  exceptionally  rapid 
recovery  in  some  series  together  with  the  fatal 
termination  in  others,  that  the  main  difference 
lies  in  the  escape  of  the  cranial  nerves.  He  does 
not  regard  this  fact  as  of  significance  as  far  as 
classification  is  concerned. 

Beriel  and  Devic8  describe  a number  of  cases 
with  root  pains,  muscular  tenderness,  rapid  prog- 
ressive flaccid  paralysis  frequently  in  the 
proximal  muscles,  a varying  degree  of  sensory 
loss,  loss  of  deep  reflexes,  impaired  sphincter  con- 
trol, occasional  implication  of  cranial  nerves  with 
albumino-cytologic  dissociation  in  some  cases. 
Some  of  their  cases  were  fatal  but  most  re- 
covered in  a few  weeks  or  months.  They  thought 
that  their  cases  constituted  a form  of  epidemic 
encephalitis.  This  last  idea  is  untenable  if  one 
analyzes  comparative  data  on  clinical,  patho- 
logical, and  spinal  fluid  studies  in  the  two  dis- 
eases. 

Austrigeselo9  reports  an  epidemic  in  Brazil  in 
the  autumn  of  1931.  With  or  without  a mild  grip- 
like infection,  a mild  multiple  neuritis  develops 
affecting  chiefly  the  legs.  Then  after  from  one  to 
four  months  an  ascending  myelitis  would  develop 
with  a fatal  termination  in  some  cases.  Sphincter 
involvement  was  constant. 

Chaveny  and  Thiebault10  report  a case  in  de- 
tail with  flaccid  paralysis  of  all  extremities, 
transient  bulbar  symptoms  and  albumino-cyto- 
logic dissociation. 

Viets11  reports  two  cases  of  facial  diplegia 
with  polyneuritis,  one  mild,  the  other  fatal. 
These  were  ushered  in  by  a grip-like  infection, 
followed  by  paralysis  flaccid  in  type,  affecting 
the  proximal  more  than  the  distal  muscles.  Viets 
points  out  that  the  total  protein  may  be  in- 
creased to  as  much  as  ten  times  the  normal 
amount.  He  refers  to  the  disease  as  a “poly- 
neuritis”. 

Gordon  Holmes1-  describes  12  cases  with  facial 
diplegia,  muscle  paralysis  more  severe  than  sen- 
sory loss,  and  some  sphincter  disturbance.  The 
symptoms  reached  their  height  in  a week  and 
usually  began  to  rapidly  recede  within  two  or 
three  weeks  of  the  onset.  Pain  and  hyperesthesia 


improved  first,  motor  power  in  the  muscles  of 
extremities  next,  while  facial  recovery  was 
slowest. 

Bradford,  Bashford  and  Wilson  describe  in  the 
symptomatology  of  their  cases  three  stages: 

1.  An  initial  febrile  illness  mild,  with  moderate 
fever,  headache  and  vomiting.  Temperature  may 
rise  to  100  to  101°  F. 

2.  A latent  period  which  may  last  from  three 
days  to  one  month  during  which  the  patient  may 
be  up  and  apparently  well. 

3.  The  paralytic  stage.  The  onset  of  this 
stage  may  be  sudden.  The  paralysis  is  flaccid  and 
is  usually  symmetrical.  Facial  diplegia  was 
present  in  nearly  all  their  cases.  Anesthesia  is 
of  the  glove  and  stocking  type.  Recovery  varied 
from  a few  weeks  to  several  months.  Eight  of 
their  thirty  cases  died. 

One  of  the  most  recent  papers  on  infectious 
neuronitis  is  that  of  Gilpin,  Moersch  and  Kerno- 
han13  of  the  Mayo  Clinic.  These  writers  employ 
the  term  neuronitis  to  designate  this  group  of 
cases.  They  point  out  that  the  disease  is  usually 
preceded  by  mild  transitory  infection  usually  of 
an  upper  respiratory  nature.  There  may  be  a 
latent  period  of  a few  days  to  several  months 
during  which  time  the  patient  may.  be  com- 
pletely well.  Then  rather  suddenly  the  paresthesia 
and  weakness  of  the  extremities  sets  in.  This  is 
more  marked  in  the  legs  than  in  the  arms.  Sen- 
sory symptoms  are  not  marked  but  are  usually 
present  in  some  degree.  Sphincter  control  may 
or  may  not  be  disturbed;  usually  it  is  not.  Some 
cases  may  terminate  fatally;  usually  the  course 
is  favorable.  There  is  usually  complete  recovery 
in  six  months  to  two  years.  They  also  stress  the 
fact  that  there  is  usually  a high  total  value  of 
protein  in  the  spinal  fluid  with  little  or  no  in- 
crease in  the  cell  count.  They  point  out  that  the 
term  neuronitis  was  first  used  by  Dr.  Mills  in 
1898  in  a paper  entitled  “The  Reclassification  of 
Some  Organic  Diseases  on  the  Basis  of  the 
Neurons”.14  However,  Dr.  Mills  did  not  use  this 
term  to  describe  a particular  neurological  en- 
tity. He  merely  postulated  that  according  to  the 
neuron  theory  there  might  be  such  a disease  as 
neuronitis. 

The  mortality  rate  is  about  26  per  cent.  In  the 
series  from  the  Mayo  Clinic,  about  60  per  cent 
were  females,  40  per  cent  males.  Sixty  per  cent 
of  the  patients  gave  a history  of  preceding  in- 
fection, usually  of  the  upper  respiratory  tract. 
The  most  common  complaint  was  paresthesia  of 
the  extremities  which  occurred  in  about  55  per 
cent  of  the  cases.  The  next  most  frequent  com- 
plaint was  moderate  pain  and  discomfort  in  the 
limbs.  This  was  present  in  about  40  per  cent. 
Next  in  frequency  appeared  weakness  of  the  legs 
and  arms  and  some  facial  weakness.  Usually 
there  was  a steady  progression  of  the  symptoms. 
The  distal  portion  of  the  limbs  was  said  to  be 
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more  frequently  involved  in  their  cases.  This  is 
in  contradiction  to  the  idea  of  Foster  Kennedy’s 
that  proximal  rather  than  distal  muscles  are  in- 
volved. Motor  involvement  was  the  most  out- 
standing finding.  In  some  cases  this  was  so  severe 
that  the  patient  became  helpless.  There  was  never 
any  appreciable  atrophy  observed  in  their  cases. 
Fibrillary  twitchings  were  not  observed.  Deep 
reflexes  usually  were  diminished  or  absent.  In 
only  two-thirds  of  the  cases  could  objective  sen- 
sor changes  be  demonstrated.  Three  patients  of 
their  series  showed  choked  disc.  Total  protein 
varied  from  100  to  800  mgm.  per  100  cc.  in  the 
spinal  fluid.  Protein  usually  increases  as  the  dis- 
sease  progresses  in  maximum  intensity  and  recedes 
during  recovery.  The  cell  count  in  their  series  is 
higher  than  in  most.  They  report  one  case  with  a 
cell  count  as  high  as  80  lymphocytes  per  cubic 
millimeter  in  the  spinal  fluid.  They  observed  col- 
loidal gold  changes  in  55  per  cent  of  their  series. 
First  zone  25  per  cent;  midzone  50  per  cent.  The 
duration  of  the  illness  in  their  series  ranged 
from  10  weeks  to  2%  years.  The  mortality  rate 
was  about  20  per  cent.  These  writers  believe  that 
the  disease  is  on  the  increase.  However,  it  is 
quite  possible  that  the  disease  is  receiving  more 
attention  in  the  literature  and  it  is  recognized 
more  frequently  than  formerly. 

CASE  REPORTS 

CASE  1 : — Patient,  E.  W.,  age  32  years,  dentist,  entered 
Cincinnati  General  Hospital  June  28,  1932,  complaining  of 
muscular  weakness  and  muscular  pain.  One  week  before, 
on  Tuesday,  June  21,  1932,  patient  noticed  slight  pain  in 
the  calves  of  the  legs.  The  next  day  the  condition  became 
worse  and  he  was  compelled  to  use  his  arms  to  help  him- 
self up  the  stairs.  The  following  day  the  patient  was 
forced  to  abandon  his  dental  parctice  because  of  weakness 
of  the  hands  and  clumsiness  in  the  performance  of  sur- 
gical procedure.  The  following  morning  while  crossing  the 
street  he  suddenly  collapsed  because  of  weakness  of  the 
legs  and  could  not  rise.  He  was  helped  into  his  home  and 
put  to  bed.  On  the  day  following  he  noticed  some  difficulty 
in  swallowing,  which  he  described  as  crumbs  sticking  in 
the  back  of  the  throat. 

Past  history  is  uneventful.  Family  history  not  re- 
markable. 

Neurological  examination, — Papillae  normal.  Pupils  equal, 
round,  regular,  react  to  light  and  accommodation.  Extra- 
ocular muscles  normal.  Fifth  nerve  normal  on  the  two 
sides.  Seventh  normal.  Remainder  cranial  nerves  normal. 
No  evidence  of  inability  to  swallow  and  phonation  is  good. 
Motor  system, — power  grossly  diminished  in  all  the  ex- 
tremities. Muscles  of  the  back  were-  extremely  weak.  The 
head  was  moved  on  the  neck  with  normal  power.  Tone, — 
muscles  extremely  atonic  and  coordination  could  not  be 
tested.  Deep  and  superficial  reflexes,  however,  were  not 
disturbed.  There  was  no  plantar  reversal.  Sensory  examina- 
tion normal  throughout. 

Within  a week  after  admission  the  patient  developed 
a peripheral  paralysis  of  the  left  face.  This  began  to  clear 
up  within  a week  after  its  appearance,  and  at  the  time  of 
his  discharge  on  July  20,  1932,  the  Bell’s  palsy  had  almost 
entirely  disappeared.  Weakness  of  the  extremities  had  im- 
proved, tenderness  of  the  muscles  and  nerve  trunks  had 
almost  entirely  disappeared. 

When  paralysis  was  at  its  height,  patient’s  chest  and 
abdomen  were  fluoroscoped.  It  was  found  that  the  left  dome 
of  the  diaphragm  moved  very  slightly ; the  right  dome  of 
the  diaphragm  moved  about  2 cm.  up  and  down.  At  no 
time  while  in  the  hospital  did  the  patient  have  any  fever. 
Spinal  fluid  examination  revealed  the  following : — Fluid  was 
under  normal  pressure,  contained  no  cells,  negative  Was- 
sermann,  negative  gold  curve.  However,  the  fluid  did  con- 
tain an  excess  of  globulin,  the  globulin  being  .3,  the 
equivalent  of  180  mgm.  of  protein  per  100  cc. 

A diagnosis  of  infective  neuronitis  was  made. 

CASE  2 : — This  patient,  a white  female,  age  51  years, 
was  seen  on  April  26,  1935.  In  October  1934,  she  ex- 


perienced a peculiar  sensation  in  the  tongue  as  though  she 
were  being  stuck  with  a pin.  She  again  noticed  this 
peculiar  sticking  sensation  in  the  feet  and  legs  in  De- 
cember, 1934.  By  February,  1935,  she  complained  of  weak- 
ness of  the  arms  and  legs,  and  by  the  15th  of  February 
she  could  not  walk  at  all.  She  did  not  notice  any  sen- 
sory disturbances.  There  was  no  history  of  bladder  or 
rectal  disturbance. 

Neurological  examination  on  April  26,  1935,  is  as  fol- 
lows — Left  pupil  slightly  larger  than  the  right.  Papillae 
normal.  Remainder  cranial  nerves  normal.  No  facial  weak- 
ness. Deep  reflexes  absent  in  the  arms  and  legs.  Abdominal 
reflexes  absent.  No  disturbance  of  bladder  or  rectum. 
Sensory  examination : Diminution  of  light  touch  and  heat 

sense  in  both  hands  and  feet.  This  was  of  the  glove  and 
sock  type. 

Spinal  puncture  was  performed.  Fluid  pressure  regis- 
tered 150  mm.  of  water.  Fluid  contained  no  cells,  revealed 
a negative  Wassermann  and  negative  gold  curve.  However, 
there  was  marked  excess  of  globulin,  measuring  about 
twelve  times  the  normal  amount,  the  equivalent  of  360 
mgm.  of  protein  per  100  cc. 

This  patient  was  removed  from  the  hospital  on  May  15, 
1935.  The  husband  came  to  the  office  two  months  later 
saying  that  his  wife  had  died.  He  stated  that  she  developed 
difficulty  in  talking.  During  the  last  three  weeks  of  her 
life  she  was  unable  to  talk  at  all ; had  great  difficulty  in 
swallowing.  On  the  night  of  her  death  patient  had  taken 
water  to  drink  and  she  choked  in  an  effort  to  swallow 
water  and  died  suddenly.  Death  was  due  to  bulbar  paralysis. 

CASE  3 : — A white  man,  age  53,  was  seen  June  13,  1934. 
At  that  time  his  chief  complaint  was  weakness  and  stiffness 
in  the  arms  and  legs,  especially  in  the  legs.  He  stated  that 
on  March  29,  1934,  he  had  gone  to  bed  feeling  quite  well, 
but  that  when  he  arose  about  4:00  A.M.,  the  following  day, 
that  he  felt  stiff  and  had  slight  pain  in  the  back.  He  went 
to  work  but  had  difficulty  in  walking,  as  his  legs  felt 
stiff.  On  April  11,  1934,  he  began  to  use  a cane  because 
walking  was  so  badly  impaired.  On  April  17,  1934,  he  began 
to  use  crutches,  and  at  the  time  of  my  examination  on 
June  13  he  was  unable  to  walk  at  all.  He  was  able  to  feed 
himself,  but  with  great  difficulty.  There  was  no  history  of 
fever  at  the  onset  of  his  illness.  He  came  to  the  hospital 
complaining  of  transient  diplopia.  He  did  not  have  any  pain 
in  the  nerve  trunks.  However,  there  was  slight  tenderness 
in  the  muscles  of  the  legs.  He  stated  that  when  he  rubbed 
the  ends  of  his  fingers  together  that  he  had  a peculiar  sen- 
sation as  though  rubbing  mustard  seed  in  his  fingers. 

Neurological  examination  on  June  13,  1934,  was  as  fol- 
lows : — Papillae  slightly  congested.  Pupils  equal  and  react 
to  light  and  accommodation.  External  eye  muscles  normal 
on  objective  examination,  however,  patient  complained  of 
transient  diplopia  on  looking  to  the  left.  Fifth  nerve  nor- 
mal on  the  two  sides.  Seventh  normal.  Remainder  cranial 
nerves  normal.  The  deep  reflexes  were  absent  in  both 
upper  and  lower  extremities.  The  abdominal  re'flexes  were 
likewise  absent.  No  reversal  of  the  plantar  reflexes,  no 
ankle  or  patellar  clonus.  Sensory  examination, — the  soles 
of  the  feet  were  hypersensitive  to  pin  prick.  There  was  a 
glove  and  sock  type  of  anesthesia  to  light  touch  on  both 
sides.  There  was  some  atrophy  of  the  interossei  and 
lumbricales  in  both  hands,  especially  the  left.  Bladder  and 
rectum  were  normal.  The  patient  was  unable  to  stand  or 
walk ; was  unable  to  coordinate  muscular  movement  because 
of  weakness.  There  was  marked  astereognosis  of  both 
hands,  the  patient  being  unable  to  differentiate  between 
match,  key,  or  coin  by  palpation. 

Spinal  puncture  was  performed.  Spinal  fluid  pressure 
somewhat  elevated,  registering  190  mm.  of  water.  Quecken- 
stedt  normal.  Fluid  clear,  Wassermann  negative.  Fluid 
contained  10  cells.  There  was  a marked  increase  in 
globulin  which  registered  about  10  times  the  normal  amount, 
equivalent  to  400  mgm.  of  protein  per  100  cc.  There  was 
excessive  sweating  of  the  hands  and  of  the  legs  below  the 
knees  as  well  as  of  the  feet.  There  was  extensor  weakness 
of  the  hands  and  feet,  especially  on  the  left  side. 

A diagnosis  of  infective  neuronitis  was  made.  Patient 
was  seen  again  on  June  19,  1935.  He  had  improved  greatly. 
Pupils  slightly  unequal,  the  left  being  larger  than  the 
right.  Fifth  nerve  normal.  At  this  time  there  was  facial 
weakness  on  both  sides,  of  the  lower  motor  neuron  type. 
The  deep  reflexes  were  absent.  Abdominals  absent.  No 
patellar  clonus.  Atrophy  of  the  small  muscles  of  the 
hands.  Glove  and  sock  anesthesia  both  sides.  Vibration 
sense  diminished  in  the  legs. 

Spinal  puncture  was  again  performed.  The  fluid  was  still 
under  somewhat  elevated  pressure,  registering  220  mm.  of 
water.  Queckenstedt  normal.  Fluid  contained  less  globulin 
than  on  the  previous  examination,  the  quantity  being  eight 
times  the  normal  amount,  equivalent  to  240  mgm.  of 
protein  per  100  cc.  The  spinal  fluid  showed  a negative 
Wassermann,  4 lymphocytes  per  cubic  millimeter.  The  gold 
curve  at  this  time  showed  a first  zone  precipitation. 

The  letters  received  from  this  patient  have  been  quite 
interesting  as  the  handwriting  has  shown  considerable 
deterioration  as  a result  of  ataxia.  The  first  letter  received 
on  July  2,  1934,  shows  a quite  legible  handwriting.  Patient 
states  he  is  improving,  is  able  to  walk  with  help  and  by 
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holding  to  the  back  of  a chair.  On  October  1,  1934,  another 
letter  was  received  from  the  patient  in  which  he  stated 
that  he  was  getting  along  nicely  and  was  gaining  strength. 
Still  complained  of  some  pain  in  the  back  although  this  is 
not  as  severe  as  it  has  formerly  been.  Patient  still  com- 
plained of  paresthesia  in  the  fingers  which  he  described  as 
though  he  had  grains  of  sand  in  his  hands.  Another  letter 
was  received  from  the  patient  on  February  11,  1935.  Patient 
stated  he  could  walk  with  help  but  was  unable  to  rise  from 
a chair  without  assistance.  He  stated  that  when  he  stands 
his  feet  feel  as  though  he  were  standing  on  a pile  of 
gravel.  He  complained  of  soreness  in  the  calves  of  his 
legs  and  a binding  sensation  between  the  knees  and  hips 
and  across  the  back.  States  he  is  now  able  to  walk  on 
crutches. 

Letter  received  on  May  29,  1935,  stated  that  patient 
walks  fairly  well  on  crutches  but  was  still  unable  to  get  up 
without  assistance.  Complained  of  pain  across  the  back  and 
hips  which  runs  up  the  spine  between  the  shoulders.  Com- 
plained of  stiffness  of  the  legs.  Still  complained  that  his 
feet  feel  as  though  he  were  standing  on  a pile  of  gravel. 
Stated  that  when  he  rubs  the  fingers  together  it  feels  as 
though  he  were  rubbing  sand  between  the  fingers.  Another 
letter  received  July  19, — patient  stated  that  he  feels  quite 
well,  the  pain  in  the  back  is  not  so  severe,  stated  that  he 
is  walking  somewhat  better  than  he  did  at  the  time  of  the 
previous  letter.  The  last  report  received  from  the  patient 
was  on  September  4,  1936.  Patient  stated  that  his  legs  are 
stronger.  He  still  complains  of  stiffness  of  the  back  and 
pain  in  the  back.  Stated  that  when  he  rubs  his  fingers 
together  that  it  feels  as  though  he  were  rubbing  sand  be- 
tween the  fingers.  Stated  that  when  he  walks  his  feet  feel 
as  though  he  were  walking  on  sand ; still  has  to  use 
crutches  to  walk.  However,  he  now  states  that  he  can  get 
up  from  a sitting  position  without  assistance  by  placing 
his  hands  on  chairs  in  front  of  him.  Handwriting  has 
materially  changed.  Patient  states  that  he  has  trembling  of 
the  right  hand  and  his  handwriting  shows  well  marked 
ataxia  with  deterioration  of  the  writing. 

CASE  4: — A white  woman,  age  42  years,  was  seen  in 
Wilmington,  Ohio,  on  April  11,  1935.  Chief  complaint  was 
tingling  and  the  sensation  of  singing  in  the  hands  and  feet 
which  she  describes  as  “singing  wires”.  She  complained  of 
this  sensation  in  both  hands  and  feet.  Stated  she  had 
headache  and  blurred  vision.  She  had  diplopia  two  weeks 
before  this  time.  She  was  well  until  December,  1934.  At 
that  time  she  complained  of  head  noises  and  had  some  diffi- 
culty in  swallowing.  The  night  before  I first  saw  her  she 
had  hyperpnea.  She  had  retention  of  urine  for  about  four 
days  for  which  she  was  catheterized.  She  was  not  incon- 
tinent when  I saw  her  in  Wilmington  but  she  was  in- 
continent at  Christ  Hospital  where  she  was  later  taken. 
She  had  had  grippe  for  ten  days  in  December,  1934.  Tem- 
perature at  that  time  ranged  from  99  to  100°  F.,  she  had 
poor  appetite,  was  depressed,  complained  of  pain  in  the 
arms,  and  weakness  and  exhaustion.  She  had  been  ex- 
tremely emotional  and  weak,  these  symptoms  appearing  on 
March  20.  On  March  21  she  had  blurred  vision  and  some 
vomiting.  On  March  30  she  was  moved  to  Wilmington, 
Ohio,  where  she  complained  of  numbness,  roaring  in  the 
head  and  blurred  vision  and  at  times  double  vision.  She 
complained  of  various  paresthesias.  She  states  that  her 
body  feels  as  though  it  were  turned  to  cement.  She  com- 
plained of  numbness  and  a peculiar  sensation  throughout 
the  body  which  she  described  as  “singing  wires”. 

Neurological  examination, — Papillae  normal.  Pupils  equal 
and  react  to  light  and  accommodation.  Horizontal  nystag- 
mus on  looking  both  to  the  right  and  left.  Remainder 
cranial  nerves  normal.  Deep  reflexes  absent  in  the  right 
arm,  diminished  in  the  left  arm.  Knee  reflexes  absent  on 
both  sides.  Abdominal  reflexes  absent  on  the  two  sides. 
Tenderness  over  the  muscles  and  along  the  sciatic  dis- 
tribution. Also  tenderness  along  the  musculo-spiral.  Posi- 
tion sense  impaired.  Vibration  sense  diminished  both  in 
arms  and  legs.  Sensory  loss  to  touch  in  the  hands  and 
feet,  bladder  paralysis,  and  ataxia  of  the  legs.  Finger  to 
nose  test  and  heel  to  knee  test  very  poorly  carried  out. 

Patient  was  brought  to  Christ  Hospital.  Neurological 
examination  remained  the  same  as  the  one  made  in  Wil- 
mington. 

Spinal  puncture  was  performed.  Spinal  fluid  pressure 
low,  measuring  90  m.m.  of  water.  Queckenstedt  maneuver 
raised  the  pressure  to  200  m.m.  No  block  was  present. 
Fluid  contained  no  cells  but  did  contain  a great  excess  of 
globulin,  being  about  eight  times  the  normal  amount, 
equivalent  to  240  mgm.  of  protein  per  100  cc. 

Patient  remained  in  Christ  Hospital  about  three  weeks. 
She  improved  slightly  and  was  taken  home.  I saw  her 
again  at  her  home  on  May  8,  1935.  Neurological  examina- 
tion at  that  time  was  as  follows : — Papillae  normal.  Left 
pupil  somewhat  larger  than  the  right.  The  left  is  a trifle 
more  sluggish  than  the  right.  There  is  slight  nystagmoid 
jerking  to  the  right,  none  to  the  left.  Third,  fourth  and 
sixth  nerves  are  normal.  Fifth  nerve  normal  on  the  two 
sides.  Seventh, — when  patient  wrinkles  the  forehead  only 
the  lateral  portions  of  the  occipital  frontalis  move  on  both 
sides.  There  is  an  emotional  weakness  of  the  right  lower 
face.  Remainder  of  the  cranial  nerves  normal.  Deep  re- 
flexes diminished  in  both  arms,  more  so  on  the  right. 


Abdominals,  knee  and  Achilles  reflexes  are  absent.  No  re- 
versal of  the  plantar  reflexes,  no  ankle  or  patellar  clonus. 
Pronounced  weakness  of  the  extensor  muscles  of  the  wrist 
and  fingers,  more  pronounced  on  the  right  side.  There  is 
slight  hypesthesia  to  touch  in  the  hands  and  feet.  Position 
sense  good  in  the  hands.  No  actual  paralysis  of  the  muscles. 
Vibratory  Sense  present  although  diminished.  Mental  state 
clear.  Patient  laughs  and  cries  rather  easily,  but  does  not 
complain  of  visual  hallucinations  as  she  formerly  did. 

Spinal  puncture  was  again  performed  and  spinal  fluid 
Wassermann  was  negative.  Fluid  contained  no  cells  and 
showed  a negative  gold  curve  but  still  contained  an  ex- 
cess of  globulin  which  measured  ten  times  the  normal 
amount,  equivalent  to  300  mgm.  of  protein  per  100  cc. 

This  patient  was  last  heard  from  on  September  1,  1936. 
She  had  improved  greatly  as  far  as  her  neurological 
symptoms  are  concerned.  She  is  now  able  to  walk  and  do 
light  work  and  has  gained  some  weight. 

CASE  5 : — The  patient  a white  woman,  age  38  years, 
was  seen  on  November  7,  1934.  She  stated  that  she  had 
been  well  until  March,  1934.  The  first  symptom  noted  was 
weakness  in  the  hands  and  inability  to  grasp  things.  She 
then  noticed  tingling  in  the  hands.  This  condition  improved 
and  in  June,  1934,  she  felt  well.  However,  her  difficulty 
returned  in  August  and  improved  somewhat  until  Septem- 
ber, 1934,  when  her  walking  became  worse.  She  had  no 
pain,  no  diplopia,  no  disturbance  of  bladder.  She  did  not 
complain  of  pain  at  any  time. 

Neurological  examination  revealed  the  following : Cranial 
nerves  normal.  Deep  reflexes  absent.  Abdominal  reflexes 
absent  on  both  sides.  Diminished  vibratory  sense  in  the 
toes  and  in  the  tibiae.  No  peripheral  or  segmental  sensory 
disturbance.  There  was  marked  weakness  of  the  hands  and 
arms.  The  legs  were  quite  strong,  however,  with  the  ex- 
ception of  the  extensors  of  the  foot.  Patient  had  bilateral 
foot  drop.  Examination  of  the  individual  muscles  showed 
that  the  iliopsoas  and  quadraceps  were  strong,  the  ham 
strings  and  extensors  of  the  feet  were  markedly  paretic. 
There  was  no  difficulty  in  swallowing.  There  was  extensor 
weakness  of  the  wrist.  There  was 'no  interosseus  and  no 
anterior  tibial  atrophy. 

Spinal  puncture  was  performed.  Spinal  fluid  pressure 
registered  120  mm.  of  water.  Queckenstedt  test  normal. 
Spinal  fluid  Wassermann  negative,  fluid  contained  no  cells 
and  negative  gold  curve  but  did  show  an  excess  of  globulin, 
registering  about  twenty  times  the  normal  amount. 

This  patient  remained  in  the  hospital  for  three  weeks 
and  improved  greatly.  However,  after  going  home  to 
L xington  the  tonsils  were  removed  under  ether  anesthesia 
and  the  paretic  condition  of  the  muscles  has  returned  in 
all  force. 

CASE  6 : — The  patient  a white  man,  age  45  years,  was 
seen  on  November  26,  1934.  Patient  stated  he  was  en- 
tirely well  until  the  first  of  July,  1934.  At  that  time  he 
had  an  upper  respiratory  infection.  His  nose  ran  a great 
deal  and  he  consulted  a doctor  who  opened  up  his  frontal 
sinus  on  the  left  side.  No  pus  was  evacuated,  but  his  nose 
bled  a great  deal.  Later,  pus  began  to  come  from  the  nose 
and  drop  down  in  the  back  of  the  throat.  He  complained 
of  considerable  pain  and  swelling  on  the  left  side  of  the 
face  for  which  he  had  several  teeth  removed.  He  then 
noticed  numbness  and  tingling  in  the  extremities  and  some 
difficulty  in  walking  and  some  loss  of  bladder  control. 

Neurological  examination  at  that  time  was  as  follows : 
Papillae  normal.  Pupils  equal  and  react  to  light  and  ac- 
commodation. There  is  transient  diplopia  probably  due  to 
congenital  ocular  weakness.  External  eye  muscles  show  no 
evidence  of  nystagmus.  Corneal  sensation  normal  on  both 
sides.  Corneal  reflexes  present.  Fifth  nerve  normal,  sen- 
sory and  motor.  Seventh, — there  was  present  a weakness  of 
the  left  lower  face.  Sense  of  taste  normal.  Deep  reflexes  ; 
biceps,  triceps,  radial,  knee  and  Achilles  can  not  be  ob- 
tained. Abdominal  reflexes  likewise  absent.  At  times  there 
is  questionable  Chaddock  on  the  left  side.  No  ankle  or 
patellar  clonus.  Sensory  examination  shows  distal  hyperes- 
thesia to  touch,  heat,  cold  and  marked  loss  of  vibratory 
sense  in  both  legs,  more  marked  in  the  left  leg.  Patient 
complains  of  numbness  in  the  hands  and  feet.  Romberg 
sign  markedly  positive  both  with  the  eyes  open  and  closed. 
There  is  extensor  weakness  of  the  hands  and  feet  and 
atrophy  of  the  adductor  pollicis  on  the  left  side. 

Spinal  fluid  pressure  increased,  measuring  from  200  to 
230  mm.  Queckenstedt  normal.  Abdominal  pressure  normal. 
Fluid  contains  about  seven  times  the  normal  amount  of 
globulin,  equivalent  to  210  mgm.  of  protein  per  100  cc. 

Patient  was  re-examined  on  October  1,  1935.  The  fol- 
lowing is  the  result  of  the  neurological  examination : — 
Papillae  normal.  Pupils  react  to  light  and  accommodation. 
External  eye  muscles  normal.  Fifth  nerve  normal.  Corneal 
reflexes  normal.  Seventh,— weakness  left  lower  f?ce.  Eighth, 
ninth,  tenth  and  eleventh  nerves  normal.  Twelfth, — tongue 
protrudes  in  midline  with  a fine  tremor.  Deep  reflexes 
absent  in  the  arms  and  obtained  only  by  reenforcement  in 
the  legs.  Abdominals  absent.  There  is  hyperesthesia  to 
touch  and  temperature  in  the  hands  and  well  marked 
hyperesthesia  to  pin  prick  in  the  soles  of  the  feet.  There 
is  generalized  motor  weakness,  more  marked  in  the  ex- 
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tensors.  There  is  present  atrophy  of  the  interossei,  more 
so  on  the  left  side,  also  atrophy  of  the  legs  below  the  knee. 
Weakness  has  greatly  progressed  and  patient  is  unable  to 
walk,  button  his  clothing  or  feed  himself. 

The  possibility  of  polyneuritis  of  diphtheria  was  con- 
sidered in  this  case.  On  October  10,  1935,  cultures  were 
made  from  the  nose  and  throat.  Nasal  culture  showed  an 
occasional  granular  diphtheria  bacillus.  Culture  of  the 
throat  showed  many  granular  diphtheria  bacilli.  Virulence 
test  was  completed  on  October  14,  1935.  Two  guinea  pigs 
were  inoculated ; both  with  2 cc.  of  diphtheria  culture ; one 
protected  with  500  units  of  antitoxin.  On  the  fourth  day 
after  inoculation,  the  one  not  protected  with  antitoxin  died 
suddenly.  On  autopsy  the  picture  produced  in  the  ap- 
pearance of  the  adrenal  glands  and  spleen  was  typical  of 
diphtheria  intoxication.  On  October  11,  1935,  patient  de- 
veloped difficulty  in  respiration.  Dr.  J.  E.  Greiwe  was 
called  to  see  this  patient.  He  made  a diagnosis  of 
myocarditis  of  toxic  origin.  On  October  15  patient  suddenly 
began  to  have  great  difficulty  breathing,  expectorating  bloody 
mucus.  Pulse  was  almost  imperceptible ; heart  sounds  could 
not  be  heard.  Blood  pressure  82  systolic,  70  diastolic. 
Patient  was  fully  conscious.  Caffeine  and  coramine  were 
given.  Patient  was  sweating  profusely  and  was  cold.  A 
half  hour  later  pulse  somewhat  stronger ; heart  sounds 
more  audible  but  weaker  than  normal ; patient  gasping  for 
breath  remarking  that  he  could  not  get  enough  air ; com- 
plained of  gripping  pains  in  the  epigastrium.  Patient  was 
given  continuous  oxygen.  At  11:43  patient  died. 

This  patient  presents  clinically  the  picture  of  infective 
neuronitis  with  albumino-cytologic  dissociation  in  the  spinal 
fluid.  However,  the  positive  throat  culture  for  diphtheria 
together  with  the  results  of  the  inoculation  of  the  guinea 
pigs,  forces  one  to  a diagnosis  of  diphtheritic  polyneuritis 
in  which  the  initial  symptoms  of  diphtheria  had  been  over- 
looked. This  case  serves  to  illustrate  the  great  difficulty  in 
differential  diagnosis  between  diphtheritic  neuritis  and  in- 
fective neuronitis  if  the  initial  infection  of  diphtheria  has 
not  been  recognized. 

CASE  7 : — A white  man,  26  years  of  age,  seen  on  No- 
vember 18,  1936,  in  consultation  with  Dr.  Clayton  Sikes. 
The  chief  complaint  was  pain  in  the  calves  and  weakness 
of  the  legs.  Patient  had  been  well  until  six  weeks  ago  when 
he  noticed  pain  in  the  calves  of  the  legs  and  gradually  lost 
the  use  of  the  legs.  Two  weeks  ago  he  was  unable  to  walk 
without  assistance.  About  one  week  ago  patient  noticed 
diplopia.  He  had  no  acute  illnesses  accompanying  the  onset 
of  his  trouble.  Past  medical  history  unimportant. 

Neurological  examination, — Papillae  normal.  Pupils  nor- 
mal. External  eye  muscles  show  no  evidence  of  extraocular 
weakness.  There  is  fine  nystagmus  on  looking  laterally  to 
both  right  and  left.  Fifth  nerve  normal  on  the  two  sides. 
Seventh, — weakness  of  the  left  face  which,  however,  is  not 
marked.  This  is  lower  motor  neuron  in  type.  .Remainder  of 
the  cranial  nerves  normal.  Deep  reflexes, — biceps,  triceps, 
radial,  knee  and  Achilles  absent  on  the  two  sides.  Ab- 
dominal reflexes  slightly  active  in  the  upper  segments, 
absent  in  the  lower  segments.  No  ankle  or  patellar  clonus. 
Sensory  examination, — tenderness  over  the  motor  point  of 
the  musculo-spiral,  sciatic  and  peroneal  nerves ; also  some 
tenderness  of  the  muscles ; there  is  hyperesthesia  in  the 
fingers  of  both  hands  to  pin  pricks  ; there  is  sock  hyperes- 
thesia in  both  feet  which  manifests  itself  for  touch,  tem- 
perature, and  sense  of  position.  In  the  anesthetic  area,  of 
the  feet  there  is  a burning  hyperesthesia  when  the  patient 
is  stuck  with  a pin  or  touched  with  a hot  or  cold  test  tube. 

Spinal  puncture  was  performed.  Spinal  fluid  pressure 
was  normal.  Dynamics  normal.  Fluid  clear,  no  tendency 
to  yellowness.  Fluid  contained  about  double  the  normal 
amount  of  globulin  equivalent  to  about  80  mgm.  of  protein 
per  100  cc. 

On  November  26  patient  had  become  much  weaker ; be- 
came cyanotic.  Blood  pressure  60  systolic,  36  diastolic. 
Patient  was  taken  to  Good  Samaritan  Hospital.  Dr.  W.  L. 
Freyhof  saw  the  patient  in  consultation  and  rendered  the 
opinion  that  the  patient  was  suffering  with  acute  myo- 
cardial failure  of  toxic  origin.  Patient  died  at  2 A.M.  the 
following  day. 

Cardiovascular  study  by  Dr.  Freyhof: — Patient  was  seen 
three  hours  preceding  death.  At  this  time  there  was  marked 
evidence  of  air  hunger ; the  veins  of  the  neck  were  over- 
filled and  distended  ; the  extremities  were  cold  and  cyanotic  ; 
blood  prssure  660  systolic,  30  diastolic ; heart  rate  96  and 
rhythm  regular.  It  was  difficult  to  obtain  accurate  heart 
borders  by  percussion  but  there  was  no  apparent  cardiac 
enlargement.  The  sounds  were  of  fair  quality  and  no  mur- 
murs present ; accents  at  the  base  equal  and  diminished. 
There  was  impairment  to  percussion  of  both  bases  with 
scattered  medium  and  fine  rales.  Blood  count — Red  blood 
cells  4.8  ; hemoglobin  88  per  cent.  Blood  sugar — 158  mgm. 
per  cent. 

Electrocardiogram: — presented  no  evidence  of  arrhythmia 
nor  conduction  defect — T two  low  voltage  S.T.  three 
aberrant  with  sharply  inverted  T three. 

Impression  from  clinical  and  laboratory  data Heart 
muscle  weakness — probably  toxic  in  character.  On  the  basis 
of  autopsy  findings  it  is  quite  obvious  that  a toxin  has 
damaged  the  myocardium  as  well  as  the  other  viscera.  The 


picture  presented  is  similar  to  that  seen  in  acute  parenchy- 
matous myocardial  damage  of  diphtheria,  pneumonia,  in- 
fluenza, scarlatina  and  septic  processes  of  less  definite 
origin.  The  autopsy  report  by  Dr.  Joseph  Ganim  follows : — 
Superficial  description : — The  body  is  that  of  a well  de- 
veloped, well  nourished,  young  white  man,  measuring  182 
cms.  in  length.  Rigor  mortis  is  complete  and  post-mortem 
lividity  is  diffuse  over  the  entire  dorsal  aspect  of  the  trunk. 
The  pupils  are  equal,  round,  and  measure  5 mm.  in 
diameter.  There  is  no  icterus.  The  nasal  septum  is  intact. 
Frothy  serous  fluid  exudes  from  both  nares.  The  trachea  is 
in  the  midline.  The  oral  mucous  membranes  are  pale.  The 
remainder  of  the  body  surface,  aside  from  a few  small 
discrete  inguinal  lymph  nodes,  reveals  little  of  note. 
Necropsy  permission  includes  examination  of  the  cranial, 
thoracic,  and  abdominal  cavities  and  their  contents.  The 
scalp  is  covered  with  a normal  growth  of  short,  brownish- 
black  hair. 

AUTOPSY 

Head — The  usual  mastoid  to  mastoid  incision  exposes  the 
calvarium  which  is  removed  with  comparative  ease.  The  dura 
mater  is  intact  and  at  this  point,  under  asceptic  conditions 
(by  Dr.  M.  Cooper)  brain  sections  are  removed  for  bac- 
teriologic  study.  The  dural  sinuses  are  patent  and  possess 
smooth  endothelial  linings  throughout. 

The  brain  is  everywhere  intact  but  tense.  The  convolu- 
tions are  broad  and  the  sulci  are  narrowed.  The  organ 
weighs  1545  grams.  There  is  little  evidence  of  athero- 
sclerotic change  in  any  of  the  visible  cerebral  blood  vessels. 
The  subarachnoid  space  is  free  from  evidence  of  recent  or 
remote  inflammatory  exudate.  Sections  are  removed  from 
the  cerebral  cortex  proper,  the  pons,  the  hypothalamus,  the 
medulla,  and  the  cord  in  an  attempt  to  isolate  a suspected 
virus.  The  ventricular  system  is  patent  throughout  and  the 
linings  are  smooth  and  glistening.  The  contents  are  clear 
fluid  averaging  about  normal  in  amount.  The  brain  is  pre- 
served for  future  study. 

The  middle  ears  and  accessory  nasal  sinuses  are  well 
preserved  and  free  from  gross  pathologic  change,  inflam- 
matory or  otherwise. 

Lungs — The  breast  plate  is  removed  with  little  effort. 
Each  pleural  cavity  contains  upward  of  one  pint  or  more  of 
clear  straw  colored  fluid.  The  lungs  are  large  and  boggy. 
The  right  weighs  960  and  the  left  940  grams.  The  pleural 
linings  are  glossy  and  semi-transparent.  The  parenchyma 
varies  from  a moderate  deep  red  to  a pinkish  red  hue  and  is 
waterlogged  with  blood  tinged,  frothy  fluid.  The  deepest 
color  and  the  most  marked  degree  of  fluid  content  increase 
is  found  in  the  lower  lobes.  No  genuine  evidence  of  in- 
flammatory infiltrate,  destructive  changes,  or  fibrous  tissue 
increase  is  found  within  the  lungs  proper.  The  tracheo- 
bronchial mucous  membranes  share  in  the  same  process  of 
redness  and  swelling.  The  corresponding  lymph  nodes  are 
deeply  anthracotic  and  small. 

Heart — The  pericardial  sac  contains  about » 150  cc.  of 
fluid  similar  to  that  found  in  the  pleural  cavities.  A stellate 
epicardial  scar  is  present  over  the  anterior  and  posterior 
walls  of  the  right  ventricles.  The  heart  proper  is  flabby  and 
weighs  450  grams.  The  valve  leaflets  and  endocardium  are 
pale  pink  but  intact  and  free  from  thrombotic  or  fibrous 
tissue  change.  No  anomalies  are  noted.  The  measurements 
are : 


A.V. 

70 

P.V. 

78 

T.V. 

120 

M.V. 

100 

T.L  V. 

10  apex 

15  base 

T.R.V. 

5 to  6 m.m. 

The  myocardium  is  pale  pink,  swollen,  and  softer  than 
normal.  The  systemic  aorta  throughout  its  entire  length 
reveals  only  minimal  atherosclerotic  changes.  The  coronary 
arteries  are  clean  and  patent.  The  mediastinum  contains 
no  abnormal  masses. 

The  peritoneal  cavity  presents  the  abdominal  viscera  in 
their  normal  anatomic  positions.  The  diaphragm  level  is 
determined  at  the  fourth  interspace,  right,  and  the  fourth 
rib,  left,  in  the  midclavicular  line. 

The  liver  is  large,  weighing  1830  grams.  The  external 
surface  is  smooth  and  the  free  edges  are  rounded.  The 
capsule  is  thin  and  of  a pinkish  red  color.  The  parenchyma 
assumes  a grayish  red  hue  presenting  swollen  gray  mark- 
ings surrounded  by  fine  linear  red,  polygonal  markings. 
The  consistence  is  one  of  increased  friability.  The  portal 
radicles  are  clean.  The  gall  bladder  is  free  from  pericystic 
adhesions.  The  wall  is  not  thickened  and  the  cavity  con- 
tains less  than  one-half  ounce  of  dark  green,  viscid  bile 
which  is  readily  expressible  through  patent  bile  ducts  into 
the  duodenum. 

The  spleen  is  large  weighing  some  320  grams.  The  cap- 
sule is  smooth.  The  pulp  is  glossy,  wine  red  in  hue,  swol- 
len, and  succulent.  The  markings  are  obviously  ill-defined. 

The  kidneys  are  relatively  normal  in  size,  the  right 
weighing  160  and  the  left  140  grams.  The  external  sur- 
faces are  smooth  and  the  capsules  strip  with  comparative 
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ease  leaving  behind  similar  surfaces.  The  parenchyma  is  a 
pale  pink,  tinged  with  grey.  The  cortex  is  swollen  and 
presents  indurated  markings.  The  medulla  is  somewhat 
reddened.  The  pelves  are  clean.  The  ureters  are  patent  and 
the  urinary  bladder,  aside  from  containing  a few  drops  of 
turbid,  pale  yellow  fluid,  reveals  little  of  note.  The  prostate 
gland  is  small  and  in  the  cut  surface  smooth.  The  adrenal 
glands  are  well  preserved. 

The  gastro-enteric  tract  is  marked  by  a rather  tre- 
mendovsly  dilated  stomach,  the  walls  of  which  are  intact. 
The  rugae  are  lost  and  there  is  some  swelling  of  the  gastric 
mucosa.  The  latter  is  perhaps  a post-mortem  process.  The 
remainder  of  the  enteric  tract,  aside  for  a mobile  cecum 
with  an  unusually  free  vermiform  appendix,  presents  little 
of  note.  The  pancreas  is  normal  in  size,  consistence,  and 
architecture.  There  is  no  enlargement  of  the  intra  or  retro- 
peritoneal lymph  nodes. 

The  bony  framework  is  well  preserved. 

The  spinal  cord  is  exposed  from  a posterior  approach  at 
the  level  of  the  lower  half  of  the  lumbar  segment.  The 
cord  is  delivered  after  a laminectomy. 

Microscopic  examination: — Tissue:  Heart  muscle.  Some 

fibres  show  loss  of  striation  ; granular  changes  in  cytoplasm 
and  indistinct  nuclei ; edema  of  perivascular  connective 
tissue. 

Tissue: — Liver.  Capsule  slightly  thickened,  edematous, 
and  contains  moderate  focal  infiltration  of  round  cells. 
Finely  granular  changes  with  moderate  deposit  of  fat  in 
cytoplasm  of  liver  cells.  Focal  areas  of  polymorphonuclear 
leucocytes  are  seen  with  destruction  of  liver  cells  in  mid 
and  central  zones.  Sinusoids  distended  with  serum.  There 
is  mild  round  cell  infiltration  and  slight  polymorphonuclear 
leucocyte  reaction  in  the  portal  areas. 

Tissue: — Lung.  Pleura  thickened  and  edematous,  alveoli 
in  parts  collapsed  while  others  contain  serum  endothelial 
leucocytes  filled  with  hemosiderin  and  some  round  cells  ; 
alveolar  capillaries  distended  with  red  blood  cells  ; some 
focal  area  of  round  cell  infiltration  present. 

Tissue: — Spleen.  Capsule  not  thickened;  lymph  spaces 
empty  while  some  are  congested  with  blood.  There  is  an 
increase  in  cellular  elements  of  splenic  corpuscles.  Diffusely 
distributed  blood  pigment  is  seen. 

Tissue: — Suprarenal.  Well  preserved;  capsule  intact; 

cortical  cells  of  fascicular  zone  are  large,  pale,  vacuolated, 
and  present  eccentrically  placed  nuclei.  Medulla  not  re- 
markable. 

Tissue: — Kidney.  Capsule  not  thickened;  marked  con- 
gestion of  glomeruli  and  large  vessels.  Edema  of  tubular 
epithelium  with  serous  exudate  in  lumen. 

Sections  of  the  lumbar  cord  were  studied  by  Dr.  C.  Aring 
who  submits  the  following  report : — There  is  an  apparent 
diminution  in  the  number  of  anterior  horn  cells  in  the 
sections.  Most  of  those  cells  that  remain  show  considerable 
swelling  and  striking  displacement  of  the  nuclei  to  the 
edges  of  the  cell.  There  are  many  spaces  which  contain 
debris  of  cells,  sort  of  shadow  cells.  However,  there  are 
some  cells  in  the  anterior  horns  which  appear  entirely  intact 
and  healthy.  In  both  of  the  sections  there  is  a knot  of 
microglia,  filling  the  most  of  a fairly  large  cavity  just 
below  the  central  canal  in  the  anterior  commissure.  These 
are  the  only  collections  of  microglia  present  in  either  of 
the  sections.  The  blood  vessels  present  no  obvious  abnormal- 
ity, they  are  not  congested.  There  is  no  infiltration  of  blood 
cells  into  the  tissues  of  the  cord,  roots  or  perivascular 
spaces.  The  meninges  present  no  abnormality.  These 
changes  are  entirely  in  keeping  with  those  usually  seen  in 
infectious  polyneuritis. 

Specimens  of  the  brain  and  spinal  cord  were  sent  in  50 
per  cent  glycerine  to  Dr.  Leslie  Webster  of  the  Rockefeller 
Institute.  No  virus  was  recovered  from  the  sections  of 
nervous  tissue. 

This  patient  showed  the  clinical  picture  of  infective 
neuronitis  with  albumino-cytologic  dissociation.  The  cardiac 
death  makes  one  suspicious  that  this  patient  may  have  had 
diphtheritic  neuritis  in  which  the  initial  symptoms  of 
diphtheria  had  been  overlooked.  No  throat  cultures  were 
made.  One  cannot  stress  too  strongly  however,  that  all 
such  cases  should  be  investigated  for  diphtheria. 

CASE  8 : — A twenty-seven  year  old  white,  male  physician, 
presents  himself  with  the  following  symptoms:' — Weakness, 
numbness  and  paresthesia  of  the  hands  and  feet,  perianal 
numbness,  'inside  of  the  mouth  feels  numb,  tongue  feels 
numb.  Patient  states  that  10  days  ago  he  had  a cold, 
thought  it  was  an  attack  of  sinusitis,  took  his  temperature 
once,  it  was  normal.  He  suffered  with  malaise  and  had  a 
slight  headache  on  one  day.  There  was  no  pain  in  the 
joints  or  muscles.  Six  days  ago  on  arising  in  the  morning 
he  noticed  that  the  feet  felt  as  though  they  were  asleep. 
The  next  day  he  noticed  numbness  and  tingling  in  the 
feet.  At  that  time  he  was  rooming  at  a contagious  hos- 
pital. He  states  that  his  legs  felt  weak  when  he  walked 
on  the  level.  Although  he  was  able  to  walk  on  the  level  he 
had  difficulty  when  he  attempted  to  negotiate  stairs.  Five 
days  ago  he  noticed  some  pain  in  the  calves,  shooting  pains 
in  the  hip  to  the  heel  on  the  right  side.  The  following  day 
he  had  no  pain  although  he  tried  to  work  and  his  legs 


were  weak.  Trunk  numbness  appeared  about  two  days  ago, 
also  peroneal  numbness  appeared  about  the  same  time.  On 
questioning  patient  states  that  during  the  first  part  of 
July  he  had  an  attack  of  diarrhea.  He  was  in  Porto  Rico 
at  that  time  studying  tropical  medicine.  Diarrhea  lasted 
for  about  three  days.  Plowever,  every  one  in  the  party  with 
which  he  was,  had  this  same  diarrhea.  He  had  no  fever 
but  was  somewhat  weak  at  the  time ; felt  quite  well  after- 
ward and  was  well  until  the  present  illness  began  about  ten 
days  ago.  However,  he  remembers  that  in  August  he  had 
what  he  thought  was  a very  bad  cold  with  some  sore  throat 
and  headache.  There  was  no  photophobia  at  this  time. 
Patient  was  residing  at  contagious  hospital  at  the  time. 
Sore  throat  lasted  for  about  three  days  when  his  cold  de- 
veloped. One  of  the  other  residents  examined  his  throat 
and  said  it  was  merely  a redness  of  the  throat.  There  was 
no  membrane  present.  Patient  experienced  moderate  malaise 
at  this  time.  Did  not  take  his  temperature.  White  count 
9,000  at  that  time. 

Past  medical  history, — Patient  had  scarlet  fever,  in- 
fantile diarrhea,  measles,  pneumonia.  Has  never  had  diph- 
theria. When  patient  first  went  to  the  contagious  hospital 
he  had  a positive  Schick  test,  took  toxoid  in  December,  1935. 
In  August,  1935,  he  had  a negative  Schick  test.  No  history 
of  encephalitis  or  head  injury. 

There  was  no  history  of  an  epidemic  of  poliomyelitis  in 
Porto  Rico.  Patient  had  had  contact  with  a polio  case  one 
week  before  the  present  illness  began. 

Eyes, — five  days  ago  he  read  a lot  before  he  went  to  bed. 
His  eyes  became  tired  and  the  next  day  he  had  difficulty  in 
accommodating  and  has  not  been  able  to  read  well  since. 
No  diplopia  ; no  scotoma. 

Ears,  negative. 

Nose, — no  symptoms  at  present  time. 

Throat, — states  he  has  some  difficulty  in  swallowing 
solids.  States  that  the  bolus  seems  too  large  to  swallow  and 
he  had  pain  at  the  level  of  the  larynx.  This  has  been 
present  the  last  few  days.  No  regurgitation  of  fluid  through 
the  nose.  He  notices  that  it  requires  more  of  an  effort  to 
talk  than  it  formerly  did.  He  has  noticed  some  slight 
difficulty  in  breathing;  feels  that  he  wants  to  sigh.  Wakes 
up  with  a feeling  that  he  is  not  getting  enough  air  and 
sighs  deeply. 

Gastro-intestinal  history  negative  except  for  the  diarrhea. 

Genito-urinary, — states  he  can  tell  when  the  bladder  is 
full  but  he  does  not  have  the  normal  sensation  when  he 
urinates.  Complains  of  numbness  and  tingling  in  the  ex- 
tremities, especially  in  the  hands  and  feet,  which  is  more 
marked  in  the  feet. 

Neurological  examination, — Papillae  normal.  Left  pupil 
larger  than  the  right,  is  eccentric  and  reacts  to  light  with 
more  hippus  effect  than  does  the  right.  There  is  marked 
impairment  of  accommodation.  External  eye  muscles  nor- 
mal. No  nystagmus.  Fifth  nerve  normal  on  the  two  sides, 
sensory  and  motor.  Seventh, — definite  lower  motor  neuron 
weakness  of  the  right  side  of  the  face  with  weakness  of  the 
occipital  frontalis,  together  with  the  presence  of  a Bell’s 
phenomenon  when  the  patient  closes  the  eye  against  re- 
sistance. Sense  of  taste  impaired  on  the  right.  Eighth, — 
negative.  Ninth, — pharyngeal  sensation  diminished  on  the 
right.  Tenth, — weakness  of  the  right  pharynx  ; some  weak- 
ness of  phonation.  Eleventh, — sternomastoid  and  trapezius 
normal.  Twelfth, — there  is  lower  motor  neuron  weakness  of 
the  tongue.  Patient  has  difficulty  in  protruding  the  tongue 
and  also  difficulty  in  keeping  the  tongue  out.  Deep  reflexes, 
— biceps,  triceps,  radials  present,  somewhat  diminished. 
Knee  and  Achilles  absent  on  the  two  sides.  Epigastric 
present  and  equal.  Left  upper  abdominal  present;  right 
upper  abdominal  is  weak  ; both  lower  abdominals  are  absent. 
Babinski,  Oppenheim,  Gordon,  Chaddock,  Shafer,  Strumpell 
and  Hoffman  sign  negative.  Motor  weakness  in  the  legs, 
the  hands,  fingers  and  feet.  There  is  excessive  sweating  of 
the  hands  ; the  feet  are  cold  and  perspire  excessively. 

Sensory  examination, — there  is  hyperesthesia  of  the  feet 
to  pain  stimulation  although  in  these  same  areas  there  is 
hyperesthesia  to  touch.  Temperature  sense  diminished  in 
the  hands,  more  so  in  the  right  hand.  There  is  very  little 
point  tenderness  over  great  nerve  trunks.  No  tenderness 
over  either  sciatic.  There  is  bilateral  Kernig  sign.  There  is 
no  ataxia.  Vibratory  sense  50  per  cent  diminished  in  both 
legs.  Touch,  pain  and  muscle  sense  normal  with  the  ex- 
ception of  the  above  mentioned  details. 

Spinal  fluid  under  normal  pressure.  Dynamics  normal. 
Fluid  contained  marked  increase  of  globulin  content,  the 
equivalent  of  150  mgm.  of  protein  per  100  cc. 

The  disturbance  of  accommodation  in  this  case  again 
brings  up  the  differential  diagnostic  difficulties  between  in- 
fective neuronitis  and  diphtheria. 

COMMENT: — When  viewed  from  the  clinical 
standpoint  four  groups  of  cases  are  readily  dis- 
cernible. 

1.  A group  of  cases  with  rapid  onset  with 
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rapid  recovery,  usually  with  some  evidence  of 
seventh  nerve  paralysis. 

2.  A group  of  cases  with  steady  downward 
progress,  with  early  death. 

3.  A group  of  cases  with  a long  drawn  out 
course,  with  incomplete  recovery. 

4.  A group  of  cases  with  a long  drawn  out 
course,  terminating  in  death,  usually  from  heart 
failure,  bulbar  or  respiratory  paralysis. 

Considered  from  the  pathological  viewpoint 
there  is  a surprising  agreement  in  the  findings. 
All  are  agreed  on  changes  in  the  motor  cells, 
principally  of  the  spinal  cord,  changes  in  the 
nerve  roots  and  posterior  ganglion  cells,  with 
peripheral  changes  playing  a secondary  role. 
This  latter  fact  serves  to  differentiate  the  disease 
from  ordinary  forms  of  peripheral  neuritis.  When 
viewed  from  the  standpoint  of  spinal  fluid  ex- 
amination, albumino-cytologic  dissociation  is  the 
rule.  This  again  serves  to  differentiate  the  dis- 
ease from  the  ordinary  forms  of  toxic  neuritis. 
I have  examined  fluids  from  alcoholic  neuritis, 
arsenical  neuritis  and  other  toxic  forms.  The 
globulin  in  the  fluid,  while  it  may  be  slightly  in- 
creased, never  attains  the  quantity  that  is  seen 
in  infective  neuronitis. 

Differential  diagnosis: — The  first  disease  to  be 
considered  in  differential  diagnosis  is  diphtheritic 
paralysis.  This  is  the  most  common  cause  of  an 
infectious  polyneuritis  and  may  be  confusing  to 
the  physician  because  the  initial  infection  of 
diphtheria  may  have  been  overlooked.  Every  case 
of  suspected  infective  neuronitis  should  be  in- 
vestigated from  this  standpoint. 

Oppenheim15  in  his  text  book  of  nervous  dis- 
eases states: — Diphtheria  is  the  most  common 
cause  of  polyneuritis  of  infectious  origin.  Ac- 
cording to  Woodhead’s  London  statistics,  1,360 
cases  out  of  7,832  cases  of  diphtheria  were  as- 
sociated with  paralysis  of  varying  degree.  Op- 
penheim distinguishes  between  a localized  form 
of  the  disease  and  a generalized  form,  although 
he  admits  that  these  two  forms  may  blend  into 
each  other.  The  paralysis  usually  does  not  appear 
during  the  acute  course  of  diphtheria;  usually  it 
appears  within  two  or  three  weeks  afterward. 
Paralysis  of  the  soft  palate  due  to  involvement 
of  the  tenth  cranial  nerve  is  the  most  frequent 
paralysis  observed.  Usually  there  is  anesthesia 
of  the  palate,  loss  of  palatal  reflex.  Soon  nasal 
speech  develops  together  with  difficulty  in  swal- 
lowing. In  milder  forms  the  paralysis  disappears 
within  a few  weeks.  However,  the  paralysis  may 
extend  to  the  pharynx  and  larynx.  Paralysis  of 
accommodation  is  the  most  common  sign  of  in- 
volvement of  the  ocular  muscles.  The  ciliary 
muscle  is  the  earliest  and  most  often  affected. 
More  severe  vagal  involvement  may  be  observed; 
there  may  appear  anesthesia,  absence  of  reflexes 
in  the  larynx  and  pharynx;  there  is  grave  danger 
of  aspiration.  The  recurrent  laryngeal  may  be 
affected,  also  the  nerves  to  the  heart  may  be 


affected  to  be  evidenced  by  slowing  and  later 
acceleration  and  irregularity  of  the  pulse.  The 
disease  may  spread  to  the  extremities  and  show 
both  motor  and  sensory  signs,  with  loss  of  deep 
reflexes,  glove  and  stocking  anesthesia,  loss  of 
superficial  reflexes,  ataxia  and  loss  of  deep  sen- 
sation; rarely,  the  bladder  and  rectum  may  be 
involved.  Oppenheim  considers  affections  of  the 
tongue  and  facial  muscles  as  uncommon  although 
he  has  seen  facial  paralysis  in  the  neuritis  of 
diphtheria.  Sensory  fifth  involvement  has  been 
observed  by  him  with  loss  of  comeal  reflexes. 
Light  localized  paralyses  clear  up  within  a few 
weeks  although  the  generalized  type  may  last  for 
months  or  even  longer  than  one  year.  Three 
months  is  the  average  duration  of  the  generalized 
paralysis.  Death  may  occur  from  bulbar  or 
respiratory  paralysis  or  from  heart  failure  or 
from  involvement  of  the  vagus.  Death  if  it 
occurs  is  to  be  expected  early.  If  the  patient  lives 
six  weeks,  recovery  is  the  usual  outcome. 

Grinker18  in  his  text  book,  page  221,  states  that 
next  to  anterior  poliomyelitis,  diphtheria  is  the 
most  common  cause  of  Landry’s  paralysis.  He 
points  out  that  the  original  attack  of  diphtheria 
may  be  overlooked  and  only  surmised  by  the  type 
of  neuritis.  All  such  patients  should  be  in- 
vestigated to  see  if  they  are  diphtheria  carriers, 
as  polyneuritis  has  been  described  in  diphtheria 
carriers.  He  considers  palatal  and  accommodation 
paralysis  valuable  pathognomonic  signs.  Grinker 
and  Wechsler  both  mention  the  fact  that  the 
facial  muscles  may  be  involved  in  diphtheritic 
neuritis. 

The  fact  that  multiple  neuritis  may  also  occur 
in  diphtheria  carriers  has  been  stressed  by 
Koenig17,  who  describes  the  case  of  a woman  who 
developed  rapidly  progressive  paraplegia  of  the 
lower  limbs  with  pain  and  paresthesia,  bilateral 
facial  paralysis,  mild  paresthesia  and  weakness 
of  the  extremities  without  paresis  of  the  soft 
palate  or  involvement  of  the  ocular  muscles  and 
with  intact  accommodation.  Diphtheria  bacilli 
were  obtained  on  culture  from  the  throat  and 
tonsils.  All  symptoms  began  to  disappear  after 
two  injections  of  serum. 

Diphtheria  has  also  been  incriminated  as  the 
etiological  factor  in  other  neurologic  disorders. 
For  example,  M.  Gersen18  reported  two  cases  of 
myasthenic  bulbar  paralysis  in  which  he  obtained 
positive  diphtheria  cultures  from  the  nose.  He 
studied  a large  number  of  patients  with  irritative 
or  paralytic  phenomena  of  uncertain  origin  and 
was  able  to  demonstrate  that  some  of  these 
patients  were  diphtheria  carriers. 

Foerster19  states  that  in  diphtheria  carriers  he 
has  frequently  found  varied  forms  of  neuritis  as 
well  as  the  clinical  picture  of  spinal  progressive 
muscular  atrophy  and  progressive  bulbar  palsy. 
Diphtheria  antitoxin  in  these  cases  produced 
great  improvement,  sometimes  even  cure. 

Concluding  this  discussion  of  the  differential 
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diagnosis  between  diphtheritic  paralysis  and  in- 
fective neuronitis,  unless  one  takes  the  attitude 
that  accommodative  paresis  or  paralysis  is 
pathognomonic  of  diphtheria,  there  is  no  way 
clinically  to  differentiate  between  these  two  dis- 
eases, as  both  may  have  bilateral  facial  palsy 
together  with  lower  motor  neuron  paralysis  of 
the  extremities,  both  may  show  palatal  and 
pharyngeal  weakness  and  both  conditions  may 
show  the  same  degree  of  albumino-cytologic  dis- 
sociation in  the  spinal  fluid.  One  asks  oneself  the 
question  is  there  such  a disease  as  infective 
neuronitis;  are  all  such  cases  produced  by  diph- 
theria toxin 

The  following  case  is  reported  to  show  the 
similarity  in  the  clinical  picture  of  diphtheritic 
paralysis  and  so-called  infective  neuronitis. 

CASE  9 : — A thirty-one  year  old  housewife,  was  admitted 
to  the  Cincinnati  General  Hospital  on  June  24,  1936,  com- 
plaining of  paralysis  and  kidney  trouble.  She  had  been 
admitted  to  Contagious  Hospital  April  17,  1935,  with  a 
severe  pharyngeal  diphtheria,  but  recovered  in  two  weeks. 
After  returning  home  she  began  to  complain  of  numbness 
in  both  hands.  Two  weeks  later  she  noticed  slight  difficulty 
in  talking  and  swallowing.  This  was  followed  by  a pro- 
gressive weakness  and  clumsiness  in  the  legs  and  hands. 
The  remainder  of  the  past  history  was  not  contributory 
except  that  she  had  lost  the  distal  phalanges  of  all  fingers 
of  the  right  hand  some  years  before,  while  working  on  a 
factory  machine,  and  had  had  a pelvic  evisceration  two 
years  previously. 

Examination  revealed  a well  developed  and  nourished 
white  woman,  lying  quietly  in  bed.  There  was  marked 
weakness  and  clumsiness  of  her  extremities.  No  respira- 
tory distress,  cyanosis,  or  icterus.  General  physical  examina- 
tion failed  to  reveal  any  findings  of  note  except  a tachy- 
cardia of  110,  and  slight  tenderness  on  deep  palpation  in 
the  left  lower  abdominal  quadrant. 

Neurological  examination,' — The  papillae  were  normal. 
Pupils  normal  in  reaction  to  light  but  slightly  irregular  in 
outline.  The  E.O.M.  normal.  There  was  slight  weakness  of 
the  left  face,  the  right  pharyngeal  reflex  was  diminished. 
Remainder  of  the  cranial  nerves  negative.  Motor  system, — 
there  was  marked  weakness  in  all  muscle  groups  of  the 
arms  and  legs.  Reflexes, — the  biceps,  triceps,  radial,  knee 
and  Achilles  reflexes  were  absent.  The  abdominal  reflexes 
were  absent.  Sensory  system, — negative,  except  for  slight 
hyperesthesia  distally  in  the  hands  and  feet. 

Spinal  puncture  released  clear  fluid  under  120  mm.  pres- 
sure, containing  a marked  excess  of  protein,  the  equivalent 
of  180  mgm.  of  protein  in  the  spinal  fluid.  There  were  15 
cells  per  cmm.  Spinal  fluid  culture  was  negative,  as  was 
the  blood  culture.  Wassermann,  Meineke  and  gold  curve 
reactions  were  negative. 

Course: — Three  days  after  admission,  June  27,  1936,  the 
patient  suddenly  became  cyanotic  and  dyspneic  following 
her  noon  meal.  Examination  revealed  absence  of  breath 
sounds  over  the  right  lung  base.  Despite  administration  of 
stimulants  and  the  employment  of  artificial  respiration,  the 
patient  became  worse  rapidly  and  died  of  circulatory  failure. 
This  case  illustrates  that  albumino-cytologic  dissociation  may 
be  as  marked  in  diphtheritic  paralysis  as  infective  neuro- 
nitis. 

Toxic  neuritis  from  alcohol  or  other  poisons, 
arsenic,  etc.,  must  be  considered  in  differential 
diagnosis.  Here  the  peripheral  character  of  the 
neuritis,  together  with  the  history,  also  the  ab- 
sence of  pronounced  albumino-cytologic  dissocia- 
tion, usually  serves  to  differentiate  the  two  con- 
ditions. 

Disseminated  malignancy  of  the  brain  and 
spinal  cord  with  widespread  disseminated  root 
changes  with  lower  motor  neuron  paralysis  and 
atrophy  may  come  up  for  differential  diagnosis. 
It  is  my  experience  in  these  cases  that  the  pri- 
mary source  of  the  malignancy  is  usually  over- 
looked because  of  the  predominance  of  neuro- 
logical findings.  Usually,  however,  though  not 


always,  these  patients  show  a cellular  increase  in 
the  spinal  fluid  which  is  not  present  in  infective 
neuronitis.  Careful  search  of  the  spinal  fluid 
smears  may  even  reveal  tumor  cells,  which  has 
occurred  once  in  my  experience. 

Tumors  of  the  spinal  cord  have  been  confusing 
in  the  differential  diagnosis.  I recall  one  patient 
in  whom  a diagnosis  of  neuronitis  had  been  made 
by  two  neuro-surgeons  and  two  neurologists  in 
separate  clinics.  Operation,  however,  revealed  a 
chordoma.  In  this  connection  we  must  remember 
that  the  spinal  fluid  in  cord  tumor  with  block 
shows  an  increase  in  protein  out  of  all  proportion 
to  the  number  of  ceils. 

Disseminated  encephalo-myelitis  with  extensive 
root  symptoms  might  resemble  the  clinical  pic- 
ture. However,  the  added  presence  of  pyramidal 
signs  together  with  an  increase  of  cells  in  the 
spinal  fluid  would  serve  to  differentiate. 

An  ascending  type  of  poliomyelitis  might  also 
be  considered  in  the  differential  diagnosis.  Here 
the  presence  of  cells  in  the  spinal  fluid  early  in 
the  disease  would  serve'  to  differentiate  the  two 
conditions.  The  following  case  is  illustrative: — 

CASE  10 : — Patient,  a white  female,  first  seen  on  Sat- 
urday morning,  September  6,  1936.  One  week  previously 
patient  complained  of  sore  throat.  The  following  day  she 
complained  of  pain  in  the  lower  abdomen  and  pain  in  the 
back  which  extended  from  the  lumbar  region  to  the  back 
of  the  head.  On  Tuesday  she  complained  of  malaise.  On 
Wednesday  her  temperature  was  102  . A few  red  spots 
were  noticed  on  her  tonsil.  On  Thursday  her  temperature 
was  normal  although  she  complained  of  muscle  weakness 
which  was  present  on  the  left  side  of  the  body.  The  fol- 
lowing day  she  noticed  extension  to  the  right  side  of  the 
body  which  was  beginning  to  be  involved  in  the  weakness. 

Neurological  examination, — Papillae  normal.  Pupils  con- 
tracted but  react  to  light  and  accommodation.  Patient  had 
photophobia.  Pupils  were  contracted  for  this  reason.  Ex- 
ternal eye  muscles  normal.  Corneal  reflexes  normal  on  the 
two  sides.  Fifth  nerve  normal.  Bilateral  facial  weakness 
present  in  the  lower  group  of  facial  muscles,  which  is  more 
marked  on  the  right  side.  Patient  is  able  to  wrinkle  her 
forehead.  Hearing  normal.  Ninth, — pharyngeal  sensation 
normal.  Patient  able  to  phonate  and  swallow  normally ; 
could  protrude  the  tongue  in  midline.  Deep  reflexes, — 
biceps,  slightly  present  on  both  sides ; otherwise  all  deep 
reflexes  are  absent  including  triceps,  radial,  knee  and 
Achilles  reflexes.  Abdominal  reflexes  absent  on  the  right. 
Sensation  normal  to  an  objective  examination.  Patient 
could  feel  touch,  temperature,  pain,  muscle  and  vibration 
sense  although  she  volunteered  the  information  to  the 
nurse  that  she  was  unable  to  tell  where  her  feet  were  in 
bed.  No  clonus.  Patient  showed  considerable  neck  rigidity. 
No  Kernig  sign  because  of  the  extreme  flaccidity  of  the 
muscles.  A Kernig  sign  could  not  have  been  demonstrated 
if  it  were  present. 

Spinal  fluid  pressure  low  being  90  mm.  of  water.  Fluid 
contained  330  white  cells,  90  red  cells.  Globulin  increased 
being  about  double  the  normal  amount.  Cultures  of  the 
spinal  fluid  were  negative.  Blood  sugar  63  mgm.  per  100  cc. 
Spinal  fluid  sugar  47  mgm.  per  100  cc. 

I saw  the  patient  the  following  morning.  The  nurse 
stated  she  had  had  some  difficulty  in  swallowing  although 
she  swallowed  water  for  me  when  I saw  her  on  Sunday 
morning  and  she  had  no  difficulty.  She  had  difficulty  in 
phonating  and  could  barely  speak  above  a whisper.  Fifteen 
minutes  later  respiration  suddenly  ceased  and  patient  died 
of  respiratory  paralysis. 

Those  conditions  producing  large  amounts  of 
globulin  in  the  spinal  fluid  without  the  presence 
of  cells,  such  as  cerebral  thrombosis  and  certain 
cystic  brain  tumors  would  come  in  for  brief  con- 
sideration when  viewed  from  the  standpoint  of 
the  result  of  the  spinal  fluid  examination. 

SUMMARY 

1.  Eight  cases  of  infectious  polyneuritis  are 
reported.  Facial  weakness  of  varying  degree  was 
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observed  in  five  cases.  Clinically  the  cases  fall  in 
four  groups. 

(a)  Cases  with  mild  course  with  rapid  corn- 

recovery. 

(b)  Cases  with  prolonged  course,  with  death 

from  heart  failure. 

(c)  Cases  with  prolonged  course  and  incom- 

plete recovery. 

(d)  Cases  with  prolonged  course  with  death 

from  bulbar  or  respiratory  paralysis. 

2.  Albumino-cytologic  dissociation  was  a con- 
stant finding  in  the  spinal  fluid,  the  protein  con- 
tent being  increased  from  two  to  twenty  times 
the  normal  amount.  Usually  there  were  no  cells 
in  the  spinal  fluid,  although  a lymphocyte  count 
as  high  as  10  per  cubic  millimeter  was  en- 
countered in  one  case. 

3.  The  difficulties  in  differential  diagnosis  be- 
tween infectious  and  diphtheritic  neuritis  are 
stressed,  also  the  fact  that  every  case  of  so- 
called  infective  neuronitis  should  be  investigated 
from  the  standpoint  of  diphtheria. 

4.  Autopsy  findings  are  reported  on  one  case. 
The  anterior  horn  cells  showed  chromatolysis  and 
eccentricity  of  the  nucleus  as  is  commonly  seen 
in  neuronitis. 
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Prontlyn 

In  the  treatment  of  patients  with  sulfanila- 
mide, a careful  watch  for  the  development  of 
cyanosis  is  not  sufficient  precaution  against  sulf- 
hemoglobinemia;  in  addition  the  total  hemoglobin 
should  be  determined  and  the  patient’s  blood  ex- 
amined at  regular  intervals  of  every  few  days. 
The  possibility  of  an  unrecognized  occurrence  of 
sulfhemoglobir.emia  should  be  borne  in  mind  and 
the  administration  of  magnesium  or  sodium  sul- 
fate to  patients  under  treatment  with  sulfanila- 
mide probably  should  be  forbidden  until  more 
information  is  available. — Jour.  A.M.A.,  April  17, 
1937. 


Abdominal  Cancer 

The  oldster  will  readily  recall  many  cases  of 
cancer  of  the  stomach,  large  bowel,  pancreas, 
liver,  bladder  and  ovary,  in  which  asthenia  was 
the  only  complaint  for  months.  Cancer  of  the 
stomach  not  rarely  occurs  without  definite  gastric 
symptoms.  Weakness  is  followed  by  loss  of 
weight  and  some  anemia.  In  such  cases  there  is 
no  involvement  of  either  the  cardiac  or  pyloric 
orifices.  Some  patients  even  die  without  gastric 
symptoms  and  such  cases  are  occasionally  mis- 
taken for  pernicious  anemia,  owing  to  lack  of 
free  HC1  in  the  stomach  contents  and  to  the 
presence  of  numbness  and  tingling  in  the  ex- 
tremities. 

Early  carcinoma  of  the  bladder  we  have  seen 
mistaken  for  simple  asthenia,  and  many  more 
cases  come  to  mind,  but  “enough  is  as  good  as  a 
feast”.  Apart  from  weakness,  early  evidences 
of  abdominal  cancer  are:  fever  without  obvious 
cause  in  persons  of  cancer  age,  the  appearance  of 
possible  metastatic  nodules  on  the  abdomen  or  in 
the  neck,  especially  the  left  supraclavicular 
region.  Slight  icterus  or  ascites  should  be  always 
sought. 

The  classic  path  of  glory  for  the  consultant  has 
always  been  per  rectum  or  vaginum;  the  more 
modem,  elegant  and  certain  biopsy  attains  the 
same  end,  but  lacks  the  dramatic  touch  and  sud- 
den denouncement  prized  by  the  examiner.  Ab- 
dominal exploration  is  always  advisable  in  ob- 
scure cases  of  ascites  and  jaundice,  when  the 
condition  of  the  patient  permits.  In  ascites,  or 
other  conditions  of  suspected  abdominal  cancer, 
it  may  be  done  without  hospitalization  of  the 
patient  for  more  than  one  night,  where  inspection 
of  the  peritoneum  discloses  the  diagnosis.  One 
of  our  patients  of  middle  age,  with  gradually 
increasing  jaundice  and  ascites  of  probable  ma- 
lignant origin,  was  completely  cured  by  removal 
of  enlarged  mesenteric  glands  compressing  the 
common  duct  and  portal  vein.  The  swelling  of 
the  glands  was  of  inflammatory  etiology. 

Suspected  malignancy,  with  painless  jaundice, 
has  a number  of  times  yielded  unexpectedly 
happy  results  from  exploration  and  discovery  of 
gallstones.  Again,  in  painless  jaundice,  due  to 
probable  cancer  of  the  head  of  the  pancreas, 
cholecystogastrostomy  has  led  to  several  perma- 
nent recoveries  through  a mistaken  diagnosis  of 
malignancy  instead  of  inflammatory  enlargement 
of  the  pancreas.  Permanent  cures  are  reported  in 
15  per  cent  of  these  cases  operated  upon  at  the 
Mayo  Clinic,  and  for  the  same  reason.  In  asthenia 
in  persons  of  cancer  age,  malignancy  should  be 
always  suspected.  Asthenia  may  be  the  first  and 
only  symptom  of  the  onset  of  the  disease. — 
Kenelm  Winslow,  M.D.,  Seattle,  Wash.;  North- 
west Medicine,  36:6;  June,  1937. 
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CHRONIC  recurrent  vesicular  eruptions  of 
the  hands  are  among  the  most  trying  con- 
ditions the  dermatologist  and  allergist  are 
called  upon  to  treat.  It  is  common  knowledge 
that  some  of  these  cases  respond  to  simple 
therapy,  some  to  one  of  many  different  types  of 
therapy  applied  and  some  seem  influenced  by 
nothing  that  the  resourceful  therapeutist  can 
devise.  This  paper  contains  nothing  original  but 
is  presented  with  the  impression  that  it  may  be 
of  practical  aid  to  those  confronted  with  these 
recalcitrant  cases. 

This  group  of  skin  eruptions  is  characterized 
by  the  sudden  appearance  of  small  vesicles  on  the 
hands.  The  eruption  may  or  may  not  be  preceded 
for  a few  hours  by  burning  or  itching  of  the 
site  of  the  eruption.  At  the  time  of  the  appear- 
ance of  the  vesicles  there  is  always  more  or  less 
smarting,  burning  and  pruritus.  Any  area  on 
the  hands  or  wrists  may  be  involved  but  the  con- 
dition usually  first  appears  on  the  finger  pads, 
between  the  fingers  or  on  the  skin  of  the  back  of 
the  hand.  In  many  cases  there  has  been  a pre- 
ceding eruption  on  the  feet  or  groin.  The  cause 
of  the  eruption  is  not  predictable  from  its  ap- 
pearance or  location  as  a rule,  but  the  differences 
in  appearance  that  may  occur  will  be  discussed  in 
the  following  paragraphs. 

In  all  types  increased  perspiration  of  the  in- 
volved skin  aggravates  the  condition.  For  this 
reason,  the  condition  is  worse  in  summer  or  dur- 
ing any  period  when  the  patient  is  under  emo- 
tional stress. 

The  following  classification  will  embrace  the 
majority  of  the  etiologic  factors: 

TYPES  OF  VESICULAR  ERUPTIONS  OF  HANDS 

(1)  Dermatophytosis  and  dermatophytids. 

(2)  Bacterids. 

(3)  Local  Bacterial  Infections. 

(4)  External  Irritants. 

(5)  Dietary  Deficiency. 

While  any  of  the  above  types  may  appear 
alone  and  usually  do,  there  are  many  cases  where 
two  or  more  of  the  causative  factors  appear. 

Dermatophytosis  and  Dermatophytids— This  is 
by  far  the  most  common  type.  Many  observers 
have  shown  that  from  the  feet  of  young  adults, 
positive  cultures  or  scrapings  of  trichophytin  or 
oidiomycin  can  be  obtained  in  from  80  to  90  per 
cent  of  those  examined. 

The  hands  in  a few  instances  are  themselves 
the  site  of  the  fungus  infection  and  the  fungus 
can  be  demonstrated  on  culture  from  the  vesi- 


cular fluid  on  Sabouraud  Media  or  may  even  be 
found  on  examination  of  a vesicle  top  under  the 
microscope  after  dissolving  away  the  keratotic 
material  with  20  per  cent  potassium  hydroxide 
solution.1  As  a rule,  however,  the  eruption  on  the 
hands  is  an  allergic  response  to  the  foci  of  fungus 
infection  on  the  feet.  The  fungi  or  toxic  pro- 
ducts of  fungi  from  this  focus  enter  the  blood 
stream  and  thus  gain  access  to  all  body  tissues. 
They  do  no  harm,  however,  unless  the  tissue  re- 
sponse is  altered  by  acquired  sensitivity  (al- 
lergy).2 This  allergic  reaction  to  blood  borne 
fungi  or  toxic  fungi  products  is  usually  confined 
to  the  skin  and  especially  to  the  skin  of  the 
hands.  However,  cases  of  true  bronchial  asthma 
have  been  caused  by  bronchial  tissue  sensitivity 
to  trichophytin.  The  allergic  reaction  of  the  skin 
of  the  hands  is  an  inflammation  consisting  of 
vesiculation  in  the  acute  stage,  but  later  often 
going  on  to  an  eczematous  eruption.  The  erup- 
tion is  characterized  by  rather  deep  seated  ves- 
icles that  contain  a glairy,  syrupy,  yellowish 
liquid.  They  have  been  likened  to  boiled  sago 
grains  embedded  in  the  skin.  In  chronic  cases  the 
lesions  become  dry,  scaly  and  brawny  with  many 
small  fissures.  Often  about  the  borders  of  these 
old  lesions  new  vesicles  are  found.  If  an  area 
heals  a dry  parchment  like  skin  is  formed  over 
the  site  of  lesion  that  in  the  recurrent  phase  is 
again  the  site  of  new  vesicles. 

If  the  patient  is  tested  intradermally  with 
dilute  solutions  of  vaccine  made  from  the  fungus 
trichophytin  or  oidiomycin  a positive  wheal  re- 
action will  be  obtained.  That  this  is  a true  al- 
lergic reaction  is  proved  by  demonstration  of 
antibodies  (reagins)  in  the  affected  patient’s 
blood  serum.4  Thus  if  serum  is  taken  from  the 
affected  patient  under  sterile  precautions  and 
injected  in  0.1  cc.  amounts  intradermally  into  the 
skin  of  an  unaffected  person,  48  hours  later,  posi- 
tive wheal  reactions  can  be  obtained  at  the  pre- 
pared sites  of  the  unaffected  person  with  the 
same  fungus  vaccine  that  gave  a positive  re- 
action on  the  patient  with  the  eruption.  No  other 
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areas  of  skin  on  the  normal  individual  will  give 
a positive  reaction. 

As  is  so  often  the  case  after  having  developed 
this  sensitivity  these  people  develop  other  sen- 
sitivities especially  to  injested  foods  that  in- 
fluence the  course  of  the  eruption.  In  some  cases, 
aid  in  the  formulation  of  a suitable  diet  is  ob- 
tained by  intraderma]  tests  to  the  foods  eaten. 
It  often  happens  that  these  areas  of  allergic  in- 
flammatory reaction  become  sensitized  to  con- 
tactants  especially  local  medications  and  for  that 
reason  the  local  medication  should  be  changed 
frequently  and  a new  treatment  begun  cautiously 
on  small  areas. 

BACTERIDS 

In  appearance  the  lesions  of  this  form  are 
similar  to  those  of  the  dermatophytids  except 
that  on  opening  the  vesicles,  the  fluid  is  not 
syrupy  but  more  watery.  This  also  appears  to 
be  allergic  reaction  in  this  case  to  bacteria  of  a 
foci  of  infection.5  However,  it  has  not  been  pos- 
sible to  demonstrate  antibodies  in  the  sera  by 
passive  transfer.  The  focus  of  infection  may  be 
the  tonsils,  teeth,  sinuses,  gall  bladder,  prostate 
or  the  colon.  While  intradermal  testing  with 
bacteria  and  the  preparation  an  appropriate 
vaccine  from  the  positive  reactors  have  been 
tried  an  autogenous  vaccine  from  the  focus  of  in- 
fection gives  the  best  results  in  treatment. 

BACTERIAL  INFECTIONS 

In  some  instances,  streptococci  and  even  stap- 
lococci  cause  vesicular  eruptions  on  the  hands  or 
feet  or  both.  The  eruptions  are  usually  super- 
ficial thin  walled  vesicles  containing  clear  fluid. 
Culture  of  material  of  vesicles  reveals  the  causa- 
tive organism.  Extreme  care  must  be  taken  to 
avoid  contamination  from  the  surrounding  skin 
when  the  culture  is  made.  They  are  uncommon.6 

EXTERNAL  IRRITANTS 

Vesiculation  due  to  this  irritation  is  most  com- 
mon on  the  thinner  skin  of  the  hand,  that  is, 
between  the  fingers,  on  the  web  between  the 
thumb  and  index  finger,  the  back  of  the  hand,  and 
the  inside  of  the  wrist.  The  lesions  are  always 
vesicular  in  the  acute  case,  but  if  due  to  con- 
tinued chronic  irritation  may  become  dry,  scaly 
and  lichenified. 

Almost  anything  the  patient  handles  may  cause 
difficulty  of  this  type  but  plants,  chemicals,  soaps 
and  materials  made  from  biological  sources  are 
the  most  frequent  causes.  The  materials  ques- 
tioned may  be  tested  by  patch  tests.  This  is  done 
by  applying  a small  amount  of  the  substance  to 
be  tested,  to  an  area  of  normal  skin  and  covering 
it  with  a one  inch  square  of  cellophane  held  in 
place  by  a two  inch  square  of  adhesive  tape. 
When  read  after  twenty-four  hours,  a positive 
reaction  will  consist  of  a reproduction  of  the 
erythema  and  vesiculation  of  the  original  lesion.7 


DEFICIENCY  STATES 

Occasionally  cases  are  seen  with  vesicular 
eruption  on  the  hands  where  the  patient  has  for 
some  reason  been  on  an  unbalanced  diet  for  many 
months.  There  seem  to  be  many  unknown  factors 
here.  A pure  case  of  this  type  is  rare,  more  often 
it  is  a factor  in  producing  a poor  result  in  treat- 
ment of  hand  eruptions  primarily  due  to  other 
causes.  Patients  are  prone  in  these  chronic 
eruptions  of  the  hands  to  consider  the  lesions  as 
caused  by  foods  and  remove  one  food  after  an- 
other from  the  diet.  It  seems  most  evident  that 
it  is  a lack  of  milk,  eggs  and  meat  that  is  re- 
sponsible in  some  cases  and  a lack  of  green 
vegetables  that  is  active  in  others.  The  following 
case  illustrates  this  type: 

CASE  REPORT 

Mrs.  W.,  a young  housewife,  had- had  asthma 
for  several  years.  After  a medical  investigation 
without  skin  testing,  she  was  advised  18  months 
before  to  remove  all  green  vegetables  from  her 
diet.  Her  asthma  did  not  improve,  but  she  con- 
tinued to  omit  the  green  vegetables.  About  six 
months  after  being  on  this  diet,  she  developed 
deep-seated  vesicles  on  the  hands  and  forearms. 
These  were  light  brown  in  color  and  contained  a 
sticky  fluid.  They  were  often  surrounded  by  an 
inflammatory  areola.  After  skin  tests  were  done, 
she  was  placed  on  a well  balanced  diet  and  told 
to  use  green  vegetables  as  freely  as  possible. 
Only  soothing  lotions  were  used  locally.  When 
seen  three  months  later,  the  skin  eruption  had 
entirely  cleared. 

SPECIFIC  TREATMENT 

In  the  case  of  eruptions  diagnosed  by  culture 
or  scrapings  from  vesicles  as  dermatophytosis 
with  or  without  dermatophytids,  desensitization 
with  the  appropriate  fungus  extract  is  indicated. 
The  first  dose  should  be  a dilution  that  only  causes 
a mild  local  reaction  after  intradermal  injection. 
If  there  is  any  flare-up  of  the  eruption,  the  next 
dose  should  be  reduced  at  least  to  one-tenth  of 
the  dose  causing  aggravation  of  symptoms.  The 
doses  are  to  be  gradually  increased  always  being 
given  intradermally  at  about  seven  day  intervals. 
The  high  dose  should  be  0.1  cc.  of  a 1-100  of 
trichophytin  and  1-30  of  oidiomycin.  After  this 
dose  has  been  reached  it  is  to  be  continued  at 
two  or  three  weeks  intervals  for  a year  or  more.2 

In  the  bacterids  the  focus  of  infection  should 
be  removed  always  expecting  a flare-up  after  any 
operative  procedure.  An  autogenous  vaccine  made 
from  the  focus  is  helpful  in  clearing  up  the 
eruption  after  the  focus  of  infection  has  been  re- 
moved.8 

In  cases  due  to  external  irritants,  those  pro- 
ducts found  irritating  to  the  patient’s  skin  by 
patch  tests  are  to  be  entirely  removed  from  the 
patient’s  environment.  Also  all  common  irritants 
such  as,  free  alkali  containing  soaps  and  hand 
lotions  are  to  be  avoided.  These  cases  are  almost 
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never  influenced  by  food,  except  as  a contact 
factor. 

Those  cases  having  dermatophytids  or  bacterids 
should  have  an  elimination  diet  based  on  -the  re- 
sults of  skin  tests,  as  they  are  definitely  allergic 
in  character.  No  one  group  of  foods  seems  to  be 
a factor  in  these  cases,  but  all  should  be  sus- 
pected. 

In  the  case  of  the  patients  whose  eruptions  are 
due  to  bacterial  infection  locally  of  the  skin  or 
to  a deficiency  diet,  every  possible  measure  should 
be  taken  to  improve  the  general  health.  At  the 
same  time,  careful  questioning  should  be  done  to 
determine  any  lack  of  essential  foods  in  the  diet. 
The  foods  to  be  stressed  are:  milk,  eggs,  meat 
and  green  vegetables  both  raw  and  cooked.  These 
measures  are  also  of  value  in  the  cases  of 
dermatophytosis. 

LOCAL  TREATMENT 

In  all  cases  of  vesiculation  and  weeping,  soaks 
of  1-5000  potassium  permanganate  will  quickly 
dry  the  areas  involved.  If  the  discoloration  of  the 
skin  is  objectionable,  Burrow’s  solution  diluted, 
one  tablespoonful  to  a pint  of  water,  is  almost 
equally  effective  unless  there  is  secondary  in- 
fection. In  the  chronic  case,  a paint  consisting  of 
equal  parts  of  acetone,  collodion  and  crude  coal 
tar  may  be  applied  with  a brush.  This  should 
only  be  used  often  enough  to  control  the  vesicula- 
tion and  the  patient  is  to  be  under  the  direct 
observation  of  his  doctor  to  avoid  irritation  of  the 
skin. 

After  the  lesions  have  become  fairly  dry,  the 
soaks  can  be  continued  if  Lassar’s  paste  or  an 
ointment  of  the  following  composition  be  used  at 
night  to  soften  the  skin. 


Genitian  violets  crystals 

0.9 

Burrow’s  Sol. 

15 

Aquaphor 

10 

Zinc  Oxide  Ointment  q.s. 

30 

These-  ointments  to  be  removed  in  the  morning 
with  mineral  oil.  It  is  only  after  the  vesiculation 
has  ceased  and  the  areas  are  dry  that  ointments 
are  well  tolerated. 

The  cases  due  to  bacterial  infection  heal 
rapidly  with  the  use  of  2 per  cent  ammoniated 
mercury  ointment  after  the  weeping  has  been 
controlled.  In  the  other  types,  an  ointment  base 
containing  enough  starch  and  zinc  oxide  to  make 
it  porous  may  be  made  stimulating  by  adding  5 
to  10  per  cent  liquor  carbonis  detergens,  or  1 to 
2 per  cent  salacylic  acid  or  1 to  3 per  cent  re- 
sorcin or  combinations  of  these  drugs.  In  some 
cases  due  to  fungus,  anthralin,  % per  cent  in  an 
ointment  is  effective.  For  persistent  areas,  of 
vesiculation  on  the  hands  a solution  of  chrysoro- 
bin,  5 per  cent  in  equal  parts  of  acetone  and  col- 
lodion may  be  painted  on  the  sites  of  the  vesicles 
after  removal  in  the  office.  To  use  at  home  for 


the  same  situation  the  patient  may  be  given  half 
strength  tincture  of  iodine,  but  they  should  not 
be  used  on  the  same  case  at  the  same  time. 

In  many  of  these  cases  the  skin,  after  healing, 
is  thin  and  dry  and  should  be  softened  with  a 
tragacanth  lotion,  containing  glycerine  such  as 
the  following: 


Tragacanth 

3.6 

Glycerine 

9.0 

Lig.  petrolatum 

9.0 

Methiolate  Sol.  1-5000  q.s 

180.0 

All  greasy  softening  ointments  are  to  be 
avoided. 

X-ray  is  often  of  value  in  cleaning  up  acute 
exacerbations  of  dermatophytosis  and  derma- 
tophytids, but  because  the  dose  necessary  to 
make  the  skin  an  unfavorable  soil  for  the  fungus 
is  so  close  to  a destructive  dose,  it  should  be  used 
very  cautiously  as  a sole  form  of  treatment.  The 
author  has  seen  fungus  vesieulations  appear  in 
the  midst  of  an  X-ray  skin  burn. 

CONCLUSIONS 

The  common  etiologic  factors  of  vesicular 
eruptions  of  the  hands  may  be  listed  as  derma- 
tophytosis and  dermatophytids,  bacterids,  local 
bacterial  infections,  external  irritants  and  dietary 
deficiency  states.  In  a given  case  often  more 
than  one  of  the  above  causative  factors  is  opera- 
tive. 

An  allergic  response  due  to  sensitization  of  the 
skin  to  the  fungi  or  bacteria  in  the  blood  stream, 
is  a factor  in  the  dermatophytids  and  bacterids' 
and  sensitization  to  injested  foods  may  be  a com- 
plicating cause  here. 

In  irritation  due  to  usually  unirritating  con- 
tact substances,  a sensitization  of  the  skin  to 
these  substances  is  the  basis  of  the  eruption.  No 
allergic  factor  is  operative  in  those  cases  due  to 
bacterial  infection  or  deficiency  states. 

137  North  Main  Street. 
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CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS* 

White  Male,  Aged  34,  already  ill  for  10  weeks,  Pain  in  Chest,  Slight  Cough,  and  Afternoon  Fever 

By  HARRY  L.  REINHART,  M.D. 


A WHITE  male,  34  years  old,  was  admitted 
to  the  hospital  complaining  of  “pain  in  the 
left  chest  and  shoulder,  a slight  cough,  and 
an  afternoon  fever”.  The  onset  of  his  illness  was 
approximately  10  weeks  previous  to  his  admis- 
sion, at  which  time  he  was  “generally  run  down”, 
very  weak  and  had  some  fever.  Chronological 
history:  the  first  month  of  his  illness  he  was 
unable  to  work,  remained  at  home,  carried  an 
afternoon  fever,  and  was  in  and  out  of  bed  at 
varying  intervals  during  this  period.  He  was  in 
a hospital  from  the  fourth  to  the  seventh  week 
of  his  illness.  He  was  discharged  from  the  hos- 
pital without  a diagnosis,  his  temperature  hav- 
ing remained  about  normal  during  the  last  week. 
The  week  following  his  discharge  from  the  hos- 
pital (eighth  week  of  his  illness),  his  tempera- 
ture was  apparently  normal.  During  the  ninth 
week  his  fever  recurred  and  he  had  aching  pains 
of  the  left  chest  and  the  left  trapezius  ridge.  An 
X-ray  of  his  chest  revealed  “a  dome  shaped  area 
of  consolidation  of  the  left  lung,  lower  lobe,  about 
the  size  of  an  orange”.  “Differential  X-ray  diag- 
nosis suggests:  (1)  caseous  tuberculous  pneu- 

monia, (2)  lung  abscess  at  base,  (3)  sub-dia- 
phragmatic abscess,  (4)  malignancy  left  base, 
(5)  actinomycosis.” 

He  was  then  admitted  to  this  hospital  with  an 
illness  of  10  weeks  duration  and  a weight  loss  of 
about  20  pounds,  (admission  weight  111  pounds, 
usual  weight  134  pounds). 

On  admission,  his  temperature  was  102°,  pulse 
120,  respiration  20.  B.P.  102/54.  Chest  examina- 
tion revealed  dullness,  decreased  breath  sounds 
and  impairment  of  vocal  fremitus  in  anterior 
and  posterior  left  lower  lung.  The  apex  beat  of 
the  heart  was  diffuse.  X-ray  of  the  chest  three 
days  after  admission  (17  days  after  the  above 
recorded  X-ray)  noted,  “healed  (T.B.)  lesions  of 
the  lungs  at  the  level  of  the  left  first  and  right 
second  interspaces”. 

Paracentesis  of  the  thorax  through  the  seventh 
intercostal  space  on  the  left  side  revealed  on 
direct  smear  an  occasional  gram  negative  rod; 
the  same  organism  was  recovered  by  culture. 

During  the  evening  of  the  fourth  hospital  day 
(the  75th  day  of  his  illness)  he  was  administered 
a cathartic.  (He  had  been  “markedly  constipated 
during  his  entire  illness  and  had  taken  a cathar- 
tic every  other  night  since  he  became  sick”). 
During  the  night  he  had  two  bowel  movements, 
the  last  of  which  was  followed  by  a sudden  severe 
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left  lumbar  pain,  a chill  and  a drop  in  tempera- 
ture of  6°  during  the  following  12  hours.  There 
was  exquisite  tenderness  all  over  the  abdomen 
without  localization.  (The  abdomen  had  been 
negative  previous  to  this).  On  the  80th  day  of 
his  illness  (sixth  hospital  day)  a diagnosis  of 
acute  peritonitis  was  made  and  the  pain  in  the 
left  trapezius  region  was  interpreted  as  being 
due  to  an  inflammation  of  the  diaphragm.  On 
the  17th  hospital  day  an  abdominal  laparotomy 
under  local  anesthesia  revealed  “a  pelvic  abscess 
containing  a greenish-yellow  fluid  which  had  the 
ear  marks  of  peritoneal  fluid  and  feces.  Rubber 
drainage  inserted”.  On  the  20th  hospital  day,  a 
restriction  of  motion  and  lag  of  the  left  chest 
was  noted  with  absence  of  breath  sounds  over 
the  entire  chest.  This  was  interpreted  as  being 
suggestive  of  a massive  collapse  of  the  leffc  lung; 
25th  hospital  day:  left  empyema  demonstrated 
by  thoracentesis  with  removal  of  250  cc.  of  thin 
purulent  foul  pus;  27th  hospital  day  (101st  day 
of  illness)  closed  drainage  of  thorax  with  in- 
dwelling catheter,  1800  cc.  of  fluid  removed.  He 
died  on  his  30th  hospital  day.  Total  illness  about 
104  days.  Temperature  fluctuated  for  most  part 
between  100°  and  102°.  Pulse  100-120;  last  part 
of  illness  120-160.  Resp.  20-30. 

Laboratory  Examinations:  Wassermann  and 

Kahn  negative.  Blood  count:  third  hospital  day: 
R.B.C.  3,480,000.  Hb.  65  per  cent,  • Talquist. 
W.B.C.  7,250,  polys  73  per  cent,  lymphocytes  27 
per  cent.  On  the  fifth  day  (following  the  clinical 
perforation  of  the  intestine),  R.B.C.  4,710,000. 
Hb.  87  per  cent  Dare;  W.B.C.  20,200,  polys  88 
per  cent,  lymphocytes  8 per  cent,  monocytes  4 
per  cent.  On  the  29th  hospital  day:  W.B.C. 

4,300,  polys  52  per  cent,  lymphocytes  43  per  cent, 
monocytes  5 per  cent.  Urine:  S.G.  1.025,  acid, 
trace  albumin,  1 plus  sugar,  1-2  R.B.C.  and  6-7 
W.B.C./HPF,  occasional  granular  cast.  10th  hos- 
pital day — Typhoid  agglutination,  “O”  antigen 
positive  1/320;  Paratyphoid  A & B negative. 
Agglutination  test  for  tularemia  and  undulant 
fever  negative.  Culture  of  chest  fluid;  hemolytic 
staph,  aureus;  gram  positive  spore  bearing  rods, 
(B.  Subtilis?)  and  a gram  negative  rod  which 
was  identified  by  cultural  and  agglutination  re- 
action as  Eberthella  typhi  (B.  typhosus). 

Dr.  S.  A.  Hatfield,  Commentator: 

To  me  this  case  simply  emphasizes  a point  that 
we  try  to  impress  on  students  when  discussing 
diagnostic  problems,  viz: — one  should  not  attempt 
to  make  a positive  diagnosis  until  a careful  his- 
tory, physical  and  routine  laboratory  examina- 
tions are  made.  There  are  times,  of  course  when 
emergency  measures  must  be  instituted  before 
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the  patient  can  be  completely  worked  up.  How- 
ever, in  the  patient  under  discussion  about  10 
weeks  had  elapsed  before  the  patient  was  ad- 
mitted to  this  hospital  and  another  10  days  be- 
fore a positive  Widal  was  obtained.  One  would 
have  to  agree  that  this  was  a most  unusual  clini- 
cal picture  for  typhoid  to  present;  however,  a 
routine  examination  should  have  made  the  diag- 
nosis before  the  end  of  the  first  week  of  the  dis- 
ease. We  are  all  inclined  at  times  to  be  careless 
in  proper  routine  examinations  and  in  most  in- 
stances our  errors  are  not  the  result  of  our  lack 
of  knowledge  but  because  of  snap  opinion  or  an 
opinion  not  backed  up  by  adequate  data.  It  also 
has  been  my  observation  that  the  more  ex- 
perienced sui’geon  or  clinician  will  always  con- 
sider the  most  common  possibility  first  in  his 
differential  diagnosis.  Then  the  more  unusual 
conditions  are  considered  if  the  first  cannot  be 
read  into  the  picture.  I suppose  we  as  clinical 
teachers  are  responsible  for  our  students  and  in- 
terns giving  equal  consideration  to  the  more  ob- 
scure diseases  because  of  the  emphasis  placed  on 
them  in  class  room  discussion. 

The  outstanding  points  that  one  should  have 
tried  to  explain  in  the  case  presented  are: — (1) 
Progressive  weight  loss  and  loss  of  strength.  (2) 
A remittent  type  of  fever  for  the  first  month  of 
the  illness  which  finally  returned  to  normal  in 
the  eighth  week.  (3)  A return  of  temperature 
with  pain  in  the  left  chest  in  the  ninth  week  and 
X-ray  findings  suggesting  a subdiaphragmatic 
abscess. 

In  the  presence  of  a continuous  low  grade  tem- 
perature with  no  outstanding  physical  findings 
associated  one  should  attempt  by  routine  blood 
culture,  the  various  agglutination  tests,  blood 
counts,  repeated  urine  analyses,  sputum  examina- 
tions and  spinal  fluid  check  to  find  some  positive 
evidence  that  might  give  a lead  for  more  specific 
investigation. 

In  this  instance  a blood  culture  in  the  first 
week  would  have  had  almost  an  85  per  cent 
chance  of  making  a diagnosis.  A blood  count 
with  a leucopenia  and  a relative  lymphocytosis 
would  have  narrowed  the  possibilities  to  a com- 
paratively small  number  of  infections.  The  Widal 
is  positive  in  60  per  cent  of  typhoids  in  the  second 
week,  80  per  cent  in  the  third  and  90  per  cent  in 
the  fourth. 

Because  of  increased  sanitary  precautions  and 
vaccination  the  incidence  of  typhoid  is  so  low  that 
but  few  patients  are  seen  even  in  hospital  prac- 
tice. This  no  doubt  is  responsible  for  the  ten- 
dency to  think  of  typhoid  less  frequently  when 
evaluating  the  clinical  findings.  A rather  mild 
ambulatory  type  of  typhoid  might  very  easily  be 
confused  with  such  conditions  as  subacute  bac- 
terial endocarditis,  tuberculosis,  low  grade  in- 
fections of  the  genito-urinary  tract  and  many 
other  diseases  that  are  accompanied  by  a low 
grade  temperature. 


Dr.  H.  L.  Reinhart:  Anatomic  Diagnosis: 

1.  Typhoid  fever. 

2.  Subdiaphragmatic  abscess  with  perforation 
of  left  diaphragm. 

3.  Perforation  of  lower  ileum. 

4.  Pelvic  abscess. 

5.  Empyema  of  left  pleural  cavity.  . 

6.  Atelectasis  left  lung. 

8.  Emaciation. 

The  diagnosis  of  this  case  was  established 
clinically  by  the  identification  of  typhoid  bacilli  in 
the  fluid  aspirated  from  the  chest  (subdiaphragm- 
atic abscess?),  positive  Widal  test,  demonstration 
of  the  typhoid  bacilli  in  the  subdiaphragmatic 
abscess  at  autopsy  and  correlation  of  the  morbid 
changes  summarized  in  the  anatomic  diagnosis. 

The  laboratory  diagnosis  of  typhoid  fever  is 
more  frequently  made  by  the  Widal  test  than  by 
culture  and  identification  of  the  organism.  The 
Widal  test  has  been  in  use  for  about  40  years 
and  has  proved  a very  reliable  means  of  diagnosis. 
A few  years  ago  typhoid  vaccination  cast  a slight 
cloud  over  the  reliability  of  the  Widal  test.  The 
test,  as  now  conducted,  for  both  O and  H ag- 
glutinins “insures  the  diagnosis  of  typhoid  fever 
in  the  vaccinated,  since  vaccination  gives  rise  to 
the  H agglutinins  only’’  (Felix).  In  this  case  the 
agglutination  of  the  O antigen  occurred  with  a 
dilution  of  1/320  of  the  patient’s  serum. 

Presumably  we  may  classify  this  case  as  one 
of  mild  typhoid  fever  during  the  first  eight  weeks 
of  his  illness,  complicated  by  a subdiaphragmatic 
abscess  which  was  manifest  clinically  during  the 
ninth  week.  Abscesses  are  a notable  complica- 
tion of  typhoid  fever  and  may  occur  in  con- 
junction with  or  long  after  the  disease.  They 
occur  particularly  in  the  spleen,  liver,  bones  and 
serous  membranes  such  as  the  pleura  and  peri- 
toneum. 

The  clinical  course  in  this  hospital  began 
dramatically  with  a perforation  of  the  intestines 
and  ensuing  peritonitis.  Intestinal  perforation  in 
typhoid  fever  occurs  most  frequently  in  the 
fourth  week,  but  may  occur  as  late  as  the  tenth 
week,  when  it  is  associated  clinically  with  a re- 
crudescence of  the  disease,  and  anatomically  with 
ulcerations  of  solitary  lymph  follicles  or  Peyer’s 
patches  which  were  previously  uninvolved.  The 
perforation  in  this  case  was  in  the  lower  ileum. 
The  empyema  probably  followed  the  extension  of 
the  subdiaphragmatic  abscess  through  the 
diaphragm. 

The  morbid  changes  listed  in  the  anatomic 
diagnosis  are  not  exclusively  characteristic  of 
typhoid  fever,  but  may  be  duplicated  by  many 
other  organisms.  Hence  the  really  significant 
diagnosis  may  be  missed  at  autopsy  unless  the 
specific  etiological  agent  is  demonstrated.  This  is 
true  of  many  infectious  diseases,  and  demon- 
strates the  fallacy  of  “circumstantial  evidence” 
in  contrast  to  scientific  demonstration. 


BEDSIDE  MEDICINE 

By  A.  M.  WIGSER,  M.D.,  Cincinnati,  Ohio 
Man,  Aged  30,  Complains  of  Weakness,  Inability  to  Sleep,  Because  of  Cough 


The  Author 

• Dr.  Wigser  is  a graduate  of  the  University 
of  Cincinnati,  Collegt  of  Medicine,  1926;  mem- 
ber American  Heart  Association;  attending 
physician,  Jewish  Hospital. 


C.  C.  and  Present  Illness: — White,  male,  aged 
30,  came  into  the  office  directly  from  his  work 
with  the  chief  complaint  that  “He  feels  some- 
what weak  and  would  like  to  have  a tonic”.  States 
that  he  is  not  sick  in  any  way,  shape  or  form, 
and  that  he  has  no  pain  anywhere,  and  that  he  is 
well  able  to  continue  with  his  work  which  he 
claims  not  to  be  very  strenuous.  He  feels  weak, 
however,  and  on  further  close  questioning  his 
story  relates  that  his  reason  for  feeling  weak  lies 
in  the  fact  that  he  cannot  sleep  at  night,  and  as 
a matter  of  fact  he  has  been  awake  most  of  the 
night  for  the  last  few  weeks  with  a cough  which 
causes  him  to  be  short  of  breath.  Since  he  has 
no  special  complaint  while  at  work  he  did  not  see 
a physician,  but  found  by  experience  that  a few 
cups  of  strong,  black  coffee  during  the  night  will 
allow  him  some  sleep.  His  so-called  “light  work” 
consists  of  the  firing  of  three  boilers  in  a large 
building.  His  so-called  weakness  and  cough  at 
night  has  persisted  for  the  last  two  months.  He 
is  not  getting  worse. 

Past  History; — Was  never  sick  before.  Had 
usual  childhood  diseases.  No  rheumatism.  No 
venereal  diseases.  No  loss  of  weight. 

Physical  Examination: — Seems  very  anemic. 
Rapid  pulsations  of  the  veins  of  the  neck  noted. 
Not  dyspneic  while  in  reclining  position.  When 
told  to  undress  does  so  rather  hurriedly.  Short- 
ness of  breath  is  immediately  noticed.  Con- 
junctiva pale;  Pupils  react  normally  to  light  and 
accommodation;  Mouth;  tonsils  out;  teeth  fair 
condition;  Marked  urinary  odor  on  breath; 
Marked  arterial  sclerosis  in  fonda;  Pulsation  of 
heart  over  precardium  extremely  rapid;  Heart 
not  enlaged — rate  over  160;  Numerous  extrane- 
ous sounds  heard  but  placement  of  murmur  im- 
possible. Blood  pressure  270/160;  Lungs  clear  to 
P.&A.;  Abdomen:  liver  three  fingers  below  costal 
margin — Tender;  Extremities  negative;  No 
edema;  No  swelling;  Reflexes  normal. 

DISCUSSION 

Although  patient  insisted  that  there  was  not 
much  the  matter  with  him,  and  that  he  merely 
needed  a tonic,  the  color  of  his  skin  made  it 
obvious  that  he  was  suffering  from  an  extreme 
anemia.  Observation  of  his  conjunctiva  cor- 
roborated the  point.  Although  he  considered  his 
work  of  firing  three  boilers  rather  light,  it  was 
nevertheless  apparent  that  the  quick  action  of 
undressing  caused  him  to  be  dyspneic.  The 
marked  pulsation  in  his  neck  gave  the  clue  to  his 
rapid  heart  action.  The  ordinary  physical  exami- 
nation in  the  office  led  to  conclusion  that  the 
man  is  suffering  from  malignant  hypertension. 
Since  he  is  phlegmatic  in  nature  and  because  he 
is  a Christian  Science  disciple,  he  can  suffer 
severe  agony  without  considering  it  of  any  im- 
port. 

Progress  Notes: 

Was  sent  to  hospital  immediately,  where  he 
was  put  to  absolute  bed  rest.  Continuous  ice-cap 


to  his  heart  for  the  first  two  days  slowed  the 
heart  down  to  120,  and  only  then  were  a systolic 
murmur  at  the  apex  and  a loud  diastolic  murmur 
in  the  arotic  area  heard.  The  aortic  sound  was 
accentuated. 

Laboratory  Findings: 

Fasting  blood  N.P.N.  95  and  110;  Creatinine  5 
and  5.5;  Wassermann  negative;  R.R.C-1,100,000; 
H.B.G.-45  per  cent;  Differential  count  not  sig- 
nificant; Concentration — dilution  test  showed 
complete  lack  of  ability  to  concentrate  and  dilute. 
Specific  gravity  ranged  between  1012  and  1016. 
Phenol-phthalein  intravenously  returned  only  2 
per  cent  after  30  minutes.  Urine:  heavy  cloud  of 
albumin  which  could  literally  be  cut  with  a knife. 
Hyaline  and  granular  casts.  Pus  and  red  cells 
numerous. 

Treatment: 

Patient  stayed  in  bed  for  three  weeks. _ Digitalis 
was  administered  after  the  first  week,  at  which 
time  his  pulse  was  still  around  120.  After  digi- 
talization, rate  remained  around  80.  Patient  was 
feeling  very  drowsy,  and  intravenous  injections 
of  100  cc.  of  30  per  cent  glucose  did  not  give  him 
a great  deal  of  benefit.  A severe  lung  hemor- 
rhage six  weeks  later  brought  an  instantaneous 
death. 

SUMMARY 

The  final  diagnosis  bore  out  the  first  impres- 
sion, namely:  Malignant  hypertension.  Any  form 
of  treatment  at  this  stage  could  not  have  been  of 
much  avail.  Autopsy  did  not  add  anything  except 
for  congenital  absence  of  right  kidney. 


Ohioans  Named  Section  Officers 

The  following  Ohio  physicians  were  elected 
officers  of  sections  at  the  Atlantic  City  session 
of  the  American  Medical  Association:  Dr.  Der- 
rick T.  Vail,  Jr.,  Cincinnati,  secretary  of  the  Sec- 
tion on  Ophthalmology;  Dr.  Russell  L.  Haden, 
Cleveland,  chairman  of  the  Section  on  Pharma- 
cology and  Therapeutics;  Dr.  Clyde  L.  Cummer, 
Cleveland,  delegate,  and  Dr.  Harold  N.  Cole, 
Cleveland,  alternate,  Section  on  Dermatology  and 
Syphilology;  and  Dr.  John  T.  Murphy,  Toledo, 
secretary  of  the  Section  on  Radiology. 
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TUBERCULOSIS  ABSTRACTS 


A Review  for  Physicians  Issued  by  the  National  Tuberculosis  Association  and  Distributed 
by  Its  Component  Society,  the  Ohio  Public  Health  Association 


RECENT  TUUBERCULOSIS  FIGURES 

THE  decline  in  the  death  rate  from  tuber- 
culosis from  200  per  100,000  in  1900  to  53 
per  100,000  in  1935  indicates  a public 
health  achievement  with  which  the  people  of  this 
country  should  be  fully  acquainted.  At  the  same 
time  it  should  be  pointed  out  to  them  that  there 
are  still  70,000  deaths  from  this  disease  annually; 
that  it  is  the  leading  cause  of  death  between  the 
ages  of  15  and  45,  economically  and  biologically 
the  most  productive  years  of  life,  and  that  tuber- 
culosis is  an  infectious,  and  therefore  a prevent- 
able, disease.  With  these  facts  clearly  in  mind 
the  public  will  not  rest  content  with  what  has 
been  accomplished.  A death  rate  of  fifty  pro- 
vides no  final  objective.  Why  not  40,  or  30,  or 
20,  or,  even  better,  complete  eradication  of  the 
disease  There  is  no  reason  to  believe  that  these 
ends  are  unattainable,  but  this  will  depend  on  the 
intensification  of  the  present  methods  of  control. 

While  stressing  the  gravity  of  high  mortality 
among  young  people  the  fact  must  be  faced  that 
old  age,  too,  makes  its  serious  contribution.  For 
instance,  the  death  rate  for  75  years  and  over 
was  106  per  hundred  thousand  in  1934,  while  that 
for  the  group  25  to  34  was  only  79.  In  other 
words,  for  every  thousand  old  people  there  are 
more  deaths  from  tuberculosis  than  in  any  thou- 
sand young  people.  Consider  the  menace  of  these 
old  chronic  cases,  living  often  as  they  do  as  un- 
recognized spreaders  of  infection  in  the  families 
of  their  children  and  grandchildren.  An  X-ray 
study  of  this  group  might  yield  productive  leads 
in  a preventive  campaign. 

Again  at  the  other  end  of  life’s  span  we  still 
face  a shocking  tuberculosis  death  rate  among 
infants  under  one  year  of  age,  nearly  40  per  cent 
of  the  deaths  being  from  tuberculous  meningitis. 
Here  is  ample  evidence  of  poor  work  in  the  field 
of  breaking  contacts. 

Ten  years  or  more  ago  statistical  studies 
brought  out  the  fact  that  the  death  rate  from 
tuberculosis  among  young  women  was  well  over 
50  per  cent  higher  than  that  among  young  men. 
There  is  evidence  that  the  wide  publicity  and 
alarm  created  by  this  discovery  has  had  its  effect 
for  at  the  moment  there  is  a definite  indication 
that  the  existing  ratio  to  the  disadvantage  of  the 
young  women  is  distinctly  less.  One  might  in- 
terpret this  as  statistical  proof  of  the  value  of 
publicity  in  health  education. 

A striking  statistical  study  in  the  tuberculosis 
fields  is  the  increase  of  beds  for  the  tuberculous. 


In  the  Journal  of  the  American  Medical  Associa- 
tion for  December  7,  1935,  is  the  report  of  a 
sanatorium  survey  which  gives  the  number  of 
beds  for  the  tuberculous  as  95,198.  Of  these 
nearly  15,000,  or  15  per  cent,  were  located  in  gen- 
eral hospitals,  an  interesting  observation  and  one 
that  may  have  its  ultimate  influence  on  sanatoria 
used  exclusively  for  tuberculous  patients. 

A further  trend  in  this  direction  is  evidenced 
in  a study  made  in  1935  which  showed  that  in 
the  state  of  Wisconsin  18  per  cent  of  the  tuber- 
culosis deaths  occurred  in  general  hospitals. 
Undoubtedly  the  modern  methods  of  surgial 
treatment  of  the  tuberculous  have  brought  about 
this  change. 

In  1933,  Dr.  Bruce  Douglas,  chairman  of  the 
Committee  on  Treatment,  reported  that  of  29,211 
patients  in  112  institutions  of  100  or  more  beds, 
39  per  cent  had  received  or  were  receiving  some 
form  of  collapse  therapy.  In  six  institutions  over 
70  per  cent  of  the  patients  had  been  or  were  being 
treated  by  collapse  therapy.  According  to  the 
study  of  the  American  Medical  Association,  a 
total  of  406  sanatoria  and  101  of  the  principal 
tuberculosis  departments  of  general  hospitals  are 
equipped  with  facilities  for  pneumothorax  and 
administer  over  500,000  treatments  yearly. 

Statistics  regarding  the  staggering  investments 
in  institutions  for  the  care  of  the  tuberculous 
and  the  annual  cost  of  their  maintenance  present 
cogent  arguments  for  intensifying  the  preventive 
aspects  of  tuberculosis  work.  The  valuation  of 
the  institutions  themselves  runs  over  $329,000,000 
and  the  annual  cost  of  maintaining  them  amounts 
to  $76,000,000. 

Of  all  statistical  studies  into  the  mortality  and 
morbidity  from  tuberculosis  none  is  more  in- 
teresting than  that  of  geographical  distribution. 
Granting  the  well-known  fact  that  urban  rates 
exceed  those  of  rural  areas  it  is  still  somewhat 
of  a mystery  why  some  states  show  such  an 
amazingly  low  mortality.  For  instance,  Wyoming 
has  the  lower  rate  for  1934,  a mere  18.5  per 
100,000;  Nebraska  and  Utah  have  rates  of  21 
plus;  Iowa  and  North  Dakota,  rates  of  25.  All  in 
all  there  were  13  states  with  tuberculosis  rates 
less  than  40  per  100,000  in  1934  including  Oregon, 
Maine,  Minnesota,  and  New  Hampshire. — A 
Resume  of  Recent  Tuberculosis  Figures,  Jessa- 
mine S.  Whitney,  Statistician,  National  Tubercu- 
losis Association,  50  West  50  Street,  New  York, 
N.  Y. 
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THIRTEENTH  DISTRICT  MEDICAL  SOCIETY  OF  OHIO,  1824-1832 

George  0.  Beery,  M.D.,  Lancaster,  Ohio 


THE  minutes  of  the  meetings  of  the  Thir- 
teenth District  Medical  Society  of  Ohio 
were  found  about  1906,  in  a waste  basket 
in  the  drug  store  of  E.  B.  White,  grandson  of 
the  Dr.  White  mentioned  in  these  records,  and 
have  remained  in  the  custody  of  the  Fairfield 
County  Medical  Society  ever  since. 

This  district  comprised  the  counties  of  Fair- 
field,  Perry  and  Hocking,  and  by  act  of  the  Ohio 
Legislature,  February  27,  1842,  was  authorized 
to  examine  and  grant  licenses  to  suitable  can- 
didates, giving  them  the  right  to  practice  medi- 
cine, midwifery  and  surgery  within  the  district, 
and  also  to  prosecute  illegal  practitioners  within 
its  boundaries. 

The  names  of  some  of  the  members  are  spelled 
differently  by  the  various  secretaries,  and  some 
of  the  signatures  are  difficult  or  impossible  to 
decipher. 

The  record  commences  March  25,  1824,  is  kept 
faithfully  and  in  detail  until  May  29,  1832,  those 
for  1831  being  the  only  ones  missing,  probably 
lost. 

The  writing  of  all  the  secretaries  is  distinctly 
legible,  some  is  beautiful,  some  unique  and  some 
of  the  signatures  are  works  of  art. 

The  minutes  distinctly  testify  to  the  earnest- 
ness of  the  men  comprising  the  society,  the 
dignity  of  the  proceedings  and  the  sense  of  re- 
sponsibility resting  on  them. 

Many  of  the  members  have  made  an  indelible 
impression  on  medical  and  civic  history;  Hocking 
H.  Hunter,  the  attorney  for  the  society,  is  claimed 
to  have  been  the  first  white  male  child  born  in 
Fairfield  County.  Dr.  William  Maclay  Awl  of 
Somerset,  who  afterward  moved  to  Columbus, 
was  responsible  for  the  system  of  State  Institu- 
tions now  existing  in  Columbus  and  elsewhere. 
Many  of  the  readers  of  this  article  will  recognize 
some  one  to  who  mthey  are  related  or  of  whom 
they  know  the  history. 

The  language  and  spelling  are  given  verbatim 
in  so  far  as  possible. 


The  Author 

© Dr.  Beery  is  a graduate  of  Miami  Medical 
College,  Cincinnati,  1891;  member  of  staff  of 
the  Lancaster  Municipal  Hospital. 


MINUTES  OF  THE  MEDICAL  SOCIETY  OF  THE  13TH 
DISTRICT  OF  OHIO 

Agreeable  to  an  act  of  the  Legislature,  passed 
Feb.  27,  1824,  to  incorporate  medical  societies, 
the  physicians  and  surgeons  residing  in  the 
Thirteenth  District  convened  on  the  25th  day  of 
March,  1824,  at  Lancaster,  Ohio. 

The  physicians  present  were  Drs.  Allen,  Mc- 
Neill, Clark,  White,  Pardee,  Gregg,  Wait  and 
Harris.  The  gentlemen  admitted  to  an  associa- 
tion were  Drs.  Whipple,  Minor,  Kemper,  Talbot, 
Shaug  and  Harris.  (There  were  John  Harris  and 
J.  H.  Harris.) 

The  following  officers  were  elected  by  ballot, 
viz. — President,  Dr.  Allen;  Vice  President,  Dr. 
McNeill;  Secretary,  Dr.  White;  Treasurer,  Dr. 
Clark.  Censors,  Drs.  McNeill,  White,  Pardee, 
Harris  and  Clark. 

Dr.  Pardee  moved  that  the  President  appoint 
a Committee  of  three  members  to  draught  By- 
laws and  to  report  the  next  day.  Carried.  Drs. 
McNeill,  Pardee  and  White  were  appointed. 

The  report. 

BY  LAWS 

Art.  1.  This  society  shall  meet  semi-annually, 
or  on  the  last  Tuesday  in  May  and  the  second 
Tuesday  in  October  or  November,  holden  at  such 
places  as  shall  be  designated  at  each  preceding 
meeting. 

The  president  shall  have  the  power  to  call  spe- 
cial meetings  by  giving  three  weeks  notice  of 
such  meeting  antecedent  thereto. 

Art.  2.  It  shall  be  the  duty  of  the  Censors  to 
examine  candidates  for  the  benefit  of  a license, 
only,  at  stated  meetings. 
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Three  Censors  at  such  time  forming  a quorum 
for  that  purpose. 

Art.  3.  All  students  making  application  for 
a license,  must  be  21  yrs.  of  age,  and  on  receiving 
said  license,  must  pay  into  the  treasury  Ten  Dol- 
lars, and  it  shall  be  the  duty  of  the  candidates 
thereafter  to  signify  their  intentions  to  the 
Secretary  of  this  Society,  three  months  prev- 
iously to  a stated  meeting. 

Art.  4.  The  cause  of  expulsion  shall  be  peni- 
tentiary offences,  immoral  conduct,  mal-practice 
and  habitual  intemperance,  provided  he  shall  have 
had  at  least  two  months  notice  in  writing  from 
some  officer  of  the  Society  and  two  thirds  mem- 
bers present  concur  in  his  expulsion. 

Art.  5.  It  shall  be  the  duty  of  every  member 
to  promote  as  much  as  in  his  power,  the  diffusion 
of  medical  knowledge,  correct  abuses  and  com- 
municate at  each  meeting  such  facts  and  in- 
formation as  he  may  think  useful  to  the  Society 
or  beneficial  to  the  profession  at  large. 

Art.  6.  It  shall  be  the  duty  of  the  President  or, 
in  his  absence  or  disability  the  Vice  President,  at 
each  stated  meeting,  to  appoint  one  or  more 
members  to  prepare  essays  on  some  subject 
medical  or  philosophical,  which  shall  be  read  and 
submitted  to  the  Society  at  their  next  meeting. 

Art.  7.  It  shall  be  the  duty  of  the  presiding 
officer,  on  application  of  any  member  of  this 
Society,  about  to  remove  from  this  District,  to 
give  such  applicant  a certificate  of  his  member- 
ship and  standing  in  the  Society. 

Art.  8.  The  Society  shall  procure  a seal,  with 
this  device,  viz. — “the  square  and  compass,  and 
enclosed  with  the  motto  “The  Medical  Society  of 
the  Thirteenth  District,  Ohio.” 

Art.  9.  The  fines,  assessments  and  compensa- 
tion of  the  officers  shall  be  determined  by  the 
Society  at  their  next  annual  meeting. 

Art.  10.  We  the  undersigned  officers  and  mem- 
bers do  hereby  pledge  ourselves  to  abide  by  and 
support  the  By-laws  of  this  Society. 

Signed — 

Silas  Allen,  J.  H.  Harris,  Jas.  Michel  Shaug, 
Simon  Hyde,  S.  S.  Geohegan,  Robt.  McNeill, 
James  White,  R.  Culver,  Robert  Turner,  M.  C. 
Cryder  (M.  Z.  Kreider),  Ezra  Clark,  E.  L.  Minor, 
Wm.  Talbott,  P.  M.  Morris,  John  Harris. 

(No  doubt  some  of  these  were  signed  at  a 
later  date  and  some  written  in  by  the  secretary, 
for  many  of  them  were  not  admitted  until  quite  a 
while  afterward.) 

The  following  resolutions  were  adopted: 

Resolved  that  Dr.  Harris  (J.  H.)  be  appointed 
agent  to  procure  a seal  for  the  Society  and  have 
it  ready  for  the  next  meeting. 

Resolved  that  each  member  pay  the  sum  of 
twenty-five  cents  to  procure  a suitable  book  for 
the  use  of  the  secretary. 

Immediately  after  the  Society  had  adjourned 
the  Board  of  Censors  went  into  the  examination 
of  Mr.  Reuben  Culver,  in  the  several  branches 
of  Medical  Science  and  admitted  him  to  practice. 

TUESDAY,  November  (?)  1824.  Semi-annual 
meeting.  Lancaster. 

Members  present:  Drs.  Harris  (J.  H.),  Clark, 


Minor,  Whipple,  McNeill,  Gregg,  White,  Culver, 
Kemper,  Talbot  and  Shaug. 

The  Vice  President  presided.  The  operations 
were  unexpectedly  suspended  by  the  petition  of 
Mr.  Strayer  (recently  a resident  of  this  District) 
setting  forth  his  qualifications  and  disposition  to 
be  admitted  to  membership. 

Whereupon  the  following  resolution  was 
adopted:  That  Mr.  Strayer  be  admitted  to  an 

examination  by  the  Board  of  Censors,  and  that 
the  third  section  of  the  By-laws  for  the  present 
be  dispensed  with. 

After  adjournment  the  Board  of  Censors  re- 
ported:— “That  having  impartially  examined  Mr. 
Strayer,  consider  him  disqualified  at  present  for 
practice  of  medicine,  and  would  respectfully 
recommend  him  to  recommence  his  studies  and 
present  himself  at  some  future  period.” 

The  following  resolution  was  adopted: — “That 
it  shall  be  the  duty  of  the  Secretary  in  the 
future  to  publish  the  time  at  which  every  regular 
meeting  should  take  place,  by  giving  four  weeks 
publick  notice  anticedent  thereto.” 

Resolution — That  unprofessional  conduct  as 
well  as  the  aiding  or  abetting  of  empyrics  in  any 
way  what-so-ever,  shall  be  considered  causes  of 
expulsion  from  the  Society,  yet  subject  always 
to  the  provisions  of  the  fourth  article  of  the 
By-laws. 

On  motion  by  Dr.  Clark  and  seconded  by  Dr. 
Harris,  the  following  preamble  and  resolution 
were  adopted  as  articles  of  the  By-laws. 

“Whereas  it  is  with  deep  regret  the  members 
of  this  Society  see  the  medical  profession  dis- 
graced and  the  community  at  large  abused  by 
ignorant  pretenders,  assuming  to  themselves  the 
rights  of  practicing  medicine.  Therefore  be  it 
resolved  that  it  is  the  duty  of  every  member  of 
this  Society  to  recognize  every  illegal  prac- 
titioner and  make  use  of  every  efficient  means 
within  his  power,  to  arrest  their  progress,  and 
that  the  President  appoint  a member  in  each 
County,  whose  duty  it  shall  be  to  inquire  into 
and  prosecute  said  case.” 

Whereupon  the  President  appointed  Dr.  Pardee 
of  Perry,  Dr.  Culver  of  Hocking  and  Dr.  Minor 
of  Fairfield  Co.  to  said  duties. 

The  thanks  of  the  Society  were  presented  to 
Dr.  Talbot  for  his  learned  and  eloquent  essay,  so 
interesting  to  medical  practitioners  and  the  pub- 
lic at  large. 

The  subject  appointed  for  the  next  meeting  is 
“The  causes  and  method  of  cure  of  diseases 
menstruation.” 

Drs.  White,  Culver  and  Pardee  to  write  essays. 

Adjourned  to  meet  on  the  last  Tuesday  in 
May,  at  Mr.  Steinman’s  (Lancaster)  at  9 
o’clock,  A.M. 

MAY  31,  1825.  Lancaster 

Election:  President,  Dr.  Allen;  Vice  President, 
Dr.  McNeill;  Secretary,  Dr.  White;  Treasurer, 
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Dr.  Clark.  Censors,  Drs.  Clark,  Harris,  White, 
McNeill  and  Pardee. 

Moved  by  Dr.  Talbot  that  Dr.  Chas.  L.  Shaug 
be  admitted  to  membership,  and  stated  the  time 
he  had  been  engaged  in  the  study  of  medicine. 
He  presented  a letter  from  Dr.  Smith,  of  Cin- 
cinnati, specifying  his  having  attended  a full 
course  of  lectures  at  the  University  of  Cincin- 
nati, and  his  having  been  a private  pupil  of  his 
for  sixteen  weeks,  etc. 

The  Society  after  mature  deliberation,  thought 
it  inexpedient  to  receive  him  upon  the  bare  testi- 
mony of  Dr.  Smith,  whereupon  it  was  moved  by 
Dr.  Harris  and  seconded  by  Dr.  White,  “That  Dr. 
Shaug  have  the  benefit  of  an  examination  before 
the  Board  of  Censors.”  Carried. 

Dr.  White  moved  that  Dr.  Turner,  from  Rush- 
ville,  be  admitted  to  membership  and  presented 
his  diplomas  and  other  credentials,  setting  forth 
his  qualifications,  which  movement  was  negatived. 
Agreed  to  give  Dr.  Turner  an  examination. 

Dr.  Morris,  from  Zanesville,  was  admitted  to 
membership  and  Dr.  Hyde  to  benefit  of  examina- 
tion. Dr.  Hyde  passed  and  was  admitted. 

Drs.  Culver  and  White  appointed  to  prepare 
these  for  the  next  meeting. 

NOVEMBER  8,  1825.  Lancaster 

At  this  meeting  Drs.  Geohegan  and  Harris 
(prob.  John)  were  admitted  to  membership,  and 
Dr.  Kreider  (generally  spelled  Cryder  by  the 
secretaries)  to  be  given  an  examination. 

Dr.  White  read  a paper  on  “Epidemic  Fever”. 
At  the  evening  session  Dr.  Kreider  was  admitted 
to  membership.  Dr.  Strayer  failed  to  pass  the 
test. 

Drs.  Culver,  Geohegan  and  Kreider  appointed 
to  read  papers  at  the  next  meeting.  The  sub- 
ject for  discussion  at  this  session  was  “The 
pathology  and  treatment  of  Cholera  Infantum”. 

The  society  voted  to  publish  annually  an  ab- 
stract of  the  proceedings  and  a list  of  illegal 
practitioners. 

MAY  30,  1826.  Lancaster 

The  following  officers  were  elected, — Pres.  Dr. 
McNeill,  V.  P.  Dr.  Clark,  Sec’y,  Dr.  White,  Treas. 
Dr.  J.  H.  Harris.  Censors,  Drs.  Pardee,  John 
Harris,  White,  Culver  and  Minor. 

Drs.  Kreider,  Minor,  Pardee,  J.  H.  Harris  and 
Clark  appointed  a committee  to  revise  the  by- 
laws and  make  such  alterations  as  deemed 
proper. 

Committee  to  audit  the  accounts  of  secretary 
and  treasurer  Drs.  Kemper  and  Harris.  Dr.  Wm. 
Awl  was  examined  and  admitted  to  membership. 

The  committee  on  examination  of  the  case  of 
Dr.  Shaug  requested  more  time  (he  was  accused 
of  unprofessional  conduct). 

The  auditing  committee  reported  approval  of 
the  accounts  of  the  secretary  and  treasurer,  and 


that  the  balance  in  the  treasury  amounted  to 
$10.87y2. 

Committee  on  By-laws  reported — 

NOVEMBER  1826.  Lancaster 

Resolved  that  surplus  monies  remaining  in  the 
treasury  be  used  for  the  purchase  of  medical  or 
scientific  books  or  medical  periodicals,  so  as  to 
lay  the  foundation  of  a library  for  the  use  of  the 
Society. 

Dr.  Kreider  having  had  charges  preferred 
against  him,  the  committee  to  consider  his  case 
reported  that  they  had  found  no  cause  for  com- 
plaint and  were  discharged  at  their  request. 

The  next  day  the  following  preamble  and 
motion  were  submitted: — Whereas  Dr.  John  Har- 
ris (not  J.  H.)  as  one  of  the  Board  of  Censors 
of  this  Society  has  abused  the  trust  delegated  to 
him,  by  granting  Luke  Helmick  a permit  to  prac- 
tice medicine,  after  his  having  been  rejected  by 
the  Society. 

Therefore  be  it  Resolved,  that  the  Censorship 
now  filled  by  Dr.  Harris  be  declared  void.  Moved 
and  seconded  to  postpone  the  above  resolution 
for  the  purpose  of  introducing  the  following  sub- 
stitute; viz. — 

Resolved  that  the  Society  deem  the  conduct  of 
the  Board  of  Censors  in  not  drawing  a report  of 
disaprobation  in  the  case  of  Luke  Helmick  cen- 
surable; and  that  the  conduct  of  Dr.  Harris  in 
granting  a permit  to  the  aforesaid  person  was  in 
contempt  of  the  Society,  highly  disreputable  and 
meriting  unqualified  censure  of  the  Society. 
Negatived.  The  original  motion  carried. 

Dr.  John  Harris  then  withdrew  his  - member- 
ship, in  contempt  of  the  Society  and  subjected 
himself  to  the  penalty  prescribed  by  the  By-laws 
in  such  cases.  Ordered  therefore  that  he  be  con- 
sidered expelled  and  that  the  secretary  publish 
the  same.  Dr.  Simon  Hyde  was  elected  to  fill  the 
vacancy  on  the  Board  of  Censors. 

Sec.  1.  Meetings  to  be  held  on  last  Tuesday  of 
May  and  second  Tuesday  in  November.  The 
former  to  be  known  as  the  annual  and  the  latter 
as  the  semi-annual  meeting.  Order  of  business, 
etc.  provided  for. 

Sec.  7.  Irregular  medicine.  Whenever  any  fel- 
low of  the  Society  shall  publicly  advertise  for 
sale  any  medicine,  the  composition  of  which  he 
keeps  a secret,  and  shall  in  like  manner  offer  to 
cure  any  disease  by  any  such  secret  medicine,  he 
shall  be  liable  to  expulsion  or  such  other  penalty 
as  the  Society  at  any  stated  meeting  may  think 
proper  to  inflict. 

The  names  subscribed  to  the  revised  By-laws 
were, — 

James  White,  John  P.  Pougarde,  Wm.  Maclay 
Awl,  Robert  McNeill,  M.  Z.  Kreider,  Hugh  H. 
Waite,  John  Mich’l  Shaug,  B.  W.  Nolen,  James 
H.  Harris,  Luke  Helmick,  David  Pardee,  Thomas 
Heresay,  Burton  Creal,  W.  Talbott,  Wm.  Mc- 
Clure, Wm.  Previtt,  J.  M.  Bigelow,  James  H. 
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Swetland,  Daniel  Griggs,  Ed.  Minor,  Daniel  Kem- 
per, Lewis  Wolfley  and  J.  W.  Fitehe.  (Some 
names  must  have  been  signed  when  admitted  to 
membership  and  at  a later  date). 

It  was  resolved  that  H.  H.  Hunter  be  ap- 
pointed procecuting  attorney  for  this  Society, 
and  to  receive  the  sum  of  five  dollars  for  every 
effectual  case  by  him  conducted  against  illegal 
practitioners. 

The  case  against  Dr.  , accused  of 

mispractice,  reported  progress  and  requested  to 
be  discharged  from  further  consideration  of  the 
subject. 

Wednesday,  May  31. 

Dr.  Helmick  failed  to  pass  the  examination. 

After  appointing  for  discussion  at  next  meet- 
ing “Puerpural  Fever”  and  selecting  Drs.  Culver, 
Geohegan  and  Minor  to  read  essays,  the  Society 
adjourned. 

MAY  29,  1827.  Lancaster 

Met  at  the  house  of  G.  Steinman,  in  Lancaster. 
Present  Drs.  Clark,  McNeill,  White,  Kreider, 
Minor,  Shaug,  Geohegan,  J.  H.  Harris,  Hyde, 
Swetland,  Turner,  Awl,  Griggs,  Culver  and 
Kemper. 

Absent,  Drs.  James  Whipple,  David  Pardee,  J. 
P.  Pougarde  and  Nathenial  Waite. 

Elected  to  office, — Pres.  Robert  McNeill,  V.  P. 
Ezra  Clark,  Secy  Wm.  Maclay  Awl,  Treas.  J.  H. 
Harris  (Not  the  John  Harris  expelled  at  a 
previous  meeting),  Delegate  to  State  Convention, 
Robert  McNeill.  Censors, — Drs.  Hyde,  White, 
Minor,  Culver  and  Awl. 

James  Ewing,  of  Monticello,  presented  proper 
credentials  from  the  Zanesville  society,  and  was 
unanimously  elected  to  membership. 

On  nomination  of  Simon  Hyde,  Mr.  James  Mc- 
Clurg  was  elected  to  attend  a course  of  gratuit- 
ous lectures,  at  Cincinnati,  agreeable  to  the 
power  vested  in  the  Society  by  act  of  the  As- 
sembly. Dr.  Wm.  Talbot,  who  had  received  a 
certificate  of  membership  and  subsequently 
absented  himself  from  the  District,  was  by  reso- 
lution, granted  the  proper  credentials  and  ex- 
cused from  payment  of  accrued  dues. 

The  auditing  committee  reported  twenty  four 
dollars  and  fifty  six  and  one  fourth  cents  to  be 
in  the  treasury. 

NOVEMBER  13,  1827.  Lancaster 

Present  Drs.  McNeill,  White,  Kreider,  Hyde, 
Shaug,  Talbot  (Fairfield),  Pardee,  Awl  (Perry), 
and  Whipple  (Hocking).  Absent  Drs.  Clark,  J. 
H.  Harris,  Culver,  Minor,  Griggs,  Pousade,  Waite, 
Kemper,  Turner,  Sweatland,  Geohegan  and  Ewing. 
Dr.  Pardee,  presenting  reasonable  excuse,  was 
exonerated  from  payment  of  fine  imposed 
through  nonattendance  at  annual  meeting. 

Drs.  Hugh  H.  Whaite,  A.  C.  Thompson  and 
Luke  Helmick  were  received  into  fellowship.  Dr. 
Pardee  asked  for  an  examination  of  his  student, 


William  McClure  and  Drs.  Kreider  and  Shaug  re- 
quested the  same  for  Mr.  Bury,  (a  druggist)  of 
Fairfield.  The  former  passed  the  examination 
and  the  latter  failed.  Dr.  Whipple  asked  for  a 
discharge  from  the  Society  as  he  was  abandoning 
the  practice  of  physic  and  surgery.  Granted. 

Dr.  Luke  Helmick  volunteered  his  services  as 
essayist  for  the  annual  meeting  and  he  and  Dr. 
McClure  were  appointed.  Question  for  discus- 
sion for  said  meeting,  ‘‘Pathology  and  Treatment 
of  Menorrhagia”. 

MAY  2,  1828.  Annual  Meeting.  Lancaster 
All  members  present  except  Drs.  Clark,  Culver, 
Waite,  Swetland,  Thompson  and  McClure. 

Election  resulted  as  follows, — Pres.  Ezra  Clark, 
V.  Pres.  J.  H.  Harris,  Secy  Wm.  Maclay  Awl, 
Treas.  Hugh  H.  Waite.  Delegate  to  State  Con- 
vention, Dr.  McNeill.  Censors,  Drs.  Awl,  Hyde, 
McNeill,  Kreider  and  Minor. 

Drs.  Burton  Creal  and  Thomas  Hersey  were 
received  into  fellowship.  The  Library  committee 
reported  that  Percival’s  Ethics  had  been  selected 
for  purchase.  The  delegate  to  the  State  meeting 
was  granted  Ten  Dollars  for  his  expenses  in- 
curred. Charges  were  preferred  against  Luke 
Helmick  and  referred  to  the  Society  for  trial  by 
H.  H.  Hunter.  The  charges  were  not  sustained 
and  Dr.  Helmick  was  exhonorated. 

Resolved  to  hold  the  next  semi-annual  meeting 
at  the  house  of  Benjamin  Eaton,  in  the  borough 
of  Somerset. 

NOVEMBER  11,  1828.  Somerset 
Present, — Drs.  McNeill,  Hyde,  J.  H.  Harris, 
Creal,  Talbot  (Fairfield),  Pardee,  Griggs,  Pow- 
zade,  Kemper,  McClure  and  Awl  (Perry). 

Dr.  Pardee  presented  the  credentials  of  Dr.  J. 
Deppee,  from  the  Chillicothe  medical  board,  and 
the  same  were  referred  to  the  annual  meeting. 

Dr.  William  Everett,  of  Somerset,  elected  to 
membership.  On  motion  of  Drs.  Awl  and  Mc- 
Neill the  following  resolution  was  adopted: — 
“That  the  president  appoint  a committee  whose 
duty  it  shall  be  to  inquire  into  the  facts  relative 

to  Dr.  , of  Lancaster,  being  in  connection 

with  the  Thompsonian  practice  of  steam,  and 

particularly  whether  the  said  Dr.  does 

or  does  not  hold  an  office  in  that  confederation, 
and  that  said  committee  report  charges  and 
specification  if  any  exist,  against  him,  the  said 

Dr.  , to  the  secretary  of  the  Society, 

two  months  before  the  annual  meeting.  Drs. 
Hyde,  Kreider  and  Minor  were  appointed  to  the 
committee. 

Adopted  the  following: — “That  any  member  of 
the  Society  who  shall  hereafter  refuse  to  comply 
with  his  appointment  as  an  essay  writer,  shall  be 
considered  by  the  Society  as  ineligible  to  any 
office  of  honor,  until  he  may  have  complied.” 
Appointed  the  next  annual  meeting  to  be  held 
at  the  Court  House  in  the  borough  of  Lancaster. 
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MAY  26,  1829.  Lancaster 

Present  Drs.  Robert  McNeill,  Ezra  Clark,  Wm. 
Maclay  Awl,  James  Waite,  Simon  Hyde,  R.  Cul- 
ver, E.  L.  Minor,  Joseph  Whipple,  David  Pardee, 
M.  Z.  Kreider,  Daniel  Griggs,  D.  Hamper,  John 
M.  Shaug,  Robert  Turner,  Augustine  M.  Sweat- 
land,  S.  S.  Gohegan,  Wm.  Talbot,  H.  H.  Waite, 
Luke  Helmick,  Thos.  Hersey. 

Officers  elected, — Pres.  Simon  Hyde,  V.  P. 
James  White,  Secy.  Wm.  Maclay  Awl,  Treas. 
H.  H.  Waite,  Censors,  Drs.  McNeill,  Awl,  Minor, 
Kreider  and  White. 

The  committee  report  sustained  the  charges 

against  Dr.  and  he  was  furnished  with 

a certified  notice  of  expulsion  from  the  Society 
as  follows: — 

Somerset,  Ohio,  13’  April,  1829. 


Sir:  In  pursuance  of  a resolution  adopted  at 
the  semi-annual  meeting  of  the  13”  Dist.  Medical 
Society,  of  Ohio,  authorizing  a committee  to  en- 
quire into  the  existence  of  certain  facts  relative 
to  your  professional  character  and  conduct,  and 
in  persuance  of  their  official  report,  herewith 
together  with  the  resolution  copied  and  enclosed. 

The  secretary  of  this  department  respectfully 
informs  you  of  the  charges  and  specifications  of 
being  in  connection  with  the  Thompsonian  prac- 
tice of  steam,  and  actually  belonging  to  their 
Board  which  be  preferred  against  you  by  the  13” 
Dist.  Medical  Society  of  Ohio,  at  their  May  term. 

Wm.  Maclay  Awl,  Secy. 

The  applications  of  Drs.  Burton  Creal,  Ezra 

Clark  and  David  Pardee  for  honorable  dismissal 

« 

from  the  Society,  the  former  on  account  of  re- 
moval and  the  latter  two  on  account  of  age,  were 
refused. 

John  Milton  Bigelow  and  Robert  H.  Curren 
were  nominated  to  receive  a course  of  lectures 
gratis,  at  the  University  of  Cincinnati,  and  the 
former  selected  on  account  of  seniority.  Dr.  B. 
W.  Holmes  admitted  to  fellowship. 

The  charges  against  Dr.  having  been 

sustained,  Dr.  McNeill  offered  the  following: — 

Whereas  the  honor  and  dignity  of  so  liberal  a 
profession  as  that  of  medicine  and  surgery  must 
be  degraded  by  permitting  members  to  associate 
with  them  in  their  corporate  capacities,  who 
through  ignorance  or  design  impose  on  the  peo- 
ple, and  promote  their  prejudices  by  encouraging 
Empyricism,  and  countenancing  Quackery,  so  pal- 
pable as  that  of  the  Thompsonian  plan, — and  as 

Dr.  does  not  deny  being  an  agent 

for  the  purpose  of  vending  and  spreading  the 
evils  of  this  system,  to  the  exclusion  of  other 
more  rational  means  of  treatment, — therefore 

Resolved,  that  Dr.  be  no  longer 

considered  a member  of  this  Society. 

Drs.  Awl  and  Waite  moved  to  substitute  the 

following: — Resolved,  That  Dr.  be 

expelled  from  the  13”  District  Medical  Society  of 


Ohio,  and  that  the  secretary  be  instructed  to 
publish  the  same  in  the  public  papers  of  Lan- 
caster and  Somerset.  Dr.  McNeill  then  withdrew 
his  resolution  and  the  substitute  was  adopted  by 
vote  of  13  to  3. 

Dr.  Joseph  Whipple,  an  honorary  member  of 
this  Society,  asked  the  privilege  of  donating  one 
dollar  toward  expenses. 

NOVEMBER  10,  1829.  Lancaster 

The  Society  by  resolution,  protested  against 
the  imposition  of  a professional  tax  on  physi- 
cians, and  Drs.  Kreider,  McNeil,  White,  Minor 
and  Waite  were  appointed  a committee  to  present 
a memorial  to  that  effect  to  the  Legislature. 

MAY  25,  1830.  TOWN  HALL.  Lancaster 

Present  Drs.  Robt.  McNeill,  Ezra  Clark,  Wm. 
L.  Awl,  Jas.  White,  M.  Z.  Kreider,  Simon  Hyde, 

R.  Culver,  E.  L.  Minor,  D.  Kemper,  Thos.  Hersey, 

S.  S.  Gohegan,  Wm.  Talbert,  H.  H.  Waite,  L. 
Helmick,  B.  W.  Holmes. 

Elected, — Pres.  Simon  Hyde,  V.  P.  James 
White,  Sec.  M.  Z.  Kreider,  Treas.  H.  H.  Waite, 
Censors,  S.  S.  Gohegan,  R.  McNeill,  Jas.  White, 
Wm.  Awl  and  E.  L.  Minor.  Delegate,  Dr.  Mc- 
Neill. 

Mr.  Robert  Curran  elected  to  attend  a course 
of  lectures  at  the  U.  of  C. 

Voted  to  require  candidates  for  license  upon 
receiving  their  certificate,  to  read  a thesis  and 
shall  then  stand  an  examination  upon  the  merit 
of  said  thesis,  if  requested  by  any  member  of 
the  Society. 

Drs.  J.  M.  Bigelow,  Jas.  Hiland  and  Wm.  M. 
P.  Quinn  passed  an  examination  and  were  ad- 
mitted to  fellowship  in  the  Society. 

The  auditors  reported  a balance  in  the  treas- 
ury of  $14.31%.  On  motion  of  Dr.  Helmick  the 
next  meeting  will  be  held  in  Baltimore. 

The  Minutes  for  1831  were  not  found. 

MAY  29,  1832.  Lancaster 

Jas.  Mahon  was  examined  and  granted  a 
license.  Election: — Pres.  Jas.  White,  V.  P.  S.  S. 
Gohegan,  Secy  L.  Wolfley,  Treas.  Danl  Kemper. 
Censors, — L.  Wolfley,  M.  Z.  Kreider,  Simon  Hyde, 
Reuben  C.  Culver  and  J.  M.  Bigelow. 

Dr.  Wm.  Awl  moved  that  it  was  inexpedient  to 
meet  more  than  once  each  year,  and  that  May 
meetings  only  be  the  standing  order  until  other- 
wise determined.  Dr.  Paul  Carpenter  was  ad- 
mitted to  membership.  Mr.  Benjamin  Carlisle 
was  chosen  to  attend  a course  of  lectures  at  the 
Medical  College  of  Ohio,  (at  Cincinnati). 

The  President  (Simon  Hyde)  read  an  ingenious 
and  interesting  essay  on  “Animal  Heat”,  a copy 
of  which  was  ordered  placed  in  the  archives  of 
the  Society. 

They  then  chose  the  following  question  for  dis- 
cussion at  the  next  annual  meeting,  “Is  animal 
heat  a secretion”. 

Adjourned. 
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TIME  was  when  the  physician  and  pharma- 
cist were  one  and  the  same  person.  In 
those  primitive  days  there  was  not  much 
scientific  basis  for  either  medicine  or  pharmacy. 
However,  somewhere  along  the  line  the  pharma- 
cists became  differentiated  from  the  physicians. 
This  apparently  happened  at  a very  early  date. 
There  are  records  that  pharmacy  was  practiced 
in  Egypt  but  since  the  prescriptions  were  writ- 
ten in  the  language  of  the  priesthood  it  is  prob- 
able that  we  are  still  dealing  with  the  priest- 
phvsician-pharmacist. 

Through  the  middle  ages  the  pharmacists  had 
a hard  time.  Sometimes  allowed  to  practice 
medicine  and  other  times  punished  for  doing  so. 
In  England  in  1453  they  were  made  subservient 
to  the  grocer.  They  were  finally  separated  from 
the  grocers  in  1617  during  the  reign  of  James  I. 
Said  King  James,  “Grocers  are  but  merchants, 
the  business  of  the  apothecary  is  a mystery 
wherefore  I think  it  fitting  that  they  should  be 
a corporation  of  themselves.”  The  word  mystery 
as  used  in  such  a context  meant  art  craft  or  pro- 
fession as  opposed  to  merchandising. 

At  one  time  there  was  a distinction  between 
druggists  and  apothecary.  Druggists  were  re- 
stricted to  dealing  in  and  preparing  things  for 
the  apothecary.  The  latter  could  prescribe  and 
dispense.  Later  druggist  meant  wholesaler  and 
apothecary  or  pharmacist  retailer.  Now  the 
terms  druggist  and  pharmacist  are  used  inter- 
changeably while  the  word  apothecary  is  seldom 
heard. 

Whether  they  be  called  druggists  or  pharma- 
cists there  has  come  down  to  them  from  antiquity 
through  the  middle  ages  a professional  heritage 
that  is  worthy  of  preservation.  It  was  the  pro- 
fessional side  of  pharmacy  that  was  the  very 
reason  for  separating  the  apothecaries  from  the 
mere  merchandisers  in  the  reign  of  James  I. 

The  present  day  pharmacist  cannot  legally 
practice  medicine  as  he  could  in  the  middle  ages. 
His  professional  attitude  must  be  preserved  by 
his  association  with  other  professional  groups. 
It  is  his  relations  with  other  professional  groups 
that  distinguish  the  pharmacist  from  a mere 
seller  of  merchandise.  These  groups  include 
physicians,  dentists,  nurses,  veterinarians  and 
public  health  officials. 

We  have  spoken  of  profession  and  professional 
groups  but  just  what  is  a profession?  It  may  be 
defined  as  a calling  in  which  one  professes  to 
have  some  special  knowledge  used  by  way  of 
guiding  others  or  of  serving  them  in  some  art. 


A profession  has  for  its  prime  object  the  service 
it  can  render  to  humanity.  Both  pharmacy  and 
medicine  have  been  rendering  service  to  humanity 
since  antiquity. 

The  Academy  of  Pharmacy  of  Central  Ohio  is 
an  association  devoted  to  the  professional  as- 
pects of  pharmacy  and  eager  to  be  of  real  service 
to  the  physician.  This  year  it  has  dedicated  itself 
to  a five  point  program. 

Item  1.  Bulletins  to  physicians.  From  time 
to  time  physicians  in  the  city  will  receive  bul- 
letins concerning  the  activities  of  the  academy. 
Items  of  interest  which  catch  the  physician’s  eye 
should  be  talked  over  with  the  neighborhood 
druggist.  In  this  way  the  two  will  become  better 
acquainted  and  not  only  that  but  the  physician 
will  see  that  the  stores  of  members  are  thor- 
oughly prepared  to  serve  his  prescription  needs. 

Item  2 of  the  plan  calls  for  announcements  in 
the  newspapers.  This  is  primarily  to  acquaint  the 
laity  with  the  existence  of  the  Academy  and  its 
activities.  Patients  will  learn  to  identify  Acad- 
emy stores  where  their  prescriptions  may  be  filled 
by  competent  pharmacists  using  quality  drugs. 
Residents  should  become  personally  acquainted 
with  their  neighborhood  druggist.  In  times  of 
illness  or  accident  he  is  the  man  to  be  depended 
upon  to  furnish  the  medicine  or  sick  room  neces- 
sity that  the  doctor  orders. 

Item  3.  Personal  calls  on  physicians  by  neigh- 
borhood druggists.  So  far  as  the  relation  be- 
tween physician  and  pharmacist  goes  this  is  the 
most  important  item  of  the  five.  Calling  on  phy- 
sicians takes  time,  likewise,  stopping  in  the  drug 
store  after  office  hours  for  a little  chat  on  the 
newest  pharmaceuticals  takes  time.  Both 
pharmacist  and  physician  must  be  willing  to  give 
a little  time  to  the  other  for  his  own  professional 
enlightenment.  When  called  upon  by  his  neigh- 
borhood druggist  the  physician  should  recognize 
him  and  show  him  such  professional  courtesy  in 
the  matter  of  waiting  as  is  consistent  with  good 
taste.  The  pharmacist  on  being  admitted  to  the 
consultation  room  after  little  or  no  waiting 
should  not  impose  upon  such  privilege.  He  should 
make  his  visit  brief  and  say  that  should  the 
physician  desire  he  will  come  back  or  he  may 
invite  the  physician  to  come  down  to  the  store. 

When  the  physician  comes  to  the  store  to  in- 
quire about  some  pharmaceutical  preparation  the 
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druggist  should  recognize  him  as  soon  as  pos- 
sible. The  professional  side  of  pharmacy  is  not 
served  if  the  druggist  has  to  sit  in  the  doctor’s 
office  for  an  hour  or  so  or  if  the  doctor  has  to 
stand  around  the  drugstone  while  sandwiches  are 
being  made  up  or  ice  cream  is  being  served.  Per- 
sonal acquaintance  is  the  key;  each  must  recog- 
nize the  other,  the  doctor  when  the  druggist 
comes  in  his  office  and  the  druggist  when  the 
doctor  comes  in  the  store.  Each  must  be  con- 
siderate of  the  other.  The  druggist  must  not 
waste  the  doctor’s  time  during  office  hours  and 
the  doctor  must  not  waste  the  druggist’s  time 
when  there  are  customers  to  be  waited  upon. 

Item  4.  Frequent  radio  talks.  These  are  aimed 
to  reach  physicians,  pharmacists  and  patients 
and  are  to  be  of  an  educational  nature.  The  ad- 
vantage to  be  gained  by  a patient  having  a par- 
ticular pharmacist  just  as  he  has  a personal 
physician  will  be  emphasized.  The  patient  should 
have  confidence  in  the  integrity  and  professional 
standing  of  each.  Some  of  the  programs  will  con- 
cern the  history,  preparation  and  uses  of  drugs, 
for  example,  how  cinchona  got  its  name  or  how 
fox  glove  came  to  be  used  in  medicine.  Matters 
of  general  interest  to  the  pharmacist,  physician 
and  the  public  will  also  be  presented. 

Item  5.  Calls  for  enthusiastic  meetings  of  the 
Academy.  This  is  primarily  a responsibility  of 
the  pharmacist  members  but  physicians  can  be  of 
valuable  assistance  by  addressing  the  meetings 
from  time  to  time.  Their  attendance  upon  the 
meetings  and  their  participating  in  the  discussion 
of  questions  of  interest  both  professionally  and 
economically  would  be  very  stimulating. 

These  then  are  the  five  points  of  the  Academy’s 
program  and  it  solicits  the  whole-hearted  co- 
operation of  the  medical  profession.  No  one  is  so 
optimistic  as  to  think  that  cooperation  can  be 
accomplished  by  talking  about  it  or  broadcasting 
over  the  radio.  Let’s  admit  that  there  is  room 
for  much  improvement  in  the  relation  between 
the  two  groups.  There  is  the  dispensing  physi- 
cian and  the  prescribing  druggist.  In  addition 
there  is  another  situation  in  which  the  physician 
writes  for  one  of  his  pet  prescriptions  by  a code 
name  or  number.  This  necessitates  the  patient 
getting  the  prescription  filled  at  a particular 
pharmacy.  This  does  not  build  up  confidence  of 
the  patient  in  either  the  physician  or  pharmacist 
but  is  more  than  likely  to  make  the  patient  sus- 
picious. 

Criticism  of  the  pharmacist  by  the  physician 
or  of  the  physician  by  the  pharmacist  should  be 
avoided.  The  patient  is  just  as  likely  to  be  a 
good  friend  of  the  pharmacist  as  of  the  physician. 
Criticism  on  either  side  shakes  the  confidence  of 
the  patient  or  otherwise  stirs  up  bad  feeling. 
One  of  the  touchiest  spots  in  the  physician- 
pharmacist  patient  relation  is  the  statement  to 
the  patient  by  the  physician  as  to  how  much  a 
given  prescription  should  cost. 

Physicians  are  not  as  a rule  well  posted  on  the 
changing  prices  of  drugs.  Pharmacists  have  to 
be  or  they  would  go  out  of  business.  In  the 
majority  of  cases  the  modern  physician  has  re- 


ceived very  meager  instruction  in  materia  medica 
and  the  art  of  compounding  medicines.  He  is 
therefore  not  likely  to  be  in  a position  to  judge 
the  time  and  skill  required  to  compound  a pre- 
scription. On  the  other  hand  there  are  physicians 
who  have  either  been  pharmacists  or  because  of 
special  training  are  quite  competent  to  appreciate 
the  technicalities  involved  in  filling  a particular 
prescription.  Like  every  other  question  there  are 
two  sides.  There  are  druggists  who  will  charge 
all  the  traffic  will  bear.  However  the  physician 
should  not  tell  the  patient  the  pharmacist  over- 
charged him  even  if  he  thinks  so.  Discuss  the 
matter  with  the  pharmacist  privately.  If  there 
is  to  be  a spirit  of  harmony  and  cooperation  in 
the  community  between  the  physician  and  phar- 
macist, each  must  devote  a little  time  to  the  pro- 
motion of  such  harmony  and  good  will. 

Prescriptions  should  be  written  legibly  and 
should  include  a carefully  written  signature  with 
directions  for  the  patient.  Oral  directions  or  a 
signature  “use  as  directed”  are  to  be  avoided. 
The  name  and  address  of  the  patient  on  every 
prescription  will  be  of  great  assistance  to  the 
pharmacist  especially  if  he  must  meet  com- 
petition in  delivery  service. 

The  cost  of  prescriptions  to  the  patients  may 
be  kept  down  if  the  physicians  will  write  so  far 
as  possible  for  official  drugs  and  preparations 
rather  than  for  the  same  drugs  under  trade 
names.  Unfortunately  physicians  are  often  not 
as  familiar  with  the  Pharmacopoeia  as  they 
might  be  and  frequently  know  drugs  only  by 
trade  names.  The  pharmacist  on  the  other  hand 
has  been  thoroughly  drilled  on  the  Pharmacopoeia 
and  Formulary.  To  assist  physicians  in  familiar- 
izing themselves  with  the  Pharmacopoeia  and  its 
preparations  members  of  the  Academy  of 
Pharmacy  are  prepared  to  supply  local  physicians 
with  seasonable  prescriptions  based  on  the  latest 
revision  of  the  United  States  Pharmacopoeia  and 
National  Formulary. 

A new  Pharmacopoeia  became  official  last  June. 
Every  effort  will  be  made  by  Academy  members 
to  keep  their  physicians  posted  on  the  new 
Pharmacopoeia  and  Formulary.  To  the  physi- 
cians, I say  “Let  your  local  druggist  be  your  de- 
tail man  on  official  preparations”.  Members  of 
the  Academy  of  Pharmacy  in  this  campaign  are 
making  a sincere  effort  to  promote  professional 
pharmacy  and  better  professional  relations  with 
the  medical  profession  to  the  end  that  the  com- 
munity may  be  the  better  served.  In  these  days 
when  there  is  so  much  confusion  in  terms  as 
state  medicine,  socialized  medicine,  etc.,  it  is 
hoped  that  a better  understanding  between 
physician  and  pharmacist  will  work  to  the  ad- 
vantage of  the  patient.  He  will  then  feel  that  he 
is  an  individual  and  not  as  it  were  a human 
guinea  pig  merely  being  treated  as  a case. 
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Dates  for  1938  Annual  Meeting  Selected;  Sub-Committees  Appointed; 
Policy  On  Resettlement  Administration  Medical  Program 
Adopted  at  July  11  Meeting 


THE  Mid-Summer  meeting  of  the  Council  of 
the  Ohio  State  • Medical  Association  was 
held  at  the  State  Headquarters  Office,  Co- 
lumbus, Ohio,  Sunday,  July  11,  starting  at  10:30 
A.M.  The  following  were  present:  President 

Alcorn,  Past-President  Huston,  President-Elect 
Hein,  Treasurer  Beer;  Councilors:  Smith,  Hogue, 
Klotz,  Skipp,  Kirkland,  Brush,  Seiler  and  Sher- 
burne; Dr.  Forman,  editor  of  The  Journal;  Dr. 
Stone,  chairman  of  the  Committee  on  Pubic  Re- 
lations and  Economics;  Dr.  Cummer,  chairman 
of  the  Committee  on  Education;  Dr.  Platter, 
member  of  the  Committee  on  Public  Relations 
and  Economics,  Executive  Secretary  Nelson  and 
Assistant  Executive  Secretary  Saville. 

The  Minutes  of  the  Council  meeting  held  April 
27,  1937,  as  published  in  the  June  issue  of  The 
Journal,  pages  678-680  were  approved  on  motion 
by  Dr.  Huston,  seconded  by  Dr.  Kirkland  and 
carried. 

On  motion  by  Dr.  Klotz,  seconded  by  Dr.  Seiler 
and  carried,  the  Council  voted  in  favor  of  starting 
future  meetings  of  the  Council  in  the  morning, 
weather  conditions  permitting. 

Membership  Statistics — It  was  reported  that 
the  total  paid-up  membership  of  the  State  Asso- 
ciation as  of  July  10  was  5,772  compared  to  5,334 
on  the  same  date  a year  ago  and  to  5,628  as  of 
December  31,  1936. 

Reports  of  Councilors — Brief  reports  concern- 
ing visits  to  county  and  district  societies  and  on 
conditions  in  the  counties  of  their  respective  dis- 
tricts were  made  by  members  of  the  Council. 

APPOINTMENT  OF  SPECIAL  COMMITTEES 

President  Alcorn  submitted  the  following  com- 
mittee appointments,  which  were  confirmed  on 
motion  by  Dr.  Sherburne,  seconded  by  Dr.  Beer 
and  carried: 

Auditing  and  Appropriations — Parke  G.  Smith, 
Cincinnati,  chairman;  E.  R.  Brush,  Zanesville; 
and  Wm.  M.  Skipp,  Youngstown. 

Judicial — Barney  J.  Hein,  Toledo,  chairman;  D. 
W.  Hogue,  Springfield;  and  C.  W.  Kirkland,  Bell- 
aire. 

Merger  of  County  Societies — E.  R.  Brush, 
Zanesville,  chairman;  C.  W.  Kirkland,  Bellaire; 
and  O.  P.  Klotz,  Findlay. 

REPORT  OF  COMMITTEE  ON  PUBLIC  RELATIONS 
AND  ECONOMICS 

Dr.  Stone,  chairman  of  the  Committee  on  Pub- 
lic Relations  and  Economics  reported  on  an  all- 


day meeting  of  the  committee  held  in  the  State 
Headquarters  Office,  Sunday,  June  20,  1937. 

Resettlement  Administration  Medical  Program — 
Dr.  Stone  stated  that,  by  invitation  of  his  com- 
mittee, representatives  of  the  Federal  Resettle- 
ment Administration  were  present  at  that  meet- 
ing for  the  purpose  of  presenting  certain  medical 
problems  in  connection  with  the  administration  of 
the  Resettlement  Administration  program  in 
Ohio.  Resettlement  Administration  officials  at- 
tending the  meeting  were:  Dr.  R.  C.  Williams, 
Washington,  D.  C.,  medical  director,  Federal  Re- 
settlement Administration;  M.  E.  Hayes,  In- 
dianapolis, regional  director;  and  Mr.  A.  L. 
Sorensen,  Columbus,  state  director. 

The  following  formal  report  on  the  conference 
with  the  Resettlement  Administration  officials 
was  presented  by  Dr.  Stone,  in  which  were  in- 
corporated specific  recommendations  to  serve  as  a 
basis  for  cooperation  with  the  Resettlement  Ad- 
ministration on  medical  problems: 

Report  and  Recommendations 

On  June  20,  1937,  a joint  conference,  of  repre- 
sentatives of  the  Resettlement  Administration 
and  the  Committee  on  Public  Relations  and  Eco- 
nomics of  the  Ohio  State  Medical  Association  was 
held  in  Columbus  for  the  purpose  of  discussing 
medical  problems  in  connection  with  the  ad- 
ministration of  the  activities  of  the  Resettlement 
Administration  in  Ohio. 

Data  submitted  by  officials  of  the  Resettlement 
Administration  revealed  that  at  present  approxi- 
mately 17,400  families  residing  in  the  rural  com- 
munities of  Ohio  are  clients  of  the  Resettlement 
Administration;  loans  averaging  from  $300  to 
$500  per  annum  are  made  by  the  Resettlement 
Administration  to  assist  such  clients  in  paying 
for  necessities  and  rehabilitating  their  farms  so 
that  they  can  eventually  become  self-supporting; 
as  soon  as  clients  become  self-supporting,  or  can 
obtain  loans  from  private  sources,  they  are  re- 
moved from  the  Resettlement  Administration  list; 
to  be  eligible  a client  must  have  derived  the 
major  portion  of  his  income  when  last  employed 
or  on  a self-supporting  basis  from  farming;  pay- 
ments on  95  per  cent  of  the  loans  in  Ohio  are 
being  made  on  time;  number  of  clients  per  county 
in  Ohio  was  submitted;  in  formulating  the  re- 
habilitation budget  of  clients,  which  serves  as  a 
basis  for  loans,  the  Resettlement  Administration 
may,  and  in  most  cases  does,  stipulate  a set 
amount  (between  $25  and  $30)  to  be  used  for 
medical  care  for  the  family  during  the  year. 

Representatives  of  the  Resettlement  Adminis- 
tration stated  that  they  would  like  to  have  the  co- 
operation and  assistance  of  the  Ohio  State  Medi- 
cal Association  and  its  component  societies  in  de- 
veloping a program  to  provide  medical  care  for 
its  clients  in  Ohio,  which  program  would  assure 


898 


August,  1937 


Proceedings  of  the  Council 


899 


clients  of  the  services  of  k competent  physician 
when  required,  at  such  fees  as  the  families  are 
able  to  pay,  and  which  would  insure  attending 
physicians  of  reasonable  fees  for  their  services. 

Following  a thorough  discussion  of  the  request 
made  by  officials  of  the  Resettlement  Administra- 
tion and  careful  analysis  of  the  medical  problems 
presented  by  them,  the  Committee  on  Public  Re- 
lations and  Economics  agreed  on  the  following 
recommendations  to  be  submitted  to  the  Council 
as  a basis  for  further  negotiations  with  officials 
of  the  Resettlement  Administration: 

(A)  The  Ohio  State  Medical  Association  will 
cooperate  with  and  assist  the  Resettlement  Ad- 
ministration in  an  effort  to  supply  Ohio  clients  of 
the  Administration  with  adequate  medical  care 
and  will  recommend  to  its  component  societies 
that  they  do  likewise  provided  the  principles  and 
procedures  enumerated  in  Paragraph  B of  this 
report  are  accepted  and  adhered  to  by  the  Re- 
settlement Administration. 

(B)  Any  program  to  provide  medical  care  for 
clients  of  the  Resettlement  Administration  in 
Ohio  shall  include  the  following  basic  features: 

1.  Such  program  will  be  made  available  only 
to  those  low-income  farm  families  which 
are  bona  fide  clients  of  the  Resettlement 
Administration. 

2.  Negotiations  for  the  formation  and  ad- 
ministration of  a medical  program  in  each 
county  shall  be  carried  on  by  the  Reset- 
tlement Administration  with  the  county 
medical  society  which  will  act  for  the 
medical  profession  of  the  county  in  work- 
ing out  a joint  agreement  on  all  phases 
of  the  medical  program  to  be  developed 
for  Resettlement  Administration  clients 
residing  in  that  county. 

3.  Control  of  medical  service  shall  be  ex- 
clusively in  the  hands  of  the  county  medi- 
cal society  and  each  client  shall  have  the 
right  to  select  the  physician  of  his  choice 
among  physicians  who  are  willing  to  take 
part  in  the  medical  program  developed 
locally. 

4.  The  county  medical  society  will  advise 
the  county  Resettlement  supervisor  of  the 
physicians  who  have  agreed  to  participate 
in  the  medical  program.  The  supervisor 
in  turn  will  furnish  the  county  medical 
society  with  the  names  of  the  Resettle- 
ment Administration  clients  in  the  county 
and  from  time  to  time  furnish  it  with  re- 
vised lists;  he  shall  advise  clients  of  the 
names  of  physicians  who  are  willing  to 
participate  in  the  program;  he  shall  give 
to  each  client  who  has  borrowed  funds 
for  medical  service  a memorandum  show- 
ing that  the  recipient  is  a Resettlement 
Administration  client  and  such  memo- 
randum shall  be  submitted  to  the  physi- 
cian selected  by  the  client. 

5.  Physicians  participating  in  the  program 
will  be  expected  to  furnish  Resettlement 
Administration  clients  and  their  families 
the  services  usually  rendered  by  a family 
physician  at  such  fees  as  the  families  are 
able  to  pay.  Agreement  as  to  fees  shall 
be  worked  out  jointly  by  the  client  and 
the  physician.  Services  shall  consist  of 
home  and  office  visits,  including  obstetri- 
cal care  and  ordinary  drugs.  It  will  not 
include  major  operations  and  hospitaliza- 


tion, although  it  is  understood  that  the 
Resettlement  Administration  will  en- 
deavor in  individual  cases  to  secure  funds 
either  through  grants  or  additional  loans 
for  emergency  surgical  cases  and  hos- 
pitalization. 

6.  Controversies  concerning  bills  for  medical 
services  shall  be  referred  to  the  county 
medical  society  for  adjudication  by  a com- 
mittee designated  for  that  purpose  or  any 
other  proper  agency  of  the  society.  Ques- 
tions which  cannot  be  settled  locally  shall 
be  referred  to  the  Council  of  the  Ohio 
State  Medical  Association  for  review. 

7.  In  making  loans  the  Resettlement  Ad- 
ministration will  endeavor  in  all  instances 
to  have  the  client  include  an  amount 
which  can  be  used  by  him  for  the  pay- 
ment of  medical  services  under  the  con- 
ditions specified  in  the  medical  program 
worked  out  jointly  with  the  county  medi- 
cal society. 

8.  Since  the  Resettlement  Administration 
program  is  an  emergency  project,  the 
terms  and  conditions  of  the  joint  agree- 
ment worked  out  between  the  Administra- 
tion and  the  county  medical  society  may 
require  periodic  revision.  Therefore  it  is 
suggested  that  frequent  conferences  _ be 
held  by  the  local  supervisor  and  officials 
of  the  county  medical  society  to  modify 
the  medical  program  to  meet  new  and 
unforeseen  conditions  and  situations. 

On  motion  by  Dr.  Klotz,  seconded  by  Dr.  Beer 
and  carried,  the  foregoing  report  and  recom- 
mendations of  the  committee  were  approved  and 
adopted. 

Medical  Care  of  Dependent  Children — Dr.  Stone 
reported  that  the  meeting  of  his  committee  had 
been  attended  by  Mr.  Morganthaler,  assistant  to 
Judge  Robison,  chief  of  the  State  Division  of 
Public  Assistance,  for  the  purpose  of  discussing 
with  the  committee  the  provisions  of  Amended 
House  Bill  544,  enacted  at  the  recent  regular  ses- 
sion of  the  State  Legislature,  giving  local  bureaus 
of  aid  to  dependent  children  the  power  to  provide 
necessary  medical,  surgical,  dental,  optical  and 
mental  examinations,  and  corrective  or  preventive 
treatment  for  persons  receiving  aid  under  the 
dependent  children’s  section  of  the  Social  Se- 
curity Act.  Dr.  Stone  stated  that  the  Division  of 
Public  Assistance  is  anxious  to  have  the  co- 
operation and  assistance  of  the  State  Medical 
Association  in  working  out  a medical  and  health 
program  which  can  be  recommended  to  the  var- 
ious counties  as  a basis  for  cooperation  between 
county  medical  societies  and  officials  in  charge  of 
the  Dependent  Children’s  program.  It  was  re- 
ported that  there  are  between  25,000  to  30,000 
children  in  Ohio  receiving  aid  from  the  Division 
which  has  an  annual  budget  of  approximately 
$1,600,000,  part  of  which  may  now  be  used  for 
medical  and  health  activities. 

Recommendations  Approved 

Dr.  Stone  reported  that  the  committee  and  Mr. 
Morganthaler  had  agreed  on  the  following  points: 
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(1)  That  the  Division  will  endeavor  to  secure 
the  services  of  a competent  physician  to  work  out 
the  minimum  recommended  requirements. 

(2)  That  the  suggested  recommendations 
formulated  by  the  Division  will  be  submitted  to 
the  State  Medical  Association  for  analysis  and 
approval  before  dissemination. 

(3)  That  the  committee,  after  a careful  study 
of  the  plans  recommended  by  the  Division  and 
approval  of  the  same,  will  recommend  to  the 
Council  that  the  Ohio  State  Medical  Association 
urge  component  medical  societies  to  give  their 
cooperation  and  assistance  to  local  administrators 
of  the  Dependent  Children’s  program. 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Huston  and  carried  the  report  and  action  of  the 
committee  with  respect  to  dependent  children 
were  approved. 

Sub-Committee  Appointments — On  recommen- 
dation of  the  Committee  on  Public  Relations  and 
Economics  the  following  sub-committee  appoint- 
ments for  the  ensuing  year  were  approved  by 
Council,  on  motion  by  Dr.  Huston,  seconded  by 
Dr.  Kirkland  and  carried: 

Sub-Committee  on  Legislation — D.  C.  Houser, 
Urbana,  chairman;  I.  B.  Harris,  Columbus;  H.  V. 
Dutrow,  Dayton;  H.  S.  Davidson,  Akron;  J.  C. 
Larkin,  Hillsboro;  and  0.  J.  Walker,  Youngs- 
town. 

Sub-Committee  on  Workmen’s  Compensation — 
D.  B.  Lowe,  Akron,  chairman;  Barney  J.  Hein, 
Toledo;  J.  Craig  Bowman,  Upper  Sandusky;  Mal- 
colm Cook,  Hamilton;  Chas.  E.  Holzer,  Gallipolis; 
and  John  A.  Caldwell,  Cincinnati. 

Sub-Committee  on  Poor  Relief — L.  Howard 
Schriver,  Cincinnati,  chairman;  W.  K.  Stewart, 
Youngstown;  Chas.  H.  Tate,  Dayton;  R.  M. 
Knoble,  Sandusky;  Paul  H.  Beaver,  Leetonia;  L, 
D.  Allard,  Portsmouth;  and  Jas.  G.  Kramer, 
Akron. 

Civil  Service  Reform — A communication  re- 
questing official  cooperation  of  the  State  Medi- 
cal Association  in  a movement  to  establish  a 
state-wide  organization  for  the  purpose  of  bring- 
ing about  constructive  changes  in  the  civil  service 
system,  which  had  been  referred  to  the  Council 
by  the  committee  without  recommendation,  was 
discussed.  On  motion  by  Dr.  Seiler,  seconded  by 
Dr.  Klotz  and  carried,  action  was  deferred  until 
a later  date  for  the  purpose  of  giving  members  of 
the  Council  more  time  to  consider  the  matter. 

Special  License  for  Interns — A recommenda- 
tion of  the  committee  that  a proposal  to  provide 
for  special  hospital  license  for  interns  be  not 
approved  was  discussed.  On  motion  by  Dr.  Seiler, 
seconded  by  Dr.  Sherburne  and  carried,  the  Coun- 
cil approved  the  recommendation  of  the  commit- 
tee that  such  a proposal  should  not  receive  the 
endorsement  of  the  State  Medical  Association. 

Workmen’s  Compensation  Questions — Dr.  Stone 
reported  briefly  on  conferences  held  with  officials 


of  the  State  Industrial  Commission  on  various 
medical  questions  in  connection  with  the  adminis- 
tration of  the  Ohio  Workmen’s  Compensation 
Act. 

Medicinal  Liquor — It  was  reported  by  Dr. 
Stone  that  the  committee  is  cooperating  with  the 
Ohio  State  Pharmaceutical  Association  in  an 
effort  to  have  the  State  Liquor  Control  Act 
amended  so  as  to  restore  the  “G  Permit”  section, 
which  section  was  repealed  at  the  regular  session 
of  the  State  Legislature.  This  section  contained 
the  provisions  which  permitted  a registered 
pharmacist  to  sell  medicinal  liquor  on  prescrip- 
tion. 

Following  a brief  review  of  miscellaneous  ques- 
tions considered  by  the  committee,  on  motion  by 
Dr.  Huston,  seconded  by  Dr.  Beer  and  carried,  the 
report  of  the  committee  as  a whole  was  approved. 

LEGISLATIVE  DEVELOPMENTS 

Medical  Board  Budget — It  was  reported  that 
the  State  Association  is  cooperating  with  the 
State  Medical  Board  in  an  effort  to  secure  ade- 
quate appropriations  for  the  Board  for  the  bal- 
ance of  this  year  and  1938,  and  that  a memoran- 
dum had  been  presented  to  members  of  the  Con- 
ference Committee  of  the  Senate  and  House. 

A brief  report  on  other  legislative  develop- 
ments was  presented  by  the  Executive  Secretary 
for  the  information  of  Council. 

REPORT  OF  COMMITTEE  ON  EDUCATION 

Dr.  Cummer,  chairman  of  the  Committee  on 
Education,  submitted  a detailed  report  on  a joint 
meeting  of  the  Committee  on  Education  and  the 
Sub-Committee  on  Regional  Postgraduate  Lec- 
tures held  in  the  State  Headquarters  Office,  Sun- 
day, June  27,  1937. 

Speakers  Bureau — Dr.  Cummer,  reporting  for 
Dr.  Russel  G.  Means,  chairman  of  the  Sub-Com- 
mittee on  Speakers  Bureau,  stated  that  this 
committee  had  made  substantial  progress.  It  was 
announced  that,  as  of  July  10,  246  physicians  had 
consented  to  having  their  names  placed  on  the 
Speakers  Bureau  list  and  that  the  Bureau  prob- 
ably would  be  ready  to  operate  by  September  1. 

Other  Sub-Committee  Activities — Dr.  Cummer 
also  reported  for  Dr.  Hale,  chairman  of  the  Sub- 
Committee  on  District  Meetings,  and  Dr.  Wilz- 
bach,  chairman  of  the  Sub-Committee  on  Public 
Health  Education.  He  said  that  meetings  of  these 
two  sub-committees  would  be  held  in  the  early 
Fall  and  that  they  hoped  to  be  ready  to  carry  on 
active  programs  by  the  first  of  next  year. 

Cancer  Program — On  motion  by  Dr.  Sherburne, 
seconded  by  Dr.  Huston  and  carried,  the  Council 
approved  a slight  change  in  the  Statement  of 
Policy  adopted  by  the  Council  on  April  27,  1937, 
concerning  the  Women’s  Field  Army  Project  in 
Ohio,  which  change  had  been  suggested  by  Dr.  F. 
L.  Rector,  Evanston,  111.,  field  representative  for 
the  American  Society  for  the  Control  of  Cancer. 
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It  was  reported  that  officials  of  that  society  had 
accepted  the  proposal  adopted  by  the  Council  on 
April  27. 

On  recommendation  of  the  Committee  on  Edu- 
cation, the  Council,  on  motion  by  Dr.  Klotz,  sec- 
onded by  Dr.  Hogue  and  carried,  appointed  the 
following  as  representatives  of  the  Ohio  State 
Medical  Association  on  the  Executive  Committee 
of  the  Women’s  Field  Army  organization:  Dr. 

Carl  A.  Wilzbach,  Cincinnati;  Dr.  Harry  S.  Noble, 
St.  Marys,  (both  members  of  the  Committee  on 
Education);  and  Dr.  Lawrence  A.  Pomeroy, 
Cleveland. 

Sub-Committee  Appointments — On  motion  by 
Dr.  Seiler,  seconded  by  Dr.  Kirkland  and  carried, 
the  Council  confirmed  the  following  sub-commit- 
tee appointments  for  the  ensuing  year: 

Sub-Committee  on  Public  Health  Education — 
Carl  A.  Wilzbach,  Cincinnati,  chairman;  V.  C. 
Rowland,  Cleveland;  C.  I.  Stephen,  Ansonia;  E. 
H.  Porter,  Tiffin;  James  A.  Doull,  Cleveland;  F. 
L.  Shively,  Dayton;  and  Edward  D.  King,  Cin- 
cinnati. 

Sub-Committee  on  District  Meetings — William 
Kelley  Hale,  Wilmington,  chairman;  Paul  J.  Fuzy, 
Youngstown;  G.  A.  Woodhouse,  Pleasant  Hill;  J. 
L.  Webb,  Nelsonville;  and  C.  E.  Hufford,  Toledo. 

Sub-Committee  on  Speakers  Bureau — Russel  G. 
Means,  Columbus,  chairman;  H.  C.  King,  Lake- 
wood;  H.  H.  Minor,  Steubenville;  Wm.  M.  Single- 
ton,  Portsmouth;  and  Karl  D.  Figley,  Toledo. 

Sub-Committee  on  Regional  Postgraduate  Lec- 
tures— Clyde  L.  Cummer,  Cleveland,  chairman; 
Harry  S.  Noble,  St.  Marys,  vice-chairman;  Cecil 
Striker,  Cincinnati;  S.  H.  Ashmun,  Dayton;  Louis 
N.  Jentgen,  Columbus;  James  M.  Pierce,  Cincin- 
nati (in  place  of  Dr.  A.  J.  Skeel,  Cleveland,  re- 
signed); and  Robert  T.  Allison,  Akron. 

Program  on  Syphilis — Dr.  Cummer  reported 
that  the  Committee  on  Education  had  gone  on 
record  as  favoring  active  participation  on  the 
part  of  the  Ohio  State  Medical  Association  and 
its  component  societies  in  the  state-wide  program 
to  prevent,  control  and  eradicate  syphilis.  He 
stated  that  the  committee  had  adopted  the  fol- 
lowing proposals,  which  were  being  submitted  to 
Council  for  official  approval: 

Three  Proposals  Agreed  To 

(1)  That  the  Committee  on  Education  prepare 
a suggested  “model”  program  on  syphilis,  pat- 
terned somewhat  after  the  Institute  on  Syphilis 
held  recently  at  Cincinnati,  to  be  distributed  to 
officers  of  district  societies  with  the  recommenda- 
tion that  it  be  considered  by  them  in  formulating 
district  society  programs  during  the  ensuing  year. 

(2)  That  the  Committee  on  Education  formu- 
late a communication  to  be  sent  to  outstanding 
clinicians  and  officials  of  medical  schools  in  Ohio 
asking  their  cooperation  in  arranging  periods 
when  physicians  of  surrounding  communities  can 


visit  their  clinics  to  obtain  practical  instruction 
in  methods  of  treating  syphilis. 

(3)  That  the  Committee  on  Education  formu- 
late a communication  to  be  sent  by  the  committee 
to  county  society  officers  and  program  commit- 
tees urging  them  to  devote  at  least  one  meeting 
during  the  coming  year  to  the  subject  of  syphilis. 
It  was  suggested  that  speakers  for  district  and 
county  society  programs  on  syphilis  could  be 
made  available  through  the  Speakers  Bureau,  or 
from  a list  of  speakers  compiled  by  the  Commit- 
tee on  Education  which  might  include  some 
names  not  on  the  Speakers  Bureau  list. 

On  motion  by  Dr.  Hogue,  seconded  by  Dr.  Beer 
and  carried,  the  Council  approved  the  foregoing 
recommendations  and  instructed  the  committee  to 
proceed  to  make  them  effective. 

Regional  Postgraduate  Lectures — Dr.  Cummer 
reported  in  detail  on  the  discussions  held  by  the 
Committee  on  Education  and  the  Sub-Committee 
on  Regional  Postgraduate  Lectures.  He  stated 
that  the  committee  and  the  sub-committee  re- 
quested permission  of  the  Council  to  start  one  of 
the  lecture  courses  at  an  early  date  inasmuch  as 
the  project  had  passed  the  discussion  stage. 

On  motion  by  Dr.  Brush,  seconded  by  Dr.  Smith 
and  carried,  the  Council  endorsed  the  proposal 
that  the  State  Medical  Association  sponsor 
regional  postgraduate  lectures  and,  based  on 
recommendations  of  the  committees  and  sug- 
gestions made  by  members  of  the  Council, 
adopted  the  following  to  guide  the  committees  in 
initiating  the  project: 

Basic  Regulations  Adopted 

(1)  The  first  course  shall  be  held  in  North- 
western Ohio  at  a time  and  place  agreeable  to  the 
membership  of  the  various  counties  in  that  part 
of  the  state. 

(2)  One  session  shall  be  given  once  every  two 
weeks,  the  entire  course  to  include  eight  periods. 

(3)  The  question  of  whether  sessions  should  be 
held  from  noon  to  mid-afternoon,  from  mid-after- 
noon to  evening,  or  as  a dinner  meeting  with  an 
evening  session,  to  be  left  largely  to  the  dis- 
cretion of  the  local  committees. 

(4)  A local  committee  shall  be  selected  by  the 
Sub-Committee  on  Regional  Postgraduate  Lec- 
tures to  work  out  and  handle  all  local  details, 
promote  the  courses  among  physicians  in  that 
part  of  the  state,  and  cooperate  with  the  state 
committee  on  all  matters. 

(5)  The  project  shall  be  known  as  “Ohio  State 
Medical  Association  Regional  Postgraduate  Lec- 
tures”. 

(6)  There  shall  be  no  registration  fee  charged 
for  the  initial  course,  expenses  to  be  met  out  of 
State  Association  funds.  The  financial  policy  for 
future  courses  shall  be  determined  later  by  the 
Council.  Admission  to  lectures  to  be  by  State 
Association  membership  card  only. 

On  motion  by  Dr.  Brush,  seconded  by  Dr.  Seiler 
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and  carried,  the  Council  authorized  the  issuance 
of  a certificate  of  attendance  to  those  attending 
the  postgraduate  lectures,  such  certificate  to  be 
issued  at  the  end  of  the  five-year  period  to  be 
covered  by  the  courses. 

On  motion  by  Dr.  Seiler,  seconded  by  Dr.  Beer 
and  carried,  the  report  of  the  committee  as  a 
whole  was  approved  as  amended. 

HEARING  ON  MATTHEWS  APPEAL 

By  invitation  of  the  Council  representatives  of 
the  Summit  County  Medical  Society  were  present 
for  the  purpose  of  presenting  oral  and  written 
testimony  with  respect  to  the  appeal  filed  by  Dr. 
R.  A.  Matthews,  Barberton,  asking  that  dis- 
ciplinary action  taken  against  him  in  1927  by  the 
Summit  County  Medical  Society,  and  suspending 
him  for  a period  of  three  years,  be  expunged 
from  the  records  of  the  Summit  County  Medical 
Society.  Such  representatives  were  Dr.  D.  C. 
Brennan,  president;  Dr.  A.  S.  McCormick,  secre- 
tary; Dr.  C.  L.  Hyde  and  Dr.  James  G.  Lemmon. 
Following  a careful  review  of  the  arguments 
and  material  presented  by  representatives  of  the 
Summit  County  Medical  Society  and  of  oral  and 
written  testimony  which  previously  had  been 
presented  by  Dr.  Matthews,  the  Council  rendered 
the  following  opinion,  on  motion  by  Dr.  Huston, 
seconded  by  Dr.  Skipp  and  carried: 

“The  appeal  of  Dr.  R.  A.  Matthews,  Barberton, 
is  rejected  by  the  Council  of  the  Ohio  State 
Medical  Association  for  the  following  reasons: 

“(1)  Dr.  Matthews  has  rested  too  long  on  his 
right  to  appeal,  having  failed  to  file  an  appeal 
during  his  three-year  period  of  suspension  and 
before  he  was  reinstated  in  the  Fall  of  1930  as 
a member  in  good  standing  of  the  Summit  County 
Medical  Society. 

“(2)  The  Council  of  the  Ohio  State  Medical 
Association,  even  if  it  were  so-minded,  would 
have  no  constitutional  or  legal  authority  to  order 
alteration  of  the  records  of  any  component  so- 
ciety— in  the  instant  case,  the  Summit  County 
Medical  Society.” 

1937  AND  1938  ANNUAL  MEETINGS 

Dayton  Annual  Meeting — Members  of  the 
Council  engaged  in  a general  discussion  of  the 
recent  1937  Annual  Meeting  at  Dayton.  It  was 
the  sense  of  Council  that  the  Dayton  meeting 
was  one  of  the  most  successful  in  the  history  of 
the  Association.  Dr.  Smith,  who  retired  as  chair- 
man of  the  Committee  on  Scientific  Work,  re- 
ported a net  profit  of  $262.74  on  the  1937  Annual 
Meeting,  sufficient  income  having  been  derived 
from  the  sale  of  exhibit  space  to  make  it  un- 
necessary to  use  any  State  Association  funds. 

Dates  for  1938  Annual  Meeting — Following  a 
careful  study  of  dates  of  meetings  of  other  state 
and  national  medical  societies  and  of  conventions 
scheduled  to  be  held  in  Columbus  next  Spring, 


the  Council,  on  motion  by  Dr.  Seiler,  seconded  by 
Dr.  Huston  and  carried,  selected  Wednesday  and 
Thursday,  May  11  and  12,  1938,  as  the  dates  for 
the  Columbus  meeting. 

Local  General  Chairman — On  motion  by  Dr. 
Skipp,  seconded  by  Dr.  Beer  and  carried,  the 
Council  appointed  Dr.  Verne  A.  Dodd,  Columbus, 
as  General  Chairman  of  Local  Arrangements  for 
the  1938  Annual  Meeting. 

Headquarters  Hotel — On  motion  by  Dr.  Smith, 
seconded  by  Dr.  Kirkland  and  carried,  the  Coun- 
cil authorized  the  following  committee  to  select  a 
suitable  place  for  holding  the  Columbus  meeting: 
President  Alcorn;  Dr.  Sherburne,  chairman  of 
the  Committee  on  Scientific  Work;  Dr.  Dodd, 
local  chairman;  Dr.  Jentgen,  president,  Columbus 
Academy;  and  Executive  Secretary  Nelson. 

Tentative  Program  Setup  — Dr.  Sherburne, 
chairman  of  the  Committee  on  Scientific  Work, 
reported  that  his  committee,  through  the  ex- 
change of  correspondence,  had  devoted  consider- 
able thought  to  the  setup  for  the  Columbus  meet- 
ing. He  stated  that  the  committee  planned  to 
have  a meeting  in  the  early  Fall  for  the  pur- 
pose of  working  out  program  details  but  that  it 
recommended  to  the  Council  the  following  tenta- 
tive setup,  subject  to  change  after  the  commit- 
tee meeting  and  conference  with  section  officers: 

Wednesday,  May  11 

9:30  A.M.  Opening  Session,  House  of  Dele- 
gates. 

10:30  A.M.  First  General  Session. 

to 

12:15  P.M.  10:30-11:00  Ohio  Speaker,  represent- 
ing Section  on  Medicine. 

11:00-11:30  Ohio  Speaker,  represent- 
ing Section  on  Eye,  Ear,  Nose  and 
11:30-12:15  Guest  Speaker. 


12:15  P.M.  Luncheons. 


1:15  P.M. 


1:45 

to 

2:30 


2:30 


5:30 


8:00 


Formal  Opening  of  Scientific  Ex- 
hibit. 

Second  General  Session. 

Guest  Speaker. 

Sessions  of  Three  Scientific  Sec- 
tions: 

Section  on  Medicine. 

Section  on  Eye,  Ear,  Nose  and 
Throat. 

Section  on  Nervous  and  Mental  Dis- 
eases. 

Third  General  Session. 

Two  Guest  Speakers. 


Thursday,  May  12 

9:00  A.M.  Sessions  of  Three  Scientific  Sec- 
tions: 

12:00  Noon  Section  on  Surgery. 

Section  on  Obstetrics  and  Gyne- 
cology. 

Section  on  Pediatrics. 


12:00  Noon  House  of  Delegates  Luncheon  and 
Final  Session,  House  of  Delegates. 
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1:30  P.M.  Fourth  General  Session. 

to 

5:00  1:30-2:00  Ohio  Speaker,  represent- 

ing Section  on  Surgery. 

2:00-2:30  Ohio  Speaker,  represent- 
ing Section  on  Obstetrics  and  Gyne- 
cology. 

2:30-3:15  Guest  Speaker. 

3:15-3:45  Ohio  Speaker,  represent- 
ing Section  on  Nervous  and  Mental 
Diseases. 

3:45-4:15  Ohio  Speaker,  represent- 
ing Section  on  Pediatrics. 

4:15-5:00  Guest  Speaker. 

8:00  Annual  Banquet. 

On  motion  by  Dr.  Seiler,  seconded  by  Dr.  Smith 
and  carried,  the  foregoing  tentative  arrange- 
ment was  approved. 

Report  on  A.M.A.  Meeting — Dr.  Stone,  one  of 
the  Ohio  delegates  to  the  recent  session  of  the 
American  Medical  Association  at  Atlantic  City, 
reported  briefly  on  activities  of  the  Ohio  delega- 
tion and  the  Proceedings  of  the  A.M.A.  House  of 
Delegates  (see  article,  pages  904-907  this  issue  of 
The  Journal  for  detailed  review  of  important 
actions  at  A.M.A.  meeting). 

Cleveland  Invitation  for  1939 — On  motion  by 
Dr.  Sherburne,  seconded  by  Dr.  Smith  and  carried, 
the  Council,  on  behalf  of  the  Ohio  State  Medical 
Association,  heartily  endorsed  the  invitation  ex- 
tended by  the  Cleveland  Academy  of  Medicine  to 
the  American  Medical  Association  to  hold  its  1939 
meeting  in  Cleveland,  and  in  dong  so  offered  to 
the  Cleveland  Academy  the  cooperation  and  active 
assistance  of  the  State  Association. 

Special  Train  to  ’Frisco — On  motion  by  Dr. 
Huston,  seconded  by  Dr.  Hogue  and  carried,  the 
Council  authorized  the  Executive  Secretary  to 
carry  on  negotiations  with  various  railroad  com- 
panies regarding  the  possibility  of  running  a 
special  train  from  Ohio  to  the  1938  session  of  the 
American  Medical  Association  at  San  Francisco, 
June  13-17. 

REPORT  OF  JUDICIAL  COMMITTEE 

Amendments  Approved — On  recommendation 
of  the  Judicial  Committee  and  by  motion  of  Dr. 
Hogue,  seconded  by  Dr.  Sherburne  and  carried, 
the  Revised  Constitution  and  By-Laws  of  the 
Columbus  Academy  of  Medicine  (as  adopted  by 
that  society  on  May  10,  1937),  and  amendments 
to  the  By-Laws  of  the  Cincinnati  Academy  of 
Medicine  (adopted  at  a meeting  of  that  society 
on  May  4,  1937),  were  approved  as  submitted  to 
Council. 

Study  of  Constitutions  and  By-Laws — The 

Judicial  Committee  reported  to  Council  that  it 
has  been  a number  of  years  since  a careful  study 
has  been  made  of  the  constitution  and  by-laws 
of  the  various  component  societies  and  that  no 
check-up  had  been  made  since  the  Fall  of  1936 
when  extensive  changes  were  made  in  the  Con- 
stitution and  By-Laws  of  the  State  Association. 
On  recommendation  of  the  Judicial  Committee 


and  on  motion  of  Dr.  Sherburne,  seconded  by  Dr. 
Skipp  and  carried,  the  Council  instructed  the 
Judicial  Committee  to  communicate  with  the 
proper  officials  of  each  component  society,  re- 
questing that  a copy  of  the  constitution  and  by- 
laws of  the  society  now  in  effect  be  submitted  to 
the  State  Headquarters  Office  for  review  by  the 
committee,  primarily  for  the  purpose  of  determin- 
ing whether  or  not  there  are  any  conflicts  be- 
tween local  constitutions  and  by-laws  and  the 
Constitution  and  By-Laws  of  the  State  Associa- 
tion. 

MISCELLANEOUS  ACTIONS 

Mid-Year  Organization  Conference — On  motion 
by  Dr.  Smith,  seconded  by  Dr.  Skipp  and  carried, 
the  Executive  Secretary  was  instructed  to  formu- 
late plans  for  the  Mid-Year  Organization  Con- 
ference to  be  held  in  Columbus  next  fall. 

Advertising  Policy — Certain  questions  which 
had  been  raised  relative  to  some  of  the  advertise- 
ments published  in  The  Ohio  State  Medical 
Journal  were  discussed.  On  motion  by  Dr.  Smith, 
seconded  by  Dr.  Hogue  and  carried,  the  President 
was  authorized  to  appoint  a special  committee  to 
review  advertising  material  published  in  The 
Journal  and  formulate  a policy  with  respect  to 
the  same  and  report  at  a later  meeting  of  the 
Council.  The  following  committee  was  named: 
Dr.  Smith,  chairman,  Dr.  Brush  and  Dr.  Sher- 
burne. 

Willett  vs.  Rowekamp — Dr.  Platter  and  Dr. 
Smith  discussed  the  case  of  Willett  vs.  Rowe- 
kamp (see  May  issue,  The  Journal,  page  566), 
which  is  now  pending  before  the  Ohio  Supreme 
Court  for  appeal. 

Resolutions  Read — Resolutions  recently  adopted 
by  the  Florida  and  Maryland  State  Medical  So- 
cieties were  read  and  ordered  filed. 

There  being  no  further  business,  the  Council 
adjourned  to  meet  at  the  call  of  the  President. 

Attest:  Charles  S.  Nelson, 

Executive  Secretary. 

Obstetrics  and  Gynecology  Board  Exams 

The  next  written  examination  and  review  of 
case  histories  of  Group  B applicants  by  the 
American  Board  of  Obstetrics  and  Gynecology 
will  be  held  in  various  cities  in  the  United 
States  and  Canada  on  Saturday,  November  6, 
1937. 

* The  next  general  examination  for  all  can- 
didates (Groups  A and  B)  will  be  held  in  San 
Francisco,  Cal.,  on  June  13  and  14,  1938,  imme- 
diately prior  to  the  American  Medical  Associa- 
tion meeting. 

Application  blanks  and  booklets  of  information 
may  be  obtained  from  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6),  Penn- 
sylvania. Applications  for  these  examinations 
must  be  field  in  the  Secretary’s  office  not  later 
than  60  days  prior  to  the  scheduled  dates  of  ex- 
amination. 


ACTION  ON  IMPORTANT  QUESTIONS  TAKEN  BY  A.M.A.  HOUSE  OF 
DELEGATES  AT  ATLANTIC  CITY  SESSION  REVIEWED 

Many  matters  of  varying  degrees  of  importance  were  considered  by  the  House 
of  Delegates  of  the  American  Medical  Association  at  the  Eigthy-Eighth  Annual  Session 
at  Atlantic  City,  June  7-11. 

The  official  proceedings  of  the  meeting  were  published  in  the  June  19  and  June  26, 
1937,  issues  of  The  Journal  of  the  American  Medical  Association. 

However,  it  is  quite  likely  that  a good  many  Ohio  physicians  may  not  wish  to  wade 
through  the  detailed  minutes.  Also,  some  physicians  may  have  gained  their  impres- 
sion of  what  transpired  from  newspaper  articles,  some  of  which  were  not  entirely  ac- 
curate. 

For  the  above  reasons,  the  following  resume  of  actions  of  the  House  of  Delegates 
at  the  Atlantic  City  meeting  is  presented  so  that  readers  of  The  Ohio  State  Medical 
Journal  may  have  accurate  knowledge  of  the  more  important  actions  taken  and  clearly 
understand  the  present  policies  of  organized  medicine  concerning  the  vital  issues  con- 


sidered. 

* * 

A resolution,  previously  adopted  by  the  New 
York  State  Medical  Society,  was  presented  by 
Dr.  Samuel  J.  Kopetzky,  a member  of  the  New 
York  delegation.  Based  on  the  principle  “that  the 

health  of  the  peo- 

Medical  Care  of  Poor  ple  is  a direct  con" 
and  Development  of  ment  and  a na_ 

National  Health  Plan  tional  public  health 

policy  directed  to- 
ward all  groups  of  the  population  should  be  form- 
ulated”, it  was  proposed  that  the  House  of  Dele- 
gates create  a group  to  formulate  such  a policy; 
that  a working  definition  of  the  term  “adequate 
medical  care”  be  established;  that  the  federal 
government  provide  funds  for  the  care  of  the 
indigent,  the  expansion  of  preventive  public 
health  services,  medical  education  and  hospitals, 
and  the  consolidation  of  all  federal  health  and 
medical  activities  under  one  department. 

The  Reference  Committee  on  Executive  Ses- 
sion, to  which  the  resolution  was  referred,  after 
prolonged  hearings  brought  in  a report  pointing 
out  that  the  American  Medical  Association  was 
already  on  record  as  urging  a federal  department 
of  health  and  that  the  Board  6f  Trustees  and  the 
various  councils  and  committees  of  the  A.M.A. 
were  giving  careful  consideration  and  study  to 
the  problem  of  medical  care  of  the  indigent.  Con- 
tinuation of  this  study  was  recommended  “to  the 
end  that  the  American  Medical  Association  shall . 
continue  to  do  everything  possible  to  promote 
and  protect  the  health  of  the  American  people”. 

The  Reference  Committee  report,  which  was 
unanimously  adopted  by  the  House  of  Delegates, 
concluded  with  the  following  statement:  “The 

American  Medical  Association  reaffirms  its  will- 
ingness on  receipt  of  direct  request  to  cooperate 
with  any  governmental  or  other  qualified  agency 
and  to  make  available  the  information,  observa- 
tions and  results  of  investigation  together  with 
the  facilities  of  the  Association”. 


* * * 

An  unusual  development  was  an  address  by  U. 
S.  Senator  J.  Hamilton  Lewis  of  Illinois  at  a 
special  executive  session  of  the  House  of  Dele- 
gates. The  July  3 issue  of  The  Journal  of  the 
American  Medical  Association  commented  edi- 
torially on  the  visit  of  Senator  Lewis,  as  follows : 

“He  came  in  response  to  an  invitation  given 
by  the  House  of  Delegates  on  his  own  request. 
His  message  seems  to  indicate  that  the  adminis- 
tration, or  possibly  legislators  in  Washington, 
propose  an  attempt  to  federalize  medical  prac- 
tice by  demanding  federal  licensure  for  physi- 
cians who  care  for  the  indigent  sick,  since  these 
might  be  construed  as  wards  of  the  federal  gov- 
ernment. The  Senator  stated  his  personal  op- 
position to  such  a procedure  and  urged  the  Asso- 
ciation to  develop  some  means  in  connection  with 
forthcoming  legislation  whereby  the  ideals  of 
medical  practice  might  be  maintained.  He  brought 
to  the  Association  a message  which  he  declared 
had  been  given  to  him  over  the  telephone  by  the 
President  just  previous  to  his  departure  from 
Washington,  a message  in  which  the  President 
said,  according  to  Senator  Lewis,  who  claimed  to 
quote  the  exact  words  of  the  President: 

“ ‘He  hoped  that  you  would  find  a way  to  co- 
operate with  him  in  such  method  as  you  would 
jointly  find  would  be  to  the  service  of  the  help- 
less and  the  afflicted  within  such  province  as  you 
felt  government  should  undertake.’ 

“The  House  of  Delegates  authorized  the  Board 
of  Trustees  to  send  to  the  President  a suitable 
reply.” 

Additional  exerpts  from  that  editorial  are 
quoted  as  follows,  so  that  readers  may  be  fa- 
miliar with  the  events  which  led  up  to  the  pre- 
sentation of  the  New  York  resolution  and  the 
action  of  the  House  of  Delegates: 

“Some  significant  incidents  in  the  period  be- 
tween the  annual  session  of  1936  and  the  one  this 
year  were  concerned  definitely  with  the  actions 
taken  in  the  House  of  Delegates.  The  American 
Foundation  Studies  in  Government  published  its 
report.  Attempts  were  made  by  various  groups 
to  set  up  cooperative  medical  practice  in  various 
portions  of  the  country.  In  some  state  legis- 
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latures  bills  were  introduced  to  make  legal  com- 
pulsory sickness  insurance  and  cooperative  prac- 
tice within  those  states.  A committee  was  as- 
sembled to  translate  the  findings  of  the  American 
Foundation  Studies  in  Government  into  action  by 
the  American  Medical  Association.  A group  of 
specially  selected  physicians  who  had  extended 
themselves  in  their  communication  to  the  found- 
ation, who  coincided  in  their  views  largely  with 
the  director  of  the  foundation,  who  were  willing 
to  approve  certain  policies  that  seemed  to  grow 
out  of  the  reports  of  the  foundation,  were  in- 
vited, according  to  published  reports,  to  attend  a 
luncheon  in  the  White  House.  Out  of  that  lunch- 
eon, according  to  the  same  reports,  came  recom- 
mendations for  the  development  of  a national 
health  policy,  expansion  in  preventive  medicine, 
federal  subsidies  to  medical  schools  and  to  volun- 
tary hospitals,  and  the  establishment  of  a federal 
department  of  health  with  a physician  in  the 
cabinet.  In  the  closing  session  of  the  House  of 
Delegates  of  the  New  York  State  Medical  So- 
ciety these  propositions  were  put  forward  and 
adopted  with  modifications,  most  important  of 
which  were  the  repeated  suggestions  that  all 
plans  developed  in  various  communities  must  be 
approved  by  the  local  medical  society  before  they 
could  be  put  into  effect  in  such  communities. 
These  resolutions,  adopted  by  the  New  York 
State  Medical  Society,  were  brought  to  the  House 
of  Delegates  of  the  American  Medical  Associa- 
tion. In  the  hearings  before  the  Reference  Com- 
mittee of  the  House  of  Delegates  it  became  ap- 
parent that  there  was  no  warrant  that  the  fed- 
eral government  could  undertake  to  subsidize  any 
form  of  medical  care  in  any  local  community  sub- 
ject to  approval  of  the  plan  by  any  single,  self- 
constituted  group  within  that  community. 

“The  problems  of  medical  care  have  been  dur- 
ing the  past  ten  years  like  a seething  volcano, 
constantly  erupting  great  masses  of  fire  in  the 
form  of  hastily  concocted,  dangerous  schemes  and 
plans  which  the  medical  community  and  the  pub- 
lic alike  had  to  avoid  or  perish.  The  eruptions 
associated  with  the  last  annual  session  vary, 
however,  from  those  which  occurred  in  the  past. 
They  seemed  to  come,  although  somewhat  in- 
directly, from  Washington.  The  reports,  accord- 
ing to  the  Associated  Press,  evoked  from  the 
President  a statement  to  the  effect  that  he  “did 
not  have  in  mind  any  recommendations . for 
setting  up  a system  of  federalized  medicine.” 
Furthermore,  the  end  result  was  a direct  proffer, 
by  the  House  of  Delegates  of  the  American 
Medical  Association  to  the  United  States  govern- 
ment, of  the  services  of  the  Association  in  work- 
ing out  suitable  plans  for  the  care  of  the  in- 
digent sick. 

“The  action  of  the  House  of  Delegates  places 
on  the  Board  of  Trustees  a tremendous  responsi- 
bility, no  greater,  however,  than  that  which  it 
has  conscientiously  carried  during  the  trials  of 
the  last  ten  years.  The  legislative  powers  of  the 
Association,  according  to  the  Constitution,  reside 
in  the  House  of  Delegates.  The  House  has  not 
indicated  its  acceptance  of  any  new  form  of 
medical  practice.  It  has,  however,  authorized  the 
Board  of  Trustees,  as  its  representatives,  to  co- 
operate with  the  government  in  developing  the 
best  possible  care  of  the  indigent  sick,  within  the 
principles  fundamental  to  good  medical  service 
previously  established.” 


The  report  of  the  Committee  to  Study  Con- 
traceptive Practices  and  Related  Problems,  as 
slightly  modified  by  the  reference  committee  in 
executive  session,  and  approved  by  the  House  of 

Delegates,  con- 
Policy  Re  Contraception  tamed  the  follow- 

0 „ . ing  recommenda- 

bummarized ; Confusion  tions: 

Over  Meaning  Clarified  1.  That  the 

American  Medi- 
cal Association  take  such  action  as  may  be  neces- 
sary to  make  clear  to  physicians  their  legal 
rights  in  relation  to  the  use  of  contraceptives, 
emphasizing  the  fact  that  all  considerations  in 
this  report  on  the  subject  of  the  prevention  of 
conception  have  their  application  only  in  con- 
ditions arising  in  the  relation  of  physician  and 
patient. 


2.  That  the  American  Medical  Association 
undertake  the  investigation  of  materials,  devices 
and  methods  recommended  or  employed  for  the 
prevention  of  conception,  with  a view  to  de- 
termining physiologic,  chemical  and  biologic 
properties  and  effects,  and  that  the  results  of 
such  investigations  be  published  for  the  informa- 
tion of  the  medical  profession. 

3.  That  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association 
be  requested  to  promote  thorough  instruction  in 
our  medical  schools  with  respect  to  the  various 
factors  pertaining  to  fertility  and  sterility,  due 
attention  being  paid  to  their  positive  as  well  as 
to  their  negative  aspects. 

The  first  recommendation  was  referred  to  the 
Bureau  of  Legal  Medicine  and  Legislation;  the 
second  to  the  Council  on  Pharmacy  and  Chemis- 
try and  the  Council  on  Physical  Therapy,  and  the 
third  to  the  Council  on  Medical  Education  and 
Hospitals. 

The  adoption  of  the  report  places  on  the  var- 
ious councils  the  responsibility  for  the  examina- 
tion of  products  used  in  contraception,  recognizes 
the  necessity  for  teaching  scientific  aspects  of 
fertility  and  sterility,  recommends  that  physi- 
cians inform  themselves  of  their  legal  rights  and 
responsibilities  in  relation  to  the  prevention  of 
conception,  and  suggests  that  all  such  practice 
be  in  regularly  licensed  clinics  under  medical 
control. 

Newspaper  accounts  of  the  action  of  the  House 
of  Delegates  on  the  question  of  contraception  did 
not  in  many  instances  present  an  accurate  analy- 
sis. To  clarify  the  policy  adopted  on  this  ques- 
tion and  eliminate  the  misunderstandings  which 
existed  in  the  minds  of  many  physicians,  The 
Jotirnal  of  the  A.M.A.  (June  26  issue)  com- 
mented as  follows: 

“Attention  is  called  first  to  a most  significant 
statement  in  the  opening  remarks  of  the  com- 
mittee. The  committee  said: 

“ ‘The  present  report  of  the  committee  is  limited 
to  a consideration  of  the  prevention  of  conception 
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only  as  it  refers  to  the  relationship  of  physician 
and  patient.’ 

“If  any  interpretation  of  this  succinct  and  clear 
statement  is  made,  it  follows  in  the  next  para- 
graph, which  emphasizes  the  fact  that  there  is  no 
law  to  prevent  doctors  who  work  in  dispensaries 
from  furnishing  indigent  patients  with  any  in- 
formation that  may  lawfully  be  furnished  to 
private  patients.  ‘In  all  cases,’  says  the  report, 
‘the  legal  justification  is  the  medical  need  of  the 
patient.’  For  this  reason  the  committee  of  the 
House  of  Delegates  emphasizes  particularly  its 
belief  that  ‘all  dispensaries,  clinics  and  similar 
establishments  where  information  and  advice 
concerning  the  prevention  of  conception  are  given 
to  the  public  . . . should  be  under  legal  licensure 
and  supervision  and  under  medical  control.’  Later 
the  committee  again  points  out  that  it  is  con- 
cerned only  with  the  frequent  occurrence  in 
medicine  of  indications  for  the  prevention  of  con- 
ception, and  for  that  reason  the  committee  recom- 
mended that  the  medical  aspects  of  both  sterility 
and  fertility  should  be  taught  in  medical  schools. 
Recognizing  further  that  the  intelligent,  volun- 
tary spacing  of  pregnancies  may  be  desirable  for 
the  health  and  general  well  being  of  mothers  and 
children,  the  committee  points  out,  and  the  House 
of  Delegates  accepted  the  fact,  that  no  arbitrary 
interval  can  be  stated,  that  innumerable  factors 
must  be  considered  from  a health  point  of  view, 
and  that  each  case  must  be  determined  by  the  in- 
dividual judgment  of  parents  and  physicians, 
based  on  the  conditions  present. 

“The  wish  of  the  House  of  Delegates  is  made 
especially  clear  in  its  addendum  to  the  report  of 
the  committee;  namely,  ‘emphasizing  the  fact 
that  all  considerations  in  this  report  on  the  sub- 
ject of  the  prevention  of  conception  have  their 
application  only  in  conditions  arising  in  the  re- 
lation of  physician  and  patient.’  ” 

% 5$:  5fC 

Dr.  Charles  W.  Stone,  Cleveland,  presented  a 
resolution  adopted  by  the  House  of  Delegates  of 
the  Ohio  State  Medical  Association  at  Dayton, 
April  29,  1937,  requesting  the  American  Medical 

Association  to  con- 

Services  Acceptable  sider  the  advisa- 

. bility  of  clarifying 

In  Hospital  Insurance  p0jjCy  0f  the 

Plans  Enumerated  A.  M.  A.  on  the 

question  of  group 
hospitalization,  especially  on  the  matter  of  de- 
fining and  enumerating  the  services  which  should 
not  be  included  in  group  hospitalization  contracts 
because  they  are  definitely  medical  services. 

The  Reference  Committee  on  Medical  Educa- 
tion, to  which  this  resolution  was  referred,  felt 
that  it  was  advisable  to  define  hospital  facilities 
rather  than  to  attempt  a comprehensive  definition 
of  medical  practice.  It  recommended  “that  the 
contract  benefit  provided  by  group  hospitalization 
insurance  should  be  limited  to  the  room,  bed, 
board  and  nursing  facilities  ordinarily  provided 
by  hospitals,  and  routine  medicines”. 

The  report  reaffirmed  the  definition  of  hospital 
care  appearing  in  the  report  of  the  Bureau  of 
Medical  Economics  and  accepted  by  the  House  of 
Delegates,  and  recommended  its  application  to 


contracts  for  group  hospitalization.  That  defini- 
tion is  as  follows: 

“The  subscriber’s  contract  should  exclude  all 
medical  services — contract  provisions  should  be 
limited  exclusively  to  hospital  facilities.  If  hos- 
pital service  is  limited  to  include  only  hospital 
room  accommodations  such  as  bed,  board,  operat- 
ing room,  medicines,  surgical  dressings  and  gen- 
eral nursing  care,  the  distinction  between  hos- 
pital service  and  medical  service  will  be  clear.” 

In  regard  to  certain  benefits  offered  by  many 
hospital  insurance  plans,  combining  professional 
and  technical  services,  the  reference  committee 
stated  that  it  was  “in  complete  sympathy  with 
those  who  would  make  every  possible  provision 
to  prevent  inclusion  of  any  and  all  types  of  ser- 
vices involving  medical  care”. 

The  report  of  the  reference  committee,  which 
was  adopted  by  the  House  of  Delegates,  con- 
cluded with  the  statement  that  it  was  the  opinion 
of  the  committee  that  further  conference  between 
interested  medical  groups  and  the  American  Hos- 
pital Association  would  be  of  definite  value  in 
clarifying  the  twilight  zone  between  hospital 
service  and  medical  care. 


Amendments  to  the  Principles  of  Medical 
Ethics  were  adopted,  changing  the  definition  of 
the  term  “contract  practice”  to  include  agree- 
ments which  involve  political  subdivisions  as  well 

as  the  agreements 

Definitions  of  “ Contract  between  physicians 
„ . „ , and  corporations  or 

Practice  and  Free 


Choice " Clarified 


organizations,  and 
clarifying  the  defi- 
nition of  “free 

choice  of  physician”. 

That  portion  of  the  Principles  of  Medical 
Ethics  dealing  with  “Contract  Practice”  now 
reads  as  follows,  with  the  new  matter  in  italics: 


Conditions  of  Medical  Practice 

“Sec.  2. — It  is  unprofessional  for  a physician 
to  dispose  of  his  services  under  conditions  that 
make  it  impossible  to  render  adequate  service  to 
his  patient  or  which  interfere  with  reasonable 
competition  among  the  physicians  of  a com- 
munity. To  do  this  is  detrimental  to  the  public 
and  to  the  individual  physician,  and  lowers  the 
dignity  of  the  profession. 

Contract  Practice 

“Sec.  3. — By  the  term  ‘contract  practice’  as  ap- 
plied to  medicine  is  meant  the  carrying  out  of  an 
agreement  between  a physician  or  a group  of 
physicians,  as  principals  or  agents,  and  a cor- 
poration, organization,  political  subdivision  or 
individual,  to  furnish  partial  or  full  medical  ser- 
vices to  a group  or  class  of  individuals  on  the 
basis  of  a . fee  schedule,  or  for  a salary  or  a fixed 
rate  per  capita. 

“Contract  practice  per  se  is  not  unethical. 
However,  certain  features  or  conditions  if  present 
make  a contract  unethical,  among  which  are:  1. 
When  there  is  solicitation  of  patients,  directly  or 
indirectly.  2.  When  there  is  underbidding  to 
secure  the  contract.  3.  When  the  compensation 
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is  inadequate  to  assure  good  medical  service.  4. 
When  there  is  interference  with  reasonable  com- 
petition in  a community.  5.  When  free  choice  of 
a physician  is  prevented.  6.  When  the  conditions 
of  employment  make  it  impossible  to  render  ade- 
quate service  to  the  patients.  7.  When  the  con- 
tract because  of  any  of  its  provisions  or  practical 
results  is  contrary  to  sound  public  policy.  The 
phrase  ‘free  choice  of  physician’,  as  applied  to 
contract  practice,  is  defined  to  mean  that  degree 
of  freedom  in  choosing  a physician  which  can  be 
exercised  under  usual  conditions  of  employment 
between  patient  and  physician  when  no  third 
party  has  a valid  interest  or  intervenes.  The  in- 
terjection of  a third  party  who  has  a valid  in- 
terest or  who  intervenes  does  not  per  se  cause  a 
contract  to  be  unethical.  A ‘valid  interest ’ is  one 
where,  by  law  or  necessity,  a third  party  is 
legally  responsible  either  for  cost  of  care  or  for 
indemnity.  ‘Intervention’  is  the  voluntary  as- 
sumption of  partial  or  full  financial  responsibility 
for  medical  care.  Intervention  shall  not  proscribe 
endeavor  by  component  or  constituent  medical 
societies  to  maintain  high  quality  of  service  ren- 
dered by  members  serving  under  aptproved  sick- 
ness service  agreements  between  such  societies 
and  governmental  boards  or  bureaus  and  ap- 
proved by  respective  societies. 

“Each  contract  should  be  considered  on  its  own 
merits  and  in  the  light  of  surrounding  conditions. 
Judgment  should  not  be  obscured  by  immediate, 
temporary  or  local  results.  The  decision  as  to  its 
ethical  or  unethical  nature  must  be  based  on  the 
ultimate  effect  for  good  or  ill  on  the  people  as  a 
whole.” 

* * * 

Resolutions  and  reports  of  special  significance 
adopted  by  the  House  of  Delegates  included: 

1.  Report  of  the  Committee  on  Medicolegal 
Blood  Grouping  Tests,  which  recommended  that, 

where  necessary, 

Miscellaneous  Questions  laws  shoulc*  be 

, c-  -r  tt/1,  • 1 passed  which 

of  Significance  n nich  would  authorize 

Were  Considered  courts  to  order 

blood  grouping 

tests  in  cases  of  disputed  paternity  and  to  re- 
ceive the  results  thereof  in  evidence.  (A  copy 
of  the  report  presented  by  this  committee  may  be 
obtained  by  addressing  the  American  Medical 
Association,  535  N.  Dearborn  St.,  Chicago,  111.) 

2.  Resolution  of  the  Section  on  Dermatology 
and  Syphilis,  presented  by  Dr.  Clyde  L.  Cummer, 
Cleveland,  requesting  the  Board  of  Trustees  to 
cooperate  with  the  United  States  Public  Health 
Service  in  its  campaign  against  syphilis,  and  to 
do  its  utmost  to  carry  to  physicians  the  latest 
available  information  on  the  early  diagnosis,  pre- 
vention and  adequate  treatment  of  syphilis. 

3.  Resolution  of  the  Section  on  Ophthalmology 
approving  the  action  of  the  Social  Security 
Board  in  requiring  that  applicants  for  blind  as- 
sistance be  examined  by  a regularly  licensed  and 
registered  doctor  of  medicine  skilled  in  diseases 
of  the  eye,  or  by  an  ophthalmologist,  and  approv- 
ing the  suggestion  of  the  Board  that  the  official 
agency  in  the  state  or  territory  charged  with  the 
responsibility  of  blind  assistance  employ  a super- 


vising ophthalmologist  whose  duty  will  be  the 
general  supervision  of  medical  determination  of 
blindness  of  applicants  for  blind  assistance. 

4.  Recommending  that  school  authorities 
throughout  the  country  be  requested  to  enter  and 
file  on  the  index  card  of  every  school  child  the 
name  and  address  of  the  chosen  family  physician, 
apd  that  the  family  physician  be  informed  by  the 
proper  school  officials  of  any  accident  or  illness 
that  may  befall  the  child  while  in  school,  and 
that  all  records  of  health  examinations  accom- 
pany the  child  as  he  passes  from  grade  to  grade. 

5.  A resolution  on  the  evils  from  promiscuous 
use  of  barbituric  acid  and  derivative  drugs  was 
referred  to  the  Board  of  Trustees  with  the  re- 
quest that  the  Bureau  of  Legal  Medicine  and 
Legislation  take  such  steps  as  in  its  judgment 
seem  proper  to  bring  the  use  of  these  drugs 
under  governmental  control. 

6.  Proposal  for  a Council  on  Industrial  Health 
was  reported  upon  favorably  by  the  Board  of 
Trustees,  and  provision  made  for  its  establish- 
ment as  a committee  of  the  Board. 

7.  Hereafter  the  place  of  the  Annual  Session 
of  the  A.M.A.  will  be  selected  for  three  years  in 
advance,  to  avoid  conflicts  with  meetings  of  other 
large  groups. 

8.  Provision  was  made  for  the  establishment 
of  a Committee  on  Distinguished  Service  Awards, 
which  shall  present  each  year  to  the  Board  of 
Trustees  the  names  of  five  physicians  who  have 
rendered  outstanding  service  in  the  advancement 
of  medicine,  the  Board  to  nominate  not  more  than 
three,  from  which  the  House  of  Delegates  will 
select  the  recipient  of  the  award. 


Pan  American  Cruise  Scheduled 

The  Seventh  Cruise-Congress  of  the  Pan  Amer- 
ican Medical  Association  is  scheduled  for  January 
15-31,  1938.  The  itinerary  calls  for  the  “Queen  of 
Bermuda”,  chartered  for  the  cruise,  to  leave  New 
York  January  15,  arriving  at  Havana  January  18, 
where  there  will  be  three  days  of  scientific  ses- 
sions with  operative  clinics.  Leaving  Havana 
January  23,  the  boat  will  return  to  New  York 
January  31,  via  Port  au  Prince;  Trujillo  City, 
Santo  Domingo;  and  San  Juan,  Puerto  Rico.  Ap- 
plications for  reservations  should  be  addressed  to 
the  Pan  American  Medical  Association,  745  Fifth 
Avenue,  New  York  City. 


Named  to  Harvard  Faculty  Post 

Dr.  Alan  Richard  Moritz,  associate  professor  of 
pathology,  Western  Reserve  University  School 
of  Medicine,  and  pathologist  of  University  Hos- 
pitals, Cleveland,  has  been  appointed  professor  of 
legal  medicine  at  Harvard  University  Medical 
School.  Dr.  Moritz  will  leave  Cleveland  in 
October  to  spend  the  next  two  years  studying 
legal  medicine  in  Europe,  after  which  he  will 
assume  his  new  post  at  Harvard. 


TOLEDO  ACADEMY,  WITH  OWN  HOME  AND  EFFICIENT  OFFICE 
STAFF,  RANKS  WITH  PROGRESSIVE  SOCIETIES  OF  COUNTRY 


THIS  month’s  cover  page  presents  pictures 
of  the  workshop  around  which  the  activi- 
ties of  The  Academy  of  Medicine  of  To- 
ledo and  Lucas  County  revolve. 

The  Academy  of  Medicine  of  Toledo  and  Lucas 
County  was  one  of  the  first  among  county  medical 
societies  in  the  state  and  nation  to  acquire  its 
own  permanent  home  and  to  engage  a full-time 
executive  secretary  to  manage  its  business 
affairs  and  activities.  This  early  pioneer  step, 
taken  back  in  1922,  initiated  a march  of  prog- 
ress that  soon  established  the  Toledo  Academy 
as  one  of  the  leading  medical  organizations  of 
the  country. 

Front  Page  Layout: 

Right — Toledo  Academy  of  Medicine  Build- 
ing, Monroe  and  Fifteenth  Streets. 

Left — Executive  Secretary  H.  C.  Gerber,  Jr., 
at  his  desk. 

Center — Partial  view  of  Auditorium  where 
scientific  meetings  are  held. 

The  Toledo  Academy  of  Medicine  building  is 
dignified  in  architecture  and  is  adequately  suited 
to  the  needs  of  the  society.  It  is  located  at  the 
corner  of  Monroe  and  Fifteenth  Streets,  at  the 
edge  of  the  central  business  district,  and  is  con- 
venient to  the  profession  and  public. 

The  main  floor  houses  the  executive  offices, 
library,  and  a small  auditorium  for  committees 
and  limited  group  meetings.  The  auditorium 
with  its  stage  occupies  the  entire  second  floor. 
It  has  a seating  capacity  of  250  and  is  suffi- 
ciently large  for  all  general  Academy  meetings. 

Through  its  comprehensive  programs  the 
Academy  is  recognized  as  the  Medical  Center  of 
Toledo.  Weekly  scientific  meetings  are  held 
throughout  the  year  with  the  exception  of  the 
summer  months.  Regular  postgraduate  semi- 
nars are  held  at  least  once  each  year  and  more 
often  when  outstanding  teachers  are  available. 

The  Academy  library  maintains  current  sub- 
scriptions to  all  the  leading  medical  journals  and 
has  many  standard  recognized  volumes  for  the 
convenient  use  of  the  membership.  In  addition 
to  its  own  facilities,  the  Academy  also  offers 
to  the  membership  a library  loan  service  through 
special  arrangement  with  the  leading  medical  li- 
braries of  the  country. 

The  Executive  Office  handles  the  usual  busi- 
ness of  a progressive  county  medical  society  and 
renders  special  services  to  the  profession  and 
public.  Mr.  Gerber,  the  Executive  Secretary, 
maintains  a continuous  contact  with  all  hospitals, 
civic  organizations,  welfare  and  social  agencies, 
federal  agencies,  city  administrative  offices,  news- 
papers and  other  organizations. 


The  Academy  also  maintains  a Doctors’  Service 
Bureau,  one  of  the  pioneers  in  the  world  of 
medical  telephone  service,  and  this  office  renders 
a 24  hour  service.  The  volume  of  business  re- 
quires the  service  of  three  main  trunk  lines  and 
thousands  of  calls  are  handled  every  month. 
Forty-five  direct  extensions  from  physicians’ 
offices  and  residences  are  hooked  up  with  the 
Bureau  switchboard  which  is  manned  by  a corps 
of  four  experienced  operators.  The  office  has  a 
complete  information  file  on  every  physician  in 
the  city  and  keeps  a permanent  record  of  all 
calls  received  and  dispatched.  The  Bureau  is 


Miss  Doris  Slosser,  office  assistant,  at 
Doctors’  Service  Bureau  Switchboard 


recognized  as  the  source  of  efficient,  dependable 
and  reliable  medical  service  for  the  community. 

The  Academy  building  also  houses  the  offices 
of  The  Toledo  Physicians  and  Dentists  Credit  As- 
sociation, a credit  and  collection  office  operat- 
ing under  the  strict  supervision  of  the  Academy 
but  with  private  ownership  and  management. 
This  office  renders  the  usual  credit  and  collection 
service  for  the  membership  and  in  addition  offers 
a personalized  account  service  where  physicians 
desire  special  or  unusual  attention  on  patient 
accounts.  Every  effort  is  made  to  educate  the 
patient  to  a proper  recognition  and  appreciation 
of  medical  service.  Accounts  are  collected  with- 
out offense  and  with  due  consideration  of  the 
patient’s  economic  circumstances. 

The  Executive  Office,  under  the  direction  of  an 
Editorial  Committee,  publishes  a monthly  bul- 
letin that  is  recognized  as  a leader  among  county 
medical  society  publications.  It  carries  infor- 
mation on  all  Academy  activities  and  news  com- 
ment about  the  membership.  Current  comment 
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concerning'  lay  and  legislative  activities  affecting 
medicine  is  published  to  keep  the  profession 
abreast  of  the  times. 

The  Education  Bureau  constitutes  an  activity 
of  major  importance.  Regular  weekly  “Health 
Talks”  have  been  given  over  Radio  Station 
WSPD  for  more  than  10  years.  Speakers  are 
selected  from  the  Academy  membership  and  the 
subjects  presented  are  designed  to  be  of  general 
interest  and  benefit  to  the  public.  Speakers  on 
popular  medical  subjects  are  available  for 
Parent-Teacher  organizations,  Mothers’  Clubs 
and  other  civic  groups.  This  speakers’  service 
is  widely  used  and  appreciated  in  the  community. 
Newspapers  cooperate  closely  with  the  society  in 
the  verification  of  medical  news  releases. 

The  Toledo  Academy  of  Medicine  assumes  the 
role  of  a leading  civic  institution.  It  renders 
the  many  services  to  its  membership  which  pro- 
gressive county  medical  societies  are  prepared 
and  equipped  to  give.  In  addition  it  renders  a 
service  to  the  public  that  builds  for  a better 
appreciation  of  scientific  medicine  and  the  medi- 
cal profession. 


Board  to  Pass  on  Surgeons  is  Organized; 
Examinations,  September  20 

In  answer  to  a widespread  demand  for  an 
agency  which  will  attempt  to  certify  competent 
surgeons,  the  American  Board  of  Surgery  has 
recently  been  organized.  The  following  sur- 
gical societies  cooperated  in  the  creation  of  the 
Board:  Surgical  Section  of  the  American  Medi- 
cal Association,  American  College  of  Surgeons, 
American  Surgical  Association,  Southern  Sur- 
gical Association,  Western  Surgical  Association, 
Pacific  Coast  Surgical  Association  and  the  New 
England  Surgical  Society. 

Two  groups  of  candidates  are  recognized  for 
qualification  by  the  Board:  (1)  Those  who  have 
already  amply  demonstrated  their  fitness  as 
trained  specialists  in  surgery.  (2)  Those  who, 
having  met  the  general  and  special  requirements 
exacted  by  the  Board,  successfully  pass  its  quali- 
fying examination. 

The  first  examination  will  be  held  on  Septem- 
ber 20,  1937.  Those  to  be  admitted  without  ex- 
amination will  be  chosen  from  professors  and 
associate  professors  of  surgery  in  approved 
medical  schools  in  the  United  States  and  Can- 
ada; those  who  have  limited  their  practice  to 
surgery;  and  members  of  the  American  Surgical 
Association;  Southern  Surgical  Association, 
Western  Surgical  Association,  Pacific  Coast  Sur- 
gical Association  and  New  England  Surgical 
Society. 

Details  concerning  the  organization  and  appli- 
cation blanks  can  be  obtained  from  Dr.  J. 
Stewart  Rodman,  225  South  15th  St.,  Phila- 
delphia, Pa. 


Do  You  Know  - - - 

THE  paid  circulation  of  Hygeia  at  the  end  of 
the  year  1936  was  more  than  101,000,  an 
increase  of  about  15,000  over  the  previous 

year-  * * * 

Approximately  1,400  periodicals  are  now  being 
received  by  the  A.M.A.  library  and  during  1936, 
10,852  copies  of  periodicals  were  lent  to  physi- 
cians on  individual  requests,  and  3,263  library 
packages  were  distributed. 

^ 'fi  'fc 

The  A.M.A.  Council  on  Pharmacy  and  Chem- 
istry, with  the  aid  of  a special  committee,  has 
conducted  an  investigation  of  catgut  sutures  and 
has  instituted  a special  investigation  of  problems 
pertaining  to  nonspecific  protein  therapy. 

^ ^ !i' 

Regulations  for  acceptable  audiometers,  ortho- 
pedic equipment,  including  shoes,  and  radon 
preparations  are  now  being  prepared  by  the 
A.M.A.  Council  on  Physical  Therapy,  which  has 
adopted  a seal  of  acceptance. 

* * * 

A bill  pending  in  Congress  proposes  to  accord 
osteopaths  equal  rights  with  doctors  of  medicine 
in  the  treatment  of  Federal  employees  under  the 
United  States  Employees’  Compensation  Act. 

^ ^ ^ 

The  Bureau  of  Legal  Medicine  and  Legislation 
of  the  A.M.A.  published  in  1936  its  second  volume 
og  abstract  of  medicolegal  court  cases,  covering 
the  calendar  years  1931  to  1935,  inclusive. 

* * * 

In  1936,  Congress  restored  medical  units  to 
the  Reserve  Officers’  Training  Corps. 

* * * 

A reduction  from  $24  to  $1  a year  was  made  in 
the  tax  payable  under  the  Harrison  Narcotic  Act 
by  universities,  colleges,  schools,  and  labora- 
tories using  narcotic  drugs  for  research,  instruc- 
tion and  analysis.  # A 

Clinics  operated  for  charity  are  authorized  by 
law  to  obtain  alcohol  free  from  Federal  tax. 

:Jc  jf: 

A new  edition  of  Nostrums  and  Quackery  and 
Pseudo-Medicine,  completely  revised,  was  pub- 
lished by  the  A.M.A.  in  1936. 

* * * 

The  By-Laws  of  the  American  Medical  Associa- 
tion have  been  amended  providing  for  a six- 
months  limit  within  which  appeal  to  the  A.M.A. 
Judicial  Council  must  be  made. 

^ ^ % 

Because  of  the  establishment  of  examining 
boards  in  radiology  and  pathology,  the  Council  on 
Medical  Education  and  Hospitals  of  the  A.M.A. 
will  discontinue  the  maintenance  and  publication 
of  its  lists  of  physicians  specializing  in  these 
branches. 


DIAGNOSIS  OF  SILICOSIS 


By  A.  L.  KEFAUVER,  M.D.,  Columbus,  Ohio 
Member  of  Medical  Staff,  State  Industrial  Commission 

Editor’s  Note:  An  Act  passed  by  the  Ninety-Second  Ohio  General  Assembly  adding-  silicosis 

to  the  list  of  occupational  diseases  compensable  under  the  Ohio  Workmen’s  Compensation  Act  be- 
came effective  July  31.  Believing  that  a semi-scientific  discussion  of  silicosis,  especially  diag- 
nostic procedures,  would  be  timely  and  valuable  to  Ohio  physicians,  especially  those  doing  consider- 
able industrial  practice,  The  Journal  requested  Dr.  A.  L.  Kefauver,  member  of  the  medical  staff, 
State  Industrial  Commission,  to  prepare  a brief  article  on  silicosis,  setting  forth  some  of  the 
thoughts  advanced  at  the  Third  Silicosis  Symposium  at  Saranac  Lake,  New  York,  June  21-25,  1937, 
which  he  attended  as  official  representative  of  the  Ohio  Industrial  Commission.  Dr.  Kefauver’s  dis- 
cussion follows : 

^ ^ 


SILICOSIS  has  been  recognized  as  one  of  the 
pneumoconioses  since  the  time  of  Hippo- 
crates, but  its  importance  as  an  industrial 
hazard  was  not  fully  recognized  until  the  Twen- 
tieth Century.  The  disease  has  been  brought 
into  focus  more  recently  by  its  addition  to  the 
list  of  recognized  occupational  diseases  in  Ohio. 

Silicosis  is  described  in  the  Ohio  act  as  “a 
disease  of  the  lungs  caused  by  breathing  silica 
dust  (silicon  dioxide)  producing  fibrous  nodules 
distributed  through  the  lungs,  and  demonstrated 
by  X-ray  examination,  or,  by  autopsy”. 

Silica  has  almost  a universal  geograhpic  dis- 
tribution and  is  present  in  nature  in  a wide 
variety  of  forms,  and  therefore  is  a potential 
industrial  hazard  in  a wide  variety  of  occupa- 
tions. However,  recent  propaganda  would  on  the 
surface  lead  us  to  believe  that  the  disease  is 
more  prevalent  than  is  shown  by  actual  statistics 
to  be  the  case.  In  a survey  made  in  1936,  the 
National  Silicosis  Conference  reports  that  two 
per  cent  of  all  workers  are  employed  in  occupa- 
tions involving  a silica  hazard  and  only  one  per 
cent  are  exposed  to  any  serious  hazard.  Two- 
tenths  of  one  per  cent  of  the  total  number  em- 
ployed have  silicosis  in  varying  degrees,  and  only 
a small  fraction  of  one  per  cent  of  these  suffer 
any  actual  work  disability. 

DISCARDED  THEORIES 

The  mode  of  action  of  silicon  dioxide  to  pro- 
duce the  characteristic  pulmonary  fibrosis,  or, 
silicosis,  is  unknown,  but  the  most  tenable  hypo- 
thesis is  that  there  is  an  unknown  biochemical 
reaction  of  the  silica  with  the  tissue  fluid,  which 
produces  an  irritating  toxic  compound,  which  in 
turn  causes  phagocytosis,  connective  tissue  pro- 
liferation and  other  inflammatory  reactions,  with 
resultant  fibrosis.  Many  hypotheses  have  been 
expounded  only  to  be  disproven  by  exhaustive 
animal  experimentation.  Thus  the  theories  of 
mechanical  irritation  from  sharpness  and  hard- 
ness of  the  particles,  the  solubility  theory,  the 
lipoid,  the  fluoride,  and  the  unstable  Si  04  theories 
have  been  discarded  as  untenable. 

As  predisposing  factors  in  silicosis,  the  con- 
centration of  suspended  silica  dust  in  the  air, 
the  size  of  the  particle,  and  the  duration  of  ex- 


posure, must  all  be  taken  into  account.  The 
dust  count  multiplied  by  the  percentage  of  sili- 
con present  gives  a working  index  of  concentra- 
tion. If  the  resultant  product  is  5,000,000,  or 
under,  the  concentration  is  safe.  For  example, 
100  per  cent  silica  at  5,000,000  particles  per  cubic 
foot,  is  considered  as  a safe  concentration.  Par- 
ticles larger  than  10  microns  are  not  considered 
as  hazardous,  while  particles  of  three  microns, 
or  under,  are  definitely  hazardous.  As  exposure 
to  silica  dust  is  necessary  for  inception  of  the 
disease,  also  of  equal  importance  is  the  duration 
of  exposure.  The  disease  is  one  of  slow  develop- 
ment and  it  usually  requires  from  seven  to  ten 
years  of  constant  exposure  in  fairly  high  con- 
centrations to  produce  evidence  of  it. 

DIAGNOSIS  DIFFICULT 

The  diagnosis  of  silicosis,  excepting  well  ad- 
vanced cases,  is  difficult.  Of  first  consideration 
is  the  history,  and  this  must  be  elicited  care- 
fully and  in  detail.  It  is  of  prime  importance 
to  know  whether  or  not  the  individual  has  been 
exposed  to  adequate  quantities  of  the  dust  over 
an  adequate  period  of  time  to  produce  the  disease. 
The  clinical  symptoms  and  signs  in  uncomplicated 
silicosis  are  meager.  The  disease  is  relatively 
innocuous,  and  in  the  majority  of  cases  well  ad- 
vanced, uncomplicated  silicosis,  occurs  with  no 
serious  disablement.  There  are  no  symptoms  or 
signs,  except  roentgenographic,  that  are  patho- 
gonomic  of  silicosis.  Dyspnea  not  associated  with 
orthopnea  is  the  most  common  symptom.  This 
may  be  slight,  or  in  advanced  cases,  so  marked 
that  it  is  felt  at  rest.  Chest  pains  are  occasion- 
ally but  not  consistently  present.  Weakness  and 
fatigue  are  not  marked.  In  simple  cases  there 
is  only  an  indication  of  tiring  easily.  True  fa- 
tigue is  indicative  of  a complication.  Cough  has 
been  called  the  commonest  symptom,  but  prob- 
ably in  error,  for  if  present,  it  is  more  probably 
due  to  concurrent  exposure  to  other  types  of  irri- 
tating dust,  and  disappears  as  soon  as  the  indi- 
vidual is  removed  from  such  exposure.  Night- 
sweats  are  not  produced  by  silicosis,  and  if  pres- 
ent are  indicative  of  superimposed  infection. 
Hemoptysis  does  apparently  occur  occasionally 
in  simple  silicosis,  but  should  always  be  regarded 


910 


August,  1937 


Diagnosis  op  Silicosis 


911 


with  suspicion  as  being  due  to  undiscovered  in- 
fection. The  clinical  signs  in  silicosis  are  not 
marked  or  constant.  The  silicotic  individual  usu- 
ally gains  weight,  due,  perhaps,  to  an  uncon- 
scious slowing  up  of  his  physical  activities.  A 
progressive  loss  in  weight  is  suggestive  of  com- 
plicating infection.  The  chest  expansion  is  often 
moderately  reduced  and  the  respiratory  and 
heart  rates  are  often  increased.  Percussion, 
tactile  fremitus,  and  auscultation  usually  reveal 
negative  findings  although  breath  sounds  are  fre- 
quently of  decreased  intensity.  Blood  pressure 
is  not  affected  and  temperature  is  not  elevated. 
Cyanosis  and  clubbed  fingers  are  not  found.  The 
demonstration  of  silica  in  the  sputum  is  not 
diagnostic  of  the  disease,  as  it  merely  indicates 
that  silica  dust  has  been  inhaled.  Blood  sedimen- 
tation rate  is  not  altered. 

X-RAY  EXAMINATION  IMPORTANT 

As  intimated  above,  roentgenological  examina- 
tion is  of  prime  importance  in  diagnosis  of  the 
disease.  The  findings  many  range  from  the 
stage  of  linear  exaggeration  to  advanced  con- 
glomerate modulation,  depending  on  the  stage 
of  the  disease.  While  radiography  is  necessary 
for  diagnosis,  complete  reliance  upon  it,  with 
exclusion  of  all  other  factors,  may  lead  to  error. 

The  prime  complicating  factor  in  silicosis  is 
tuberculosis.  Various  statistics  show  that  the 
incidence  of  tuberculosis  among  workers  exposed 
to  silica  to  be  from  two  to  more  than  ten  times 
more  frequent  than  is  present  in  all  industry. 
The  high  mortality  rates  from  tuberculosis 
among  the  gold  miners  in  South  Africa  has  re- 
peatedly been  cited  as  demonstrating  the  rela- 
tion of  silicosis  and  tuberculosis.  There  is  a 
direct  interrelation  of  silicosis  and  tuberculosis. 
It  is  usually  tuberculosis  that  disables  and  kills 
the  silicotic  individual.  The  man  with  silicosis 
develops  tuberculosis  more  rapidly  and  con- 
versely. This  interrelation  has  been  demon- 
strated repeatedly  and  conclusively  by  animal  ex- 
perimentation. The  individual  having  silicosis 
and  tuberculosis  is  totally  disabled  and  should  be 
removed  from  employment,  as  he  constitutes  a 
severe  menace  to  other  workmen  who  are  highly 
susceptible  to  tuberculosis,  as  a result  of  their 
silicosis. 

There  is  no  recognized  treatment  of  silicosis 
per  se.  The  ultimate  eradication  of  the  disease 
lies  in  its  prevention.  Engineering  methods  are 
meeting  the  problem. 

* * * 

The  writer  is  indebted  to  the  following  for  the 
above  material  as  presented  at  the  Third  Silicosis 
Symposium  at  Saranac  Lake,  New  York,  June 
21-25,  1937 : Dr.  L.  U.  Gardner,  Saranac  Labora- 

tory; Dr.  R.  R.  Sayers,  U.  S.  Public  Health 
Service,  and  Dr  A.  R.  Riddell,  Ontario  Depart- 
ment of  Health. 


SUBSTITUTE  House  Bill  71  enacted  at 
the  regular  session  of  the  Ohio  Gen- 
eral Assembly  adding  silicosis  to  the 
list  of  occupational  diseases  compensable 
under  the  Ohio  Workmen’s  Compensation 
Act  became  effective  July  31. 

Many  Ohio  physicians  will  be  vitally  in- 
terested in  the  provisions  of  this  act  and 
its  administration.  Therefore,  they  should 
read,  if  they  have  not  already  done  so,  the 
article  published  on  page  562  of  the  May, 
1937,  issue  of  The  Journal,  summarizing 
the  provisions  of  the  law. 

From  time  to  time  The  Journal  will  pub- 
lish information  relative  to  the  steps  taken 
by  the  State  Industrial  Commission  to  ad- 
minister this  new  act. 


New  Amendments  in  Workmen’s  Com- 
pensation Act  Effective  July  10 

Three  new  laws  amending  the  Ohio  Workmen’s 
Compensation  Act  became  effective  July  10. 

The  term  “injury”  as  used  in  the  compensation 
law  is  now  defined  as  follows:  “Any  injury  re- 
ceived in  the  course  of,  and  arising  out  of,  the 
injured  employe’s  employment”. 

Parents  of  any  deceased  worker  with  whom  he 
or  she  lived,  hereafter  will  be  considered  de- 
pendents for  at  least  $1,000  award.  Formerly, 
dependency  had  to  be  established  definitely  to 
obtain  an  award.  Provision  is  also  made  for 
consideration  of  “potential”  dependents,  such  as 
children,  brothers  and  sisters,  and  for  total 
awards  of  not  more  than  $1,000. 

The  Industrial  Commission  will  now  have  au- 
thority to  increase  awards  for  loss  of  two  or 
more  fingers  if  there  is  more  than  normal  dis- 
ability in  the  line  of  work  in  which  the  injured 
employe  was  engaged.  The  award  may  not  ex- 
ceed that  for  loss  of  a hand,  which  is  two-thirds 
of  the  average  weekly  wage  for  165  weeks. 

Another  bill  which  became  effective  July  10 
provides  for  the  appointment  of  a deputy  coroner 
and  necessary  technicians  in  counties  of  more 
than  400,000  population. 


Open  New  Offices 

Among  physicians  who  have  recently  estab- 
lished new  locations  in  Ohio  are  the  following: 
Dr.  E.  P.  Sparks,  Sidney;  Dr.  Gage  Helms,  Hicks- 
ville;  Dr.  A.  P.  Cole,  Ironton;  Dr.  Richard  L.  Haas, 
Dayton;  Dr.  Lowell  Murphy,  Cardington;  Dr. 
Richard  W.  Sober,  Bryan;  Dr.  Raymond  J. 
Borer,  Toledo;  Dr.  Henry  G.  Lehrer,  Wadsworth; 
Dr.  R.  T.  Odell,  Middlefield;  Dr.  John  Conley, 
Van  Wert,  and  Dr.  James  E.  Thompson,  Free- 
port. 


In  Our  Opinion: 


Comments  on  Current  Economic  and  Social 
Questions  and  Professional  Problems; 
Suggestions  Regarding  Organized  Activities 


Elsewhere  in  this  issue  of  The  Journal  will  be 
found  an  article  reviewing-  some  of  the  important 
questions  considered  by  the  House  of  Delegates 

of  the  American  Med- 
Attempt  Is  Made  to  Association  at  the 

. recent  Atlantic  City 

Clarify  Actions  at  meeting  of  the  A.M.A. 

Meeting  of  A.M.A.  and  analyzing  the  ac- 
tions taken  on  them. 

This  review  was  compiled  for  a definite  pur- 
pose, even  though  it  does  repeat  some  of  the 
material  which  has  been  published  in  The  Journal 
of  the  American  Medical  Association  (which  too 
few  Ohio  physicians  subscribe  for  and  read  in 
comparison  to  the  numerical  strength  of  the  medi- 
cal profession  in  Ohio). 

It  was  deemed  essential  that  The  Journal 
present  an  accurate  account  of  the  high  spots  of 
the  proceedings  at  Atlantic  City  because  in  some 
instances  the  press  was  not  entirely  accurate  in 
its  reporting  and  especially  because  some  edi- 
torial writers  seemed  to  have  difficulty  in  getting 
a clear-cut  slant  on  what  the  A.M.A.  did  or  did 
not  do.  This  resulted  in  the  public,  as  well  as 
many  physicians  themselves,  gaining  a false  im- 
pression of  what  took  place.  “Much  confusion” 
would  seem  to  describe  the  mental  attitude  and 
reactions  of  a large  number  of  physicians  with 
respect  to  some  of  the  questions  which  got  a 
headline  play  in  the  newspapers  i.e.,  the  famous 
New  York  resolution  on  socialized  medicine,  the 
address  of  Senator  Lewis,  the  resolution  on  con- 
traceptives, etc. 

This  is  not  meant  to  be  a criticism  of  the  press 
and  newspaper  reporters.  Reporters  are  forced 
to  work  under  pressure.  They  do  not  have  time 
frequently  to  secure  advice  and  interpretations 
before  writing  their  stories.  Editorial  writers 
often  attempt  to  comment  (with  wholly  good  in- 
tentions) before  the  type  has  cooled  off  and  they 
have  had  a chance  to  devote  thorough  considera- 
tion to  the  question  at  issue  or  to  consult  some- 
one competent  to  assist  them  in  making  an 
analysis.  Modem  journalism  is  a high-pressure 
institution.  Because  it  is,  it  is  not  always  as 
accurate  as  it  should  be  and  as  its  leaders  would 
like  it  to  be. 

For  that  reason  it  is  the  obligation  of  the 
medical  press  to  clarify  confused  questions  for 
members  of  the  medical  profession,  hoping  as  it 
does  so  that  physicians  in  turn  will  use  their 
best  efforts  to  clarify  them  for  the  public  when 
opportunities  arise, 


Speaking  of  the  relationship  between  the  press 
and  the  medical  profession  (as  we  have  done  in 
the  comment  about  the  A.M.A.  meeting),  an  ad- 
dress delivered  by 

Medicine  and  the  Press;  Howard  W. Blakes- 
r . lee  to  the  graduat- 

Some  Interesting  ing  class  of  the 

Viewpoints  Reviewed  Medical  College  of 

Virginia  has 
brought  into  the  foreground  once  more  the  age- 
old  controversy  between  the  press  and  the  medi- 
cal profession  over  the  question  of  revealing,  re- 
porting, interpreting  and  publishing  medical  in- 
formation and  news  about  medical  men. 

Mr.  Blakeslee  is  Science  Editor  for  the  As- 
sociated Press  and  a Pulitzer  Prize  winner.  That 
is  to  say,  he  is  a reporter  of  unusual  attainments 
and  an  accurate  interpreter  of  scientific  material. 
For  that  reason  his  friendly  criticism  of  the 
medical  profession  cannot  be  dismissed  lightly — 
which,  however,  does  not  necessarily  imply  that 
what  he  says  has  to  be  accepted  as  all  wool  and 
a yard  wide. 


Here  are  a few  of  the  pertinent  points  made 
by  Blakeslee  in  his  address: 

“In  all  sciences  there  is  one  which  the  medical 
profession  has  overlooked.  In  fact  they  have 
shunned  it.  This  is  the  newspaper  publication  of 
medicine.  Both  the  medical  profession  and  the 
press  have  begun  to  change.  Last  month  five 
science  writers  were  awarded  a Pulitzer  prize. 
Some  of  the  news  they  wrote,  which  brought  the 
prize,  was  about  medicine.  It  is  fair  to  caution 
you  that  the  bridges  to  be  built  between  news- 
papers and  medicine  are  not  entirely  finished.*** 

“Rousing  people,  making  them  think,  is  the 
job  of  the  newspaper.  This  is  the  great  con- 
tribution which  the  newspaper  offers  to  medi- 
cine.*** 

“The  news  of  medicine  is  more  important  than 
the  doctor.  Telling  this  news  is  a new  social  ob- 
ligation of  the  doctor  and  the  newspaperman.*** 
In  telling  this  medical  news,  the  newspapers  will 
not  follow  medical  precedents.  They  will  not  con- 
fine their  stories  only  to  those  items  which  the 
physicians  would  select.  For  the  newspaper  is 
not  like  a medical  publication.  It  is  an  uncritical 
medium.  It  does  not  ask  whether  the  news  fits 
your  tastes.  News  is  whatever  interests  the 
majority  of  readers  of  a newspaper.  This  in- 
terest is  the  basis  of  public  opinion.  And  public 
opinion  is  the  master  who  is  rising  today  stronger 
than  ever.  Neither  the  physician  nor  any  other 
man  whatever,  can  disregard  this  master.  And 
so — I propose  one  more  science  for  aid  of  the 
medical  profession.  That  is  the  science  of  the 
fourth  estate,  the  newspaper  science  of  writing, 
the  science  which  forms  public  opinion.” 


Frankly,  Mr.  Blakeslee  has  given  us  something 
to  think  about.  Yet,  we  dare  not  give  blanket 
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endorsement  to  what  he  says  for  fear  some  per- 
sons will  get  the  impression  that  the  bars  should 
be  laid  low,  the  channels  of  publicity  opened  wide, 
and  let  the  devil  take  the  hindmost. 

Even  as  thoughtful  and  conservative  a pub- 
lication as  The  New  York  Times,  commenting 
editorially  on  Blakeslee’s  observations  and  a 
somewhat  similar  appeal  by  Dean  Carl  W.  Acker- 
man of  Columbia’s  Graduate  School  of  Journal- 
ism, leaves  the  impression  that  the  medical  pro- 
fession’s objection  to  indiscriminate  publicity  is 
hooey.  Commented  The  Times  in  part: 

“But  medical  men  still  think  of  newspaper  ar- 
ticles as  publicity — something  very  different  from 
public  opinion — and  through  their  organizations 
proceed  to  hound  the  physician  whose  name  hap- 
pens to  be  connected  with  it. 

“In  response  to  the  public  demand  for  medical 
news  and  in  recognition  of  the  part  played  by 
the  press  in  combating  disease,  medical  press 
bureaus  have  been  established.  Newspaper  men 
are  grateful  for  their  aid  in  interpreting  medi- 
cine. But  the  information  supplied  about  a new 
discovery  is  second-hand.  There  are  questions 
that  the  reporter  would  like  to  ask  the  discoverer 
and  pictures  of  the  great  man  that  the  public 
would  like  to  see.  Woe  unto  the  medico  who 
yields  to  importunities.  He  runs  the  risk  of 
being  ejected  from  medical  societies  as  a publicity 
seeker.  Cruel  injustices  are  sometimes  thus  per- 
petrated. The  great  physicist  who  grants  an 
interview  on  his  success  in  driving  some  new 
particle  of  matter  out  of  the  atom  or  permits  him- 
self to  be  photographed  in  his  laboratory  is  cer- 
tainly no  more  given  to  advertising  himself  than 
the  man  who  becomes  famous  through  his  method 
of  treating  pneumonia  or  schizophrenia.  In  a 
democracy  where  speech  is  still  free  the  physician 
is  the  one  scientist  who  is  muzzled. 

“Mr.  Blakeslee  made  it  clear  that  ‘newspapers 
will  not  follow  medical  precedents’  and  that  they 
will  not  confine  themselves  ‘to  those  items  which 
the  physicians  would  select.’  And  Dean  Acker- 
man was  equally  emphatic  in  holding  that  the 
medical  profession  ‘is  isolated  from  the  current 
thinking  of  mankind,’  though  his  concern  was 
more  with  the  physician’s  attitude  toward  the 
State  control  of  medicine.  The  medical  bureaus 
of  information  have  done  commendable  work  in 
aiding  the  newspapers  to  suppress  the  quack- 
salvers who  seek  publicity.  Yet  only  a beginning 
has  been  made  in  bringing  about  a better  under- 
standing between  the  press  and  medicine.  The 
next  step  is  to  make  it  possible  for  men  engaged 
in  research  to  escape  ostracism  when  they  satisfy 
a legitimate  demand  for  first-hand  opinions  of 
the  kind  that  the  public  is  entitled  to  hear.” 

In  our  opinion,  a much  sounder,  safer  and  more 
logical  point  of  view  is  taken  by  Dr.  Edwin  H. 
Shepard,  Syracuse,  New  York,  in  a letter  to  the 
editor  of  The  Times,  answering  the  editorial. 
Wrote  Dr.  Shepard: 

“The  Times  editorial  ‘The  Doctor  and  the 
Public’  will  strike  a popular  note  with  most  read- 
ers, but  it  is  doubtful  if  such  a plan  for  publicity 
of  physicians  as  individuals  will  ever  meet  with 
the  approval  of  the  medical  profession.  When 
Mr.  Blakeslee  ‘makes  it  clear  that  newspapers 
will  not  follow  medical  precedents’  and  they  will 
not  conform  themselves  ‘to  those  items  which 


the  physicians  would  select’  he  lays  himself  open 
to  quite  an  obligation  to  the  public. 

“This  writer,  as  one  who  served  his  first  ap- 
prenticeship in  the  newspaper  profession  and 
later  became  a physician,  has  with  years  of  ex- 
perience changed  his  ideas  on  what  may  or  may 
not  be  medical  news.  Medical  news  itself  is  a 
proper  public  concern,  which  is  already  being 
recognized  in  practical  cooperation  by  various 
county  and  state  medical  organizations.  News  of 
medical  men  has  a deeper  implication.  Attractive 
as  it  may  be  to  see  the  features  of  medical 
scientists  or  practitioners  in  public  print,  these 
men  themselves  know  that  a free  rein  in  this 
regard  would  bring  results  far  too  serious  to 
counterbalance  the  pleasure  of  the  public  in 
seeing  their  faces  in  print. 

“I  know  from  experience  that  almost  all  the 
desire  and  effort  for  publicity  come  from  the 
quack  and  the  charlatan.  These  are  the  men 
against  whom  the  ban  on  publicity  is  aimed.  It 
is  these  who  have  a new  ‘discovery’  to  announce, 
always  in  a field  in  which  there  has  been  limited 
success  by  others.  It  is  these  who  perform  a new 
operation  which  sounds  wonderful  but  to  which 
no  conscientious  physician  would  subject  a 
patient.  Without  a restraint  on  these  men  a vast 
amount  of  harm  and  grief  comes  to  the  public. 

“You  speak  of  the  news  value  of  ‘medical  dis- 
coveries.’ Do  you  realize  how  few  of  these  when 
they  first  appeared  would  have  drawn  much  more 
than  a passing  notice?  In  the  last  thirty  years 
I cannot  recall  one  which  was  acclaimed  that  has 
not  proved  a disappointment,  at  least  in  some 
degree.  The  great  discoveries,  such  as  diphtheria 
immunization,  were  scarcely  recognized  as  of 
great  importance  at  their  beginning,  yet  mean- 
while we  have  had  ‘turtle  cures’  for  tuberculosis, 
‘serum  cures’  for  cancer  and  a host  of  other 
pseudo-scientific  ‘discoveries,’  every  one  of  which 
aroused  false  hopes  through  this  very  publicity 
and  resulted  in  privation  and  bitter  disappoint- 
ment. 

“The  professions  of  medicine  and  law  proceed 
slowly  to  new  methods.  Their  present  methods 
may  seem  incomplete,  yet  they  have  been  de- 
veloped by  years  of  experience  and  are  the  best 
results  so  far  discovered.  The  higher  type  of  men 
in  the  medical  profession  recognize  their  obliga- 
tion to  these  principles  which  have  been  estab- 
lished, whereby  they  must  sacrifice  their  claim  to 
individual  preferment  to  the  greater  claim  of 
benefit  to  the  public  at  large.  Great  men  do  not 
need  publicity,  neither  does  the  public  need  it  of 
them,  when  against  it  is  the  untiring  effort  of 
the  quack  who  builds  his  business  on  public 
notice. 

“This  is  a stand  based  entirely  upon  unselfish 
principles.  It  seems  hard  for  many  laymen  to 
realize  that  there  is  a profession  or  business 
where  principles  may  stand  so  superior  to  the 
advantage  of  some  particular  members.  The  firm 
adherence  of  medicine  to  what  it  is  convinced  is 
right  or  for  the  public  welfare  is  an  idea  which 
the  bulk  of  social  and  public  workers  seem  wholly 
unable  to  comprehend.” 

The  Public  Relations  Bureau  of  the  New  York 
State  Medical  Society,  in  referring  to  the  above 
articles,  asks  the  question:  “Is  it  feasible  to  safe- 
guard the  medical  profession  from  misinterpreta- 
tion, and  the  public  from  harm  through  the  ex- 
ploitation of  exaggerated  claims  and  statements, 


914 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  8 


yet  open  more  freely  than  they  are  now  the 
avenues  of  interpretation  of  medical  science  to 
the  public?” 

This  is  a big  question.  Finding  the  answer 
will  require  patience,  careful  study  and  plenty  of 
experimentation.  That  the  improved  relationship 
between  the  medical  profession  and  the  press 
must  be  maintained  and  enhanced  is  conceded. 
Perhaps  improvement  would  come  about  if: 

More  specialists  in  the  field  of  reporting  medi- 
cal news  were  developed. 

More  newspapers  would  assign  trained  re- 
porters to  cover  medical  gatherings. 

More  reporters  would  take  the  time  to  consult 
with  official  agencies  of  medical  organization  re- 
garding important  medical  questions  before 
writing  their  stories. 

More  editorial  writers  would  make  sure  the 
news  on  which  their  comments  are  to  be  based  is 
accurate  before  writing  such  comments,  and  in 
addition  seek  the  advice  of  reliable  medical  men 
before  attempting  to  interpret  medical  events. 

More  newspapers  would  adopt  a policy  against 
overplaying  some  unimportant  medical  develop- 
ment simply  because  it  lends  itself  to  sensational 
headlines  and  in  favor  of  giving  important  medi- 
cal news  the  play  it  deserves. 

More  editors  would  try  to  understand  the 
ethical  principles  for  which  the  medical  profes- 
sion stands  and  realize  that  they  offer  the  public 
great  protection  from  medical  exploitation. 

More  physicians  would  try  to  understand  the 
attitude  of  the  newspaperman;  familiarize  them- 
selves with  the  methods  of  reporting  news  and 
publishing  a newspaper;  and  be  more  patient  and 
sympathetic  in  dealing  with  the  reporter  who 
comes  in  good  faith  but  who  usually  is  willing 
to  listen  to  reason  if  properly  handled. 

More  physicians  would  realize  that  publicity 
for  personal  aggrandizement  and  for  commercial 
purposes  isn’t  “playing  cricket”  with  their  col- 
leagues and  the  public. 

More  medical  societies  would  organize  services 
which  are  helpful  to  the  press  and  try  to  work 
out  cooperative  relationships  in  the  releasing  and 
handling  of  medical  news. 

More  groups  within  organized  medicine  would 
realize  that  organized  medicine  must  sell  itself 
to  the  press  and  the  public  for  what  it  really  is — 
the  real  competent,  reliable  leader  in  community 
medical  and  public  health  activities  and  the  one 
authentic  source  of  information  on  medical  and 
public  news. 

What  a flight  from  reality  to  suppose  that  the 
profession  can  make  any  effective  inroads  on 
the  recalcitrance  of  human  nature  when  there 
are  16,000  chiropractors,  7,600  osteopaths,  2,500 
naturopaths  and  10,000  Christian  Science  healers 
taking  $125,000,000  a year  from  the  American 
people  for  unscientific  or  one  track  systems  of 
healing. — Charles  Gordon  Heyd,  M.D. 


Just  to  keep  the  record  straight  and  so  the 
medical  profession  of  Ohio  may  know  that  the 
wind  still  blows  in  the  same  direction,  The  Jour- 
nal is  publishing 
Social  Workers  Reward  t^ie  following  ar- 
ti/t  Tr.  , , rT.  tide  released  on 

Mr.  Kingsbury  for  His  July  14  for  news_ 

Attack  on  the  A.M.A.  paper  and  maga- 
zine consumption 
by  the  Publicity  Department,  National  Confer- 
ence of  Social  Work,  82  North  High  Street,  Co- 
lumbus, Ohio. 

The  content  of  the  article  is  of  no  particular 
importance  except  to  show  certain  trends  of 
thought  and  perhaps  to  serve  as  a warning  to 
the  uninitiated  physician.  Physicians  who  have 
served  on  the  social  welfare  front  will  not  be 
surprised  or  startled.  Doubtless,  they  will  feel 
rather  proud  of  the  fact  that  organized  medicine, 
up  to  this  time,  has  done  a pretty  fair  job  in  pro- 
moting activities  which  have  made  the  quality  of 
medical  care  in  this  country  the  best  in  the  world, 
and  has  taken  a militant  stand  against  all 
schemes  and  programs  which  would  lower  the 
quality  of  medical  service  provided  the  American 
public.  But  all  this  is  aside  from  the  point. 
Here’s  the  article.  Draw  your  own  conclusions 
and  don’t  shoot  until  you  see  the  whites  of  their 
eyes: 


Columbus,  Ohio,  July  14. — An  address  on 
“Health  Insurance  in  a National  Health  Pro- 
gram,” delivered  by  John  A.  Kingsbury  of  New 
York  City  at  the  annual  meeting  of  the  National 
Conference  of  Social  Work  in  Indianapolis  in 
May,  won  Mr.  Kingsbury  the  annual  Pugsley 
Award  for  the  year’s  outstanding  contribution  to 
the  literature  of  American  social  work  presented 
before  the  Conference,  Howard  R.  Knight,  gen- 
eral secretary  of  the  Conference,  announced  to- 
day. The  award  carries  a $250  prize,  the  gift  of 
Chester  D.  Pugsley  of  Peekskill,  N.  Y. 

Mr.  Kingsbury  is  an  associate  fellow  of  the 
New  York  Academy  of  Medicine  and  former 
director  of  the  Milbank  Memorial  Fund.  In  his 
address ' he  discussed  a comprehensive  national 
health  program,  calling  it  “one  of  the  greatest 
needs  of  the  nation  today.”  He  charged  the 
American  Medical  Association  with  the  use  of 
obstructionist  tactics  to  prevent  the  establish- 
ment of  a national  health  program. 

The  Editorial  Committee  of  the  National  Con- 
ference of  Social  Work,  which  made  the  award, 
unanimously  favored  Mr.  Kingsbury’s  paper. 

“Like  certain  other  big  business  organizations, 
still  endeavoring  to  defeat  other  aspects  of  the 
New  Deal  program,”  said  Mr.  Kingsbury,  “the 
American  Medical  Association  is  asserting  all  its 
power  to  prevent  compulsory  health  insurance 
from  taking  its  proper  place  in  the  Social  Se- 
curity Act.  So-called  organized  medicine  is  using 
every  device  known  to  pressure  groups  and 
politicians  to  prejudice  the  country  against  a 
comprehensive  national  health  program,  and  par- 
ticularly against  compulsory  health  insurance.” 

Mr.  Kingsbury  called  on  social  workers  to  meet 
the  challenge,  stating: 

“One  of  the  greatest  needs  of  the  nation  today 
is  a comprehensive  national  health  program. 
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There  is  today  no  long-range  plan  before  the 
social  workers  of  America  more  important  than 
concerted  action  for  a health  program. 

“The  social  workers  must  line  up  against  the 
entrenched  officers  of  organized  medicine;  they 
must  align  themselves  beside  the  leaders  of  or- 
ganized labor  and  beside  the  real  leaders  of  the 
medical  professions.  Together  with  these  groups 
the  social  workers  of  America  can  bring  to  pass 
a real  national  health  program.” 


A people  gone  mendicant,  demanding  alms  at 
the  gate  of  government,  signalizes  the  decay  of 
a civilization. — Glenn  Frank. 


Gallup  Data  Show  Why 
Move  for  State  Medicine 
Has  Gained  Momentum 


Those  who  have  devoted  study  to  the  numerous 
phases  of  the  question  of  socialized  medicine  are 
pretty  well  agreed  that  many  of  the  problems 

which  have  moti- 
vated the  present 
agitation  for 
changes  in  the 
present  system  of 
distributing  med- 
ical care  would  disappear  if  something  could  be 
done  to  raise  the  income  level  of  many  American 
families,  who  are  self-supporting  to  a certain 
degree  but  some  of  whom  are  not  able  to  lay 
aside  an  adequate  amount  to  meet  the  expenses 
of  ordinary  illnesses  and  many  of  whom  cannot 
meet  the  expenses  of  emergency  sickness  or  dis- 
ability. 


An  interesting  sidelight  on  this  is  the  report 
released  by  Dr.  George  Gallup,  director,  Ameri- 
can Institute  of  Public  Opinion,  on  July  10,  based 
on  a nation-wide  survey  to  learn  what  people 
representing  a cross-section  of  the  public  believe 
the  annual  family  income  should  be  to  permit  it 
to  live  decently  and  with  health  and  comfort. 


In  his  explanatory  article  Dr.  Gallup  pointed 
out  that  the  government  considers  that  a typical 
family  in  most  sections  needed  at  least  $1,250  a 
year  for  bare  subsistence;  that  some  New  Dealers 
have  suggested  an  objective  of  $2,500;  and  that 
some  labor  organizations  have  set  $3,600  as  a goal 
for  the  workingman. 

Answers  gathered  by  the  Institute  through  its 
500  special  interviewers  revealed  that  “public 
opinion”  considers  $1,560  as  the  minimum  annual 
income  to  permit  a family  of  four  to  live  at  the 
“decency”  standard  and  $1,950  to  permit  it  to 
meet  the  “health  and  comfort”  status. 


It  was  pointed  out  that  professional  workers, 
business  men  and  skilled  laborers  named  a higher 
figure  in  both  instances  than  other  groups,  and 
that  city  residents  named  a higher  amount  than 
those  residing  in  small  towns  and  rural  districts. 

This  pertinent  comment  was  made  by  Dr. 
Gallup: 


“Observers  may  see  in  these  cold  figures  the 
explanation  of  a great  deal  of  the  present  dis- 


content with  ‘the  system’  and  the  willingness  to 
follow  new  leaders  and  new  experiments.” 

Those  who  survey  the  medical  field  may  find 
in  these  figures  the  reasons  why  the  agitation 
for  the  extension  of  state  medicine  and  the 
organization  of  health  insurance  schemes  has 
gained  momentum. 

The  survey  of  the  American  Institute  of  Public 
Opinion  re-emphasizes  the  fact  that  in  the  final 
analysis  the  question  of  whether  there  shall  or 
shall  not  be  more  state  medicine,  socialized  medi- 
cine or  what-have-you,  is  distinctly  an  economic 
problem.  Pay  a worker  enough  so  that  he  can 
provide  necessary  medical  service  for  himself  and 
his  family  and  he’ll  do  so  without  advice  or  in- 
terference on  the  part  of  a third  party.  Under- 
pay him,  and  he’ll  have  to  look  to  someone  for 
assistance.  At  that  point,  the  question  of  sub- 
sidized medical  service  enters  the  picture. 


Whatever  benefits  we  may  reasonably  expect 
from  organized  public  health  services  under  the 
auspices  of  the  State  . . . the  real  outpost,  the 
pivot,  the  interpreter,  the  exponent  of  preventive 
medicine,  is  the  general  practitioner. — Sir  George 
Newman. 


When  introduced  to  one  of  the  officers  of  the 
Ohio  State  Medical  Association  recently,  a mem- 
ber of  the  Association  remarked:  “I’m  not 

active  in  the 

“Medical  Politicians”  ? 

Room  for  More  of  Them, 

If  You  Get  Our  Point 


State  Associa- 
tion. I’m  not  a 
medical  p o 1 i - 
tician”. 


How  anyone 

could  possibly  have  this  reaction  is  difficult  to 
figure  out.  Yet,  evidently  such  fallacious  rea- 
soning is  not  confined  to  Ohio. 


Said  The  Journal  of  the  Michigan  State  Medi- 
cal Society  in  a recent  issue: 

“In  the  minds  of  some  of  our  colleagues  the 
idea  exists  that  our  so-called  ‘medical  politicians’ 
are  not  scientific  physicians.  These  distorted 
views  have  apparently  arisen  from  the  failure 
of  their  possessors  to  have  analyzed  the  per- 
sonnel of  the  men  active  in  medical  politics 
and  economics”. 

Is  it  possible  for  a physician  to  take  an  active 
part  in  the  work  of  the  Ohio  State  Medical 
Association  and  still  be  a scientific  and  com- 
petent practitioner  of  medicine?  Any  doubting 
member  should  be  convinced  that  this  is  not 
only  possible  but  a fact  after  reading  the  list 
of  officers  and  committees  of  the  State  Asso- 
ciation and  the  various  component  county  medi- 
cal societies.  Those  men  are  not  inferior  prac- 
titioners who  have  lost  sight  of  the  scientific 
features  of  medicine.  All  are  men  of  unim- 
peachable professional  reputation;  many  of  them 
have  a record  of  many  achievements  and  high 
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accomplishments  in  the  field  of  scientific  medi- 
cine. 

If  it  meets  the  convenience  of  some  to  desig- 
nate the  active  workers  in  organized  medicine 
“medical  politicians”,  so  be  it.  Our  answer  is: 
Organized  medicine  needs  more  members  who  are 
willing  to  emulate  them,  both  in  scientific  achieve- 
ments and  in  their  contributions  to  medical  or- 
ganization— the  latter  at  much  personal  sacri- 
fice, we  should  not  forget. 


fession  inspired  by  altruistic  obligations;  and, 
also,  whether  such  physicians  have  not  done 
more  to  lower  the  esteem  in  which  the  medical 
profession  was  held  in  former  years  than  did,  in 
earlier  days,  the  graduates  of  small  proprietary 
medical  schools  (whose  places  in  both  rural  and 
urban  centers  have  been  taken  by  cultist  prac- 
titioners).” 


Know  syphilis  in  all  its  manifestations  and  re- 
lations and  all  other  things  clinical  will  be  added 
unto  you. — Osier. 


If  a doctor’s  life  may  not  be  a divine  vocation, 
then  no  life  is  a vocation,  and  nothing  is  divine. — 
Stephen  Paget. 


One  of  the  quickest  and  surest  ways  by  which 
a physician  can  damage  his  own  reputation  and 
that  of  the  entire  medical  profession,  and  drive 

laymen  to  cultists 

Physicians  Blinded  By  ancl  c,uacks  is  to 

_ 0 . acquire  the  habit 

Dollar  Sign  Injure  of  overcharging. 

Status  of  Profession  We  do  not  mean 

to  infer  that  a 
physician  is  not  entitled  to  a reasonable  and  just 
fee  for  his  services.  He  certainly  is.  Neverthe- 
less, he  should  use  his  head.  He  should  remember 
that  even  the  well-to-do  have  feelings  and  dis- 
like being  gouged.  He  should  realize  that  reputa- 
tion counts  more  in  the  long  run  than  the  exor- 
bitant profit  which  may  be  realized  from  a few 
exceptional  cases.  The  overcharger  usually  finds 
the  going  pretty  tough  after  he  has  made  a 
“killing”  on  a few  cases.  The  entire  medical  pro- 
fession suffers  because  of  the  tactics  of  a few 
physicians  who  can’t  see  beyond  the  dollar  sign. 

Commenting  on  the  unfavorable  publicity  which 
has  been  given  the  medical  profession  generally 
through  the  poor  judgment  used  by  the  few  over- 
chargers among  physicians,  California  and  West- 
ern Medicine  recently  made  some  excellent  points. 

“It  must  be  remembered  that  every  medical 
student  and  physician  is  himself,  before  he  is  a 
doctor  of  medicine,  and  that  no  matter  what 
knowledge  he  may  acquire,  his  basic  character 
will  temper  his  professional  work  and  tone”,  that 
publication  observed. 

“When  then,  occasionally,  a licensed  practi- 
tioner, who  has  had  excellent  professional  train- 
ing, places  commercialism  before  service  (as  is 
manifested,  for  instance,  in  fees  so  high  that  they 
are  out  of  all  proportion  to  those  asked  by  col- 
leagues of  equal  ability,  and  for  services  of  a 
similar  nature),  a real  hurt  is  done  to  the  medi- 
cal profession  of  the  community  in  which  the 
offending  individual  practices;  and  for  an  older 
practitioner  to  commit  such  an  act  only  makes 
the  offense  the  greater.  In  view  of  the  damage 
done  to  medicine  by  individuals  having  these 
supercommercialistic  tendencies,  it  may  be  asked 
whether  it  would  not  have  been  better  had  they 
never  taken  up  the  practice  of  medicine,  but  used 
all  their  talents  in  the  business  world,  where 
search  for  profits  is  not  associated  with  a pro- 


There comes  a time  in  the  life  of  every  person 
when  he  must  make  an  appraisal  of  himself,  in 
an  effort  to  find  out  whether  or  not  he  is  making 

the  most  out  of 

Now  Is  the  Time  For 


Each  County  Society 
To  Make  an  Appraisal 


events  and  oppor- 
tunities. 

The  same  goes 
for  organizations — 
for  instance,  a med- 


ical society. 

It  would  be  an  endless  job  to  attempt  to  analyze 
the  Ohio  State  Medical  Association  and  its  com- 
ponent societies.  Such  appraisals  will  have  to  be 
done  on  an  individual  basis  after  plenty  of 
thought  and  study.  However,  it  would  not  be 
much  of  a task  for  each  county  medical  society 
in  Ohio  to  make  a check-up  between  now  and  the 
time  when  Fall  activities  will  be  resumed  for  the 
purpose  of  determining  whether  or  not  the  so- 
ciety has  muffed  opportunities  and  because  of 
apathy  has  failed  to  be  a potent  factor  in  its 
community. 

We  must  admit  that  the  idea  advanced  here 
was  inspired  by  an  editorial  published  in  the 
July,  1937,  issue  of  The  Columbus  Academy  of 
Medicine  Bulletin,  entitled,  “Missed  Opportunities 
for  Leadership”. 


It  is  not  conceivable  that  the  situation  in  Co- 
lumbus is  much  different,  if  any,  from  that  in 
some  other  parts  of  Ohio.  For  that  reason  we  be- 
lieve that  the  sound  advice  offered  by  the  writer 
of  that  editorial  can  be  applied  pretty  generally 
throughout  the  state.  Here’s  hoping  the  leaders 
of  all  county  societies  will  give  the  following 
their  careful  consideration  and  subject  their  own 
society  to  a thorough  examination : 

“Legislators  and  the  public  in  general  have 
come  to  expect  only  opposition  from  medical  so- 
cieties. We  are  always  on  the  defense.  This  is 
not  necessary,  but  always  we  are  jockeyed  into 
such  a position. 

“The  unofficial  group  editing  this  Bidletin  for 
you  urge  that  we,  as  the  Columbus  Academy  of 
Medicine,  get  busy  and  dig  in  on  a lot  of  civic 
problems  that  we  are  peculiarly  fitted  by  educa- 
tion and  training  to  help  solve. 

“Smoke  abatement  is  certainly  a very  live 
issue  in  this  city,  yet  we  have  not  heard  that 
those  interested  in  this  movement  have  ever 
thought  of  asking  the  Columbus  Academy  for  its 
cooperation.  The  rabies  prevention  campaign  has 
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been  started  by  the  Junior  Chamber  of  Commerce, 
but  no  one  thought  of  asking  us  about  helping. 
We  had  our  chance  last  spring  when  our  Program 
Committee  arranged  a most  excellent  evening  to 
make  it  clear  just  how  dangerous  it  was  to  have 
45,000  stray  dogs  in  our  city  and  its  suburbs. 
But  we  sat  still.  No  wonder  the  public  sometimes 
gets  the  mistaken  idea  that  our  motives  in  op- 
posing cults  are  selfish.  This  Bulletin  has  begged 
for  a Speakers’  Bureau  such  as  even  the  smaller 
medical  societies,  like  Canton,  have  well  de- 
veloped. The  Health  Department  has  had  to 
come  to  us  as  individuals  rather  than  to  the 
Academy  to  get  its  speakers  for  the  campaign 
against  syphilis.  Other  less  informed  organiza- 
tions have  no  place  to  turn  for  talent  that  is 
representative  of  our  profession. 

“Your  editorial  group  feels  very  keenly  that  it 
is  time  to  become  constructive  and  give  our  city 
that  type  of  service  which  will  convince  the  pub- 
lic that  actually  we  are  unselfish  in  our  motives. 
When  we  demonstrate  this  they  will  take  our 
word  about  the  value  and  the  danger  of  the  cults. 
Let  us  put  our  energy  into  doing  something — 
not  merely  opposing  something.” 

In  all  fairness,  it  must  be  said  that  the  State 
Association,  too,  must  be  appraised  periodically 
by  the  membership.  If,  in  the  opinion  of  the 
membership,  it  is  lax  in  meeting  its  obligations, 
officials  of  the  Association  should  be  so  informed. 
An  organization  can  thrive  on  constructive 
criticism.  It  can  die  through  lack  of  interest  on 
the  part  of  its  members.  An  organization  such 
as  the  Ohio  State  Medical  Association  can  per- 
form a better  service  if  its  component  units  are 
wide-awake  and  cooperating  locally  on  matters 
which  are  state-wide  in  scope  and  importance. 


To  introduce  an  unskilled  hand  into  such  a 
piece  of  divine  mechanism  as  the  human  body  is 
a fearful  responsibility. — Lister. 


The  question  of  fee-splitting  always  has  been 
a juicy  subject  for  writers  who  like  to  play  up 
to  the  sensational. 

In  the  June  30, 

It’s  Up  to  the  Medical  1937>  issue  of  the 

. T if™  Liberty  Magazine, 

ession  Itself  1 O Frederick  L.  Col- 

Spank  the  Fee  Splitters  lins  tries  his  hand 

at  the  subject.  He 
labeled  his  article,  “Who  Gets  the  Money  You 
Pay  Your  Doctor?” 

Although  interesting  enough,  Mr.  Collins’ 
article  advances  little  new  data  on  the  question 
of  fee-splitting.  However,  in  his  conclusion,  Col- 
lins offers  what  he  believes  may  be  a solution  of 
the  problem  which  deserves  some  thought  and 
calls  for  comment. 

Collins  makes  the  following  observations  and 
suggestions: 

“The  practice  seems  to  be  much  too  general  to 
be  coped  with  by  prohibitory  legislation.  There 
are  more  than  160,000  doctors  in  this  country. 
They  all  have  to  eat.  A good  many  of  them  may 


be  fee-splitters  but  comparatively  few  of  them 
are  racketeers.  They  are,  for  the  most  part, 
among  the  finest  people  in  the  communities  in 
which  they  live.  It  is  improbable  that  any  legis- 
lature would  undertake  to  brand  100,000  or  50,000 
or  even  25,000  of  these  leading  citizens  as  crooks. 
It  is  equally  improbable  that  such  an  attempt 
would  do  any  appreciable  good. 

“Those  who  agree  with  these  conclusions  be- 
lieve that  fee-splitting  should  be  recognized  in  this 
country  as  it  is  in  France,  that  the  percentages 
of  the  split  should  be  established  on  a uniform 
basis — say,  85  per  cent  to  the  surgeon  and  15  per 
cent  to  the  referring  physician — and  that  the 
widest  publicity  should  be  given  to  the  fact  that 
this  situation  exists. 

“Perhaps  15  per  cent  isn’t  enough  for  the  phy- 
sician who  makes  the  diagnosis,  arranges  for  the 
operation,  sometimes  assists  in  the  operating 
room,  and  almost  always  carries  much  of  the 
burden  of  the  after  care.  Perhaps  it  should  be  20 
per  cent  or  even  25  per  cent.  The  higher  the 
percentage  is  for  the  general  practitioner,  the 
better  the  service  he  will  be  able  to  give,  and,  it 
is  believed,  the  higher  his  ideals  of  service  will 
become. 

“But,  whatever  it  is,  there  should  be  only  one 
bill  for  both  the  physician  and  the  surgeon,  with 
the  patient  knowing  absolutely  how  his  money  is 
being  divided. 

“It  is  obvious  that  such  a measure  would  not 
be  a cure-all.  No  one  can  stop  the  unscrupulous 
specialist  from  tempting  the  general  practitioner 
with  more  than  the  legal  split.  No  one  can  stop 
the  unscrupulous  practitioner  from  manufactur- 
ing needless  operations  to  fill  his  purse  with  easy 
money. 

“On  the  other  hand,  two  great  underlying  cur- 
rents would  be  sej;  in  motion,  which  in  the  end 
might  very  nearly  eliminate  the  evils  of  the 
situation. 

“The  average  specialist,  assured  by  law  of  75 
or  85  per  cent  of  his  fee  instead  of  the  old  50 
per  cent,  could  live  as  comfortably  as  he  does 
now  on  fewer  operations,  and  would  therefore 
have  less  reason  to  try  to  tempt  the  practitioner. 

“The  average  practitioner,  on  his  side,  as- 
sured by  law  of  15  or  25  per  cent  on  every 
operation,  would  immediately  find  himself  in  a 
more  satisfactory  economic  situation,  could  afford 
better  offices  and  equipment  with  which  to  at- 
tract and  hold  legitimately  profitable  clients,  and 
would  therefore  be  less  easily  tempted. 

“As  these  facts  became  increasingly  clear, 
wouldn’t  the  ‘honest,  hard-working,  conscientious 
doctors,’  who  constitute  the  rank  and  file  of  the 
medical  army,  and  who  are  now  forced  by 
economic  pressure  to  countenance,  perhaps  even 
participate  in,  this  at  present  unregulated  evil, 
rise  in  their  might  and  throw  the  unscrupulous 
specialist  and  the  unscrupulous  practitioner  out 
of  their  ranks?  I think  they  would?” 

If  we  get  his  point,  Collins  is  of  the  opinion 
fee-splitting  should  be  abolished  or  legalized. 
We  concede  the  point  that  fee-splitting,  or  the 
giving  and  receiving  of  a commission  by  what- 
ever term  it  may  be  called  or  under  any  guise  or 
pretext,  should  be  abolished.  We  cannot  agree 
with  Collins  that  it  should  be  legalized. 

Legalization  can  never  be  a cure  for  a practice 
which  is  fundamentally  bad  and  likely  to  be 
damaging  to  the  public  regardless  of  how  it  is 
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carried  on.  Collins  admits  that  nothing  can  stop 
the  unscrupulous  physician  from  tempting  a col- 
league. It  is  equally  true  that  legalization,  pub- 
licity, or  what-have-you,  will  not  stop  the  un- 
scrupulous physician  from  “manufacturing”  un- 
necessary services  and  profiteering  as  long  as  he 
is  able  to  obtain  the  cooperation  of  some  equally 
unscrupulous  colleague  in  carrying  out  his  fee- 
splitting schemes. 

Nope,  Mr.  Collins,  we  are  convinced  that  this 
problem  is  one  which  the  medical  profession  alone 
must  try  to  solve — in  fact,  one  which  the  medical 
profession  is  obligated  to  attack  and  solve.  Can 
it  be  done?  We  believe  it  can.  However,  it  will 
require  intestinal  fortitude  on  the  part  of  the 
“honest,  hard-working,  conscientious  doctors”  of 
whom  Mr.  Collins  speaks.  We  are  convinced  that 
there  are  enough  of  them  to  put  the  fee-splitters 
out  of  business  or  reform  them  IF  they  will 
begin  to  realize  just  what  the  unscrupulous  in 
the  ranks  of  the  medical  profession  are  doing  to 
the  profession  as  a whole  and  then  take  the  bull 
by  the  horns  for  the  purpose  of  mopping  up.  A 
few  good  test  cases  by  applying  disciplinary 
action  might  do  a lot  to  clarify  the  atmosphere. 


Happy  is  the  man  who  knows  himself,  his 
emotional  make-up,  his  reactions,  and  who  is 
able  to  integrate  his  experiences,  pleasant  and 
unpleasant,  in  such  a way  that  the  tempo  of  his 
life  is  not  extremely  disturbed  under  the  most 
trying  circumstances. — The  Pennsylvania  Medical 
Journal. 


Since  the  first  of  the  year,  the  State  Head- 
quarters Office,  upon  receipt  of  the  1937  dues 
of  a member,  has  been  mailing  to  him  his  1937 

Membership  Card 

Potency  of  By-Laws  of 
County  Medical  Society 
Recognized  By  Court 


and  a copy  of  the 
revised  Constitu- 
tion and  By-Laws 
of  the  Ohio  State 
Medical  Associa- 


tion. 


There  was  a definite  purpose  behind  furnish- 
ing members  with  a copy  of  the  Constitution 
and  By-Laws.  It  was  felt  that  every  member 
should  have  an  opportunity  to  read  at  his 
leisure  the  laws  and  regulations  governing  the 
State  Association  and  its  members,  individually 
and  collectively. 

That  a member  should  be  familiar  with  the 
fundamental  organic  law  of  the  Association  is 
obvious.  Such  knowledge  will  produce  a better 
understanding  of  the  purposes  and  objectives 
of  organized  medicine,  stimulate  a more  active 
interest  in  its  work  and  refresh  memories  regard- 
ing the  principles  of  professional  ethics  and 
conduct  for  which  organization  stands. 

It  is  equally  important  that  each  member  thor- 
oughly understand  the  provisions  of  the  constitu- 


tion and  by-laws  of  his  county  medical  society, 
to  which  he  subscribed  when  he  accepted  mem- 
bership in  the  society.  Ignorance  of  the  laws 
and  regulations  of  a county  medical  society  is 
not  an  adequate  defense  in  case  a member  vio- 
lates some  provision  of  the  constitution  and  by- 
laws and  is  called  upon  to  explain  his  conduct. 

In  this  connection,  litigation  which  was  con- 
cluded recently  in  the  State  of  Washington 
through  a decision  by  the  Washington  Supreme 
Court  is  of  interest.  It  serves  to  emphasize  the 
suggestions  made  in  the  above  paragraphs.  The 
following  summary  of  the  Washington  case  and 
its  effect  was  published  in  a recent  issue  of 
Medical  Record: 

“The  Washington  Supreme  Court  recently  had 
under  consideration  an  action  against  a county 
medical  society  and  its  own  clinic  for  damages 
for  inducing  two  doctors,  members  of  the  medi- 
cal society,  but  operating  a separate  clinic,  to 
break  a contract  of  employment  with  the  plain- 
tiff, who  had  been  instrumental  in  assisting  in 
building  up  the  clinical  and  group  practice  of 
his  employers.  The  plaintiff,  it  appeared,  had 
been  engaged  as  business  manager  for  his  em- 
ployers’ clinic  for  an  unlimited  term.  To  avoid 
expulsion  under  a by-law  of  the  medical  society, 
these  employers  were  compelled  to  abandon 
their  clinical  and  group  practice.  The  plain- 
tiff sued  for  the  loss  he  had  sustained  by  his 
enforced  abandonment. 

“The  court  based  its  decision  denying  re- 
covery on  the  ground  that  the  doctors,  as  mem- 
bers of  the  medical  society,  were  bound  by  its 
by-laws;  and  in  the  enforcement  of  these  by- 
laws the  society  was  not  liable  for  incidental 
damage  to  a third  person. 

“The  constitution,  charter  and  by-laws  of  a 
medical  society,  the  court  said,  substantially  con- 
stitute a contract  between  the  members  of  the 
society  which  the  courts  will  enforce  if  not 
immoral  or  contrary  to  public  policy  or  the 
law  of  the  land.  It  is  not  material  how  selfish 
or  unselfish  the  objects  of  the  medical  society 
are  if  they  are  legitimate.  The  medical  society, 
in  the  enforcement  of  its  by-laws  for  the  direct 
purpose  of  benefit  to  itself  and  to  its  members, 
is  not  answerable  for  damage  incidentally  re- 
sulting to  a third  person.  So  long  as  one  re- 
mains a member  of  the  medical  society,  such 
member  can  be  compelled  under  his  contract  with 
the  society  to  obey  the  laws,  rules  and  regula- 
tions of  the  society,  or  suffer  the  penalty  of 
fine,  suspension  or  expulsion.  The  rule  that 
the  enforcement  of  a by-law  such  as  the  one  in- 
volved in  this  case  (which  included  a provision 
for  suspension  of  a member  who  should  engage 
in  contract  practice  without  the  authority  of 
the  society’s  board  of  trustees)  does  not  con- 
stitute coercion,  the  coui’t  found  to  be  sustained 
in  cases  decided  in  other  jurisdictions. 

“The  court’s  conclusion  was  that  the  weight  of 
authority  is  to  the  effect  that  in  pursuing  its 
legitimate  objects  an  association  has  the  right  to 
coerce  a member  by  fine,  suspension  or  expul- 
sion, and  the  association  will  not,  nor  will  its 
members,  be  liable  in  damages  to  those  who  may 
be  directly  or  indirectly  injured  by  such  efforts. 
So  long  as  a member  remains  in  the  association, 
he  is  subject  to  the  coercive  effect  of  a penalty 
exacted  for  breach  of  a by-law  of  the  associa- 
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tion.  If  he  does  not  desire  to  abide  by  the  obliga- 
tion of  his  contract  of  membership,  he  may 
abandon  his  membership.” 

The  foregoing  illustrates  the  potency  of  the 
organic  law  of  a county  medical  society.  Be- 
cause it  does  have  such  powerful  control  over 
its  members,  the  society  must  not  abuse  its  pow- 
ers. It  especially  must  be  sure  that  proper  pro- 
cedures are  followed  in  enforcing  them.  In  other 
words,  every  society  must  follow  meticulously 
the  procedure  outlined  in  its  constitution  and 
by-laws  in  taking  disciplinary  action  and  carry- 
ing out  all  provisions  relating  to  the  adminis- 
tration of  society  activities. 


HAVE  you  read  the  Proceedings  of  the 
Council  published  on  page  898  of 
this  issue  of  The  Journal ? If  not, 
you  should  do  so. 

The  July  11  meeting  of  Council  was  one 
of  the  most  important  held  by  it  for  many 
months.  Policies  on  several  vital  questions 
were  adopted.  May  11  and  12,  1938,  were 
the  dates  selected  for  the  next  Annual 
Meeting.  A tentative  setup  for  that  meet- 
ing to  be  held  in  Columbus  was  approved. 
Sub-committees  for  the  ensuing  year  were 
appointed.  Many  additional  items  of  im- 
portant business  were  considered. 

Council  minutes  present  a history  of  the 
important  activities  of  the  State  Associa- 
tion. To  keep  informed,  every  member 
should  study  them  carefully. 


COMING  MEETINGS 

American  Medical  Association,  San  Francisco, 
June  13-17,  1938. 

Ohio  State  Medical  Association,  Columbus,  May 
11-12,  1938. 

American  Academy  of  Ophthalmology  and 
Oto-Laryngology,  Chicago,  October  10-15,  1937. 

American  College  of  Physicians,  New  York, 
April  4-8,  1938. 

American  College  of  Surgeons,  Chicago,  Oc- 
tober 25-29,  1937. 

American  Hospital  Association,  Atlantic  City, 
September  13-17,  1937. 

American  Public  Health  Association,  New 
York,  October  5-8,  1937. 

National  Medical  Association,  St.  Louis, 
August  15-21,  1937. 

Southern  Medical  Association,  New  Orleans, 
November  30-December  3,  1937. 

Southern  Surgical  Association,  Birmingham, 
December  7-9,  1937. 


Five  Proposed  Amendments  to  Ohio  Con- 
stitution May  Be  on  Ballot 

Efforts  are  being  made  to  place  five  proposed 
amendments  to  Ohio’s  constitution  on  the  ballot 
for  consideration  of  voters  when  they  go  to  the 
polls  November  2. 

Proponents  of  the  amendments  must  obtain 
the  signatures  of  295,961  registered  voters  on 
each  petition  in  order  to  obtain  a place  on  the 
ballot.  The  signatures  must  be  filed  with  the 
Secretary  of  State  by  August  4. 

The  proposed  amendments  are: 

To  establish  a unicameral  or  one-house  legis- 
lature; 

To  legalize  a state  lottery; 

To  fix  the  maximum  interest  rate  on  loans  of 
banks,  building  and  loan  and  small  loan  com- 
panies at  six  per  cent  per  year; 

To  substitute  the  Massachusetts  form  of  bal- 
lot, which  lists  candidates  by  office,  for  the 
present  form  which  lists  them  in  columns  by 
poltical  parties,  a change  designed  to  abolish 
straight  ticket  voting,  and 

To  provide  for  the  appointment  by  the  gover- 
nor of  the  seven  supreme  court  judges  and  27 
appellate  court  judges,  instead  of  the  present 
system  of  electing  them.  If  the  amendment  is 
adopted,  incumbent  judges  will  continue  on  the 
bench  until  expiration  of  their  present  terms.  If 
they  are  not  appointed  to  succeed  themselves, 
they  may  run  against  the  appointees  named  in 
their  places.  When  a vacancy  occurs,  a judicial 
council  shall  submit  to  the  governor  the  names  of 
from  three  to  five  eligibles,  from  which’  he  shall 
make  a selection,  subject  to  the  confirmation  of 
the  senate.  A judge  thus  appointed  will  serve 
six  years,  at  the  end  of  which  he  runs  against  his 
record  instead  of  competing  with  other  can- 
didates for  the  judgeship.  If  a majority  of  the 
voters  vote  to  retain  him  in  office,  he  continues. 
If  not,  within  30  days  a successor  will  be  ap- 
pointed. Common  pleas,  probate  and  municipal 
court  judges  will  continue  to  be  elected  unless 
the  voters  of  the  municipalities  and  counties  de- 
cide to  extend  the  appointive  system  to  them  at 
later  elections. 


Dr.  Thompson  Celebrates  102nd  Birthday 

Dr.  William  E.  Thompson,  Bethel,  the  oldest 
practicing  physician  in  the  United  States,  cele- 
brated his  102nd  birthday,  July  6.  Dr.  Thompson, 
who  has  practiced  in  Bethel  for  more  than  76 
years,  still  makes  a few  home  calls  and  treats 
patients  who  call  at  his  office.  He  graduated  from 
the  Cincinnati  College  of  Medicine  and  Surgery 
in  1860  and  served  as  a surgeon  in  the  Civil  War. 
Dr.  Thompson  comes  from  a family  with  a record 
for  longevity.  His  paternal  grandfather  reached 
105  and  his  maternal  grandfather  97. 


TAX  PROVISIONS  OF  SOCIAL  SECURITY  ACT  APPLYING  TO 
PHYSICIANS  EXPLAINED  BY  INTERNAL  REVENUE  OFFICIAL 


ALTHOUGH  The  Journal  has  published 
several  articles  since  the  first  of  the  year 
regarding  the  taxing  provisions  of  the 
Social  Security  Act  as  they  apply  to  physicians, 
the  accompanying  explanation  of  those  pro- 
visions compiled  by  Guy  T.  Helvering,  Commis- 
sioner of  Internal  Revenue,  may  be  helpful  to 
physicians  in  clarifying  some  of  the  points  in 
the  Act  about  which  they  may  be  uncertain. 

Operators  of  private  laboratories,  private  sani- 
tariums, and  physicians  employing  one  or  more 
are  advised  to  make  immediate  tax  returns  as 
required  under  the  provisions  of  Titles  VIII  and 
IX  of  the  Social  Security  Act  to  avoid  further 
payment  of  drastic  penalties  which  are  now  ac- 
cruing. 

Every  person  employed  in  such  work  comes 
under  the  provisions  of  Title  VIII,  which  imposes 
an  income  tax  on  the  wages  of  every  taxable 
individual  and  an  excise  tax  on  the  pay  roll  of 
every  employer  of  one  or  more.  This  tax  is  pay- 
able monthly  at  the  office  of  the  Collector  of  In- 
ternal Revenue.  The  present  rate  for  employer 
and  employee  alike  is  one  per  cent  of  the  taxable 
wages  paid  and  received. 

UNEMPLOYMENT  COMPENSATION  TAX 

Under  Title  IX  of  the  Act,  employers  of  eight 
or  more  persons  must  pay  an  excise  tax  on  their 
annual  pay  roll.  (The  Ohio  Unemployment  Com- 
pensation Act  requires  employers  of  three  or 
more  to  pay  the  tax.)  This  tax  went  into  effect 
on  January  1,  1936,  and  tax  payments  were  due 
from  the  employers,  and  the  employers  alone,  at 
the  office  of  the  Collector  of  Internal  Revenue 
on  the  first  of  this  year.  This  tax  is  payable  an- 
nually, although  the  employer  may  elect  to  pay 
it  in  regular  quarterly  installments. 

The  employer  is  held  responsible  for  the  col- 
lection of  his  employee’s  tax  under  Title  VIII, 
and  is  required  to  collect  it  when  the  wages  are 
paid  the  employee,  whether  it  be  weekly  or  semi- 
monthly. Once  the  employer  makes  the  one  per 
cent  deduction  from  the  employee’s  pay,  he  be- 
comes the  custodian  of  Federal  funds  and  must 
account  for  them  to  the  Bureau  of  Internal 
Revenue. 

This  is  done  when  the  employer  makes  out 
Treasury  form  SS-1,  which,  accompanied  by  the 
employee-employer  tax,  is  filed  during  the  month 
directly  following  the  month  in  which  the  taxes 
were  collected.  All  tax  payments  must  be  made 
at  the  office  of  the  Collector  of  Internal  Revenue 
in  the  district  in  which  the  employer’s  place  of 
business  is  located. 

Penalties  for  delinquencies  are  levied  against 


the  employer,  not  the  employee,  and  range  from 
5 per  cent  to  25  per  cent  of  the  tax  due,  depend- 
ing on  the  period  of  delinquency.  Criminal  action 
may  be  taken  against  those  who  willfully  refuse 
to  pay  their  taxes. 

The  employers  of  one  or  more  are  also  re- 
quired to  file  Treasury  forms  SS-2  and  SS-2a. 
Both  are  informational  forms  and  must  be  filed 
at  Collectors’  offices  not  later  than  next  July  31, 
covering  the  first  six  months  of  the  year.  After 
that  they  are  to  be  filed  at  regular  quarterly  in- 
tervals. Form  SS-2  will  show  all  the  taxable 
wages  paid  to  all  employees  and  SS-2a  the  tax- 
able wages  paid  each  employee. 

REGARDING  STATE  FUNDS 

Participation  in  a state  unemployment  com- 
pensation fund,  approved  by  the  Social  Security 
Board,  does  not  exempt  employers  from  the  ex- 
cise tax  under  Title  IX.  Nor  does  the  fact  that 
there  is  no  state  unemployment  compensation 
fund  relieve  the  employer  of  his  Federal  tax  pay- 
ments. In  those  states  where  an  unemployment 
compensation  fund  has  been  approved,  deduc- 
tions up  to  90  per  cent  of  the  Federal  tax  are 
allowed  the  employer  who  has  already  paid  his 
state  tax.  These  deductions  are  not  allowed 
unless  the  state  tax  has  been  paid. 

This  tax  is  due  in  full  from  all  employers  in 
states  having  no  approved  fund.  The  rate  for 

1936  was  one  per  cent  of  the  total  annual  pay 
roll  containing  eight  or  more  employees,  and  for 

1937  it  is  two  per  cent.  The  rate  increases  to 
three  per  cent  in  1938  when  it  reaches  its  maxi- 
mum. The  annual  returns  are  made  on  Treasury 
form  940. 

An  employer  who  employs  eight  or  more  per- 
sons on  each  of  twenty  calendar  days  during  a 
calendar  year,  each  day  being  in  a different 
calendar  week,  is  liable  to  the  tax.  The  same 
persons  do  not  have  to  be  employed  during  that 
period,  nor  do  the  hours  of  employment  have  to 
be  the  same. 

FEATURES  OF  TAXING  PROVISIONS 

Actual  money,  when  paid  as  wages,  is  not  the 
sole  basis  on  which  the  tax  is  levied.  Goods, 
clothing,  lodging,  if  a part  of  compensation  for 
services,  are  wages  and  a fair  and  reasonable 
value  must  be  arrived  at  and  become  subject  to 
the  tax. 

Commissions  on  sales,  bonuses  and  premiums 
on  insurance  are  wages  and  taxable. 

Officers  of  corporations  whether  or  not  receiv- 
ing compensation  are  considered  employees  for 
the  purpose  of  taxation. 

Wages  paid  during  sick  leave  or  vacation,  or  at 
dismissal  are  taxable. 
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VICIOUS  INSURANCE  SWINDLE  UNCOVERED  IN  NEW  YORK  CITY 
SHOWS  HOW  PHYSICIANS  MUST  BE  CONSTANTLY  ON  GUARD 


SOMETHING  new  in  rackets  with  a medical 
tinge  has  been  uncovered  in  New  York  City 
by  Federal  authorities.  It  has  the  ear- 
marks of  one  of  the  biggest  disability  insurance 
frauds  of  all  time.  Unfortunately,  a number  of 
competent,  ethical  physicians  were  innocently 
drawn  into  the  racket,  indicating  that  members 
of  the  medical  profession  must  constantly  be  on 
guard  against  those  who  would  abuse  their  con- 
fidence for  personal  financial  gain. 

A report  on  the  investigation  of  the  fraud 
made  by  the  United  States  Public  Health  Service, 
compiled  by  Dr.  0.  F.  Hedley,  passed  assistant 
surgeon,  U.S.  P.H.S.,  was  published  in  the  July 
3,  1937,  issue  of  The  Journal  of  the  American 
Medical  Association,  and  is  reprinted  in  full  be- 
cause of  the  unusual  character  of  the  incident 
and  its  importance  as  a warning  to  members  of 
the  medical  profession: 

Carrying  the  title,  “A  Heart  Disease  Racket”, 
Dr.  Hedley’s  report  read  as  follows: 

“During  the  past  few  weeks  the  office  of  the 
United  States  Attorney  in  New  York  City  un- 
covered one  of  the  largest  disability  insurance 
frauds  in  years.  Following  an  intensive  investi- 
gation lasting  several  months,  approximately 
thirty , arrests  have  been  made  and  a number  of 
other  persons  summoned  for  questioning.  In- 
cluded among  those  involved  are  claimants,  at- 
torneys, lawyers’  ‘runners’  or  ‘chasers,’  physi- 
cians, and  representatives  of  several  large  life 
insurance  companies. 

“Although  none  of  these  persons  have  gone  to 
trial,  a number  of  important  confessions  have 
been  obtained.  Some  reputable  physicians  un- 
wittingly allowed  themselves  to  become  the  tools 
of  the  ring.  The  methods  allegedly  employed  in 
New  York  City  are  of  interest  to  the  medical 
profession,  as  it  is  not  known  to  what  extent  they 
are  practiced  in  other  cities. 

METHOD  OF  OPERATION 

“This  racket  is  alleged  to  operate  by  inducing 
policyholders  of  life  insurance  with  total  and 
permanent  disability  features  to  make  fraudulent 
claims  for  disability  payments.  The  policy- 
holders were  consulted  by  the  runners  or  agents 
of  lawyers,  who  persuaded  them  to  take  advan- 
tage of  the  disability  clauses  in  their  insurance 
policies.  The  runners  introduced  them  to  the 
attorneys,  who  agreed  to  take  charge  of  their 
cases  on  a percentage  basis  and  inquired  con- 
cerning their  disabilities,  if  any.  In  most  in- 
stances the  claimants  did  not  have  sufficient  ac- 
tual disabilities  to  warrant  making  claims  at  that 
time.  An  inquiry  would  be  made  concerning  the 
claimant’s  physician  to  determine  whether  he 


was  ‘regular.’  If  he  were  not  known  to  the  at- 
torneys, the  case  was  placed  in  the  hands  of  one 
of  the  ring’s  physicians  for  a ‘build-up.’ 

“These  ‘build-ups’  consisted  in  developing  a 
history  and  as  much  clinical  evidence  as  possible 
of  some  chronic  disabling  condition  subsequently 
used  in  presenting  a claim  to  the  insurance  com- 
pany. Heart  disease  was  frequently  chosen,  as 
it  is  easily  simulated  and  difficult  to  disprove,  and 
juries  are  likely  to  give  the  claimant  the  benefit 
of  any  reasonable  doubt.  There  is  confessed  evi- 
dence that  claimants  were  carefully  instructed  by 
the  physicians  and  attorneys  on  the  symptoms  of 
heart  disease,  especially  angina  pectoris.  Some 
of  these  patients  were  sent  to  reputable  general 
practitioners,  who  were  deluded  by  the  history 
into  rendering  reports  which  could  be  used  in 
pursuing  these  fraudulent  claims.  Sometimes 
unethical  physicians  were  apparently  visited  for 
the  purpose  of  obtaining  spurious  records  of 
back-dated  visits  to  collect  back  insurance  or  to 
show  that  the  disability  began  some  time  prev- 
iously. 

“The  claimant  was  sometimes  directed  to  feign 
heart  attacks  in  public  places  where  witnesses 
were  available.  Sometimes  he  was  rushed  to  a 
hospital  following  an  attack.  On  other  occasions 
the  claimant  was  sent  to  a hospital  for  the  bona 
fide  treatment  of  a non-cardiac  condition,  even 
for  surgical  operations.  During  these  admissions 
a history  of  heart  disease  was  noted  on  the  hos- 
pital records.  Later  this  was  used  as  corrobora- 
tive evidence.  Cardiac  consultations  were  some- 
times held.  The  patient  was  even  directed  to 
feign  heart  attacks  in  the  hospital  to  add  further 
evidence  of  heart  disease. 

“As  a final  measure  to  convince  the  life  in- 
surance company  of  the  seriousness  of  the  claim- 
ant’s condition  or  to  insure  success  in  event  of 
litigation,  an  effort  would  be  made  to  trick  a 
reputable  cardiologist  into  giving  a consultation 
report  that  would  favor  the  claim.  The  claimant 
would  be  carefully  coached  in  the  symptoms  of 
the  disease  under  consideration.  Frequently  some 
digitalis  product  was  administered  either  for  the 
purpose  of  producing  cardiac  arrhythmia  or 
digitalis  effects  on  the  electrocardiogram.  Oc- 
casionally the  claimant  was  told  to  drink  several 
cups  of  coffee  before  submitting  to  examination. 
Sometimes  the  claimant  was  directed  to  run  to 
the  office  of  the  consultant  to  be  short  of  breath 
on  arrival.  In  some  instances  the  claimants  were 
directed  to  prick  their  fingers  after  voiding  to 
show  blood  cells  in  the  urine.  There  is  reason  to 
believe  that  the  cardiologist’s  opinion  was  kept 
only  if  favorable  to  the  ‘build-up,’  or  at  least  non- 
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committal;  otherwise  it  was  consigned  to  the 
wastepaper  basket. 

“Meanwhile  the  claimants  were  instructed  to 
avoid  business  and  remain  quietly  at  home.  When 
sufficient  ‘evidence’  had  been  accumulated,  claims 
were  submitted  to  the  insurance  companies  for 
payment  of  total  and  permanent  disability.  In- 
variably the  insurance  companies  would  have 
these  persons  examined  and  despite  the  various 
subterfuges  resorted  to  by  the  claimants  could 
find  little  objective  evidence  of  disease.  Not  in- 
frequently, in  patients  well  advanced  in  years, 
they  would  give  the  claimant  benefit  of  the  doubt. 
Otherwise  the  case  would  be  carried  to  court  and 
the  verdict  often  rendered  against  the  life  in- 
surance company. 

“Most  of  the  claims  were  handled  by  the  at- 
torneys on  a contingency  basis.  The  choice  move 
on  their  part  was  to  demand  a cash  settlement 
from  the  life  insurance  company,  the  claimant  in 
some  instances  even  surrendering  his  life  in- 
surance policy  for  a relatively  small  amount  as 
well  as  relinquishing  the  disability  feature.  From 
this  the  attorneys  would  obtain  their  fees  to- 
gether with  the  expense  of  handling  the  case,  and 
the  claimant  would  get  whatever  was  left. 

“To  make  matters  worse,  a policyholder  with  a 
real  disability  sometimes  found  himself  in  the 
clutches  of  one  of  these  groups.  From  the  stand- 
point of  the  racket  this  was  all  the  better,  as  it 
enabled  them  to  present  their  case  without  a 
preliminary  ‘build  up.’  It  was  most  disastrous  to 
the  insured  person  suffering  from  a disabling 
condition. 

“It  should  not  be  supposed  that  all  the  claim- 
ants were  entirely  guileless  victims.  Some  were 
admittedly  successful  business  men  who  at- 
tempted this  form  of  retirement  on  their  own 
volition  and  with  full  knowledge  of  the  fraudulent 
intent.  Their  desire  to  retire  was  partly  due  to 
the  depression.  Often  these  people  suffered  from 
a chronic  disease  not  entirely  disabling.  Here 
the  alleged  fraud  consisted  of  an  exaggeration  of 
this  disability  or  feigning  an  additional  one. 
Sometimes  the  claimants  even  attended  their 
business  while  drawing  disability  allowances. 
One  claimant  had  been  convicted  previously  of 
insurance  fraud.  He  went  so  far  as  to  attempt  to 
pyramid  his  earnings  by  trying  to  take  out  life 
insurance  from  one  company  while  collecting 
payment  for  total  disability  from  another. 

PHYSICIANS  INNOCENTLY  INVOLVED 

“One  of  the  most  serious  aspects  from  the 
medical  point  of  view  is  that  a number  of  reput- 
able physicians  became  innocently  involved.  These 
were  for  the  most  part  either  general  practi- 
tioners or  cardiologists.  The  average  physician 
acting  in  good  faith  comes  to  rely  on  the  state- 
ments of  his  patients  to  a ^Jarge  extent.  The 


physical  examination  is  not  likely  to  prove  of 
much  value  in  many  cases  of  angina  pectoris, 
especially  on  patients  seen  in  consultation.  The 
electrocardiogram,  while  of  considerable  value  in 
detecting  certain  organic  changes  in  the  coronary 
arteries,  offers  no  signs  pathognomonic  of  the 
anginal  syndrome.  Unless  the  electrocardiogram 
is  obtained  during  an  attack  of  angina  pectoris, 
an  event  that  occurs  infrequently,  it  may  be  en- 
tirely within  normal  limits  or  show  only  minor 
changes.  Even  a competent  cardiologist  is  likely  to 
be  deceived  by  a person  past  50  years  of  age  well 
coached  in  the  thespian  arts  and  showing  minor 
electrocardiographic  abnormalities  associated  with 
the  aging  process,  to  which  perhaps  is  added 
a digitalis  effect.  The  digitalis  effect,  if  recog- 
nized as  such,  tends  to  lend  further  evidence  to 
the  claimant’s  story  of  prolonged  cardiac  disease 
and  also  accounts  for  lack  of  signs  of  congestive 
heart  failure.  The  thought  that  patients  have 
been  doped  like  race  horses  is  not  likely  to  enter 
the  physician’s  mind. 

SUGGESTIONS  TO  PHYSICIANS 

“1.  Physicians,  especially  those  limiting  their 
practice  to  internal  medicine  or  cardiology,  are 
urged  to  be  on  guard  against  ‘synthetic’  heart 
disease.  While  almost  any  physician  might  be 
deceived,  it  is  more  likely  to  occur  when  he  is  not 
aware  of  these  practices  or  on  the  alert  against 
them.  It  is  not  known  to  what  extent  they  occur 
in  other  cities  or  whether  other  specialists  are 
involved. 

“2.  Consultants  should  be  particularly  careful 
about  expressing  opinions  on  cases  referred  to 
them  from  unknown  sources,  especially  when 
there  is  complaint  of  angina  pectoris  and  no  very 
sound  objective  evidence  on  which  to  base  a diag- 
nosis of  cardiovascular  disease. 

“3.  The  practice  employed  by  some  consultants 
of  limiting  prognoses  in  ambulatory  patients  to 
the  relatively  near  future  has  much  to  commend 
it.  This  makes  it  much  more  difficult  to  use  the 
report  subsequently  as  a basis  for  a claim  for 
total  and  permanent  disability. 

“4.  In  most  instances  the  consultants  were 
unaware  that  their  examinations  would  be  used 
to  collect  disability  insurance.  If  in  doubt,  the 
consultant  should  obtain  a written  statement 
from  the  referring  physician  and  patient  con- 
cerning their  intention  of  using  the  report  for 
litigation  or  to  contest  insurance  claims.  If 
after  being  assured  to  the  contrary  the  report  is 
subsequently  used  for  these  purposes,  the  con- 
sultant can  show  evidence  of  bad  faith  on  the 
part  of  the  claimant. 

“5.  The  possibility  of  surreptitious  digitaliza- 
tion should  be  borne  in  mind,  especially  interpret- 
ing electrocardiograms  showing  tracings  com- 
patible with  digitalis  effects.” 


SET  OF  BASIC  PRINCIPLES  TO  GOVERN  THE  RELATIONSHIP 
BETWEEN  RADIOLOGISTS  AND  HOSPITALS  ADOPTED 


ACTION  by  the  American  Hospital  Associa- 
tion and  the  Radiological  Inter-Society 
Committee,  officially  representing  the  four 
major  radiological  societies,  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the  American 
Medical  Association  and  the  American  College  of 
Surgeons,  in  establishing  a set  of  principles  gov- 
erning the  relationship  between  radiologists  and 
hospitals  is  a forward  step  in  efforts  to  solve  the 
difficulties  which  have  arisen  in  recent  years  be- 
tween hospitals  and  radiologists. 

In  drafting  and  endorsing  the  following  basic 
principles,  the  interested  groups  have  endeavored 
to  establish  fundamental  regulations  which  will 
protect  the  public,  maintain  radiological  services 
of  high  efficiency,  and  safeguard  the  hospitals, 
the  hospital  radiologist  and  the  interests  of  the 
non-hospital  radiologist: 

1.  The  radiological  service  of  the  hospital 
shall  be  maintained  primarily  for  the  benefit  of 
the  sick. 

2.  Every  hospital  radiological  department 
should  be  under  the  direction  of  a competent  radi- 
ologist, preferably  a diplomat  of  the  American 
Board  of  Radiology  or  one  who  is  working  to- 
ward that  objective.  If,  because  of  size  or  isola- 
tion, such  arrangement  be  not  feasible,  some  mem- 
ber of  the  general  medical  staff  trained  in  radi- 
ology should  be  in  charge  and  a consultation  ser- 
vice arranged  with  a nearby  r-adiologist. 

3.  The  radiologist  is  entitled  to  recognition  as 
a professional  member  of  the  medical  staff  and 
as  head  of  a hospital  department. 

4.  The  preservation  of  the  unity  of  the  hos- 
pital and  its  component  departments  and  ac- 
tivities is  an  essential  administrative  principle. 
This  principle  can  be  maintained  without  any  in- 
fringement on  professional  rights  or  professional 
dignity. 

5.  Inasmuch  as  no  one  basis  of  financial  ar- 
rangement between  a hospital  and  its  radiologist 
would  seem  to  be  applicable  or  suitable  in  all  in- 
stances, that  basis  should  be  followed  which 
would  best  meet  the  local  situation.  This  may  be 
on  the  basis  of  salary,  commission,  or  privilege 
rental,  but  in  no  instance  should  either  the  hos- 
pital or  the  radiologist  exploit  the  other  or  the 
patient. 

6.  When  an  arrangement  is  effected  whereby 
the  radiologist  of  the  hospital  pays  a rental  for 
space  and  service,  cares  for  non-pay  patients  and 
in  return  retains  all  private  fees  collected,  such 
contract  should  clearly  cover  the  matter  of  de- 
preciation of  equipment,  replacements,  and  ad- 
ditions, should  protect  the  radiologist  against  ex- 
cessive non-pay  work  and  should  take  into  con- 
sideration the  “good  will”  by  virtue  of  which  a 


large  proportion  of  the  paying  clientele  is  at- 
tracted. 

The  four  radiological  societies  which  have  ap- 
proved the  foregoing  principles  through  repre- 
sentation on  the  inter-society  committee  are: 
American  College  of  Radiology,  American  Roent- 
gen Ray  Society,  Radiological  Society  of  North 
America  and  American  Radium  Society. 

A proposal  that  the  actual  cost  of  films  and 
associated  overhead  be  separated  from  the  pro- 
fessional charges  of  the  radiologist,  or  that  the 
responsibility  for  this  department  be  divorced 
from  the  hospital,  was  disapproved  by  the  Ameri- 
can Hospital  Association  and  the  Radiological 
Inter-Society  Committee  on  the  grounds  that  “it 
would  probably  result  in  frequent  omission  of  the 
radiological  consultation  with  a specialist  in 
radiology,  would  mean  less  efficient  radiological 
service  with  potential  legal  complications,  and 
would  tend  to  create  difficulties  with  national  and 
other  organizations  requiring  supervision  of  the 
radiological  work  by  a competent  radiologist”. 


New  York  Graduate  Fortnight 

The  Tenth  Annual  Graduate  Fortnight  of  the 
New  York  Academy  of  Medicine  will  be  held 
November  1-12.  The  program  comprising  morn- 
ing and  afternoon  clinics,  evening  meetings  and 
a scientific  exhibit,  will  be  devoted  to  “Medical 
and  Surgical  Disorders  of  the  Urinary  'Tract”. 
The  subject  will  include  Bright’s  disease,  arterial 
hypertension,  infections,  tumors,  calculi  and  ob- 
structions of  the  urinary  tract;  and  will  exclude 
venereal  disease,  diseases  of  the  genitalia,  and 
gynecology.  A complete  program  and  registra- 
tion blank  can  be  obtained  by  addressing  The 
New  York  Academy  of  Medicine,  2 East  103rd 
St.,  New  York  City. 


Dr.  Harvey  Cushing  Retires 

Dr.  Harvey  Cushing,  since  1933  Sterling  pro- 
fessor of  physiology,  Yale  University  School  of 
Medicine,  retired  from  the  faculty  in  June.  A 
graduate  from  Harvard  University  Medical 
School  in  1895,  Dr.  Cushing  was  associated  with 
Johns  Hopkins  University  School  of  Medicine 
from  1902  to  1912  and  from  1912  to  1932  was 
professor  of  surgery  at  Harvard  and  surgeon-in- 
chief to  the  Peter  Bent  Brigham  Hospital.  Dr. 
Cushing  is  a former  president  of  the  American 
College  of  Surgeons,  American  Neurological 
Association  and  the  American  Surgical  Associa- 
tion. He  was  awarded  the  Lister  Medal  in  1930 
and  the  Pulitzer  prize  in  1925  for  his  book  “The 
Life  of  Sir  William  Osier”. 
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All  unsigned  reviews  are  from  the  pen  of  the  Editor. 


Dr.  Betterman’s  Diary.  Edited  by  Charles  Elton 
Blanchard,  M.D.  $3.00.  Medical  Success  Press, 
Youngstown,  Ohio.  pp.  278. 

Here  is  presented  the  old  Doctor’s  diary  for 
the  years  1868,  1873,  1893,  1909  and  1910.  Seeing 
the  world  through  the  eyes  of  a shrewd  kindly 
country  doctor  during  the  reconstruction  days 
and  during  the  panic  of  ’73  and  ’93  is  an  ex- 
perience that  seems  all  the  more  worthwhile  in 
view  of  our  recent  experiences. 

Wide  is  the  Gate.  By  Loyd  Thompson,  M.D.  $2.00. 
The  Macaulay  Company,  New  York  City.  1937. 
pp.  320. 

Here  is  the  exciting  story  of  a modern  quack. 
As  is  true  in  life  the  “Hero”  prospers  for  a time 
in  a big  way  but  in  the  end  it  is  amply  proved 
that  “Wide  is  the  gate  and  broad  is  the  way  that 
leadeth  to  destruction”.  *In  addition  to  being  a 
good  story  well  told,  it  is  recommended  to  the 
readers  of  this  Journal  because  it  is  an  informa- 
tive study  of  professional  ethics.  It  tells  the 
lesson  as  I have  always  insisted  it  should  be  told. 
It  will  always  be  more  effective  if  we  preach  that 
bad  ethical  conduct  is  bad  business.  Of  the  hun- 
dreds of  physicians  both  good  and  bad  that  I 
have  known,  I have  never  found  one  who 
permanently  prospered  by  the  prostitution  of  his 
profession. 

In  the  Lives  of  Men.  By  Alan  Hart.  $2.50.  Nor- 
ton. New  York.  1937.  pp  451. 

Alan  Hart,  himself  a physician,  is  the  out- 
standing novelist  when  it  comes  to  the  portrayal 
of  the  problems  and  dilemmas  of  the  physician 
as  those  who  have  read  “Dr.  Mallory  and  the 
Undaunted”  will  testify.  Here  the  doctor  has 
given  us  the  tale  of  a physician  of  the  boom  days 
in  the  northwest.  This  is  a bigger  picture  than 
he  has  attempted  before  yet  Dr.  Hart  has  lived 
up  to  what  we  have  come  to  expect  from  his 
other  books. 

Clinical  Reviews  of  the  Pittsburgh  Diagnostic 
Clinic.  Edited  by  H.  M.  Margolis,  B.S.,  M.D., 
F.A.C.P  Paul  B.  Hoeber,  Inc.,  1937.  pp  552. 

For  some  years  now  the  Pittsburgh  Diagnostic 
Clinic  has  been  sending  out  timely  reviews  of 
some  of  the  common  things  in  medicine  which  in 
their  experience  most  physicians  need  to  have 
reviewed  and  brought  up  to  date  omitting  of 
course  the  supporting  technical  data  and  the  con- 
troversial. So  various  members  of  the  staff  have 
done  a splendid  job  with  such  topics  as  Con- 
stitutional Inadequacy,  Psychoneurosis,  Attacks 
of  Unconsciousness  and  Convulsive  Seizures, 


Endocrine  Therapy,  Clinical  Interpretation  of  the 
Basal  Metabolic  Determinations,  Hyperthyroidi- 
son,  Hypothyroidism,  Addison’s  Disease,  Diabetes 
(five  papers)  Diseases  of  Blood  Vessels  and  of  the 
Blood  (more  than  a dozen  papers),  and  many 
other  timely  topics.  This  series  of  papers  has 
been  beautifully  and  attractively  printed  by  the 
publisher  in  his  usual  manner. 

The  Intimate  Side  of  a Woman’s  Life.  By  Leona 
W.  Chalmers.  $1.50.  Pioneer  Publications, 
Inc.,  New  York  City.  1937.  pp.  128. 

The  author  described  methods  of  hygiene  not 
for  the  purpose  of  contraconception  but  to  build 
“charm  and  vitality”.  There  are  many  points 
of  cleanliness  which  are  explained  in  simple 
terms  both  as  to  mouth,  bowel,  and  vaginal  but 
internal  baths  and  douching  seem  over  empha- 
sized as  the  means  to  health.  The  book  can  best 
be  recommended  for  its  choices  of  exercises  and 
its  list  of  don’ts. 

Baby  Epicure.  By  Elena  Gildersleeve.  $1.75.  E. 

P.  Dutton  & Co.,  New  York  City.  1937.  pp. 

• 141. 

This  is  a useful  book  of  appetizing  dishes  for 
children  and  invalids.  It  is  a practical  book  that 
is  easy  and  reasonably  economical  to  follow.  It 
has  special  worth  in  teaching  youngsters  who  do 
not  know  the  joy  of  eating  and  will  have  to  be 
attracted  by  something  different  until  they  learn. 
Children  who  have  to  be  coaxed  can  be  cured  if 
you  will  just  go  through  and  mark  the  dishes  you 
recommend  in  this  book  and  give  it  to  the  dis- 
tracted mother. 

Man  in  the  Making.  By  Thomas  Graves,  M.D. 
$2.50.  G.  P.  Putnam’s  Sons,  New  York.  pp. 
189. 

A strange,  rather  whimsical  combination  of 
science  and  the  personal  opinions  and  philosophy 
of  an  M.D.  in  an  attempt  to  explain  men  and 
women  as  the  doctor  finds  them. 

The  Social  Component  in  Medical  Care.  By  Janet 
Thornton,  Director,  Social  Service  Department 
of  the  Presbyterian  Hospital  in  New  York 
City.  $3.00.  Columbia  University  Press.  1937. 
pp.  441. 

This  a report  of  the  study  by  a group  of  physi- 
cians and  social  workers  of  100  patients  from  the 
wards  of  the  Presbyterian  Hospital  to  determine, 
if  possible,  more  accurately  the  part  played  by 
social  influences  in  the  development  of  ill-health, 
in  the  defeat  of  curative  measures,  and  in  the 
adjustment  to  chronic  disease.  This  first  analysis 
of  the  data  so  obtained  can  be  useful  to  each  of 
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us  and  its  use  would  make  medical  care  adequate 
and  economical.  If  you  happen  to  know  a young 
man  who  is  about  to  enter  the  clinical  years  of 
a medical  school,  by  all  means  give  him  a copy 
but  read  it  yourself  first. 

Personality,  Its  Study  and  Hygiene.  By  Winifred 
V.  Richmond.  $2.50.  Farrar  & Rinehart,  Inc. 
New  York  City.  1937.  pp.  278 

In  a simple,  clear  manner  the  author  presents 
a pictui-e  of  just  what  personality  is  and  then  dis- 
cusses various  slight  deviations  from  the  normal 
— neuroses.  Then  the  more  serious  disturbances 
in  personality  are  described  and  analyzed.  Her 
clinical  experience  gives  the  author  the  necessary 
background  to  enable  her  to  do  these  things 
authoritatively.  It  is  a good  place  for  a busy 
physician  to  go  to  get  the  views  of  the  schools 
of  psychological  thought  upon  the  subject  which 
she  elaborated  viz. — the  personality. 

Surgical  Anatomy.  By  Grant  Massie,  M.D.,  M.S., 
F.R.C.S.  Lecturer  in  Operative  Surgery  in 
Guy’s  Hospital  Medical  School,  London.  Third 
edition.  $6.50.  Lea  & Febiger,  Philadelphia. 
1937.  pp.  468. 

The  author,  fitted  by  his  training,  carries  on  the 
old  tradition  of  surgeon  teaching  applied  anatomy 
in  a most  excellent  manner.  He  has  succeeded  in 
his  purpose  to  encourage  the  student  to  keep  his 
interest  in  the  subject  “by  presenting  the  facts 
of  anatomy  in  conjunction  with  their  clinical  ap- 
plication and  by  clothing  the  dry  bones  with  life”. 

Essentials  of  Electrocardiography.  By  Richard 
Ashman,  Ph.D.,  professor  of  physiology, 
Louisiana  State  University,  and  director  heart 
station  Charity  Hospital,  New  Orleans,  and 
Edgar  Hull,  M.D.,  assistant  professor  of  medi- 
cine, also  at  Louisiana  State  University.  $3.50; 
Macmillan,  New  York,  pp.  212. 

This  book  is  written  by  a physiologist  and  an 
internist,  Drs.  Ashman  and  Hull  respectively. 

It  very  clearly  and  simply  presents  the  funda- 
mentals upon  which  electrocardiography  is  based. 
This  is  followed,  in  turn,  by  an  excellent  ex- 
planation of  the  normal  human  electrocardiogram 
with  variations.  The  next  two  chapters  are  de- 
voted entirely  to  changes  in  the  electrocardio- 
graphic deflections  and  intervals  produced  by  dis- 
ease affectihg  the  heart.  The  remainder  of  the 
book  deals  with  electrocardiographic  changes  seen 
in  the  various  types  of  heart  disease,  classified 
as  to  their  etiology,  namely  rheumatic,  congenital, 
degenerative,  etc.,  and  then  the  changes  produced 
by  disturbance  of  the  cardiac  mechanism.  A few 
pages  are  devoted  to  an  explanation  of  the  chest 
leads  and  their  value  in  myocardial  infarction. 

Except  for  the  statistical  data  based  upon  the 
original  work  of  the  authors,  the  student  and  the 
general  practitioner  of  medicine  will  find  this 
book  of  definite  value  in  their  understanding  of 
electrocardiography. — R.  C.  Obetz,  M.D. 


Christian  R.  Holmes.  By  Martin  Fischer.  $4.00. 
C.  C.  Thomas,  Springfield,  111.  1937.  pp.  233. 

Martin  Fischer  has  told  the  story  of  this  man’s 
life  as  skillfully  as  Thomas  has  designed  and  pro- 
duced this  book.  Every  idealist  in  medicine  should 
read  this  volume  in  order  that  he  may  learn 
that  it  is  necessary  to  fight  those  who  are  with- 
out ideals  and  who  therefore  constantly  attempt 
to  tear  down  these  ideals.  Leaders  must  always 
be  ready  to  make  every  sacrifice  for  proper  ideals. 
Again  everyone  of  us  should  read  the  book  in 
order  that  it  may  be  driven  home  to  us  that  the 
silliest  thing  that  comes  into  our  lives  is  pro- 
fessional jealousy.  Bookish  persons  will  also 
enjoy  the  side  headings  on  the  individual  pages, 
which  are  apt  aphorisms.  The  mere  handling  of 
this  book  is  as  great  a physical  pleasure  as  sip- 
ping a rare  old  wine  or  smoking  a perfectly 
blended  cigar. 

Materia  Medica,  Toxicology,  and  Pharmacognosy. 
By  William  Mansfield,  Par.D.,  dean  and  pro- 
fessor of  Materia  Medica  and  Toxicology, 
Union  University,  Albany  College  of  Pharm- 
acy. $6.75.  Mosby,  St.  Louis,  Mo.,  1937.  pp. 
707. 

The  first  five  hundred  pages  of  Materia  Medica 
are  well  presented  for  anyone  interested  in 
pharmacognosy — better  than  the  last  hundred 
pages  on  toxicology. 

The  Human  Comedy  As  Devised  and  Directed  by 
Mankind  Itself.  By  James  Harvey  Robinson. 
$3.00.  Harper  and  Brothers.  New  York,  1937. 
pp.  389. 

Harry  Elmer  Branes  has  brought  out  for  us 
the  last  will  and  testament  of  the  author  of  “The 
Mind  In  the  Making”.  The  thesis  of  this  work  is 
that  man  has  now  reached  a stage  in  his  civiliza- 
tion where  he  might  well  enter  into  a utopian 
existence.  He  is  ready  to  produce  all  that  man- 
kind needs  for  creature  comforts  and  physical 
protection  in  a very  few  hours  work  each  week 
on  the  part  of  each  person.  He  has  now  the 
necessary  information  to  wipe  out  all  of  the 
major  infectious  diseases,  as  well  as  to  prevent 
or  postpone  most  of  the  degenerative  diseases  if 
the  known  facts  could  but  be  applied.  Mankind 
has  entered  into  the  land  of  plenty  but  is  pre- 
vented from  the  heavenly  existence  now  due  by 
his  “cultural  lag”.  He  refuses  to  throw  away 
his  vast  baggage  of  outworn  tradition  and  folk- 
ways; he  refuses  to  grow  up  mentally  and  plods 
along  through  life  on  the  convictions  and  ideals 
acquired  in  childhood.  The  mastery  of  the 
machine  age  must  wait  on  the  cultivation  of 
intellectual  freedom  and  sagacity  of  the  masses. 
In  these  days  of  “rights”  and  “lefts”  most  of 
us  ought  to  read  this  book  to  come  to  a compre- 
hension that  utopia  lies  along  neither  of  these 
paths  but  stands  in  front  of  us  to  be  entered  into 
and  enjoyed  just  as  soon  as  we  have  sense 
enough. 
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The  Two  Doctors.  By  Elizabeth  Cambridge.  $2.50. 
G.  P.  Putnam’s  Sons.  New  York,  1937.  pp.  295. 

This  is  a fascinating  novel  by  the  author  of 
“The  Hostages  to  Fortune”.  The  picture  of  the 
lives  of  the  old  and  the  young  physician  of  an 
English  village  is  skillfully  drawn.  We  who  are 
lost  in  the  artificial  whirl  of  city  life  can  well  be 
refreshed  by  such  a story  of  the  restful  stream  of 
small  activities  in  which  often  deeper  experiences 
occur  than  in  the  boiling  rapids  of  our  own  ex- 
istences. A good  book  for  the  family  reading 
table  of  the  physician’s  home.’ 

Sex  Life  in  Marriage.  By  Oliver  M.  Butterfield, 
M.A.,  former  staff  member  (Child  Development 
and  Parent  Education)  Teacher’s  College  of 
Columbia  University.  $2.00.  Emerson  Books, 
Incorporated.  New  York  City,  1937.  pp.  192. 

This  book  is  an  unusually  successful  attempt 
to  present  the  information  about  the  ways  in 
which  love  may  be  nourished  and  strengthened. 
All  things  considered,  it  is  the  best  manual  to 
give  to  persons  about  to  be  married  and  to  those 
couples  whose  mai'riage  threatens  to  fail  because 
ignorance  has  prevented  their  love  to  grow  and 
develop  as  God  intended  it  should.  To  those 
patients  with  poorly  developed  personalities, 
this  or  any  other  such  text  will  do  no  good.  All 
others  will  profit  by  reading  it. 

A Layman’s  Handbook  of  Medicine.  By  Richard 
C.  Cabot,  M.D.,  of  Boston.  $2.50.  Houghton, 
Mifflin  Co.,  Boston  and  New  York,  1937.  pp. 
540. 

It  is  a ong  journey  from  the  famiy  doctor  book 
which  began  to  flood  this  country  about  125  years 
ago  to  this  frankly  truthful  text  of  what  doctors 
of  medicine  are  good  for  and  what  they  cannot  be 
expected  to  do.  Every  physician  who  follows  the 
wise  practice  of  invoicing  his  professional  career 
about  once  a year  will  do  well  to  read  this  book 
again  and  especially  the  chapter  on  how  to  choose 
your  physician.  Most  certainly  it  is  safe  to 
recommend  to  all  who  want  a family  “Doctor 
Book”. 

The  Hospital  Homicides.  By  G.  Spence  de  Puy. 
$2.00.  Phoenix  Press,  New  York,  1937.  pp. 
256. 

When  the  detective  for  the  National  Society 
for  Hospital  Standardization  went  to  investigate 
irregularities  in  the  account  of  the  Moulton  Hos- 
pital, instead  he  found  death  and  a darn  good 
story  for  those  who  like  mystery. 

A Workbook  in  Health  for  High  School  Girls.  By 
Gladys  B.  Gogle,  M.S.,  Oak  Park,  111.  $1.00. 
A.  S.  Barnes  & Co,  New  York,  1937.  pp.  267. 

An  ingeniously  devised  work  book  designed  to 
make  the  adolescent  girl  conscious  of  the  reasons 
why  good  health  and  proper  care  of  the  body  are 
important  to  her.  Of  course,  then,  good  health  is 


associated  in  this  with  attractiveness.  The  book 
is  well  conceived  and  soundly  executed. 

So  You’re  Going  to  a Psychiatrist.  By  Elizabeth 
I.  Adamson,  M.D.,  associate  in  psychiatry  in 
Columbia  University.  $2.50.  T.  Y.  Crowell 
Co.,  New  York,  1937.  pp.  263. 

A book  of  information  about  how  we  get  that 
way;  an  accurate  account  of  modern  psychiatric 
thought,  tracing  the  development  of  our  emo- 
tional behavior  from  childhood  through  adoles- 
cence to  parenthood.  A most  helpful  work,  for 
most  of  us  have  not  majored  in  the  subject  and 
yet  need  to  know  all  we  can  about  it  for  the 
mastery  of  our  daily  tasks  of  influencing  mal- 
adjusted persons. 

Fischerisms,  Being  a Sheaf  of  Sundry  and  Divers 
Utterances  Culled  from  the  Lectures  of  Martin 
H.  Fischer,  Professor  of  Physiology  in  the 
University  of  Cincinnati.  By  Howard  Fabing. 
A second  and  enlarged  edition  by  Ray  Marr. 
Charles  C.  Thomas,  Springfield,  Illinois,  1937. 
pp.  47. 

Those  of  us  who  hold  Martin  Fischer  the  out- 
standing teacher  among  medical  educators  of  this 
generation,  and  look  with  envy  upon  all  who  have 
had  the  privilege  of  his  instruction,  welcome  this 
little  book  as  the  next  best  thing.  I would  urge 
that  every  medical  student  and  physician  who 
still  holds  the  professional  viewpoint  put  a copy 
of  these  aphorisms  beneath  his  pillow  and  read 
it  as  my  father  read  his  Bible,  regularly,  daily, 
prayerfully. 

Physical  Diagnosis.  By  Don  C.  Sutton,  associ- 
ate professor  of  medicine  at  Northwestern 
University.  $5.00.  Mosby,  St.  Louis,  1937. 
pp.  495. 

With  the  background  of  years  of  teaching  in 
the  Northwestern  Medical  School  and  in  the  med- 
ical wards  and  the  follow-up  cardiac  clinic  of 
Cook  County  Hospital,  the  author  has  success- 
fully attempted  to  acquaint  his  reader  with  the 
examination  of  patients  by  the  use  of  the  senses. 
Irving  S.  Cutter  has  contributed  an  excellent 
chapter  on  the  history  of  the  subject  and  many 
of  the  anatomical  illustrations  are  excellent  radio- 
graphs of  the  various  sections  of  the  body  pro- 
duced by  methods  developed  in  the  department 
of  anatomy. 

The  Technique  of  Local  Anesthesia.  By  Arthur 
Hertzler,  M.D.  $5.00.  Sixth  Edition.  Mosby, 
St.  Louis,  Mo.,  1937.  pp.  284. 

Any  book  such  as  this  which  goes  through  six 
editions  in  twelve  years  is  obviously  serving  the 
medical  profession  and  recommends  it  better  than 
anything  that  I could  say  to  all  who  are  inter- 
ested in  the  subject.  The  chapter  on  spinal  anes- 
thesia has  been  carefully  revised  by  Dr.  Irene 
A.  Koeneke.  Otherwise  the  content  is  much  the 
same  as  the  fifth  edition  except  for  certain  simpli- 
fications and  additions  of  a rather  minor  nature. 


IN  MEMORI AM 


George  Ashton  Babbitt,  M.D.,  Wadsworth; 
Long  Island  College  of  Medicine,  Brooklyn,  1875; 
aged  85;  died  July  1.  A native  of  Vermont,  Dr. 
Babbitt  began  practice  in  Western  Star  in  1876, 
and  continued  until  his  retirement  in  1919.  A 
daughter  and  a son  survive. 

Frank  Guy  Blanchard,  M.D.,  Woodville;  West- 
ern Reserve  University  School  of  Medicine,  1888; 
aged  77;  former  member  of  the  Ohio  State  Medi- 
cal Association  and  the  American  Medical  Asso- 
ciation; died  June  26.  After  practicing  for  a 
short  time  in  Pleasantville,  Pa.,  Dr.  Blanchard 
moved  to  Woodville  in  1896,  continuing  in  prac- 
tice there  until  his  death.  Surviving  are  his 
widow,  a daughter,  a sister  and  a brother. 

Ora  Harland  Cumberworth,  M.D.,  Granger; 
Starling  Medical  College,  Columbus,  1901;  aged 
61;  former  member  of  the  Ohio  State  Medical 
Association  and  the  American  Medical  Associa- 
tion; died  July  4.  Dr.  Cumberworth  practiced 
at  Remson  Corners  in  Medina  County  for  36 
years.  His  widow,  a daughter,  a son,  three 
sisters  and  two  brothers  survive. 

Isaac  Errett  Graham,  M.D.,  Mechanicsburg; 
Western  Reserve  University  School  of  Medicine, 
1889;  aged  71;  former  member  of  the  Ohio  State 
Medical  Association  and  the  American  Medical 
Association;  died  June  19.  Dr.  Graham  had 
practiced  for  48  years,  the  past  14  in  Mechanics- 
burg. He  was  a member  of  the  Masonic  Order 
and  the  Methodist  Episcopal  Church.  His  widow 
survives. 

Bernham  Gustav  Harff,  M.D.,  Cincinnati;  Uni- 
versity of  Bonn,  Germany,  1875;  aged  90;  died 
July  13.  Dr.  Harff  retired  about  ten  years  ago, 
after  having  practiced  in  the  Walnut  Hills  sec- 
tion of  Cincinnati  for  50  years.  Prominent  in 
the  civic  and  cultural  life  of  Cincinnati,  Dr.  Harff 
had  served  on  the  Board  of  Trustees  of  the  Uni- 
versity of  Cincinnati  and  was  long  an  active 
member  of  the  German  Literary  Club.  Surviving 
are  two  sons,  four  daughters,  and  three  sisters. 

Thomas  S.  Hitt,  M.D.,  Indianapolis,  Indiana; 
Starling  Medical  College,  Columbus,  1873;  aged 
91;  died  June  29.  Dr.  Hitt  formerly  practiced  in 
Urbana,  Columbus,  and  Indianapolis,  Indiana. 

Albert  M.  Hoyer,  M.D.,  Akron;  Starling  Medi- 
cal College,  Columbus,  1891;  aged  79;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  June 
28.  Dr.  Hoyer  had  practiced  in  Nashville,  Holmes 
County,  and  for  the  past  27  years  in  Akron.  Two 
daughters  survive. 


Miner  Raymond  Kendall,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 
1914;  aged  49;  member  of  the  Ohio  State  Medi- 
cal Association;  Fellow  of  the  American  Medical 
Association  and  the  American  Academy  of  Oph- 
thalmology and  Oto-Laryngology;  died  July  13. 
Dr.  Kendall  practiced  in  Cleveland  for  over  20 
years.  He  was  consultant  at  Marine  Hos- 
pital, otologist  for  the  Cleveland  Board  of  Edu- 
cation and  a director  of  Garfield  House.  Dur- 
ing the  World  War,  Dr.  Kendall  served  overseas 
as  a captain  in  the  Medical  Corps  of  the  U.  S. 
Army.  Surviving  are  his  widow,  his  mother  and 
a sister. 

Seth  Eugene  Miller,  M.D.,  Oberlin;  Starling 
Medical  College,  Columbus,  1896;  aged  66;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association; 
died  June  10.  Dr.  Miller  had  practiced  in  Oberlin 
since  1912,  after  having  been  located  at  Kipton 
and  Lorain.  He  was  a member  of  the  Masonic 
Order.  His  widow,  a son  and  a daughter  survive. 

Herman  Shube,  M.D.,  Cleveland;  Cleveland 
College  of  Physicians  and  Surgeons,  1910;  aged 
52;  member  of  the  Ohio  State  Medical  Associa- 
tion and  Fellow  of  the  American  Medical  Asso- 
ciation; died  July  5.  Dr.  Shube  had  practiced  in 
Cleveland  for  27  years.  He  was  a member  of  the 
Cleveland  Zionist  Society.  Surviving  are  his 
widow,  a daughter,  a son  and  his  mother. 

Ray  Vaughen,  M.D.,  Cedar  Mills;  University  of 
Cincinnati,  College  of  Medicine,  1913;  aged  53; 
member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  July  2.  Dr.  Vaughen  had  practiced  in  Cedar 
Mills  for  more  than  20  years.  He  was  a past- 
president  of  the  Adams  County  Medical  Society, 
and  a member  of  the  Masonic  Order.  One  sister 
survives. 

Alvin  Ernest  Walters,  M.D.,  Zanesville;  Star- 
ling Medical  College,  Columbus,  1896;  aged  64; 
member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  June  28.  Dr.  Walters  practiced  in  Cumber- 
land, Guernsey  County,  for  12  years,  after  which 
time  he  located  in  Zanesville,  continuing  there 
until  his  recent  retirement  because  of  ill  health. 
He  was  a captain  in  the  Medical  Corps  of  the  U. 
S.  Army  during  the  World  War,  and  served  with 
the  37th  Division  in  France.  In  1930  Dr.  Walters 
was  promoted  to  the  rank  of  lieutenant-colonel 
in  the  Reserve  Corps.  He  was  a member  of  the 
Presbyterian  Church,  the  Masonic  Oi'der,  I.O.O.F., 
and  the  American  Legion.  His  widow  survives. 
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Hervey  William  Whitaker,  M.D.,  Starling  Medi- 
cal College,  Columbus,  1881;  aged  80;  member 
of  the  Ohio  State  Medical  Association  and  Fel- 
low of  the  American  Medical  Association;  died 
July  12.  Following  graduation  Dr.  Whitaker 
served  as  an  assistant  surgeon  in  the  U.S.  Navy 
until  1890.  In  1891  he  became  an  instructor  in  the 
post  Graduate  Medical  School  at  New  York  City, 
and  the  following  year  joined  the  staff  of  Star- 
ling Medical  College,  Columbus.  Dr.  Whitaker 
practiced  in  Columbus  for  over  40  years.  Dur- 
ing the  World  War  he  served  in  the  U.  S.  Navy 
as  surgeon  of  Transport  No.  3.  His  hobby  was 
ethnology,  in  which  he  was  internationally 
known.  Two  sisters  survive. 


Funds  for  Cancer  Research  Asked 

Two  bills  are  pending  before  the  Committee  on 
Commerce  of  the  U.  S.  Senate,  proposing  the  ap- 
propriation of  Federal  funds  for  research  in  can- 
cer. One  measure,  by  Senator  Bone  of  Washing- 
ton, would  authorize  $1,000,000  annually  for  the 
use  of  the  U.  S.  Public  Health  Service  in  this 
work.  Another  bill,  by  Representative  Maverick 
of  Texas,  would  set  up  a cancer  research  center 
under  the  Public  Health  Service,  supported  by  an 
appropriation  of  $2,400,000  the  first  year  and 
$1,000,000  annually  thereafter. 


Ohio  Golfers  Share  Spotlight 

Medical  golfers  from  Ohio  figured  prominently 
in  the  23rd  Annual  Tournament  of  the  American 
Medical  Golfing  Association  held  at  the  Seaview 
Country  Club,  Atlantic  City,  June  7. 

In  the  Maturity  Event,  limited  to  Fellows  over 
60  years  of  age,  for  the  best  net  score  on  the  first 
18  holes,  Dr.  Harry  M.  Schuffell,  Canton,  and 
Dr.  Jesse  B.  Sampson,  Van  Wert,  tied  for  first 
place.  On  the  toss,  Dr.  Schuffell  won  the  Minne- 
apolis Trophy  and  Dr.  Sampsell  was  presented 
with  the  Hotel  Dennis  prize. 

Dr.  J.  J.  Marek,  Cleveland,  and  Dr.  Farrell  T. 
Gallagher,  Lakewood,  were  among  the  prize 
winners  in  the  Championship  Flight,  for  low 
gross  scores.  Dr.  Clarence  W.  Hullinger,  Spring- 
field,  was  a winner  in  the  low  net  contest  in  this 
flight.  Among  the  prize  winners  for  low  net  in 
the  First  Flight,  were  Dr.  Alonzo  C.  Smith, 
Wooster,  and  Dr.  Herman  S.  Zeve,  Youngstown. 
Dr.  George  I.  Bauman,  Cleveland,  won  a prize 
in  the  Second  Flight. 

Prize  winners  in  the  Blind  Bogey,  or  Kickers’ 
Handicap,  included  Dr.  John  S.  Lewis,  Jr., 
Youngstown;  Dr.  Edwin  W.  Grubb,  Akron;  Dr. 
John  P.  DeWitt,  Canton;  Dr.  Theodore  M.  Wille, 
Lakewood;  and  Dr.  Samuel  D.  Zuker,  Toledo. 

The  tournament  next  year  will  be  held  at  San 
Francisco  at  the  time  of  the  1938  A.M.A. 
annual  session,  June  13-17. 


Do  You  Treat  CANCER? 

THE  RADIUM  EMANATION  CORPORATION 

MAINTAINS  the  most  efficiently  organized  Radium  laboratory  to 
make  available  to  you,  at  low  cost,  every  facility  for  the  use  of 
Radium  in  your  practice. 

RADON  SEEDS.  Removable  or  permanent.  We  provide  seeds 
of  the  composite  type,  with  Radon  under  leak-proof  glass  seal. 

Filtration  0.3  mm.  of  Platinum. 

APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
plaques  properly  prepared  to  meet  the  requirements  of  each  indi- 
vidual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  Your  inquiries  and  orders  will  receive  our 
prompt  and  careful  attention. 

I 'r' 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Tel:  MOhawk  4 6455  NEW  YORK,  N.  Y. 


August,  1937 
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A Helpful  Vehicle  in  Diabetic  Diets 


KNOX  GELATINE  (U.S.P.) 


Diabetic  diets  can  be  lifted  out  of  their  monotonous 
rut  with  the  aid  of  Knox  Gelatine  (U.S.P  ).  For- 
bidden foods  are  not  missed  so  readily  when  a dia- 
betic patient  receives  a varied  diet  containing  tasty, 
pleasing,  gelatinized  salads  and  desserts. 


Knox  Gelatine  is  85%  protein,  making  it  a simple 
task  to  compute  any  gelatinized  dishes.  As  Knox 
Gelatine  contains  no  sugar  or  flavoring,  when  plan- 
ning a diet  do  not  confuse  it  with  a ready-prepared 
jelly  powder.  Specify  Knox  Gelatine  and  be  certain 


KNOX 

GELATINE 


TOMATO  JELLY  WITH  VEGETABLES  (Six  Servings) 

Grams  Prot.  Fat  Carb.  Cal. 

34  cup  hot  water 
34  teasp.  salt 

34  teasp.  whole  mixed  spices 
1 env.  Knox  Sparkling  Gelatine  7 6 

34  cup  cold  water 


Yu  cup  tomatoes  strained 
2 tablespoonfuls  vinegar 
34  cup  chopped  cabbage 
34  cup  chopped  celery 
34  cup  canned  green  peas 
34  cup  cooked  carrots  cubed 
Total 

One  serving 


150 

50 

60 

40 

40 


11 

2 


19 

3 


120 

20 


is  scientifically  made  from  selected  long, 
hard,  shank  beef-bones  — surpasses  mini- 
mum U.S.P.  requirements  — contains  no 
carbohydrates  — fat  content  less  than  0.1% 
— odorless  — tasteless  — bacteriologically 
safe. 

Send  the  coupon  below  to  receive  helpful, 
informative  literature  and  more  fine  recipes 
such  as  given  below. 


Bring  hot  water,  salt  and  spices  to  a 
boil.  Pour  cold  water  in  bowl  and 
sprinkle  gelatine  on  top  of  water.  Add 
to  hot  liquid  and  stir  until  dissolved. 
Strain  into  tomatoes  and  stir  in  vin- 
egar. Chill  until  almost  set,  then  add 
vegetables.  Mold  and  chill  until  firm. 
Serve  on  lettuce  with  or  without 
dressing. 


KNOX 


SPARKLING 

GELATINE 


KNOX  GELATINE  LABORATORIES 
487  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me  diet  prescription  pads— also  infant  feeding  literature. 

Name - 

Address 

City , : .State.. 


LICENSES  TO  PRACTICE  MEDICINE  AND  SURGERY  IN  OHIO  ARE 
ISSUED  TO  278  AT  MID-SUMMER  MEETING  OF  MEDICAL  ROARD 


LICENSES  to  practice  medicine  and  surgery 
in  Ohio  were  granted  278  medical  school 
graduates  at  the  mid-summer  meeting  of 
the  State  Medical  Board,  at  Columbus,  July  13. 

Certificates  to  practice  in  their  respective 
limited  branches  were  granted  15  osteopaths,  1 
chiropractor,  6 mechanotherapists,  1 cosmetic- 
therapist,  19  chiropodists  and  15  masseurs. 

The  license  of  Dr.  George  L.  McCullough, 
Pomeroy,  was  suspended  by  the  Board  for  six 
months,  for  alleged  violation  of  the  narcotic  laws. 

The  highest  grade  in  the  June  examinations 
was  made  by  Carl  I.  Wyler,  Cincinnati,  Univer- 
sity of  Cincinnati  College  of  Medicine,  with  an 
average  of  90.6  per  cent.  The  next  four  highest 
average  grades  were:  Howard  N.  Kuhn,  Bellevue, 
Ohio  State  University  College  of  Medicine,  89.9 
per  cent;  William  M.  Fischbach,  Cincinnati,  Uni- 
versity of  Cincinnati  College  of  Medicine,  89.1 
per  cent;  Charles  T.  Silverstine,  Cincinnati,  Uni- 
versity of  Cincinnati  College  of  Medicine,  89  per 
cent,  and  Frank  L.  Lally,  Columbus,  Ohio  State 
University  College  of  Medicine,  88.8  per  cent. 

Those  granted  medical  and  surgical  licenses,  as 
a result  of  the  June  examinations,  with  their 
school  of  graduation  and  place  of  residence,  fol- 
low: 


OHIO  STATE  UNIVERSITY  COLLEGE  OF 
MEDICINE — James  R.  Acocks,  Bloomdale;  Clovis 
J.  Altmaier,  Marion;  Philip  H.  Baker,  Columbus; 
Myron  R.  Baumgartner,  Canton;  Ralph  W.  Beede, 
Delaware;  Robert  B.  Dietrich,  Dayton;  Winship 

H.  Brown,  Toledo;  Thomas  E.  Byrne,  Orient; 
Richard  C.  Carlisle,  Columbus;  John  J.  Clark, 
Toledo;  Henry  J.  Climo,  Cleveland;  Arthur  D. 
Collins,  Columbus;  Robert  F.  Daly,  Columbus; 
Michael  R.  Deddish,  Columbus;  Robert  F.  Dickey, 
Columbus;  Arthur  0.  Diggs,  Columbus;  David  G. 
Dillahunt,  Columbus;  Edward  J.  Doyle,  Columbus; 
Paul  E.  Drungenbolz,  Akron;  Joseph  E.  Duty, 
Columbus;  Burton  F.  Elder,  Cleveland;  Bertrum 

I.  Firestone,  Columbus;  David  Fishman,  Cleve- 
land; Lewis  O.  Frederick,  Osborn;  Joseph  C. 
Frell,  Warren;  David  L.  Friedman,  Toledo;  John 
A.  Funk,  Columbus;  Julien  M.  Goodman,  Cleve- 
land; Paul  D.  Hahn,  Cincinnati;  Lester  A.  Hamil- 
ton, Columbus;  William  B.  Harris,  Columbus; 
Robert  C.  Haubrich,  Columbus;  John  F.  Hauss, 
Columbus;  Dorothy  K.  Heerdegen,  Tiffin;  Jacob 
G.  Himmel,  Cleveland;  Wilbur  R.  Hodges,  Brecks- 
ville;  O.  Willard  Hoffman,  Columbiana;  Arthur  G. 
James,  Columbus;  Herbert  C.  Johnson,  Columbus; 
Robert  F.  Kaiser,  Columbus;  A.  Morton  Karlan, 
Cleveland;  Herman  E.  Karrer,  Dublin;  Robert  A. 
Keating,  Columbus;  Robert  P.  Kaiser,  Miamis- 
burg;  Kendall  0.  Kennedy,  Columbus;  Saul  W. 
Kessler,  Cleveland;  Ronald  B.  Kieffer,  McClure; 
William  A.  Knapp,  Zanesville;  Henry  E.  Kretch- 
mer,  Cleveland;  Abraham  F.  Krivonos,  Cleveland; 
Howard  N.  Kuhn,  Bellevue;  Harry  C.  Kurtz, 
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W.  H.  MILLER,  M.  D. 

328  E.  STATE  STREET  COLUMBUS,  OHIO 

Office  Telephone,  Main  3743  Residence  Evergreen  5644 

CANCER  THERAPY  
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RADIUM 


A Selective  - - “R  N-”  SERVIC 

(Operated  not  for  profit) 

Call  any  one  of  our  ten  District  Registries  which  have  been  approved  by  the 
local  Academies  of  Medicine. 

PROFESSIONAL  NURSING  SERVICE 

available  for  your  patient 
AT  A COST  HE  CAN  AFFORD  TO  PAY 


OFFICIAL  REGISTRIES 

Akron Fr.  7013  Marion  2118 

Cincinnati  Woodburn  7127  Portsmouth 559 

Cleveland Prospect  1951  Springfield Main  3125 

Columbus Adams  1569  Toledo  Main  7962 

Dayton Fulton  7211  Youngstown  40201 


Qualified  “R.  N.s”  available  for 
every  branch  of  hospital  service, 
also  for  public  health  and  in- 
dustrial nursing,  doctors’  offices, 
etc. 


OHIO  STATE  NURSE  S’  ASSOCIATION 

ADams  5677  50  E.  Broad  Street,  Columbus,  Ohio 
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Minerva;  Frank  L.  Lally,  Columbus;  Bernard  R. 
Lauer,  Waldo;  Milton  B.  Leigenhaut,  Columbus; 
John  H.  Machledt,  Columbus;  Stephen  Malina, 
Newark;  Merritt  K.  Marshall.  Marion;  Herbert 
C.  Mathews,  Columbus;  John  W.  Matson,  Uhriehs- 
ville;  Robert  G.  McCready,  Wellsville;  William  G. 
Meyer,  Columbus;  Jacque  E.  Miller,  Shelby; 
Vernon  A.  Noble,  St.  Marys;  Watson  D.  Parker, 
Sandusky;  James  B.  Patterson,  Wooster;  Frank 
L.  Price,  Youngstown;  Arthur  Raskowski,  Cleve- 
land; Wilbur  W.  Renner,  Columbus;  Oscar  J. 
Rosen,  Cleveland;  Gerald  M.  Sadugor,  Cleveland; 
Charles  C.  Scamahorn,  Columbus;  Walter  L. 
Schafer,  Fremont;  Robert  E.  Schriner,  Columbus; 
Leon  J.  Sacks,  Akron;  John  R.  Seesholtz,  Canton; 
Robert  L.  Sells,  Toledo;  Miner  W.  Seymour,  Co- 
lumbus; Hyman  A.  Shecket,  Cleveland;  William 
L.  Smiley,  Columbus;  Trent  W.  Smith,  Cleveland; 
Lawrence  A.  Taugher,  Mt.  Vernon;  Harry  W. 
Topolosky,  Columbus;  Isaac  E.  Treece,  Arlington; 
Donald  j.  Vincent,  Chillicothe;  Earl  F.  Ward, 
Toledo;  William  I.  Waters.  West  Lafayette; 
Frank  E.  Wenzke,  Dayton;  Paul  L.  White,  Co- 
lumbus; Russell  L.  Wiessinger,  Columbus;  San- 
ford L.  Zieve,  Cleveland;  Linus  A.  Zink,  Miamis- 
burg;  Carl  H.  Zinsmeister,  Zanesville. 

UNIVERSITY  OF  CINCINNATI— COLLEGE 
OF  MEDICINE — Marshall  O.  Alexander,  Nor- 
wood; Rea  Bailey,  Cincinnati;  Howard  G.  Bate- 
man, Cincinnati;  Robert  S.  Bode,  Lower  Salem; 
Paul  W.  Boden,  Cincinnati;  Henry  A.  Bradford, 
Cincinnati;  John  A.  Campbell,  Cincinnati;  Joseph 
W.  Colvin,  Cincinnati;  Harold  W.  Eckel,  Cincin- 
nati; Lawrence  W.  Eisner,  Cincinnati;  Leon  E. 
Fierer,  Cincinnati;  William  M.  Fischbach,  Cincin- 
nati; Herman  A.  Freckman,  Cincinnati;  Franklin 
R.  Geiger,  Cincinnati;  Elmer  J.  Glassmeyer,  Cin- 
cinnati; Earl  A.  Glicklich,  Cincinnati;  Woodtli  R. 
Grandin,  Dayton;  John  H.  Guess,  Cincinnati;  John 
W.  Hauser,  Cincinnati;  Kenneth  F.  Hausfeld,  Cin- 
cinnati; George  B.  Haydon,  Cincinnati;  William 
F.  Hunting.  Cincinnati;  Elden  T.  Johnson,  East 
Liverpool;  Homer  H.  Kohler,  Cincinnati;  John  H. 
Kotte,  Cincinnati;  Charles  C.  Kramer,  Cincinnati; 
Frank  E.  Kugler,  Cincinnati;  A.  Charles  Levine, 
Cincinnati;  Theodore  L.  Light,  Cincinnati;  Arthur 

F.  Lippert,  Cincinnati;  John  E.  Lutz,  Gallipolis; 
Rudolph  E.  Machan,  Cincinnati;  Lloyd  P.  Mallin, 
Cincinnati;  Meyer  N.  Margolis,  Cincinnati;  Rich- 
ard F.  Miller,  Cincinnati;  Akin  L.  Muegel,  Cin- 
cinnati; Alfred  E.  O’Neil,  Cincinnati;  William  J. 
O’Rourke,  Cincinnati;  Morris  S.  Osherwitz,  Cin- 
cinnati; Ralph  W.  Pagel,  Cincinnati;  Ralph  P. 
Panzer,  Cincinnati;  Stanley  Peal.  Cincinnati;  Ar- 
lington F.  Rewwer,  Cincinnati;  Alvin  H.  Roemer, 
Cincinnati;  Louis  C.  Roettig,  Cincinnati;  Edward 

G.  Schott,  Cincinnati;  Charles  A,  Sebastian,  Cin- 
cinnati; William  F.  Shannon,  Cincinnati;  Nathan 
Shapiro,  Cincinnati;  Robin  T.  Sharp,  Columbus; 
Harry  E.  Shilling,  Cincinnati;  Charles  T.  Silver- 
stine,  Cincinnati;  Earl  A.  Simendinger;  Spring- 
field;  George  C.  Skinner,  Cincinnati;  Richard  C. 
Smith,  Jr.,  Cincinnati;  Joseph  W.  Speier,  Jr.,  St. 
Bernard;  Harvey  J.  Staton,  Cincinnati;  Sabo 
Tashiro,  Cincinnati;  Calvin  F.  Warner,  Cincin- 
nati; Melvin  J.  Weber,  Cincinnati;  Norman  H. 
Weinberg,  Cincinnati;  Carl  I.  Wyler,  Cincinnati; 
Charles  W.  Yost,  Cincinnati. 

WESTERN  RESERVE  UNIVERSITY- 
SCHOOL  OF  MEDICINE— William  E.  Abbott, 
Cleveland;  George  L.  Armbrecht,  Youngstown; 
Daniel  W.  Badal,  Lowellville;  James  O.  Barr,  East 
Cleveland;  Franklin  A.  Benes,  Shaker  Heights; 
John  D.  Brett,  Cleveland;  Birchard  M.  Brundage, 


HOUSE  OF  CHILDHOOD 

Established  1929 

A Private  School 

for 

Mentally  Defective,  Crippled,  Problem 
Babies  and  Small  Children 

Limited  Number  of  Bed  Cases 
Rates  S10.00  and  up,  per  Week 

1582  Wayne  Ave.  LEAH  L.  KEYSER,  A.M., 

DAYTON.  OHIO  Director 


CLASSIFIED  ADVERTISEMENTS 

Rates  50  cents  per  line,  payable  in  advance.  Minimum 
charge  of  $1.00  for  each  insertion.  Price  covers  the  cost  of 
remailing  answers.  Forms  close  16th  of  the  month  pre- 
ceding publication. 


FOR  SALE — Large  unopposed  general  practice  in  modern 
town.  Office  equipment  for  sale.  Specializing.  Address 
L.  W.  8,  care  Ohio  State  Medical  Journal. 


FOR  SALE — Modern  8-room  house,  2-room  office  and 
four  town  lots  in  Uniopolis,  Auglaize  County.  Lima  hos- 
pital convenient  All  good  hard  roads;  collections  seventy 
per  cent ; no  opposition.  Address,  J.  E.  Bayliff,  M.D., 
48  Oak  St.,  Uniopolis,  Ohio. 
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Vacation  spells  disaster  for  many 
diabetics,  but  with  the  aid  of 
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factory rest  from  routine. 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 

For  the  GENERAL  SURGEON 

A combined  surgical  course  compris- 
ing General  Surgery,  Traumatic  Sur- 
gery, Abdominal  Surgery,  Gastro- 
Enterology,  Proctology,  Gynecological 
Surgery,  Urological  Surgery,  Thor- 
acic Surgery,  Pathology,  Roentgen- 
ology, Physical  Therapy,  Operative 
Surgery  and  Operative  Gynecology 
on  the  Cadaver. 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 


Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

Tel.  Main  1537  University  5842 


EYE,  EAR,  NOSE 
and  THROAT 
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Cleveland;  Eunice  E.  Bryan,  Cleveland  Heights; 
Shepard  A.  Burroughs,  Ashtabula;  Louis  D. 
Chapin,  Cleveland;  James  R.  Collins,  Xenia;  Ger- 
ard DeOreo,  Cleveland  Heights;  Benjamin  C. 
Diefenbach,  Akron;  Paul  R.  Dumke,  Cleveland; 
David  G.  Eisner,  Cleveland;  Charles  W.  Elkins, 
Lakewood;  Eugene  A.  Ferreri,  Cleveland  Heights; 
Albert  J.  Fisher,  Youngstown;  Richard  M.  For- 
sythe, East  Cleveland;  John  T.  Frawley,  Cleve- 
land; Charles  F.  Gaylord,  Willoughby;  Stephen 
V.  Geroch,  Mingo  Junction;  Samuel  K.  Gerson, 
Cleveland;  Ralph  E.  Gray,  Cleveland;  Rucolf  V. 
Grimmer,  Akron;  Wilbert  J.  Helzlsouer,  Cleve- 
land; Nime  K.  Joseph,  Cleveland;  Irving  F.  Kan- 
ner,  Cleveland;  Karl  S.  Klicka,  Cleveland;  Irving 
M.  Liebow,  Cleveland;  Ernest  F.  Lindenmayer, 
Cleveland;  William  J.  Loeb,  Cleveland  Heights; 
Raymond  S.  Lupse,  Youngstown;  Hunter  John 
MacKay,  Cleveland;  James  M.  MacMillan,  Woos- 
ter; John  E.  Manning,  Cleveland;  Charles  W. 
McColl,  Cleveland;  Keate  T.  McGunegle,  Cleve- 
land; Donald  A.  Miller,  Youngstown;  Francis  A. 
Miller,  Cleveland;  John  J.  O’Bell,  Cleveland;  John 
K.  Odegard,  Cleveland;  Arthur  W.  Pryde,  Cleve- 
land; Ned  W.  Richards,  Cleveland;  Harold  A. 
Robinson,  Elyria;  Frederick  J.  Roemer,  Cleveland; 
William  J.  Ryan,  Cleveland;  Robert  R.  Smith, 
Mansfield;  Eugene  J.  Stanton,  Cleveland;  Ralph 
J.  Starbuck,  Salem;  Stephen  J.  Stempien,  Cleve- 
land; Irwin  H.  Stolzar,  Cleveland;  Richard  E. 
Stoner,  Cleveland;  Malcolm  E.  Switzer,  Galion; 
David  E.  Thomas,  Cleveland;  Frank  M.  Thomp- 
son, East  Cleveland;  Richard  S.  P.  Toomey,  Wil- 
loughby; Oscar  A.  Turner,  Cleveland;  Charles  F. 
Wagner,  Cleveland;  Jacob  M.  Werle,  Cleveland; 
Ralph  Wolpaw,  East  Cleveland;  Louis  J.  Zupancic, 
Jr.,  Cleveland. 

ECLECTIC  MEDICAL  COLLEGE,  CINCIN- 
NATI— Louis  C.  Abelson,  Cincinnati;  John  E. 
Allgood,  Jr.,  Cincinnati;  Samuel  Berson,  Cincin- 
nati; Max  D.  Davidson,  Cincinnati;  Erwin  N. 
Durchlag,  Cincinnati;  Isidore  Eagle,  Cincinnati; 
Thomas  H.  Einsel,  Cleveland;  Louis  M.  Foltz,  Cin- 
cinnati; J.  Robert  Hudson,  Cincinnati;  Joseph  P. 
Hulnick,  Cincinnati;  Nathan  Kalb,  Cincinnati; 
Ralph  J.  Kessler,  Cincinnati;  Bernard  V.  Lally, 
Niles;  Samuel  R.  Lehrman,  Cincinnati;  Milton 
Lopyan,  Cincinnati;  Charles  W.  Matthews,  New 
Vienna;  Theodore  E.  McCabe,  Cincinnati;  James 
R.  Niederlehner,  Cincinnati;  Benjamin  Ross,  Cin- 
cinnati; Benjamin  Shankman,  Cincinnati;  Meyer 
Smith,  Cincinnati;  Clarence  P.  Somsel,  Dayton; 
Henry  T.  Weiner,  Cincinnati. 

OTHER  SCHOOLS— John  G.  McCracken,  Wil- 
loughby, University  of  Toronto;  Earl  C.  Mast, 
Millersburg,  Columbia  University;  Vincent  T. 
Kaval,  Cleveland,  Georgetown  University;  Edwin 
R.  Brody,  Youngstown,  Seeley  N.  Gray,  Cleve- 
land, George  Washington  University;  Michael  H. 
Durante,  Cincinnati,  Hahnemann  Medical  College; 
Karl  T.  Langacher,  Columbus,  David  K.  Spitler, 
Cleveland  Heights,  Richard  W.  Vilter,  Cincinnati, 
Harvard  Medical  College;  Charles  E.  Bender,  Fos- 
toria,  Harold  W.  Law,  Newton  Falls,  William  J. 
Slasor,  Akron,  Jefferson  Medical  College;  Chris- 
topher A.  Colombi,  Cleveland,  Loyola  Medical 
College;  Asa  C.  D.  McClellan,  Cincinnati,  Me- 
harry  Medical  College;  Sylvester  J.  Raetz, 
Youngstown,  Michael  J.  Sunday,  Cleveland,  Bene- 
dict R.  Walske,  Youngstown,  Marquette  Univer- 
sity; Charles  R.  Marlowe,  Green  town,  Northwest- 
ern University;  Paul  T.  Lambertus,  Cleveland, 
Joseph  G.  Rosenbaum,  Brecksville,  Rush  Medical 
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COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  Cook  County  Hospital) 
Incorporated  not  for  profit 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course  first  of  every  week ; 
Intensive  Personal. 

SURGERY — General  Course  One,  Two,  Three  and  Six 
Months  ; Two  Weeks’  Intensive  Course  Surgical 
Technique  (Operative  Surgery  with  Practice)  ; 
Clinical  Course.  Courses  available  every  week. 

GYNECOLOGY — Two  Weeks’  Intensive  Course,  start- 
ing September  20th  and  October  18th. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Ten  Day  Intensive 
Course  starting  October  11th. 

OPHTHALMOLOGY — Two  Weeks’  Intensive  Course 
starting  September  20th. 

OTOLARYNGOLOGY — Two  Weeks’  Intensive  Course 
starting  October  4th. 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks ; Special  Courses. 

CYSTOSCOPY — Ten  Day  Course  every  two  weeks. 

GENERAL,  INTENSIVE  AND  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 
SURGERY  starting  every  week. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  South  Honore  Street, 
CHICAGO,  ILLINOIS 

CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 
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Foreign  Bodies 
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Diagnosis  and 
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332  E.  State  Street 
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PROTECTION  OF  VITAMIN  C IN  CANNED  FOODS 
AGAINST  ENZYMATIC  DESTRUCTION 


• One  of  the  unusual  features  of  modern 
food  preservation  by  canning  is  the  high  de- 
gree of  protection  afforded  vitamin  C during 
the  canning  procedure.  Of  all  the  vitamins, 
C is  probably  the  most  readily  destroyed. 
Spinach,  for  example,  will  lose  one-half  its 
vitamin  C content  upon  standing  three  days 
at  room  temperature  and  practically  all  of 
its  antiscorbutic  potency  in  seven  days’ 
time  ( 1 ) . 

Oxidation  is  the  principal  factor  operating 
in  the  destruction  of  vitamin  C.  The  rate  of 
oxidation  depends — among  other  things — 
upon  temperature,  degree  of  exposure  to 
oxygen,  and  presence  of  substances  which 
catalyze  the  oxidation  reaction.  Chief  among 
the  catalysts  is  the  enzyme  known  as  ascorbic 
acid  oxidase.  This  enzyme  is  instrumental  in 
the  loss  of  physiologically  active  forms  of 
cevitamic  acid  (ascorbic  acid)  by  catalyzing 
the  transformation  of  this  latter  substance 
into  dehydrocevitamic  acid  (dehydroascor- 
bic  acid) , which  is  more  readily  decomposed 
by  a nonenzymic  reaction  into  a compound 
having  no  antiscorbutic  activity.  This  en- 
zyme is  apparently  widely  distributed  in  the 


vegetable  kingdom,  having  been  found  in 
cabbage,  carrots,  lima  beans,  parsnips,  peas, 
pumpkin,  spinach,  squash,  string  beans, 
sweet  corn  and  swiss  chard.  Fortunately,  the 
cevitamic  acid  oxidase  is  completely  inacti- 
vated by  heatings  to  100°C.  for  one  minute 
(2). 

In  modern  canning  practice  field  crops  are 
harvested  at  the  optimum  stage  of  maturity 
and  canned  as  rapidly  as  possible — usually 
within  a few  hours’  time.  Early  in  every  can- 
ning procedure  the  product  receives  either  a 
blanch  or  a pre-cook  or  exhaust,  the  primary 
purpose  of  which  is  to  drive  out  air  from 
biological  tissues  and  to  establish  a vacuum 
by  expanding  the  contents  of  the  can  by 
heat,  contraction  upon  cooling  resulting  in  a 
partial  vacuum  within  the  can.  These  pre- 
liminary heat  treatments  together  with  the 
heat  process  serve  both  to  destroy  oxidative 
enzymes  and  to  remove  most  of  the  air  from 
the  can. 

Thus,  the  various  practices  in  the  canning 
procedure  combine  to  afford  excellent  pro- 
tection for  this  most  labile  accessory  food 
factor  knowm  as  vitamin  C. 


AMERICAN  CAN  COMPANY 


230  Park  Avenue,  New  York  Cily 

(l)  1936,  Food  Research,  1,  1 (2)  1936,  J.  Biol.  Chem.,  116,  717 


This  is  the  twenty -seventh  in  a series  of  monthly  articles,  which  will  summar- 
ize, for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  leant  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association* 
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College;  Frederick  H.  Muckinhoupt,  Cincinnati, 
Temple  University;  Herman  C.  Weinberg,  Cleve- 
land University  of  Chicago;  Donald  L.  Rose,  Day- 
ton,  University  of  Colorado;  E.  Scott  Hill,  Can- 
ton, Universit  of  Nebraska;  Charles  W.  Me 
Gavran,  II,  Columbus,  University  of  Pennsyl- 
vania; Proctor  P.  Disbro,  Cleveland,  David  M. 
Keedy,  Toledo,  William  J.  Teufel,  Cleveland,  Uni- 
versity of  Rochester;  Thomas  E.  Patton,  Cleve- 
land, University  of  de  Lausanne,  Switzerland 
Gustav  G.  Picard,  Cleveland,  University  of  Heidel- 
berg, Germany;  William  Dreyfuss,  Cleveland, 
University  of  Freiburg,  Germany;  Julius  Klip- 
stein,  Columbus,  University  of  Giessen,  Germany; 
Martin  C.  Nemrow,  Cleveland,  University  of 
Leipzig,  Germany;  Walter  Musta,  Cleveland, 
Royal  University  of  Palermo,  Italy;  Bernard  B. 
Rosenblatt,  Tiffin,  Rush  Medical  College. 

The  Board  granted  licenses  to  the  following 
who  passed  examinations  in  June,  1936: 

John  J.  McDonough,  Toledo,  Loyola  University; 
Edwin  C.  Swint,  Fremont,  Loyola  University; 
Frank  W.  Anzinger,  Springfield,  Marquette  Uni- 
versity; and  to  William  F.  Yarris,  Akron,  Loyola 
University,  who  passed  the  December,  1936,  ex- 
amination. 


Gauze  Bandages  Drugs,  Court  Says 

The  stand  of  the  Federal  Government  that 
gauze  bandages,  represented  as  “sterile”  or 
“sterilized”,  should  in  fact  be  free  from  germs 
when  purchased  by  the  ultimate  consumer,  has 
been  upheld  in  court.  The  Federal  Court  for  the 
Southern  District  of  New  York  (New  York  City) 
has  decided  that  the  bandages  sold  by  one  drug 
company  were  drugs,  legally  speaking,  and  sub- 
ject to  regulation  under  the  Federal  Food  and 
Drugs  Act,  and  that  because  they  were  contami- 
nated with  bacteria  they  were  both  adulterated 
and  misbranded.  The  Federal  Food  and  Drugs 
Act  classifies  as  a drug  “any  substance  or  mix- 
ture of  substances  intended  to  be  used  for  the 
cure,  mitigation,  or  prevention  of  disease”. 

The  decision,  which  judicially  defines  a bandage 
as  a drug,  gives  support  to  the  campaign  carried 
on  during  the  past  year  against  unsterile  articles 
of  this  sort  masquerading  as  sterilized. 


College  of  Physicians  Meeting 

The  Twenty-Second  Annual  Session  of  the 
American  College  of  Physicians  will  be  held  at 
the  Waldorf-Astoria  Hotel,  New  York  City, 
April  4-8,  1938.  A program  of  round-table  dis- 
cussions is  being  arranged,  with  clinics  and 
demonstrations  in  hospitals  and  medical  schools. 
Information  concerning  the  meeting  can  be  ob- 
tained by  addressing  Dr.  E.  R.  Loveland,  Execu- 
tive Secretary,  4200  Pine  St.,  Philadelphia,  Pa. 


Dr.  Eli  G.  Alcorn,  Columbus,  retired  physician, 
celebrated  his  93rd  birthday  July  16.  Dr.  Alcorn 
has  two  sons  and  one  grandson  practicing  medi- 
cine— Dr.  John  B.  and  Dr.  James  G.  Alcorn,  Co- 
lumbus, and  Dr.  Robert  S.  Alcorn,  Cincinnati. 
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• DOUBLE-RICH  IN  VITAMIN  B . . 

pure  wheat  germ  is  added  to  Ralston  to 
make  it  2V2  times  richer  in  vitamin  B than 
natural  whole  wheat. 

• PALATABLE  AND  ECONOMICAL 

...  tastes  so  good  that  the  whole  family 
likes  it — and  each  generous  serving  costs 
less  than  one  cent. 


Your  patients 
may  not  know. 


AAany  of  them  must  serve  hurry-up  break- 
fasts. Many  are  pressed  for  time.  So  when 
you  recommend  Raiston,  make  doubly  sure 
they  follow  your  advice  by  telling  them 
Ralston  cooks  so  quickly... We  believe  you'll 
agree  this  is  important  because  Ralston  is  . . . 


• A WHOLE  WHEAT  CEREAL  . . . 

with  only  the  coarsest  bran  removed  . . . pro- 
viding an  abundance  of  the  body-building, 
energy-producing  elements  that  come  from 
choice  whole  wheat. 


The  Hot  Whole 
Wheat  Cereal 
Enriched  with 
Extra  Vitamin  B 


RALSTON  PURINA  COMPANY,  Dept.OM,  1814  Checkerboard  Square,  St.  Louis,  Mo. 


Use  Coupon  For 
Free  Research 
Laboratory  Report 


Without  obligation,  please  send  me  your  Research 
Laboratory  Report  on  Ralston  Wheat  Cereal. 


Name 


Address. 


M.  D. 


(This  offer  limited  to  residents  of  the  United  States ) 


STAFF  AND  INTERN  APPOINTMENTS  IN  OHIO  HOSPITALS 


TAFF  and  intern  appointments  in  Ohio 
hospitals  for  the  year  beginning  July  1, 
include  the  following: 

HURON  ROAD  HOSPITAL,  CLEVELAND— Resident 
physicians.  Dr.  Anne  E.  Annon,  and  Dr.  O.  John  Fronek, 
Cleveland,  New  York  Medical  College,  and  Dr.  Warren  B. 
Shepard,  Jr.,  Philadelphia,  Hahnemann  Medical  College. 
Interns,  Dr.  Chester  S.  Heimlich,  Cleveland  ; Dr.  Edward 
W.  Keefer,  Mansfield,  and  Dr.  Joseph  A.  Pietrafese,  New 
York  Medical  College;  Dr.  Joseph  F.  Bilotta,  Philadelphia; 
Dr.  Edward  H.  Connor,  Meadville,  Pa.  ; Dr.  Charles  W. 
Ohl,  Cynwyd,  Pa.  ; Dr.  Paul  F.  Overs,  Lodi  ; Dr.  Charles  S. 
Sherman,  and  Dr.  George  P.  Tsoravas,  Philadelphia,  Pa., 
Hahnemann  Medical  College. 

WOMAN’S  HOSPITAL,  CLEVELAND— Resident  physi- 
cians, Dr.  Francis  Browning,  Schenectady,  N.  Y.,  and  Dr. 
Rollis  Ray  Miller,  Canfield,  Western  Reserve  University. 
Interns,  Dr.  Pauline  M.  Kearney,  Little  Rock,  Ark.,  Uni- 
versity of  Arkansas ; Dr.  Elizabeth  Y.  Kuffner,  St.  Marys, 
•George  Washington  University,  and  Dr.  Anne  Marie  Kull- 
man,  New  York  City,  German  Real  Gymnasium. 

LUTHERAN  HOSPITAL,  CLEVELAND— Resident  phy- 
sicians, Dr.  Frank  A.  Catalano,  Cleveland,  Ohio  State 
University,  and  Dr.  Edward  W.  Gans,  Harlowton,  Montana, 
Uoyola  University.  Int?rns,  Dr.  Robert  F.  Linn,  Loyola 
University ; Dr.  Elliott  L.  Glicksberg,  Cleveland,  Georgetown 
University ; Dr.  Louis  W.  Putzig,  Ann  Arbor,  Mich.,  Uni- 
versity of  Michigan,  and  Dr.  Wilbur  R.  Hodges,  Brecksville, 
Ohio  State  University. 

ST.  JOHN’S  HOSPITAL,  CLEVELAND — Senior  resident 
in  surgery.  Dr.  A.  A.  Raney.  Creighton  University;  junior 
resident  in  surgery.  Dr.  David  J.  Dugan,  St.  Louis  Uni- 
versity; medical  resident.  Dr.  Sidney  Feuer,  Western  Re- 
serve University;  obstetrical  resident.  Dr.  Mwon  E.  Craw- 
ford, St.  Louis  University.  Interns  : Dr.  A.  J.  Noveno,  Uni- 
versity of  Rome,  Italy  ; Dr.  R.  F.  Toomey,  Western  Reserve 
University ; Dr.  A.  J.  O’Brien,  St.  Louis  University ; Dr. 
Michael  M.  Miller,  University  of  Vienna  ; Dr.  Lawrence 
Lazarus,  St.  Louis  University,  and  Dr.  H.  E.  Wildis,  St. 
Louis  University. 


ST.  ANN’S  MATERNITY  HOSPITAL,  CLEVELAND— 

Resident  physicians.  Dr.  V.  T.  Kaval,  Georgetown  University 
and  Dr.  A.  R.  Dindia,  St.  Louis  University. 

ST.  VINCENT  CHARITY  HOSPITAL,  CLEVELAND— 

Senior  resident  physician,  Dr.  Arthur  L.  Watkins,  Western 
Reserve  University;  junior  resident  physician.  Dr.  Chris- 
topher A.  Columbi,  Loyola  University;  Dr.  Gordon  A. 
Smith,  Dr.  Virgil  E.  Terrell  and  Dr.  H.  Dale  Underwood, 
Western  Reserve  University;  resident  pathologist,  Dr.  John 
A.  Hindulak,  Western  Reserve  University.  Interns:  Dr.  W. 
H.  Brown,  Ohio  State  University;  Dr.  David  E.  Thomas, 
Dr.  E.  A.  Ferreri,  Dr.  E.  F.  Lindenmayer,  Dr.  Stephen  J. 
Stempien,  Dr.  Ralph  E.  Gray  and  Dr.  Stephen  V.  Geroch, 
Western  Reserve  University  ; Dr.  John  Otto,  University  of 
Texas  ; Dr.  Donald  C.  McDonald,  University  of  Pennsyl- 
vania; Dr.  Proctor  Disbro,  University  of  Rochester;  Dr.  J. 
A.  Glorioso,  Dalhousie  University,  and  Dr.  Edward  C. 
Kasper,  St.  Louis  University. 

ST.  ALEXIS’  HOSPITAL,  CLEVELAND— Resident  phy- 
sicians: Dr.  Alexander  S.  Angel  and  Dr.  Vitus  F.  Pekarek, 
Cleveland;  Dr.  George  E.  Bryant,  Menomenee,  Wise.;  Dr. 
Chester  R.  Lulenski,  Detroit.  Interns : Dr.  Samuel  K.  Ger- 

son,  Dr.  Carl  Opaskar,  Dr.  Anthony  G.  Palmieri,  Dr.  Arthur 
G.  Taskowski,  Dr.  Robert  J.  Sating,  Cleveland ; Dr.  FYank 
V.  Brown,  Jr.,  Spokane,  Wash.  ; Dr.  Richard  J.  Bryant, 

Menomenee,  Wise.,  and  Dr.  Walter  S.  L.  Loo,  Hawaii. 

CITY  HOSPITAL,  AKRON— Chief  resident  in  surgery. 
Dr.  Lloyd  W.  Reynolds  ; assistant  in  surgery.  Dr.  Harold 

Jirsa;  surgical  residency.  Dr.  Raymond  V.  Kuhn;  residents 
in  private  staff  surgery.  Dr.  James  1'hompson  and  Dr. 

Leyton  Martin.  Interns:  Dr.  Robert  E.  Williams,  Univer- 

sity of  Nebraska  : Dr.  Everett  C.  Burgess,  University  of 
Wisconsin;  Dr.  Marvin  W.  Burleson,  University  of  Iowa; 
Dr.  John  S.  Campbell,  University  of  Kansas ; Dr.  Asher 

Chapman,  Western  Reserve  University;  Dr.  Manson  G.  Fee, 
University  of  Iowa ; Dr.  John  A.  Funk  and  Dr.  Paul  E. 
Drungenbolz,  Ohio  State  University;  Dr.  Edwin  Mollen, 
University  of  Colorado;  Dr.  Gustas  A.  Oredson,  College  of 
Medical  Evangelists  ; Dr.  Benjamin  Diefenbach,  Western 
Reserve  University  and  Dr.  George  Crillman,  Rush  Medical 
College. 

PEOPLES  HOSPITAL,  AKRON— Resident  physician.  Dr. 
Edward  T.  Meacham,  Rush  Medical  College ; assistant  resi- 
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Help  the  Family  Budget  by 
Prescribing  KARO 

FOR  INFANT  FEERING 


alny  prescribed  food  which  abundantly  fulfills  the 
baby’s  needs — and  is  available  at  low  cost — is  a boon 
to  the  mother,  a blessing  to  the  father.  And  the  baby 
thrives!  Karo  Syrup  is  an  effective  carbohydrate.  It  is 
well -tolerated,  practically  non -fermentable,  quickly 
utilized.  The  low  price  of  Karo  is  based  on  its  cost 
— not  on  its  high  value  as  an  ideal  infant  food. 


Infant  feeding  practice 
is  primarily  the  concern  of  the 
physician,  therefore,  Karo  for  in- 
fant feeding  is  advertised  to  the 
Medical  Profession  exclusively. 


For  further  information,  write 

Corn  Products  Sales  Company,  Dept.  SJ8  17  Battery  Place,  New  York,  N.  Y. 
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dent  physician.  Dr.  Emery  J.  Braun,  Ohio  State  University. 
Interns : Dr.  Rudolph  Grimmer,  Western  Reserve  Univer- 

sity ; Dr.  Orlando  Kenneder,  University  of  Los  Angeles ; 
Dr.  Kona  Simon,  University  of  Vienna,  and  Dr,  Thomas 
Klein,  University  of  Berlin. 

ST.  THOMAS  HOSPITAL,  AKRON — Resident  in  medicine. 
Dr.  H.  H.  Beekering ; resident  in  surgery.  Dr.  W.  T. 
Vaughan.  Interns:  Dr.  Walter  Cummings,  College  of 

Medical  Evangelists ; Dr.  F.  J.  Rotoli  and  Dr.  J.  J.  Scuderi, 
Loyola  University,  and  Dr.  L.  J.  Sacks,  Ohio  State  Uni- 
versity. 

CHILDREN’S  HOSPITAL,  AKRON— Resident  physician, 
Dr.  William  H.  Eberle. 

WHITE  CROSS  HOSPITAL,  COLUMBUS— Resident  phy- 
sician, Dr.  John  Q.  Brown.  Interns : Dr.  Richard  C.  Car- 

lisle, Columbus ; Dr.  David  G.  Dillahunt,  Columbus,  and 
Dr.  Donald  J.  Vincent,  Chillicothe,  Ohio  State  University : 
Dr.  Russell  V.  Milliser,  Rochester,  Indiana,  Northwestern 
University:  Dr.  Charles  H.  Robinson,  Washington  C.  H., 
Hahnemann  Medical  College,  and  Dr.  Robin  T.  Sharp, 
Columbus,  University  of  Cincinnati. 

MIAMI  VALLEY  HOSPITAL.  DAYTON— Interns : Dr. 
Marshall  O.  Alexander,  Norwood ; Dr.  James  H.  Beaton, 
Chicago : Dr.  Dietrich  R.  Bieser,  Dr.  Conrad  K.  Clippinger, 
Dr.  Frederick  L.  Englerth,  and  Dr.  Theodore  L.  Light,  Day- 
ton  ; Dr.  Harold  A.  Robinson,  Elyria,  and  Dr.  Jasper  Staton, 
Dayton. 

YOUNGSTOWN  HOSPITAL— Interns : Dr.  Albert  J. 

Fisher,  Dr.  Raymond  S.  Lupse,  Dr.  Donald  A.  Miller,  Dr. 
Ralph  J.  Starbuck  and  Dr.  Charles  F.  Wagner,  Western 
Reserve  University : Dr.  Evan  C.  Fowler,  St.  Louis  Uni- 
versity : Dr.  Paul  Heitzman,  University  of  Iowa  ; Dr.  Arthur 
F.  Liphert,  University  of  Cincinnati ; Dr.  Arthur  C.  Litton, 
University  of  Louisville:  Dr.  Frank  L.  Price,  Ohio  State 

University:  Dr.  Joseph  A.  Ralston,  Jefferson  Medical  Col- 
lege; Dr.  Densmore  Thomas.  Jefferson  Medical  College,  and 
Dr.  Arthur  W.  Welling,  Medical  College  of  the  State  of 
South  Carolina. 

ST.  ELIZABETH’S  HOSPITAL,  YOUNGSTOWN— Resi- 
dent physicians : Dr.  Sylvester  J.  Raetz,  Racine,  Wise.,  Mar- 
quette University,  and  Dr.  Henry  C.  Marsico,  Lorain,  St. 
Louis  University.  Interns:  Dr.  Vincent  J.  Murray,  Pitts- 

burgh, Pa.,  Marquette  University;  Dr.  Anton  P.  Huml,  Lake 
Geneva,  Wise.,  Marquette  University;  Dr.  Harold  J.  Reese, 
Youngstown,  University  of  Michigan ; Dr.  George  L. 
Ambrecht,  Wheeling,  W.  Va.,  Western  Reserve  University ; 
and  Dr.  John  R.  Seesholtz,  Canton,  Ohio  State  University; 
Extems : Dr.  John  R.  Ross,  Bellevue,  Ohio  State  Univer- 

sity; Dr.  Joseph  J.  Sofranec,  Jr.,  Youngstown,  Loyola  Uni- 
versity, and  Dr.  Edward  F.  Hardman,  Youngstown,  Temple 
University. 


New  Pamphlets  Issued  by  State 
Department  of  Health 

The  Bureau  of  Child  Hygiene  of  the  State 
Department  of  Health  has  prepared  a number  of 
new  pamphlets  and  leaflets  for  public  use  in  the 
nutrition  education  program  of  the  department. 
They  include  three  new  infant  feeding  schedules: 

1.  From  Birth  to  Nine  Months  of  Age. 

2.  From  Nine  to  Eighteen  Months  of  Age. 

3.  From  Eighteen  Months  to  Two  Years  of 
Age. 

The  Bureau  recommends  that  these  three  leaf- 
lets be  distributed  to  mothers  only  by  physicians, 
or  by  public  health  nurses  or  other  professional 
agents  authorized  by  the  health  commissioner  of 
the  district  or  by  the  local  county  medical  society. 

Other  pamphlets  available  are: 

“Food  for  the  Preschool  Child  from  Two  to 
Six  Years  of  age.” 

“Forming  Good  Habits  and  Correcting  Poor 
Ones.” 

“What  Shall  We  Eat?” 

Copies  of  these  pamphlets  and  leaflets  can  be 
obtained  through  local  health  commissioners  or 
from  the  State  Department  of  Health,  Columbus. 


The  Wendt -Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons — and  the  many  people  they  serve 

Two  Prescription  Departments 

maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 
Other  Complete  Departments 

OFFICE  EQUIPMENT 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 


W-B  Pharmaceutical  Supplies 
JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 


Prompt  Service  on  Phone  Orders 


LABORATORY  APPARATUS 

Coor8  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 

AT 

The  Rupp  & Bowman  Co. 

319  Superior  St.  Toledo,  Ohio 
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MILDLY  ANTISEPTIC 


"ICHTHYOL"  MAY  BE  USED 

■ On  tampons— a 10  to  25%  solution  in  glyc- 
erin or  water 


EMOLLIENT 


For  rectal  or  vaginal  suppositories — admixed 
with  cacao  butter 

For  douching— a 2%  solution 

For  enemas — a 2%  solution 


AND  ASTRINGENT 


■ In  various  skin  affections— a 5 to  50%  oint- 
ment or  varnish 


■ On  joints— a 5 to  50%  ointment 

“ Ichthyol ” is  the  registered  trademark  of  the  -product  supplied 
under  the  Merck  label.  When  you  prescribe  ‘'Ichthyol"  you 
are  utilizing  the  product  originally  introduced  by  Unna. 

MERCK  & CO.  Inc.  i^flunu^actuidn^  RAHWAY,  N.  J. 
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NEWS  NOTES 


Ashland — Dr.  C.  B.  Meuser  discussed  “Public 
Health  Administration”,  at  a recent  meeting  of 
the  Civic  Betterment  League. 

Athens — Dr.  George  N.  Burger  has  been  ap- 
pointed full-time  medical  officer  at  Ohio  Uni- 
versity. 

Bluffton — At  the  recent  dedication  of  new 
Community  Hospital,  Dr.  J.  J.  Sutter,  Wooster, 
founder  of  Bluffton’s  first  hospital,  was  one  of  the 
speakers. 

Cincinnati — Dr.  Douglas  A.  Johnston,  medical 
director  of  the  Cincinnati  Sanitarium,  left  July 
15  to  spend  several  weeks  in  New  York  where  he 
is  taking  a course  of  instruction  at  the  Harlem 
Valley  Hospital  in  the  new  insulin  shock  treat- 
ment for  dementia  praecox. 

Circleville — Dr.  Arthur  D.  Blackburn,  superin- 
tendent of  schools  at  New  Holland  for  the  past 
four  years,  who  practiced  medicine  for  four  years 
before  becoming  a teacher  16  years  ago,  has  been 
appointed  health  commissioner  of  Pickaway 
County. 

Cleveland — Research  into  the  energy-releasing 
mechanism  of  Arctic  mammals  will  be  the  object 
of  an  exploring  party  into  the  Canadian  Arctic 
headed  by  Dr.  George  W.  Crile.  The  party  will 
leave  Cleveland  for  a six-week  trip  around 
August  1. 

Columbus — Dr.  George  M.  Curtis,  professor  of 
surgery,  Ohio  State  University  College  of  Medi- 
cine, will  be  on  the  program  at  the  International 
Pathology  Congress,  Stockholm,  Sweden,  August  8. 

Gallipolis — Dr.  C.  E.  Holzer  is  chairman  of  the 
industrial  committee  of  the  Chamber  of  Com- 
merce. 

Lancaster — Dr.  A.  M.  Kelley  spoke  on  “Hos- 
pitals” at  a recent  meeting  of  the  Rotary  Club. 

Marietta — Dr.  Romeyn  B.  Hart,  who  was  in 
continuous  practice  for  54  years  until  his  retire- 
ment last  January,  recently  observed  his  79th 
birthday. 

Massillon — Dr.  Seth  Hattery,  dean  of  local 
physicians  and  a practicing  physician  for  58 
years,  celebrated  his  88th  birthday  recently. 

McConnelsville — Announcement  has  been  made 
of  the  engagement  of  Dr.  Edgar  Northrup  and 
Miss  Miriam  Elizabeth  Coughlin,  Ottawa,  Canada. 

Middletown — Local  industries  have  underwrit- 
ten a $250,000  addition  to  Middletown  Hospital. 

Sandusky — Providence  Hospital  was  damaged 
to  an  estimated  amount  of  $60,000,  principally 
to  X-ray  and  laboratory  equipment,  by  the  re- 
cent flood. 


Behind 


Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 


Extensive  clinical  application 

Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 

Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 


HYCLORITE 


Accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association  ( N.N.R .) 

ANTISEPTIC 

An  aid  for  the  prevention  of  ringworm 
infection 

For  irrigating,  swabbing  and  dressing 
infected  cases  wherever  an  anti- 
septic is  needed. 

For  Hand  and  Skin  Sterilization. 

To  Make  a Dakin’s  Solution  of  Correct 
Hypochlorite  Strength  and  Alkalinity. 

NON-POISONOUS 

NON-IRRITATING 

Comprehensive  Literature  on  Request 

BETHELHEM  LABORATORIES 

INCORPORATED 

300  Century  Building 
PITTSBURGH,  PENNA. 
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SUMMER! 


Summer  days  show  a marked  increase  in  accidental  injuries.  The  vaca- 
tionist, the  farmer,  the  child  at  play  may  all  suffer  wounds  contaminated 
with  spores  of  tetanus  and  gas  gangrene-producing  bacteria. 

Treatment  of  all  dirt-contaminated,  contused  and  penetrating  wounds 
should  include  combined  prophylaxis  against  tetanus  and  gas  gangrene. 

ACCIDENTS! 

We  suggest  Parke-Davis  Tetanus-Gas  Gangrene  Antitoxin  (Com- 
bined), Refined  and  Concentrated.  The  customary  prophylactic 
dose — 7500  units  tetanus  antitoxin  and  2000  units  each  per- 
fringens  and  vibrion  septique  antitoxin — is  available  in  syringe 
packages  and  in  rubber-diaphragm-capped  vials. 

PROPHYLAXIS! 


PARKE,  DAVIS  & COMPANY  • Detroit,  Michigan 

The  World’s  Largest  Makers  of  Pharmaceutical  and  B i o I o g i c a I Products 
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First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

BUTLER 

Dr.  Raymond  G.  Senour,  Cincinnati,  spoke  on 
“The  Early  Diagnosis  and  Treatment  of  Syphilis”, 
at  a meeting  of  the  Butler  County  Medical  So- 
ciety, June  24,  at  Mercy  Hospital,  Hamilton. — - 
News  Clipping. 

FAYETTE 

At  a meeting  of  the  Fayette  County  Medical 
Society  at  Washington  C.  H.,  July  8,  Dr.  E.  H. 
Baxter,  Columbus,  gave  a very  interesting  talk 
on  “The  First  Two  Years  of  a Child’s  Life”. — 
James  F.  Wilson,  M.D.,  secretary. 

Second  District 

(councilor:  d.  w.  hogue,  m.d.,  Springfield) 
GREENE 

At  a meeting  of  the  Greene  County  Medical 
Society,  July  1,  at  Xenia,  Dr.  W.  C.  Martin,  of 
the  State  Department  of  Health,  spoke  on  “The 
Value  of  Vital  Statistics  in  Medicine  and  Other 
Lines”.— S.  C.  Ellis,  M.D.,  secretary. 


PREBLE 

Dr.  C.  A.  Coleman,  Dayton,  lectured  on  “Re- 
cent Developments  in  the  Treatment  of  Kidney 
Infections”  at  a meeting  of  the  Preble  County 
Medical  Society,  June  23,  at  Eaton. — E.  P.  Tritt- 
schuh,  M.D.,  secretary. 

MONTGOMERY 

Following  a golf  tournament  in  the  afternoon, 
the  annual  meeting  of  the  Montgomery  County 
Medical  Society  was  held  at  the  Miami  Valley 
Golf  Club,  Friday  evening,  June  4.  Special  Agent 
H.  D.  Harris,  in  charge  of  the  Cincinnati  office 
of  the  Federal  Bureau  of  Investigation,  U.  S. 
Department  of  Justice,  was  the  speaker. — 
Bulletin. 

Third  District 

(councilor:  0.  p.  KLOTZ,  M.D.,  FINDLAY) 

ALLEN 

“Applied  Physiology  of  the  Liver”,  was  the 
subject  presented  by  Dr.  Andrew  C.  Ivy,  North- 
western University  Medical  School,  Chicago,  at 
a meeting  of  the  Lima  and  Allen  County  Acad- 


TETANUS 


GAS  GANGRENE  ANTITOXIN 


Use  as  a prophylactic  agent  in  cases 
of  compound  fractures,  lacerated 
wounds,  and  post-operatively  when 
indicated,  etc. 

The  contents  of  one  syringe  is  in- 
jected at  weekly  intervals  until  the 
wound  is  healed. 


U.S.S.P.  Co.  Laboratories  are  noted  for 
the  production  of  highly  refined 
tetanus  antitoxin.  Only  young,  vigor- 
ous and  healthy  horses  are  used.  The 
antitoxin  is  sterile  and  free  from  toxic 
fractions.  Write  for  full  information. 


U.S.S.P.  Co.  Laboratories  are  operand  under  U.  S.  Government  License 
No.  65  in  compliance  with  all  regulations  of  the  U.  S.  Public  Health  Service. 


U.  S.  STANDARD  PRODUCTS  CO. 

WOODWORTH,  WISCONSIN  
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ESTIMATED  HYPOTHETICAL  SALT  ANALYSIS 


Cow's 

Breast 

( Grams  per  100  c.c.  ) 

Milk 

Milk 

Similac 

Calcium  combined  with  Protein 

.054  gm. 

.024  gm. 

.030  gm. 

Mono-Magnesium  Phosphates 

.103  gm. 

.027  gm. 

.027  gm. 

Di-Calcium  Phosphates  

.175  gm. 

.000  gm. 

.000  gm. 

Di-Potassium  Phosphates  

.230  gm. 

.000  gm. 

.000  gm. 

Potassium  Citrates  

.052  gm. 

.103  gm. 

.103  gm. 

Sodium  Citrates  

.222  gm. 

.055  gm. 

.055  gm. 

Calcium  Citrates 

.119  gm. 

.059  gm. 

.059  gm. 

Iron  

Trace 

Trace 

Trace 

Sulphur  with  Protein  

.022  gm. 

.001  gm. 

.001  gm. 

Phosphorus  with  Protein  

.022  gm. 

.001  gm. 

.001  gm. 

C.  W.  Martin,  M.  D.,  New  York  State  Journal  of  Medicine, 
September  1,  1932. 


A SALT  BALANCE  OBTAINED  ONLY 
BY  LABORATORY  METHODS 

Fat  2%,  proteins  1.6%,  and  sugar  to  make  up  the  lack  of  calories 
that  results  from  dilution  — that,  roughly,  is  the  home  method  of 
"modifying"  cow's  milk  for  the  baby,  And  what  of  the  minerals? 
Are  they  not  equally  as  important  as  the  other  food  substances? 
If  The  laboratory  method  of  rearranging  cow's  milk,  by  which  Similac 
is  prepared,  not  only  adjusts  the  percentages  of  fats,  proteins  and 
carbohydrates,  but  alters  the  salts  of  cow's  milk  in  character  and  in 
relation  to  each  other.  Similac  has  a salt  balance  that  cannot  be 
obtained  in  the  ordinary  milk  dilution  or  modification — one  of  the  rea- 
sons for  the  excellent  result  obtained  with  this  laboratory  modification. 

SIMILAC 

M & R DIETETIC  LABORATORIES,  INC.,  COLUMBU  S , OHIO 


Similac  is  not  advertised  to  the 
laity  and  no  directions  appear 
on  or  in  the  trade  package. 


Similac  is  made  from  fresh  skim  milk  (case- 
in modified)  with  added  lactose,  salts, 
milk  fat.  and  venetable  and  cod-liver  oils. 
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emy  of  Medicine,  June  17,  at  the  Shawnee 
Country  Club,  Lima. — News  clipping. 

AUGLAIZE 

Members  of  the  Auglaize  County  Medical 
Society  met  by  special  invitation  at  the  offiies 
of  Dr.  Geo.  B.  Faulder,  Wapakoneta,  on  the 
evening  of  July  9.  Dr.  E.  R.  Shilling,  Colum- 
bus, spoke  on  “A  Few  of  the  Newer  Diagnostic 
Methods  in  Medicine”,  and  concluded  with  a dis- 
cussion of  the  dangers  of  the  epidemic  of  Rabies 
new  prevalent  in  central  Ohio.  He  emphasized 
the  seriousness  of  the  disease  by  presenting  a 
movie-film  on  “Rabies”,  and  advised  all  coun- 
ties in  western  and  northern  Ohio  to  take 
prompt  measures  to  prevent  its  spread.  The 
meeting  closed  with  a buffet  lunch  and  an  in- 
formal social  time. — Chas.  C.  Berlin,  M.D.,  sec- 

re,ary'  MEBCEE 

At  a meeting  of  the  Mercer  County  Medical 
Society,  June  17,  at  Celina,  Dr.  S.  E.  Edwards, 
Van  Wert,  read  a paper  on  “Allergy”. — News 

Clippi"S-  VAN  WERT 


Dr.  E.  G.  Bannick,  Rochester,  Minnesota,  was 
the  speaker  at  a meeting  of  the  Van  Wert  County 
Medical  Socitey,  June  8,  at  Van  Wert. — News 
clipping. 

Fourth  District 

(COUNCILOR:  E.  J.  McCORMICK,  M.D.,  TOLEDO) 

SANDUSKY. 

Dr.  R.  M.  Knoble,  Sandusky,  was  awarded  the 


low  gross  prize  and  Dr.  F.  L.  Moore,  Fremont, 
the  low  net,  when  physicians  of  Seneca,  Ottawa, 
Erie  and  Wood  Counties,  were  guests  of  the 
Sandusky  County  Medical  Society  at  a golf 
tournament  at  the  Fremont  Country  Club,  June 
23. — News  clipping. 

Seventh  District 

(councilor:  C.  W.  KIRKLAND,  m.d.,  bellaire) 

CARROLL 

Dr.  James  K.  Nealon,  Newark,  spoke  on  “The 
Significance  of  Pus  in  the  Urine”  at  a meet- 
ing of  the  Carroll  County  Medical  Society,  June 
3,  at  Carrollton. — News  clipping. 

TUSCARAWAS 

Members  of  the  Tuscarawas  County  Medical 
Society  and  their  wives  were  guests  of  Dr.  Mary 
Elizabeth  Rowland  in  the  garden  of  her  home  at 
Gnadenhutten  on  June  23.  Dr.  A.  T.  Hopwood, 
superintendent  of  the  State  Hospital  for  Feeble 
Minded,  Orient,  gave  the  lecture  of  the  evening, 
which  was  followed  by  a generous  buffet  supper. 
— William  E.  Hudson,  M.D.,  secretary. 

Eighth  District 

(councilor:  e.  R.  BRUSH,  M.D.,  ZANESVILLE) 
GUERNSEY 

Dr.  M.  C.  McCuskey,  Senecaville,  spoke  on 
“Tularemia”,  at  a meeting  of  the  Guernsey 


• ill 


W.  A.  BAUM  CO.  INC.  NEW  YORK 


See  Your  Surgical  Instrument  Dealer 


SINCE  1916  ORIGINATORS  AND  MAKERS  OF  BLOODPRESSURE  APPARATUS  EXCLUSIVELY 


The  Test  of  Time 


We  have  been  making  the  Baumanometer  now  for  some  twenty- 
one  years,  which  is  a long  while  to  devote  exclusively  to  the 
making  of  any  one  thing.  And  in  all  of  that  time  our  work  has 
never  deviated  from  these  three  principles: 


ACCURACY  — above  all  else,  the  rock  upon  which  the  Baumanometer 
first  won  the  medical  profession's  confidence. 


SIMPLICITY  — the  "irreducible  minimum”  number  of  parts,  especially 
valves  or  joints  to  leak  air  pressure  or  mercury. 


RELIABILITY  — to  the  end  that  whatever  variation  is  found,  you  may 
be  sure  it  is  in  the  patient,  and  not  in  the  instrument. 


To-day  our  most  cherished  asset  is  the  confidence,  and 
good-will,  and  respect  of  doctors  and  hospitals  through- 
out the  world  . . . The  Baumanometer  has  stood  the  test 
of  time. 


You  don’t  buy  a sphygmomanometer  every  year,  so  why 
not  have  a genuine  Lifetime  Baumanometer.  First-cost  may 
kbe  a little  more,  but  through  the  years  it  actually  costs  less. 


STANDARD  FOR  BLOODPRESSURE 
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IN 

HAY  FEVER 


When  you  prescribe  a liquid  vaso- 
constrictor consider  three  points: 


1 

Prolonged  Effectiveness 

'Benzedrine  Solution'  produces  a 
shrinkage  which  lasts  18  per  cent 
longer  than  that  produced  by 
ephedrine. 


2 


Minimum  Secondary 
Reactions 


On  continued  use  'Benzedrine 
Solution'  produces  practically  no 
secondary  vasomotor  relaxation. 


3 


Real  Economy 


'Benzedrine  Solution'  is  one  of  the 
least  expensive  liquid  vaso- 
constrictors. 


Benzedrine  solution 


Benzyl  methyl  carbinamine,  S.  K.  F.,  1 per  cent  in  liquid  petrolatum  with 
Yz  of  1 per  cent  oil  of  lavender. 

‘Benzedrine’  is  the  registered  trade  mark  for  Smith,  Kline  & French 
Laboratories’  brand  of  the  substance  whose  descriptive  name  is  benzyl 
methyl  carbinamine. 


SMITH,  KLINE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 


EST. 


1841 
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County  Medical  Society,  June  3,  at  Cambridge. 
At  a meeting  of  the  society  on  July  1,  Dr.  C.  C. 
Headley,  Cambridge,  spoke  on  “Hypertension”. — 
0.  Reed  Jones,  M.D.,  Correspondent  for  The 
Journal. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

SCIOTO 

“Fractures”,  was  the  subject  of  general  dis- 
cussion led  by  Dr.  Joseph  S.  Rardin,  Dr.  A.  P. 
Hunt  and  Dr.  H.  M.  Keil,  at  a meeting  of  The 
Hempstead  Academy  of  Medicine,  at  Ports- 
mouth, July  12. — W.  M.  Singleton,  M.D.,  secre- 
tary. 

Tenth  District 

(councilor:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

CRAWFORD 

Approximately  50  physicians  from  neighboring 
counties  were  guests  of  the  Crawford  County 
Medical  Society  at  a golf-picnic,  July  14,  at  the 
Bucyrus  Country  Club.  The  prize  for  low  gross 
was  won  by  Dr.  William  B.  Morrison,  Columbus. 
Guests  included  Dr.  C.  C.  Sherburne,  Columbus, 
Councilor  for  the  Tenth  District,  and  Charles  S. 
Nelson,  Executive  Secretary  of  the  Ohio  State 
Medical  Association. 


Historic  Gavel  Presented 

The  Stark  County  Medical  Society  was  pre- 
sented with  a fine  new  gavel  at  its  June  meeting 
at  the  Congress  Lake  Country  Club.  Hewn  from 
wood  taken  from  the  home  of  the  late  President 
William  McKinley,  the  gavel  was  a gift  of  the 
Canton  Chamber  of  Commerce.  The  presentation 
was  made  by  Dr.  M.  E.  Scott. 


Uncle  Sam’s  Tax  Collections 

The  total  of  all  internal  revenue  taxes  col- 
lected in  Ohio  for  the  fiscal  year  ended  June  30 
increased  from  $189,118,293  in  1936  to  $268,- 
171,429  in  1937.  This  included  individual  and  cor- 
poration income  taxes,  excess  profits  tax,  liquor 
and  social  security  taxes.  Income  tax  collections 
were  $115,636,330  in  1937  as  compared  with 
73,385,648  in  1936. 

Internal  revenue  collections  for  the  entire 
country  aggregated  $4,652,504,106,  compared  with 
$3,520,208,381  for  the  previous  fiscal  year,  an 
increase  of  $1,132,295,725.  Income  tax  collections 
rose  from  $1,421,938,303  to  $2,149,381,149;  ex- 
cess profits  tax  from  $14,509,290  to  $24,967,118 
and  liquor  taxes  from  $525,422,525  to  $592,301,432 
and  miscellaneous  levies  from  $1,495,691,999  to 
$1,620,098,467.  Receipts  from  social  security 
taxes  which  became  effective  for  the  first  time 
during  the  1937  fiscal  year  amounted  to  $265,- 
755,938. 
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NEW  LIGHT  ON  MODERN  PHYSICAL  DEGENERATION  FROM 
FIELD  STUDIES  AMONG  PRIMITIVE  RACES 

By  WESTON  A.  PRICE,  D.D.S.,  M.S.,  F.A.C.D.,  Cleveland,  Ohio 


MODERN  scientific  research  is  based  on  the 
principle  of  comparing  two  or  more 
groups  where  the  least  number  of  vari- 
ables is  involved.  Animals  react  differently  from 
each  other  and  very  often  differently  from  man. 
Through  the  ages  Nature  has  been  carrying  on  ex- 
periments in  her  gigantic  biological  laboratory  in 
which  one  of  the  experimental  animals  used  has 
been  man.  She  has  done  this  through  a very 
wide  range  of  climatic  and  geologic  conditions. 
She  has  demonstrated  that  if  man  will  learn  her 
laws  as  applied  to  that  environment  in  the  matter 
of  the  selection  of  his  foods,  he  can  not  only 
build  magnificent  physical  bodies  but  maintain 
them  largely  free  from  disease. 

Since  progress  has  often  been  so  exceedingly 
unsatisfactory  by  using  our  modem  laboratory 
procedures,  I have  undertaken  to  study  Nature’s 
results  in  her  great  laboratory  by  going  to  the 
remnants  of  primitive  racial  stocks  who  have 
succeeded  in  meeting  Nature’s  demands  and  have 
noted  the  changes  in  that  environment  which 
occur  when  they  lose  that  high  efficiency  and 
high  excellence  as  a direct  effect  of  making  con- 
tact with  our  modern  civilization  and  adopting 
certain  of  its  methods  of  living.  Particular  atten- 
tion has  been  given  to  the  role  of  the  adoption 
of  the  foods  of  our  modem  civilization  as  a dis- 
placement of  the  native  foods  used  by  these  vari- 
ous primitive  groups. 

The  splendid  advancement  that  has  been  made 

Read  before  the  Second  Session,  Ohio  State  Medical  As- 
sociation, 91st  Annual  Meeting,  Dayton,  Ohio,  April  28  and 
29,  1937. 


The  Author 

• Dr.  Price  is  a graduate  of  the  University  of 
Michigan  Dental  College,  1893;  member  of 
American  Dental  Association  and  component 
societies;  American  Association  of  Physical 
Anthropologists;  Biochemical  Society,  Great 
Britain;  American  Association  for  the  Ad- 
vancement of  Science;  Federation  Dentaire 
Internationale;  fellow  American  College  of 
Dentists,  International  Association  of  Dental 
Research.  Specializes  in  research  among  prim- 
itive people. 


in  surgery,  bacteriology  and  hygiene  has  pro- 
duced very  little  change  in  the  incidence  of  several 
of  the  degenerative  diseases.  Alexis  Carrel,  in 
his  recent  work,  “Man,  the  Unknown,”  states 
that: 

“Medicine  is  far  from  having  decreased  human 
sufferings  as  much  as  it  endeavors  to  make  us 
believe.  Indeed,  the  number  of  deaths  from  in- 
fectious diseases  has  greatly  diminished.  But  we 
still  must  die,  and  we  die  in  a much  larger  pro- 
portion from  degenerative  diseases.” 

After  reviewing  the  reduction  in  the  epidemic 
infectious  diseases  he  continues  as  follows: 

“All  diseases  of  bacterial  origin  have  decreased 
in  a striking  manner.  * * * Nevertheless,  in  spite 
of  the  triumphs  of  medical  science,  the  problem 
of  disease  is  far  from  solved. 

“Modern  man  is  delicate.  Eleven  hundred  thou- 
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sand  nersons  have  to  attend  to  the  medical  needs 
of  120,000.000  other  nersons.  Every  year,  among 
this  population  of  the  United  States,  there  are 
about  100.000.000  illnesses,  serious  or  slight.  In 
the  hospitals.  700.000  beds  are  occupied  every  day 
of  the  year.  * * * Medical  care,  under  all  its 
forms,  costs  about  $3,500,000,000  yearly.  * * * 
Tbe  organism  seems  to  have  become  more  sus- 
ceptible to  degenerative  diseases.” 

The  limited  space  does  not  permit  of  a review 
of  the  unproductive  researches  of  the  writer  and 
others  in  the  effort  to  find  a clue  to  the  etiology 
of  oral  degenerative  processes  by  a search  for  the 
controlling  factor  in  the  affected  tissues,  nor  did 
these  investigations  explain  why  various  indi- 
viduals responded  so  differently  to  the  influence  of 
focal  infections  which  they  were  carrying,  such 
as  dental  infections.  On  the  presumption  that 
dental  caries  and  degeneration  of  supporting  tis- 
sues of  the  teeth  were  primarily  related  to  the  ab- 
sence of  something  rather  than  the  presence  of 
something,  I have  been  carrying  forward  through 
several  years  studies  among  these  primitive  racial 
stocks  in  order  to  ascertain  what  the  factors  were 
in.  the  environment  which  changed  when  immune 
groups  lost  their  immunity  and  came  to  behave 
like  the  people  of  our  modern  civilization. 

Since  dental  caries  is  generally  accepted  to  be 
the  most  universal  disease  in  the  world,  particu- 
larly among  our  modern  civilizations  and  since  its 
activity  immediately  becomes  a yardstick  for 
measuring  the  severity  of  the  forces  at  work,  this 
has  been  used  as  one  of  the  important  criteria  for 
interpreting  the  data.  That  tooth  decay  is  a mod- 
ern affection  in  the  history  of  mankind  has  been 
claimed  by  many  physical  anthropologists.  This 
is  illustrated  by  Dryer1  who  in  discussing  dental 
caries  in  prehistoric  South  Africans  stated  as  fol- 
lows : 

“In  not  one  of  a very  large  collection  of  teeth 
from  skulls  obtained  in  the  Matjes  River  Shelter 
(Holocene)  was  there  the  slightest  sign  of  dental 
caries.  The  indication  from  this  area  therefore 
bears  out  the  experience  of  European  anthropolo- 
gists that  caries  is  a comparatively  modern  dis- 
ease and  that  no  skull  showing  this  condition  can 
be  regarded  as  ancient.” 

While  much  valuable  information  can  readily 
be  obtained  from  a study  of  skeletal  material,  it  is 
not  always  possible  to  make  even  an  approximate 
estimate  of  many  of  the  conditions  in  the  environ- 
ment, particularly  of  the  nutrition.  It  has  ac- 
cordingly, been  very  important  to  locate  and  reach 
for  study,  remnants  of  primitive  racial  stocks 
whose  isolation  has  been  sufficiently  complete  to 
provide  protection  and  among  whom  a very  high 
immunity  to  dental  caries  still  persisted. 

Another  of  the  important  problems  of  special 
study  in  this  series  has  been  a search  for  evidence 
that  would  throw  light  upon  the  cause  of  facial 
and  dental  arch  deformities  with  associated 
irregular  teeth.  This  is  an  affection  which  while 
some  primitive  races  have  suffered  from  it,  as  evi- 


denced by  their  skulls,  many  other  primitive 
stocks  have  been  practically  free  from  it. 

I have  proceeded  on  the  assumption  that,  if 
racial  groups  can  be  found  with  high  immunity  to 
dental  caries  and  freedom  from  dental  arch  de- 
formities while  under  a relatively  fixed  environ- 
ment of  long  standing,  that  where  members  of 
their  groups  have  lost  this  high  perfection  with  a 
change  of  that  environment,  an  adequate  study  of 
that  environment  will  lead  directly  to  the  causa- 
tive factors. 

These  studies  have  included  groups  in  isolated 
high  valleys  in  the  Alps  in  Switzerland,  2 3 where 
I found  the  incidence  of  dental  caries  to  be  only 
4.6  per  cent  of  the  teeth  studied.  This  is  in  strik- 
ing contrast  with  the  modernized  group  at  St. 
Moritz  at  a comparable  altitude,  where  I found  the 
incidence  of  dental  caries  to  be  29.8  per  cent  of 
the  teeth  studied.4 

In  the  Outer  Hebrides5  off  the  west  coast  of 
Scotland,  I found  the  people  in  the  isolated  dis- 
tricts in  the  Isle  of  Lewis  and  Harris  to  have  only 
1.2  per  cent  of  the  teeth  attacked  by  dental  caries; 
whereas  in  the  modernized  sections  the  incidence 
was  30  per  cent  of  the  teeth  examined. 

Among  the  Eskimos6  in  isolated  districts  in 
Alaska,  I found  that  only  two  teeth  out  of  2,138 
teeth,  or  0.09  per  cent  had  been  attacked  by  tooth 
decay.  At  the  port  of  Bethel,  however,  where  a 
government  station  has  been  established  and 
where  the  individuals  secure  modern  foods  which 
are  shipped  in,  the  incidence  of  dental  caries 
among  the  local  Eskimos  was  13  per  cent,  con- 
stituting a 144-fold  increase. 

For  the  Indians  in  the  far  north  inside  the 
Rocky  Mountain  range  in  northern  Canada,  I 
found  that  in  a study  of  2,464  teeth  in  four  groups 
of  Indians  there  were  only  four  teeth  that  had 
ever  been  attacked  by  dental  caries,  or  0.16  per 
cent.  At  the  point  of  contact  with  modern  civili- 
zation, however,  21.5  per  cent  of  the  teeth  exam- 
ined had  dental  caries.  At  the  coast  where  the 
contact  had  exisited  for  some  time,  six  towns 
were  found  in  which  the  average  percentage  of 
dental  caries  among  the  Indians,  living  largely 
on  the  imported  foods,  was  forty  of  each  hundred 
teeth  examined.  789 

In  the  archipelagos  of  the  Southern  Pacific,  for 
the  Melanesians  who  were  still  isolated,  the  inci- 
dence of  dental  caries  was  0.38  per  cent  of  the 
teeth  studied.  For  those  individuals  living  on 
trade  foods  of  modem  civilization  at  the  ports, 
29.0  per  cent  of  the  teeth  studied  had  been  at- 
tacked by  dental  caries.10  For  the  isolated  Poly- 
nesians, 0.32  per  cent  of  the  teeth  had  been  at- 
tacked by  dental  caries,  and  for  those  obtaining 
the  imported  foods  of  modern  civilization  at  the 
ports,  21.9  per  cent  of  the  teeth  had  been  at- 
tacked by  dental  caries.11  In  the  primitive  In- 
dians of  Florida,  from  an  examination  of  the 
skulls  in  three  museums,  I found  practically  100 
per  cent  immunity  to  dental  caries.12  These  skulls 
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Figure  1.  These  six  boys  are  first  or  second  generation  after  the  adoption  by  the  parents  of  modern  foods.  Note  the  same 
type  of  facial  and  dental  arch  deformity.  Above,  left  to  right — Australian  Aborigine ; Malay ; Melanesian,  Fiji  ; Be- 
low, left  to  right — Central  African  ; East  Indian  at  Mombasa ; East  Indian  at  Suva,  Fiji. 


had  been  taken  from  the  mounds  in  southern 
Florida  and  belonged  to  the  pre-Columbian  period. 
For  the  Indians  living  in  the  Cypress  swamps  and 
still  endeavoxing  to  live  on  the  native  foods,  I 
found  four  teeth  in  each  hundred  teeth  examined 
to  have  dental  caries.  In  the  modernized  Indians 
of  Florida,  using  the  trade  foods  of  modern  civi- 
lization, 40  teeth  out  of  each  100  had  been  at- 
tacked by  tooth  decay.  In  my  studies  in  1935  of 
27  tribes  in  eastern  and  central  Africa,  five  were 
found  in  which  the  individuals  examined  had  no 
teeth  with  dental  caries.  For  13  groups  of  the 
27,  only  26  teeth  out  of  9,564  teeth  examined,  or 
0.2  per  cent  had  been  attacked  by  tooth  decay. 
Eight  other  groups  partially  modernized  revealed 
that  of  16,514  teeth  examined,  1,122  teeth  or  6.8 
per  cent  were  involved  with  dental  caries.13,  14 

In  1936  I found  the  level  of  immunity  to  dental 
caries  among  the  Bush  natives  of  Australia  to 
range  from  0 for  those  with  complete  isolation  to 
4.3  teeth  per  100  examined  for  those  who  had  some 
slight  contact  with  modern  civilization.  Those 
having  intimate  contact  with  modern  civilization 
being  fed  largely  by  government  agencies  had  up 
to  70.9  per  cent  of  the  teeth  attacked  by  dental 


caries.  For  the  Maori  of  New  Zealand  the  range 
was  from  1.7  for  individuals  using  ..very  largely 
the  native  foods,  including  sea  foods,  to  55.3  teeth 
per  100  teeth  examined  for  the  groups  of  natives 
fed  in  a public  institution. 

Samples  of  foods  of  all  of  these  groups  were 
gathered  and  brought  to  my  laboratories  for 
chemical  analysis.  Partial  reports  on  these  have 
been  made  in  the  references. 

If  we  assume  that  dental  caries  is  an  expres- 
sion of  the  level  of  immunity  of  that  individual  at 
the  time  that  active  caries  is  in  process,  we  have 
still  to  consider,  when  comparing  one  individual 
with  another,  the  possibility  that  one  has  a higher 
capacity  for  adaptation  to  that  environment  than 
the  other.  We  will  accordingly,  be  concerned  to 
know  what  forces  may  have  been  at  work  to 
modify  the  efficiency  of  various  individuals  of  the 
group — for  example,  one  member  of  the  family 
as  compared  with  others  living  in  relatively  simi- 
lar environmental  conditions. 

This  leads  us  directly  to  a study  of  the  forces  at 
work  during  the  formative  period  which  may  have 
controlled  the  general  physical  efficiency  of  that 
individual.  In  thinking  of  man  as  a biologic  unit, 
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Figure  2.  Melanesians — Note  the  family  resemblance  though  not  related. 


we  are  concerned  to  know  whether  various  indi- 
viduals will  react  the  same  in  various  environ- 
ments, that  is,  with  the  same  divergencies  from 
normal  with  the  same  variations  in  environment. 
We  are  concerned  when  making  a study  of  causa- 
tive factors  to  reduce  the  variables  to  as  few  fae- 
tqrs  as  possible. 

We  have  in  general,  the  observation  that  the 
several  racial  stocks  studied  herewith  changed 
from  a high  immunity  to  dental  caries  to  a low 
immunity  level,  when  changing  their  native  ade- 
quate nutritions  to  the  imported  foods  of  modern 
civiliziation.15  On  a chemical  basis,  by  an  analysis 
of  these  various  efficient  nutritional  programs,  I 
have  shown  them  to  be  relatively  comparable  in 
that  they  have  supplied  a high  level  of  body  build- 
ing and  repairing  materials  which  provide  the 
energy  factors  required  from  day  to  day.  I have 
shown  in  detail  that  the  displacing  foods  of  mod- 
ern civilizations  have  been  relatively  higher  in 
energy  factors  in  proportion  to  the  body  building 


and  repairing  factors  than  the  effective  primitive 
dietaries.  For  example,  I have  shown  that  for  the 
Eskimos  of  the  far  north  the  following  reductions 
occurred:  calcium,  81.1  per  cent;  phosphorous,  80 
per  cent;  iron,  30  per  cent;  magnesium,  86.6  per 
cent;  copper,  46.6  per  cent;  iodine,  97.8  per  cent. 
For  the  Indians  of  the  far  north  the  figures  for 
the  reductions  are  comparable  to  those  for  the 
Eskimos. 

In  the  eight  different  primitive  racial  stocks 
studied  in  very  different  geographic  locations  and 
therefore  physical  environments,  there  has  been  a 
change  in  the  level  of  immunity  ranging  from  0 to 
4.6  per  cent  for  the  isolated  groups,  to  13  to  40 
per  cent  of  the  teeth  of  the  modernized  groups. 
In  a study  of  the  changes  in  facial  form  at  the 
point  of  contact  with  this  change  in  nutrition, 
there  have  developed  in  the  next  generation, 
irregularities  in  certain  physical  features  of  the 
body.  It  is  important  in  relation  to  our  problem 
that  these  changes  have  been  very  similar  in  all 
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Figure  3.  Polynesians — Note  the  family  resemblance  though  not  related. 


the  various  racial  groups  studied  and  similar  to 
our  modern  deformities.  Among  the  frequent 
typical  changes  in  facial  pattern  and  dental  arch 
form  is  the  dropping  back  of  the  upper  lateral  in- 
cisors and  the  narrowing  of  the  upper  arch.  This 
may  or  may  not  be  associated  with  a similar 
change  in  the  lower  arch. 

In  Figure  1 will  be  seen  typical  illustrations 
taken  from  several  of  the  different  racial  stocks 
referred  to  above.  This  figure,  however,  repre- 
sents only  one  type  of  deformity  frequently  met 
with  in  all  the  various  groups.  These  character- 
istic types  of  facial  and  dental  arch  deformities 
have  included  (1)  a lack  of  development  forward 
of  the  middle  third  of  the  face;  (2)  a lack  of  de- 
velopment of  the  lower  third  of  the  face;  (3)  a 
lack  of  development  of  both  zones  with  narrow- 
ing and  crowding  of  the  teeth;  (4)  a narrowing 
and  lengthening  of  the  face. 

My  data  have  indicated  that  when  the  nutrition 


is  adequate  to  meet  the  body’s  needs  in  all  stages 
of  its  development,  various  individuals  of  the 
same  racial  stock  reproduce  the  facial  type  or 
pattern  so  perfectly  that  they  look  like  members 
of  the  same  family,  though  actually  unrelated.18 
This  condition  is  shown  in  Figure  2 which  illus- 
trates four  Melanesian  boys  living  on  different 
islands  who  look  like  brothers  but  who  have  no' 
family  relationship.  Each,  however,  has  com- 
pleted the  reproduction  of  the  racial  pattern.  Note 
the  strong  family  resemblance.  This  is  also 
shown  iii  Figure  3 which  presents  four  Polynesian 
girls,  also  from  different  islands  who  have  a very 
strong  family  resemblance  though  they  are  not 
related,  except  that  each  has  reproduced  the  racial 
type.  In  contrast  with  these,  two  first  generation 
boys  and  a first  generation  girl  after  the  adoption 
of  the  imported  foods  are  shown  in  Figure  4.  It 
is  important  to  compare  this  girl’s  features  with 
those  ih  Figure  3.  She  never  can  be  beautiful  like 
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Figure  4.  Irregularities  of  the  dental  arches  with  facial  deformity  developed  in  even  the  first  generation 
on  deficient  diet. 


they  are  because  of  a gross  disturbance  in  the 
formation  of  her  face.  One  of  the  structural  de- 
fects of  this  is  readily  seen  in  the  teeth  in  the 
view  to  the  right.  The  boys  in  the  upper  part  of 
Figure  4 both  show  very  marked  disturbance  in 
facial  development. 

A very  striking  and  evidently  significant  type  of 
information  has  come  out  of  these  studies  among  a 
large  variety  of  primitive  racial  stocks.  When 
members  of  these  groups  have  adopted  the  im- 
ported foods  of  modern  civilization,  including 
white  flour,  sugar,  polished  rice,  canned  goods,  or 
chiefly  the  first  two,  as  a displacement  for  their 
native  foods  many  individuals  in  the  next  genera- 
tion have  developed  facial  pattern  changes  with 
so  marked  a divergence  from  the  tribal  pattern 
that  they  must  be  classified  as  deformity  patterns 
and  in  each  group  we  have  similar  facial  changes 
occurring  in  even  the  first  generation  after  the 
parents  have  adopted  the  modernized  foods. 


The  deformity  patterns  are  not  only  similar  in 
these  various  groups  but  similar  to  those  which 
occur  in  our  modern  white  civilizations. 

If  space  permitted  some  typical  illustrations 
of  the  similarity  of  reaction  to  modernization 
would  be  presented  in  which  modern  whites  would 
be  shown  beside  a first  or  second  generation  after 
modernization  of  a primitive  racial  stock.  It  is 
exceedingly  strange  that  so  important  a matter 
as  a progressive  physical  degeneration  has  been 
taking  place  in  the  families  all  about  us  without 
this  fact  having  been  recognized  or  become  a 
matter  of  special  or  general  information.  I find 
no  reference  to  it  in  the  literature,  nor  had  I 
recognized  it  until  I found  it  did  not  obtain  among 
primitives.  Now  that  I have  come  to  recognize  it 
I find  it  in  more  than  50  per  cent  of  the  Amer- 
ican families  that  I study.  It  is  expressed  as  a 
progressive  narrowing  and  lengthening  of  the 
face  with  succeeding  children.  The  first  child 
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Figure  5.  The  three  brothers  above  were  born  before  the  store  was  put  on  this  Island  and  of  the  four  below  only  the 
one  to  the  right.  The  three  to  the  left  below  were  born  after  the  store  was  established.  Note  the  change  in  facial 
form. 


usually  shows  a much  more  nearly  normal  facial 
design  than  the  later  children.  It  is  apparent 
from  my  study  of  primitive  races  that  nature 
always  makes  the  dental  arches  broad  with  the 
upper  and  lower  dentitions  inter-digitating  thus 
providing  a normal  masticating  mechanism  and 
also  providing,  regardless  of  race,  a facial  design 
that  is  in  harmony  with  the  normal  dentition.  In 
all  of  these  primitive  races  who  are  living  on 
an  adequate  nutrition,  I find  all  members  of  the 


family  developing  a facial  pattern  which  repro- 
duces the  tribal  type.  At  the  point  of  contact 
with  modern  civilization,  however,  those  children 
of  the  family  born  after  the  adoption  of  our  mod- 
ern dietary  program,  frequently  show  the  pro- 
gressive degeneration  of  the  face  whereas  those 
children  of  the  family  born  before,  even  where 
there  are  a number  in  the  family,  all  have  de- 
veloped normal  dental  arches  and  facial  form. 

It  is  important  to  keep  in  mind  that  the  maxi- 
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mum  facial  deformity  is  not  seen  until  the  per- 
manent dentition  has  erupted  at  nine  to  thirteen 
years  of  age.  In  severe  cases  it  involves  even 
the  temporary  dentition  and  the  childhood  face. 

In  Figure  5 will  be  seen  three  brothers  born 
before  the  government  store  was  placed  on  Badu 
Island,  north  of  Australia.  Note  their  faces 
which  are  all  of  the  same  general  design  with 
typical  broad  dental  arches.  The  lower  picture 
in  this  illustration  shows  four  members  of  a fam- 
ily, the  oldest  at  the  right  was  born  before  the 
store  was  placed  on  this  island  and  the  other 
three  toward  the  left  after  the  establishment  of 
the  store  with  its  imported  foods.  Note  that 
all  of  these  later  individuals  have  disturbed 
facial  development  accompanied  by  irregularities 
of  the  dental  arches. 

Unfortunately,  we  see  so  many  abnormal  faces 
that  we  have  come  to  accept  them  as  proper 
facial  patterns.  It  has  been  very  easy  to  account 
for  them  on  the  basis  of  mixing  of  ancestral 
stocks.  This  is  one  of  the  reasons  why  I find  it 
necessary  to  go  to  primitive  racial  groups  and 
study  them  where  isolated  and  at  the  point  of 
contact  with  the  changing  forces  in  order  to 
eliminate  this  possible  source  of  physical  change 
due  to  ancestry. 

This  problem  of  progressive  facial  degenera- 
tion is  often  accompanied  by  a progressive  phy- 
sical degeneration.  It  is  particularly  significant 
that  in  these  primitive  groups  I find  the  younger 
girls  of  the  family  even  though  all  have  com- 
pleted their  growth,  have  narrower  bodies 
throughout  as  well  as  a narrower  face  than  the 
oldest  sister,  when  the  oldest  member  of  the  fam- 
ily is  a girl.  This  will  be  illustrated  in  Figure 
6 whieh  also  shows  the  progressive  lateral  nar- 
rowing and  vertical  lengthening  of  the  face  read- 
ing from  right  toward  the  left  in  the  upper  view. 
In  the  lower  view  these  same  two  girls  and 
their  brother  are  shown  smiling  to  disclose  their 
teeth.  The  one  to  the  right  has  the  typical  and 
normal  broad  dental  arch  convex  throughout  its 
curve.  Her  sister  to  the  left  has  arches  that  are 
flattened  on  the  side  and  with  a depression  and 
narrowing  in  the  bicuspid  and  molar  regions.  The 
next  younger,  the  brother,  has  had  so  faulty  a 
bony  development  of  the  face  that  both  arches  are 
very  badly  constricted  so  much  so  that  there  is 
not  room  for  the  cuspids  either  above  or  below 
in  the  line  of  the  arch.  This  is  precisely  the 
type  of  condition  that  is  occurring  in  a large 
number  of  our  American  families  and  is  clearly 
a part  of  the  progressive  physical  degeneration 
that  can  be  traced  to  a lowered  capacity  of  the 
mother  for  reproduction. 

Since  1927  I have  been  carrying  forward  an 
analysis  of  dairy  products  received  monthly  from 
many  places  throughout  the  world.  These  have 
shown  seasonal  curves  for  vitamin  levels17  which 
are  directly  related  to  plant  growth  and  the  con- 
sequent nutrition  of  the  cattle.  These  in  turn 


have  been  related  to  the  level  of  morbidity  and 
mortality  for  some  of  the  degenerative  processes 
and  also  for  acute  infections  such  as  children’s 
diseases.18 

Several  reseach  reports  have  appeared  relat- 
ing the  nutrition  of  domestic  animals  to  their 
reproductive  capacity.  Hale19  in  discussing  the 
relation  of  Vitamin  A to  eye  development  in  the 
pig  states: 

“A  previous  observation  (see  Abst.  4010,  Vol. 
3)  is  repeated  in  which  three  litters  of  pigs  were 
born  without  eyeballs  or  with  very  serious  eye 
defects  when  the  mother  had  received  a diet  de- 
ficient in  Vitamin  A before  mating  and  during 
the  first  thirty  days  of  gestation.” 

It  is  important  in  this  connection  to  present 
data  from  other  sources.  Murphy20, 21  has  re- 
ported important  studies  relating  to  malforma- 
tions with  a period  of  lower  reproductive  activity. 
In  concluding  one  of  his  reports  on  a study  of  sta- 
tistical data  on  the  birth  records  of  Philadelphia, 
he  states: 

“4.  Miscarriages,  still-births  and  premature 
births  occurred  more  often  than  would  be  ex- 
pected by  chance  in  the  pregnancies  immediately 
preceding  and  immediately  following  the  preg- 
nancy which  resulted  in  the  birth  of  the  defec- 
tive child,  and  less  often  than  would  be  expected 
by  chance  in  the  remaining  pregnancies.  Miscar- 
riage, still-birth  and  premature  birth  occurred 
more  often  in  the  pregnancy  immediately  preced- 
ing that  of  the  defective  child. 

“5.  From  the  above  observations,  it  is  con- 
cluded that  the  birth  of  a congenitally  malformed 
child  may  be  only  one  expression  of  a prolonged 
decrease  in  functional  reproductive  activity,  the 
other  expressions  having  been  miscarriages,  still- 
births and  premature  births.” 

Among  the  managers  of  zoological  gardens  it 
has  been  common  knowledge  that  it  was  exceed- 
ingly difficult  and  nearly  impossible  to  rear  mem- 
bers of  the  cat  family  until  recently  unless  the 
mother  herself  had  been  bom  in  the  jungle.  This 
condition  has  been  overcome  by  feeding  the  ani- 
mals in  captivity  on  the  organs  of  animals  such 
as  the  natural  jungle  mother  obtains  in  her  na- 
tive environment. 

In  my  studies  of  these  primitive  races  I find 
many  illustrations  of  a knowledge  that  the  mother 
must  be  specially  fed  in  anticipation  of  each  preg- 
nancy and  that  the  pregnancies  must  be  suffi- 
ciently spaced  to  permit  re-establishment  of  an 
adequate  factor  of  safety  before  the  next  occurs. 
This  is  accomplished  in  many  of  the  primitive 
tribes  by  the  system  of  plural  wives  in  which  the 
wife  with  the  youngest  child  is  protected. 

We  have  here  two  distinct  features  of  modern 
degeneration,  the  cause  of  which  can  now  be 
traced  directly  to  nutrition.  The  one,  namely, 
dental  caries  which  is  shown  to  be  directly  related 
to  the  nutrition  of  the  individual  and  the  other 
facial  deformity  changes  which  are  found  to  be 
directly  related  to  the  nutrition  of  the  parent. 
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Figure  6.  Note  the  progressive  lateral  narrowing  and  vertical  lengthening  of  the  faces  in  the  three  members  of  this  family. 
Below  note  the  narrowing  of  the  dental  arches  with  excessive  deformity  of  the  dental  arches  in  the  youngest  member. 


We  are  now  concerned  with  other  expressions 
as  having1  possible  similar  origin. 

An  important  phase  of  these  studies  has  been 
the  accumulation  of  data  relative  to  the  physical 
characteristics  of  those  individuals  in  various 
primitive  tribes  who  were  suffering  from  tuber- 
culosis. This  has  been  accomplished  by  making 
contact  with  the  tubercular  hospitals  situated 
among  the  primitive  racial  stocks  that  were  in 
the  process  of  being  modernized.  All  of  the  20 


boys  and  girls  in  the  Juneau  (Alaska)  hospital 
suffering  from  pulmonary  tuberculosis  had  gross 
deformities  of  the  dental  arches.  Similarly,  all 
of  the  18  individuals  between  12  and  40  in  the 
Hilo  sanitarium  (Hawaiian  Islands)  suffering 
from  pulmonary  tuberculosis,  had  facial  and 
dental  arch  deformities;  and  similarly  all  of  the 
boys  and  girls  in  the  Honolulu  tuberculosis  hos- 
pital suffering  from  pulmonary  tuberculosis  be- 
tween 10  and  30  years  of  age,  19  in  all,  had  dental 
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arch  deformities.  Again  in  a study  of  the  indi- 
viduals in  the  Maori  tubercular  hospital  situated 
at  Pukeora,  New  Zealand,  containing  34  indi- 
viduals ranging  in  age  between  13  and  48  years, 
100  per  cent  of  those  under  21  years  of  age  and 
91.2  per  cent  of  the  adults  showed  marked  or 
gross  deformities  of  the  dental  arches  and  facial 
form. 

This  is  a particularly  important  phase  for  study 
in  connection  with  the  general  fact  that  in  all 
of  these  primitive  racial  stocks  there  is  a rapid 
toll  being  taken  by  tuberculosis.  The  reason 
generally  ascribed  is  a lack  of  an  accumulated 
immunity  in  the  ancestry  because  of  the  lack 
of  exposure.  While  that  doubtless  has  been  a 
factor  it  cannot  account  for  the  fact  that  so  large 
a percentage  of  the  individuals  affected  proved 
to  be  those  who  were  definitely  injured  during 
the  formative  period.  In  the  matter  of  arthritis 
in  my  studies  of  the  Indians  of  the  far  north  of 
Canada  inside  the  Rocky  Mountain  range  living 
in  northern  British  Columbia  and  Yukon,  not  a 
single  individual  was  found  suffering  severely 
from  deforming  arthritis  among  the  isolated 
groups.  At  the  point  of  contact,  however,  with 
our  modern  civilization  at  Telegraph  Creek  and 
vicinity  where  the  imported  foods,  chiefly  white 
flour  and  sugar,  were  being  shipped  in  during  the 
summer  period  and  exchanged  for  furs  during  the 
winter,  I found  ten  bedridden  cripples  suffering 
from  deforming  arthritis.  Many  of  these  were 
young  people. 

The  problem  of  progressive  physical  degenera- 
tion in  our  modern  civilization  is  probably  second 
to  none  in  importance  and  evidence  is  being  ac- 
cumulated which  relates  the  forces  responsible 
directly  to  a lowered  efficiency  of  the  nutrition 
due  in  part  to  progressive  soil  depletion22  but 
largely  to  a departure  from  the  accumulated  wis- 
dom of  the  primitive  races.  Much  of  the  wisdom 
that  I have  collected  has  been  consolidated  and 
illustrated  and  is  being  published  in  book  form  in 
extended  detail. 

8926  Euclid  Avenue. 


BIBLIOGRAPHY 

1.  Dyer,  T.  F. : Dental  Caries  in  Prehistoric  South 

Africa.  Nature,  136,  302,  1935. 

2.  Price,  Weston  A.  : Why  Dental  Caries  With  Modern 

Civilization?  (1)  Field  Studies  in  Primitive  Loetschental 
Valley,  Switzerland.  Dental  Digest,  March,  1933. 

3.  Price,  Weston  A.:  (2)  Field  Studies  in  Primitive 
Valais  (Wallis)  Districts,  Switzerland.  Dental  Digest,  April, 
1933. 

4.  Price,  Weston  A. : (3)  Field  Studies  in  Modernized 

St.  Moritz,  Herisau,  Switzerland.  Dental  Digest,  May,  1933. 

5.  Price,  Weston  A.  : (4)  Field  Studies  in  Primitive  and 

in  Modern  Outer  Hebrides,  Scotland.  Dental  Digest,  June, 

1933. 

6.  Price,  Weston  A.:  (10)  Field  Studies  Among  Primi- 

tive and  Modernized  Eskimos  of  Alaska.  Dental  Digest,  40, 
120,  June,  1934. 

7.  Price,  Weston  A. : (9)  Field  Studies  Among  Primitive 

Indians  in  Northern  Canada.  Dental  Digest,  40,  130,  April, 

1934. 

8.  Price,  Weston  A.  (8)  Field  Studies  of  Modernized  In- 
dians in  Twenty  Communities  of  the  Canadian  and  Alaskan 
Pacific  Coast.  Dental  Digest,  40,  81,  March,  1934. 

9.  Price,  Weston  A. : (7)  Field  Studies  of  Modernized 


American  Indians  in  Ontario,  Manitoba  and  New  York. 
Dental  Digest,  40,  52,  February,  1934. 

10.  Price,  Weston  A.:  (12)  Field  Studies  Among  the 

Polynesians  and  Melanesians  of  the  South  Sea  Islands. 
Dental  Digest,  41,  161,  May,  1935. 

11.  Price,  Weston  A.:  (13)  Field  Studies  Among  the 

Polynesians  and  Melanesians  of  the  South  Sea  Islands.  Dental 
Digest,  41,  191,  June,  1935. 

12.  Price,  Weston  A. : Studies  of  Relationships  Between 

Nutritional  Deficiencies  and  (a)  Facial  and  Dental  Arch  De- 
formities and  (b)  Loss  of  Immunity  to  Dental  Caries  Among 
South  Sea  Islanders  and  Florida  Indians.  Dental  Cosmos, 
77,  1033,  Nov.,  1935. 

13.  Price,  Weston  A.:  (14)  and  (15)  Field  Studies  in 

Kenya,  Uganda,  Belgian  Congo,  Sudan  and  Egypt.  Dental 
Digest  42 : 52,  89,  February,  March,  1936. 

14.  Price,  Weston  A.  : Field  Studies  Among  Some  Af- 

rican Tribes  on  the  Relation  of  Their  Nutrition  to  the  In- 
cidence of  Dental  Caries  and  Dental  Arch  Deformities.  Jour- 
nal American  Dental  Assn.,  23,  876,  May,  1936. 

15.  Price,  Weston  A. : Additional  Light  on  the  Etiology 

and  Nutritional  Control  of  Dental  Caries  With  its  Applica- 
tion to  Each  District’s  Showing  Immunity  and  Susceptibility. 
Journal  American  Dental  Assn.,  20,  1648,  Sept.,  1933. 

16.  Price,  Weston  A. : New  Light  Obtained  by  a Study 

of  Primitive  Races  on  Modern  Physical  Degenerations,  In- 
cluding Dental  Caries.  Dental  Cosmos,  78,  853,  August, 
1936. 

17.  Price,  Weston  A.  : New  Light  on  the  Control  of 

Dental  Caries  and  the  Degenerative  Diseases.  Journal 
American  Dental  Assn.,  18,  1189,  July,  1931. 

18.  Price,  Weston  A. : Some  Contributing  Factors  to  the 

Degenerative  Diseases,  With  Special  Consideration  of  the 
Role  of  Dental  Focal  Infections  and  Seasonal  Tides  in  De- 
fensive Vitamins.  Dental  Cosmos,  72,  Oct.  and  Nov.,  1930. 

19.  Hale,  F.  : The  Relation  of  Vitamin  A to  the  Eye 

Development  in  the  Pig.  Proc.  Amer.  Soc.  Animal  Prod., 
pp.  126,  (Texas  Exp.  Station)  Jan.,  1935. 

20.  Murphy,  D.  P.,  and  Mazer,  M. : The  Birth  Order  of 

582  Malformed  Individuals.  Jour.  Am.  Med.  Assn.,  105, 
849,  Sept.  14,  1935. 

21.  Murphy,  D.  P.,  and  Mazer,  M. : Reproductive  Effi- 

ciency Before  and  After  the  Birth  of  Malformed  Children. 
Surgery,  Gynecology  and  Obstetrics,  62,  585,  March,  1936. 

22.  Price,  Weston  A. : New  Light  on  Some  Relationships 

Between  Soil  Mineral  Deficiencies,  Low  Vitamin  Foods  and 
Some  Degenerative  Diseases,  Including  Dental  Caries  with 
Practical  Progress  on  Their  Control.  Bull,  of  Indiana 
Dental  Soc.,  Sept.,  1932. 


The  Ethics  of  Medical  Practice 

Should  the  Code  be  Revised? 

With  this  in  mind,  I would  like  to  see  the  new 
Code  include — or  at  least  be  trimmed  by — a kind 
of  anthology  of  the  spirit  of  ideal  medicine,  such 
as  the  familiar  classics  already  referred  to.  The 
Sermon  on  the  Mount  and  Paul’s  chapter  on 
charity  might  not  be  overlooked,  and  to  the 
Golden  Rule  belongs  a place  of  honor  on  the 
front  page.  Other  riches  we  might  gather  from 
our  own  medical  lore,— say,  Saint  Benedict,  “The 
care  of  the  sick  is  to  be  placed  above  and  before 
every  other  duty,  as  if,  indeed,  Christ  were  being 
directly  served  in  waiting  on  them.”  Or  Cas- 
siodorus,  “I  insist,  brothers,  that  those  who  treat 
the  health  of  the  bodies  of  the  brethren  who  have 
come  into  the  sacred  places  from  the  world  should 
fulfill  their  duties  with  exemplary  piety.”  Or 
Ambrose  Pare,  “Let  him  be  tender  with  the  sick, 
honourable  to  men  of  his  profession.”  What  bet- 
ter motto  for  an  archway  of  a medical  arts  build- 
ing!  Or  Sir  Thomas  Browne,  “Though  a cup  of 
water  from  some  hand  may  not  be  without  its 
reward,  yet  stick  not  thou  for  Wine  and  Oil  for 
the  wounds  of  the  Distressed.” — David  A.  Stew- 
art, M.D.,  LL.D.,  Ninette,  Man.  The  Canadian 
Med.  Assn.  Jour.,  34,  325-326,  1936. 
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DURING  the  past  decade  and  a half  our 
knowledge  of  anemia  has  increased  amaz- 
ingly. This  knowledge,  moreover,  has  been 
promptly  translated  into  measures  for  the  more 
effective  control  of  those  clinical  syndromes  in 
which  anemia  is  a prominent  feature.  As  a re- 
sult exact  differential  diagnosis  by  the  physician 
has  become  increasingly  essential,  inasmuch  as 
therapy  is  now  highly  specific,  and  success  or 
failure  in  the  treatment  of  any  given  patient  will 
depend  upon  the  discovery  of  the  point  in  the 
complex  mechanism  of  hemolytopoiesis  which 
may  be  at  fault. 

The  work  of  Whipple  and  his  associates  on  the 
relation  of  diet  to  hemoglobin  regeneration  fol- 
lowing hemorrhage  in  dogs  necessarily  preceded 
the  discovery  of  the  efficacy  of  liver  in  the  treat- 
ment of  pernicious  anemia  in  man  by  Minot  and 
Murphy.  The  fundamental  importance  of  path- 
ologic physiology  in  the  gastro-intestinal  tract  to 
the  development  of  this  type  of  anemia  was  only 
fully  elucidated  later  by  Castle  and  his  associates. 
With  the  importance  of  “extrinsic”  dietary  and 
“intrinsic”  hormonal  factors  once  established,  the 
successful  extension  of  liver  therapy  to  a variety 
of  other  macrocytic  anemias  quickly  followed. 

The  cytologic  studies  of  erythropoiesis,  which 
have  paralleled  these  physiologic  investigations, 
have  still  further  contributed  to  accurate  diag- 
nosis and  to  a better  understanding  of  the  mech- 
anism of  recovery.  Bone  marrow,  an  organ  as 
widely  distributed  as  the  skeleton  itself,  has  pre- 
sented complexities  not  commonly  encountered  in 
other  tissues,  and  pathologists  have  been  ac- 
customed to  limit  their  descriptions  of  postmor- 
tem marrows,  when  reported  at  all,  to  an  esti- 
mate of  relative  “hypoplasia”  or  relative  “hyper- 
plasia” from  one,  or  at  most  two,  isolated  samp- 
lings from  easily  accessible  rib  or  vertebra,  and 
hematologic  histologists  have  been  left  to  argue 
the  “academic  problems”  of  cell  origins  and  cell 
relationships.  With  the  simplification  of  tech- 
niques for  sternal  biopsy  or  marrow  needle  punc- 
ture, and  more  particularly  with  the  rapidly  ac- 
cumulating data  relative  to  the  correlation  of 
changing  peripheral  blood  findings  with  a varying 
bone  marrow  cytology,  a greatly  broadened  basis 
for  clinical  interpretation  has  been  created  ready 
for  the  utilization  of  those  initiated  into  the  func- 
tional intricacies  of  the  blood  forming  and  regu- 
lating tissues. 

Read  before  the  Second  General  Session,  Ohio  State 
Medical  Association,  91st  Annual  Meeting,  Dayton,  Ohio, 
April  28  and  29,  1937. 

From  the  Division  of  Research  the  Department  of 
Medicine  and  the  Department  of  Obstetrics,  Ohio  State 
University. 


In  addition  to  the  physiologic  and  anatomic  ap- 
proaches to  an  understanding  of  the  anemias, 
there  has  been  added  recently  the  chemical.  Iron 
has  been  known  for  a long  time  to  be  the  im- 
portant mineral  constituent  of  the  hemoglobin 
molecule.  The  optimum  conditions  for,  and  the 
exact  mechanism  by  which,  iron  is  absorbed, 
transported  and  stored  or  synthesized  into  hemo- 
globin remain,  however,  still  much  of  an  enigma. 
Methods  for  accurately  determining  the  non- 
hemoglobinous  fractions  of  serum  or  plasma  iron 
have  been  developed1  and  are  now  being  applied 
to  the  further  illumination  of  this  phase  of  the 
problem  of  anemia.2 

Finally,  adequate  vitamin  C,  endocrine  (thyroid 
pituitary,  adrenal,)  blood  volume,  cell  distribution 
and  hemolytic  phenomena  must  each  be  considered 
as  well  as  blood  cell  genesis  in  the  full  rounded 
approach  to  an  analysis  of  the  mechanisms  poten- 
tially affecting  the  anemic  states.  In  pregnancy, 
for  example,  the  anemia  of  the  last  trimester  may 
be  due  only  to  increased  hydration  with  increase 
in  relative  plasma  volume,  it  may  be  a true  iron 
deficiency  state,  or  it  may  be  the  result  of  a 
nutritional  deficit.  The  desirability  of  determin- 
ing the  relative  importance  of  each  of  these  fac- 
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tors  in  the  individual  case  is  obvious.  Likewise, 
in  polycythemia  rubra  vera  ( Vaquez-Osler)  one 
of  the  important  differentiating  criteria  from 
functional  polycythemic  states  is  the  invariable 
increase  in  total  blood  volume,  as  accurately  de- 
termined by  the  brilliant  vital  red  or  “Evans 
blue”  dye  methods,  the  concentration  of  the  dye 
in  serum  being  determined  spectrophotometrie- 
aiiyS.  -J,  5_  The  adrenalin  test4  in  cases  where  the 
spleen  is  suspected  of  abnormal  cellular  seques- 
tration is  often  helpful,  and  the  differentiation 
of  hemolytic  from  obstructive  jaundice  by  the 
van  den  Bergh  test,  appropriate  urinary  analyses, 
and  qualitative  data  relative  to  the  erythrocytes 
(microcytosis,  retieuloeytosis,  fragility)  is  fre- 
quently important.  Current  studies  of  splenic 
function4,  7 have  tended  to  emphasize  increas- 
ingly the  intimate  relationship  which  this  organ 
bears  to  bone  marrow  function,  and  the  necessity 
for  analysis  of  its  role  in  many  anemic  states. 

Both  experimental  and  selected  clinical  data, 
which  have  a direct  bearing  upon  the  problems 
cited,  have  been  accumulated  over  a number  of 
years  by  the  present  authors,  a resume  of  cur- 
rent conclusions  and  the  more  pertinent  evidence 
upon  which  they  have  been  based  being  the  ob- 
jective of  this  communication. 

ANEMIA  AND  MODERN  BONE  MARROW  STUDIES 

It  should  be  obvious  that  the  first  essential  in 
any  attempt  to  secure  diagnostic  or  prognostic 
evidence  from  bone  marrow  sources  is  an  under- 
standing by  the  analyst  of  the  multiple  functions, 
the  organization  and  the  cellular  detail  of  this 
complex  organ.  Bone  marrow  has  three  distinct 
major  functions:  erythropoiesis,  granulopoiesis 

and  thrombopoiesis.  In  each  of  these  activities 
there  is  involved  a series  of  maturative  and  de- 
velopmental phenomena,  which  result  in  a more 
or  less  complicated  mixture  of  primitive  as  well 
as  definitive  elements  at  all  times  in  the  active 
areas  of  the  marrow.  The  histologic  criteria  upon 
which  differentiation,  not  only  of  the  various 
stages  of  maturation  in  a given  cell  strain  may 
be  made  but  upon  which  the  strains  themselves 
may  be  separated,  thus,  becomes  a sine  qua  non 
for  analysis  and  interpretation4,  8. 

Granted,  therefore,  sufficient  experience  and 
knowledge  to  recognize  erythrocytes  in  contra- 
distincton  to  granulocytes  in  all  of  their  respec- 
tive maturative  sequences,  the  particular  tech- 
nique for  securing  material  for  study  assumes 
secondary  importance.  In  the  first  place  there  is 
altogether  too  limited  an  accumulation  of  repre- 
sentative postmortem  material  at  the  present 
time  upon  which  to  base  adequate  judgment  of 
bone  marrow  activity  in  different  diseases  under 
differing  conditions.  Pathologist  and  internist 
should  combine  to  secure  a wide  representation  of 
marrow  from  various  bones  in  every  case  coming 
to  autopsy.  Of  increasing  significance,  however, 
are  studies  of  marrow  secured  during  life.  Two 


techniques  are  currently  advocated,  surgical 
biopsy  and  sternal  puncture.  A surgical  trephine 
biopsy  of  the  sternum  will  usually  give  larger 
intact  blocks  of  marrow  for  fixation  and  section; 
in  our  experience  this  method  does  not  provide  any 
more  satisfactory  supravital  or  fixed  film  prepa- 
rations from  which  the  actual  differential  counts  of 
individual  cells  are  made.  To  offset  the  advantage 
cited  there  are  the  disadvantages  of  drastic  limi- 
tation in  the  number  of  serial  observations  which 
may  be  made  on  the  same  individual,  and  the  cost 
in  time,  materials  and  personnel  which  attend  any 
surgical  procedure.  We,  therefore,  have  come  to 
depend  upon  sternal  puncture  as  a simple,  direct 
medical  procedure.  A suitable  site  in  the  body  of 
the  sternum  opposite  the  third  or  fourth  inter- 
space is  chosen,  prepared  with  surgical  skin 
aseptic  technique,  and  infiltrated  with  1 per  cent 
novocain,  including  the  subperiosteal  area,  if  local 
anesthesia  is  desired.  A stiff,  17  gauge  spinal 
puncture  needle  is  inserted  at  a 45°  angle  with 
firm  steady  pressure.  Entrance  into  the  marrow 
cavity  is  apparent  to  the  manipulating  hand 
much  as  in  the  case  of  entrance  into  the  spinal 
canal.  Remove  the  obturator  and  insert  a tight 
fitting  10  cc.  or  20  cc.  syringe,  and  suction  mar- 
row and  blood  just  to  the  bottom  of  the  syringe 
connection.  Withdraw  needle  with  syringe  still 
attached  and  expel  the  content  of  the  needle  onto 
a clean  glass  slide.  If  a successful  sample  of 
marrow  has  been  obtained  a more  or  less  dense 
suspension  of  small  tissue  particles  will  be  visible 
grossly,  some  of  which  must  be  included  in  every 
preparation  made  whether  it  be  film  or  total 
count.  The  material  is  handled  otherwise  exactly 
as  would  be  a similar  quantity  of  blood.  After 
the  desired  supravital  and  fixed  films  have  been 
made  and  total  cell  counts  obtained,  the  material 
is  permitted  to  coagulate  and  form  a small  fibrin 
clot,  which  is  then  fixed  in  formalin  vapor,  em- 
bedded, sectioned  and  stained  as  any  other  tis- 
sue. Thus,  under  optimum  conditions  at  least,  it 
has  been  our  experience  that  such  a procedure 
yields  all  the  desired  information  which  may  be 
obtained  by  the  more  formidable  trephine  biopsy. 
For  the  actual  differential  counting  of  the  mar- 
row cells  we  have  found  it  more  satisfactory  and 
accurate  to  use  the  freshly  prepared  supravitally 
stained  preparations  of  living  cells,  the  counts 
being  made  from  selected  areas  on  a given  slide 
in  the  immediate  vicinity  of  a small  fragment  of 
unadulterated  marrow.  An  accurate  conception  of 
the  topographical  relationships  of  vascular  sup- 
ply and  hemopoietic  foci  may  usually  be  obtained 
in  such  areas.  A minimum  of  1000  nucleated  cells 
is  counted,  and  two  observers  survey  each  prepa- 
ration independently  and  record  their  general  im- 
pressions as  well  as  their  actual  counts.  The 
fixed  films  are  stained  by  the  Wright’s — Giemsa 
technique  and  preserved  as  a permanent  record 
and  for  photographing  later. 

The  dependability  of  such  studies  may  be 
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checked  in  two  ways:  (1)  by  serial  sternal  punc- 
tures during  a period  of  active  change  in  the 
peripheral  blood  equilibria,  choosing  different  in- 
terspaces to  minimize  the  influence  of  local 
trauma;  (2)  by  relating  the  easily  determined 
changes  in  circulating  platelets,  granulocytes 
and/or  erythrocytes  over  a given  period  to  a 
changing  marrow  picture.  We  have  followed  such 
parallel  changes  together  with  quantitative 
plasma  iron  variations  in  a sufficient  number  of 
appropriately  selected  clinical  cases  to  confirm 
our  hypotheses  based  originally  upon  more  ex- 
tensive individual  marrow  surveys  under  con- 
trolled conditions  in  experimental  animals9,  10. 

Examples  of  the  mutual  interdependence  and 
sensitivity  to  extraneous  influence  of  the  three 
types  of  blood  cell  elements  arising  in  the  bone 
marrow  are  not  lacking.  Pan-hypoplasia,  idio- 
pathic or  secondary  to  benzol,  radium,  X-ray,  et 
al,  with  a deficiency  in  all  of  the  circulating  ele- 
ments arising  in  marrow  is  a well  recognized  con- 
dition. Pan-hyperplasia,  as  for  example  in  in- 
fection or  in  functional  and  true  polycythemia,  is 
encountered  not  infrequently.  The  independence 
upon  occasion  of  the  reactions  of  these  respective 
cell  strains  is,  on  the  contrary,  not  so  commonly 
appreciated.  Agranulocytic  angina  (Schultz  syn- 
drome) has  focused  attention  in  recent  years 
upon  the  specificity  of  myelopoietic  inhibition 
without  apparent  interference  with  erythropoiesis 
or  thrombopoiesis.  In  one  patient  in  our  series 
(J.  S.,  male,  aged  36  yrs.,  No.  0-2503)  an  acute 
granulopenic  episode  developed  to  complicate  a 
severe  hypochromic  microcytic  anemia  of  gastric 
ulcer  etiology4.  The  plasma  iron  was  low,  0.025 
mgm.  per  cent,  reflecting  either  active  erythrocyte 
regeneration,  or  an  iron  deficiency  state.  Sternal 
marrow  biopsy  revealed  both  an  absolute  decrease 
in,  and  a maturation  arrest  of,  the  myeloid  ele- 
ments, with  erythropoiesis  showing  the  typical 
normoblastic  and  late  erythroblastic  hyperplasia 
of  chronic  hemorrhage.  Under  appropriate 
therapy  (Sippy  regime  and  nucleotide)  the  gran- 
ulopenic episode  was  terminated  without  the  peri- 
pheral level  of  erythrocytes  or  erythropoiesis  in 
the  bone  marrow  (second  sternal  biopsy)  having 
been  affected  one  way  or  the  other.  Thereupon 
large  medicinal  doses  of  iron  were  administered 
orally,  a typical  reticulocyte  response  reaching 
21  per  cent  on  the  seventh  day  was  obtained,  and 
complete  recovery  followed,  the  plasma  iron  re- 
turning to  normal. 

In  macrocytic  anemia,  both  of  Addisonian  type 
and  secondary  to  an  extrinsic  factor  deficit,  serial 
sternal  marrow  punctures  have  revealed  matura- 
tion changes  in  the  red  cells  which  have  preceded 
and  heralded  the  reticulocyte  response  in  the  peri- 
pheral blood.  In  this  type  of  anemia  the  bone 
marrow  in  our  experience  has  invariably  shown 
a maturation  arrest  at  the  primitive  megalo- 
blastic level.  The  plasma  iron  has  always  been 
high,  signifying  the  lack  of  “erythrocyte  matura- 


tion factor”  essential  for  the  synthesis  of  hemo- 
globin. In  one  case  of  Addisonian  pernicious 
anemia  in  our  series  (P.B.,  female,  aged  36  yrs., 
No.  0-1902),  sternal  marrow  puncture  before 
therapy,  with  the  peripheral  red  blood  cells 
620,000  per  cu.  mm.  and  hemoglobin  2.6  gms.  per 
100  cc.,  showed  62  per  cent  of  all  nucleated  cells 
to  be  «of  the  erythrocyte  series,  and  of  these  30 
per  cent  were  megaloblasts,  27  per  cent  early 
erythroblasts,  20  per  cent  late  erythroblasts,  with 
only  23  per  cent  at  the  normoblastic  level  of  ma- 
turity. Following  adequate  liver  extract  the 
first  detectable  change  occurring  within  12  hours 
was  a fall  in  the  plasma  iron  level.  The  cytologic 
evidence  that  this  reflected  an  immediate  increase 
in  the  marrow  utilization  of  iron  was  found  at 
the  end  of  24  hours,  when  sternal  marrow  punc- 
ture revealed  a marked  diminution  in  the  relative 
number  of  megaloblasts  present,  8.5  per  cent, 
with  an  appreciable  increase  in  percentage  of  the 
slightly  more  mature  early  erythroblasts,  33  per 
cent.  The  first  reticulocyte  evidence  in  the  peri- 
pheral blood  of  a changed  bone  marrow  efficiency 
was  noted  at  the  end  of  48  hours,  and  the  maxi- 
mum peak  response  of  reticulocytes  followed  close 
upon  the  attainment  of  maturity  to  the  normo- 
blastic level  by  90  per  cent  of  the  nucleated  red 
cells  with  an  entire  disappearance  of  megalo- 
blasts and  most  of  the  early  erythroblasts.  Thus, 
the  maturative  sequence  of  the  red  cells  has  been 
followed  in  the  marrow  during  recovery  from 
relapse  in  pernicious  anemia  and  the  time  relation- 
ship of  the  reticulocyte  response  in  the  peripheral 
blood  under  these  circumstances  has  been  estab- 
lished. 

That  the  bone  marrow  cytology,  plasma  iron 
equilibria  and,  therefore,  the  fundamental  mech- 
anism underlying  a macrocytic  anemia  secondary 
to  extrinsic  factor  deficit  differ  not  at  all  from 
the  above  described  phenomena  in  Addisonian 
pernicious  anemia  has  been  established  by  a par- 
allel series  of  observations  in  a patient  (G.  H., 
aged  21  years,  No.  0-3097)  seen  at  the  beginning 
of  the  third  trimester  of  her  fifth  pregnancy  in 
as  many  years.  A diet  grossly  inadequate  in 
animal  protein  and  milk  plus  the  rapid  succession 
of  pregnancies  had  resulted  in  a gradually  in- 
creasing anemia  with  weakness.  There  were  no 
other  complaints.  Upon  examination  no  organic 
pathology  was  found.  68°  of  free  hydrochloric 
acid  were  present  in  the  fasting  gastric  sample. 
The  blood  picture  was  altogether  typical  of  per- 
nicious anemia,  with  1,310,000  red  cells  showing 
extensive  size  and  shape  changes,  5.6  gm.  of 
hemoglobin,  121  cu.  microns  mean  corpuscular 
volume.  The  plasma  iron  value  was  0.270  mgm. 
per  cent.  Sternal  marrow  puncture  revealed  the 
anticipated  erythropoietic  hyperplasia  with  60 
per  cent  of  the  nucleated  red  cells  typical  megalo- 
blasts. Blood  transfusion,  liver  extract  and  iron 
were  deemed  unnecessary.  An  adequate  high  pro- 
tein diet  of  high  caloric  value  was  supplemented 
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by  the  addition  of  50  gm.  daily  of  a Vitamin  B 
autolyzed  yeast  concentrate.  Promptly  the  plasma 
iron  fell,  the  megaloblasts  began  to  give  way  to 
erythroblasts,  the  erythroblasts  rapidly  matured 
into  normoblasts  (serial  sternal  puncture),  fol- 
lowing which  the  reticulocyte  peak  of  45.6  per 
cent  was  recorded  in  the  peripheral  blood  on  the 
eighth  day,  and  a rapid  increase  in  total  circulat- 
ing red  cells  ensued.  A normal  nine  pound  boy 
was  born  spontaneously  at  term. 

Myelophthisic  anemias  may  be  suspected  from 
the  peripheral  blood  findings  and  from  a carefully 
taken  history  and  physical  examination,  but  the 
most  satisfactory  and  conclusive  diagnostic  pro- 
cedure is  a study  of  the  sternal  marrow.  Sternal 
marrow  studies  have  been  found  invaluable  dur- 
ing the  past  two  years  in  our  clinic,  in  a prog- 
nostic as  well  as  in  a diagnostic  capacity  in  hypo- 
plastic anemia,  idiopathic  and  post-arsphenamine 
or  post-benzol,  in  thrombocytopenic  purpura,  in 
aleukemic  leukemia  and  in  all  atypical  blood  pic- 
tures suggestive  of  non-myelogenous  leukemia, 
in  lymphosarcoma  without  sarcoma  cells  in  the 
circulating  blood  and  before  spleen  or  superficial 
lymph  nodes  have  enlarged,  in  primary  Hodgkin’s 
of  the  bone  marrow,  in  metastatic  carcinoma,  in 
multiple  myeloma,  et  al.  While  by  no  means  a 
procedure  to  be  advocated  as  a routine  measure, 
in  the  hands  of  a competent  hematologic  diag- 
nostician the  material  obtained  from  a carefully 
performed  sternal  marrow  biopsy  or  puncture  will 
frequently  yield  information  which  cannot  be  ob- 
tained otherwise. 

anemia  and  splenic  function 

In  a previous  communication  before  this  Asso- 
ciation6 and  elsewhere4,  7 we  have  drawn  atten- 
tion to  the  intimate  relationship  which  exists  be- 
tween bone  marrow  and  splenic  functions.  While 
the  bone  marrow  marks  the  normal  site  of  origin 
and  development  of  the  red  cells,  the  spleen  in- 
fluences the  rate  of  delivery,  the  distribution  and, 
to  a large  extent,  the  rate  of  physiologic  hemoly- 
sis of  erythrocytes.  The  circulating  cell  volume 
at  any  particular  moment  represents  the  state  of 
equilibrium  existing  between  these  hemopoietic 
and  hemolytic  forces.  In  congenital  hemolytic 
jaundice  an  inferior  marrow  product  (excessively 
fragile,  small  spheres)  is  subjected  to  increased 
sequestration  and  abnormally  active  hemolysis 
(splenomegaly,  elasmatocytosis,  high  icteric  in- 
dex, retieulocytosis).  This  vicious  cycle  may  be 
effectively  broken  by  successful  surgical  removal 
of  the  spleen;  this  organ  thus  is  put  in  the  posi- 
tion of  the  aggressor,  a definitely  inherited  trait. 
In  anemia  of  this  type  the  mechanism  is  such  that 
no  medicinal  therapy  can  be  of  any  permanent 
value. 

In  Banti’s  syndrome,  likewise,  the  spleen  plays 
a large  but  somewhat  different  role  in  the  dis- 
turbed hematologic  equilibria.  Any  very  marked 


degree  of  anemia  is  usually  secondary  to  oesopha- 
geal hemorrhage  from  the  dilated  basa  brevia 
and  collateral  circulation  necessitated  by  hepatic 
cirrhosis.  In  this  instance  a profound  leucopenia 
also  results  without  marrow  evidence  of  re- 
stricted myelopoiesis.  Here  again  if  the  spleen 
can  be  successfully  removed,  or  the  splenic  artery 
ligated,  a marked  clinical  reprieve  is  evidenced 
with  elimination  of  hemorrhages  and  the  restora- 
tion of  a normal  leucocyte  count  (the  latter  only 
if  the  spleen  is  removed).  How  beneficent  an  in- 
fluence is  exerted  upon  the  liver  is  a matter  about 
which  medical  opinion  differs  at  the  present  time, 
— perhaps  because  of  the  wide  individual  varia- 
tion which  inevitably  obtains  between  different 
patients,  perhaps  because  of  the  variability  in  the 
extent  and  duration  of  the  pathologic  process  be- 
fore splenectomy.  In  any  event,  sound  medical 
management,  irrespective  of  surgery,  should  in- 
clude a high  carbohydrate  diet  and  parenteral 
liver  extract  in  support  of  a damaged  organ. 

In  many  instances  of  thrombocytopenic  pur- 
pura the  bone  marrow  contains  a normal  number 
of  qualitatively  normal  megacaryocytes.  The 
anemia  in  these  cases  is  again  related  directly  to 
the  nature  and  amount  of  hemorrhage,  the  reticu- 
locyte response  following  acute  hemoi-rhage 
reaching  50  per  cent  in  one  patient  (E.M.,  aged 
17  years,  No.  0-2065)  in  our  series.  In  properly 
selected  cases,  the  successful  removal  of  the 
spleen,  preceded  by  blood  transfusion,  is  followed 
by  a prompt  and  complete  and  maintained 
thrombocytosis  with  clinical  recovery4,  7. 

The  insight  obtained,  incidental  to  both  experi- 
mental and  clinical  studies  of  splenic  influence 
upon  marrowpoiesis,  has  led  to  a new  therapeutic 
approach  to  hypoplastic  anemia  in  selected  cases. 
As  an  example  we  shall  cite  one  patient  (A.B., 
aged  38  years,  No.  0-1760),  who  developed  a 
marked  thrombocytopenia  with  prominent  pur- 
puric manifestations,  neutropenic  leucopenia,  and 
progressive  anemia  while  working  in  a shoe  fac- 
tory with  a cement  containing  benzol  as  a solvent. 
Removal  from  further  contact  with  this  industrial 
hazard,  together  with  the  use  of  every  medical 
means  for  stimulating  marrow  recovery  were 
only  partially  successful  after  a period  of  a 
year  and  a half.  The  blood  platelets  continued 
low  enough  to  permit  repeated  showers  of  pete- 
chiae,  the  total  white  count  hovered  around  4,000 
and  the  red  cells  remained  below  3,500,000  with 
marked  subjective  symptoms  of  exhaustion  and 
fatigue.  The  permanent  destruction  of  sufficient 
mesenchymal  anlage  had  occurred  during  the  year 
and  a half  of  exposure  before  the  real  cause  of 
her  symptoms  had  been  determined  to  prevent  the 
reestablishment  of  a normal  cellular  and  clinical 
equilibrium.  The  spleen  had  at  no  time  been  en- 
larged, but  it  was  felt  that  with  its  known  normal 
inhibitory  and  hemolytic  influences  upon  maxrow 
efficiency,  a more  satisfactory  and  effective  con- 
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centration  of  definitive  marrow  elements  might 
be  anticipated  in  the  blood,  if  this  organ  were 
eliminated.  The  theoretical  considerations  were 
supported  by  the  concrete  evidence  obtained  from 
blood  and  cell  volume  studies  before  and  after  an 
adrenalin  test.  The  final  therapeutic  test  of  sur- 
gery abundantly  justified  the  reasoning  upon 
which  splenectomy  had  been  advised  and  ac- 
cepted, inasmuch  as  during  the  subsequent  year 
and  a half,  which  have  elapsed  since,  all  three 
elements  arising  in  the  marrow  have  been  found 
in  the  circulating  blood  of  this  individual  within 
normal  limits,  and  there  has  been  a complete  dis- 
appearance of  all  subjective  symptoms  and  clini- 
cal signs  of  the  original  malady. 

ANEMIA  AND  IRON  TRANSPORTATION  AND 
UTILIZATION 

During  the  past  three  and  a half  years  one  of 
us  (C.V.M.)  has  been  studying  intensively  the 
problems  centering  about  the  forms  in  which  iron 
is  present  in  the  blood  stream,  and  testing  meth- 
ods for  their  differentiation  and  quantitation1. 
As  a result  it  is  believed  the  evidence  justifies 
the  conclusion  that  plasma  (or  serum)  iron,  in 
contradistinction  to  hemoglobin-iron  and  Barkan’s 
“easily  split-off  iron”,  is  transport  iron.  Follow- 
ing the  oral  administration  of  large  single  doses 
of  iron  salts  in  normal  human  individuals  the 
concentration  of  iron  in  plasma  was  found  to  in- 
crease transitorially  from  three  to  ten  times  the 
basal  level  during  the  succeeding  hours,  the  curve 
being  not  unlike  that  of  a glucose  tolerance  test. 

Applying  the  methods  and  priciples  just  cited 
to  a study  of  the  different  anemic  states  com- 
monly encountered2  it  has  been  found  that  the 
plasma  iron  varies  more  significantly  and  con- 
sistently with  erythropoiesis  than  any  other  form 
yet  discovered.  In  the  hypochromic,  microcytic 
iron  deficiency  anemias  it  was  found  to  be  uni- 
formly low  due  to  the  exhaustion  of  the  body  re- 
serves, as  demonstrated  by  prompt  recovery  upon 
iron  administration.  When  circumstances  neces- 
sitated an  unusually  active  erythrocytogenesis,  as 
following  acute  hemorrhage,  during  the  recovery 
period  in  liver  induced  remission  in  pernicious 
anemia,  or  immediately  following  splenectomy  in 
congenital,  hemolytic  jaundice  when  hemolysis 
had  ceased  but  an  acute  anemia  still  existed,  the 
plasma  iron  concentration  was  found  to  fall  pre- 
cipitously and  to  remain  low  until  the  peripheral 
level  of  red  cells  and  the  hemoglobin  had  reached 
normal;  the  mechanism  in  these  instances  was 
increased  demand  and  rapid  utilization  rather 
than  insufficient  iron  in  the  body.  Under  con- 
ditions of  decreased  red  cell  formation,  as  for 
example  in  hypoplastic  anemia  and  pernicious 
anemia  in  relapse,  the  plasma  iron  tended  in- 
variably to  be  above  the  determined  limits  for 
normal,  (0.050  to  0.180  mgm,  per  cent,)  thus 
reflecting  the  inability  of  the  bone  marrow  to 
synthesize  hemoglobin  and  therefore,  to  utilize 


the  available  iron.  The  correlation  of  these 
plasma  iron  changes,  as  observed  in  successive 
determinations  in  the  same  individual,  with  serial 
sternal  bone  marrow  differential  cell  studies  has 
already  been  mentioned. 

CONCLUSIONS 

1.  The  problem  presented  by  “anemia”,  either 
as  a primary  or  as  a complicating  factor  in  clini- 
cal medicine,  has  been  greatly  simplified  in  recent 
years.  The  intricate  mechanisms  within  mechan- 
isms upon  which  a normal  erythropoietic  equili- 
brium is  dependent  are  being  reduced  gradually 
to  understanding,  and  with  understanding  comes 
increased  facility  in  differential  diagnosis  and 
treatment. 

2.  The  bone  marrow,  as  well  as  the  peripheral 
blood,  may  now  be  profitably  examined  in  se- 
lected patients,  yielding  information  both  of  diag- 
nostic and  of  prognostic  significance. 

3.  Cell  distribution  and  cell  destruction  are 
fully  as  important  as  cell  genesis  in  any  com- 
prehensive approach  to  the  differentiation  of  the 
anemic  states,  thus  focusing  attention  upon  the 
spleen  in  its  relation  to  bone  marrow  function. 

4.  Iron  absorption,  transportation  and  utiliza- 
tion are  important  to  all  normal  as  well  as  to  all 
pathological  erythropoiesis.  Recent  studies  in 
this  field  have  yielded  important  data,  which  are 
being  correlated  with  the  known  physiologic  and 
anatomic  facts  of  red  cell  production. 
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IN  1775  William  Withering,  a modest  physician 
and  an  expert  botanist,  identified  digitalis  as  a 
potent  remedy.  The  concluding  chapter  of 
the  story  which  deals  with  the  pharmacology  and 
therapeutics  of  this  drug  has  not  been  written. 
Wenckebach  states  that  “digitalis  treatment  is 
one  of  the  most  important  and  serious  duties  of 
the  general  physician.  It  demands  a great  deal 
of  skill,  power  and  observation,  keen  interest  and 
experience.  A long  life  is  too  short  to  learn 
enough  about  this  wonderful  drug.”  He  thus 
wisely  implies  that  the  proper  approach  to  any 
consideration  of  this  subject  is  through  humility. 
Conflicting  opinions  are  held  among  workers 
skilled  in  experimental  medicine  and  by  experi- 
enced clinicians  as  to  some  of  the  exact  physio- 
logical effects  of  digitalis.  The  indications  for 
the  employment  of  the  drug  are  more  certain. 
It  is  not  our  purpose  to  try  to  reconcile  these 
differences.  Rather  will  we  emphasize  certain 
points  about  which  there  is  general  agreement 
and  stress  facts  which  seem  to  be  important  to 
the  practicing  physician.  The  suggestions  given 
represent  a point  of  view  gained  from  MacKen- 
zie’s  teaching,  from  following  the  literature  on 
the  subject,  and  evaluated  in  the  light  of  our  own 
experience  with  the  drug. 

PHARMACOLOGY 

(a)  Digitalis  affects  the  failing  heart  muscle 
directly.  It  decreases  the  size  of  the  ventricle 
and  thus  increases  its  output. 

(b)  Digitalis  depresses  the  conduction  system 
and  therefore  slows  the  heart.  Another  action 
operative  toward  the  same  end  is  the  direct  de- 
pressing effect  on  the  excitability  of  the  heart 
muscle.  (It  seems  certain  that  the  drug  lessens 
the  response  of  the  ventricle  to  auricular  stimu- 
lus). That  normal  rhythm  cases  are  likewise 
benefited  by  digitalis  suggests  that  the  depression 
of  conduction  from  auricle  to  ventricle  is  but 
part  of  the  effect  and  that  depressed  response 
of  ventricular  myocardium  also  plays  a role  in 
slowing  the  rate. 

(c)  Digitalis  is  a vagus  stimulant.  It  depresses 
the  pacemaker1  and  thereby  causes  slowing  of  the 
rate.  There  is  ample  evidence  to  justify  positive 
statements  regarding  an  effect  of  digitalis  on  the 
pacemaker.  There  is  a tendency  to  minimize  this 
effect  from  a therapeutic  point  of  view,  for  slow- 
ing produced  by  this  mechanism  is  most  likely  a 
toxic  and  undesirable  effect.  This  is  especially 
true  in  children2  with  rheumatic  heart  conditions. 


Read  before  the  Section  on  Medicine,  Ohio  State  Medical 
Association,  91st  Annual  Meeting,  Dayton,  Ohio  April  28 
and  29,  1937. 


VARIOUS  CONVENIENT  PREPARATIONS  OF  DIGITALIS 

In  general,  dried  digitalis  leaves  powdered  and 
dispensed  in  tablet  or  capsule  form  are  most  effec- 
tive. They  are  more  stable  than  the  liquid  prepa- 
rations and  certainly  more  convenient  for  the  pa- 
tient. Most  of  the  better  pharmaceutical  com- 
panies market  reliable  powdered  digitalis  leaf  in 
1%  gr.  ( 1 cat  unit)  size.  Some  of  the  manufac- 
turers use  queer  trade  or  “catch”  names  which  are 
misleading  and  suggest  a higher  potency  or  a 
quality  a little  better  than  the  average  or  a pro- 
duct that  is  less  likely  to  produce  nausea.  This 
tendency  toward  sales  propaganda  should  be  dis- 
couraged, for  good  digitalis  is  regularly  produced 
by  many  reliable  firms  and  if  digitalis  will  not 
produce  nausea  if  given  in  large  enough  doses  it 
is  probably  not  potent.  It  is  more  scientific  to  de- 
mand a biologically  tested  product  and  now  that 
the  prices  are  lower  there  is  little  reason  for  not 
doing  so.  It  is  common  knowledge  that  digitalis 
varies  somewhat  in  strength  with  climate,  season 
and  soil.  May  there  not,  however,  be  too  much 
emphasis  placed  on  exact  potency  and  precalcu- 
lated dosage  with  this  relatively  stable  remedy 
when  clinical  effect  in  the  individual  patient  is  the 
criterion  ? 

Occasionally  a good  tincture  of  digitalis  is  pre- 
ferred. It  seems  in  some  cases  to  be  absorbed 
more  quickly  than  the  dry  leaf  and  in  others  it  is 
better  tolerated.  Older  patients  with  low  gastric 
Hcl.  often  accept  it  better.  The  tincture  can  also 
be  used  for  rectal  instillation,  on  the  rare  occa- 
sions when  this  method  is  indicated. 

It  is  well  known  but  sometimes  forgotten  that 
it  takes  two  drops  or  more  from  an  ordinary  eye 
dropper  to  make  1 minim  of  digitalis.  The  use  of 
the  ordinary  hypodermic  syringe  to  measure 
minims  is  practical  and  convenient. 

Infusion  of  digitalis  is  used  by  those  who  feel 
that  a better  diuretic  action  is  obtained  from  this 
form.  There  is  no  direct  evidence  for  this  belief, 
which  is  possibly  based  on  the  fact  that  those  ac- 
customed to  giving  6 to  10  drop  doses  of  digitalis 
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really  give  larger  doses  than  they  believe  when  an 
infusion  of  unknown  strength  is  prescribed. 

Intravenous  preparations  of  digitalis  have  a 
field  of  temporary  usefulness  when  prompt  effect 
is  imperative  or  the  patient  cannot  swallow.  This 
is  especially  true  in  cases  of  very  rapid  fibrillation 
with  marked  pulse  deficit  and  pulmonary  edema, 
in  which  circumstances  a most  dramatic  effect  is 
often  obtained.  Ampoules  containing  1 cat  unit 
(1%  grains)  ready  for  immediate  use  are  readily 
available. 

Digitalis  is  seldom  indicated  by  intramuscular 
route.  It  frequently  causes  pain  and  the  absorp- 
tion time  is  uncertain,  especially  if  the  peripheral 
circulation  is  poor  or  if  there  is  great  edema. 

Suppositories  containing  digitalis  are  effective 
but  are  seldom  indicated.  The  dose  of  digitalis  is 
the  same  as  for  oral  use. 

For  apprehensive  patients  who  are  aware  of  the 
fact  that  digitalis  may  produce  vomiting  and  are 
anticipating  this  effect,  coated  pills  or  disguised 
capsules  may  overcome  this  objection. 

Digitalis  in  combination  with  other  drugs  has 
long  been  used.  There  is  no  evidence  that  a syner- 
gistic action  is  obtained,  nevertheless  pills  of 
squill  digitalis  and  calomel  or  digitalis  with  stro- 
panthus,  apocynum  or  nitroglycerine  or  other 
combinations  have  considerable  popularity.  It 
would  seem  better,  in  the  light  of  modern  knowl- 
edge of  diuretics  such  as  salyrgan  or  mercupurin 
and  the  effect  of  the  acid  ash  diet  and  ammonium 
chloride  on  edema,  to  use  digitalis  alone. 

Digitaline  Nativelle,  a crystalline  form,  is  pre- 
ferred by  some.  It  has  the  advantage  of  being 
constant  in  strength,  the  dosage  is  small  and  full 
digitalis  effect  can  be  obtained.  It  has  the  disad- 
vantage of  being  more  expensive.  As  in  the  case 
of  the  tincture,  a rare  case  seems  to  tolerate  this 
preparation  best  or  at  least  absorb  it  more  com- 
pletely. Five  drops  from  the  special  dropper  sup- 
plied is  approximately  equivalent  to  1 cat  unit. 
Digitaline  represents  all  the  properties  of  digi- 
talis. 

INDICATIONS  AND  USE  OF  DIGITALIS 

Certainly  congestive  heart  failure  of  any  degree 
is  an  indication  for  the  use  of  digitalis.  The  most 
gratifying  results  are  seen  in  cases  of  failure  with 
rapid  auricular  fibrillation.  These  are  brought 
under  control  within  a few  hours  if  sufficient  digi- 
talis is  given.  Unless  the  patient  is  in  urgent 
need  of  immediate  relief,  in  which  case  the  first 
dose  or  so  may  be  given  intravenously,  it  is  satis- 
factory to  give  3 to  6 grains  (2  to  4 cat  units) 
promptly  by  mouth  and  repeat  the  dose  so  that 
an  average  weight  adult  who  has  not  been  taking 
the  drug  will  receive  12  to  15  grains  in  24  hours 
and  in  36  hours  a total  of  20  to  30  grains.  If  an 
intolerance  to  the  drug  is  evident,  if  rapid  clinical 
improvement  suggests  a more  moderate  dosage, 
or  if  too  marked  slowing  of  the  apex  rate  occurs, 
this  plan  can  be  modified.  It  is  important  to  train 


nurses  to  take  apex  rate  and  not  be  misled  by 
radial  pulse  rate,  which,  because  of  an  unrecog- 
nized deficit  may  be  normal  and  therefore  not  a 
reliable  index  to  the  true  state  of  the  heart’s  action. 
When  gross  irregularity  is  present  it  is  safer  to 
count  the  apex  rate  with  stethoscope  for  a full 
minute.  It  is  imperative  to  examine  the  critically 
ill  patients  who  are  being  brought  under  the  in- 
fluence of  digitalis  almost  every  hour.  The  re- 
sults of  treatment  are  in  the  main  a safer  guide 
for  follow  up  dosage  than  any  arbitrary  pre- 
arranged plan.  MacKenzie3  felt  that  too  rapid 
digitalis  effect  favored  the  expulsion  of  emboli 
from  the  dilated  auricle.  Others  hold  a contrary 
opinion.  In  our  experience  recognizable  emboli 
occurred  more  frequently  in  patients  with  chronic 
auricular  fibrillation  but  the  emboli  were 
larger  in  the  acute  cases  who  were  receiving  large 
doses  of  digitalis.  We  have  in  the  light  of  this 
experience  adopted  the  plan  of  moderate  initial 
dose  unless  delay  is  considered  a greater  hazard  to 
the  patient  than  the  chance  of  large  obstructive 
emboli. 

The  great  majority  of  patients  have  a lesser  de- 
gree of  congestive  failure  and  will  require  no 
heroic  measures.  Many  of  them  have  regular 
rhythm.  Rest  and  moderate  doses  of  digitalis  are 
indicated.  Formerly  it  was  believed  by  some  clin- 
icians that  cases  of  heart  failure  without  fibrilla- 
tion were  not  benefited  by  digitalis.  For  years 
Christian4  has  been  a strong  advocate  of  digitalis 
in  congestive  failure  cases  with  regular  rhythm. 
It  is  generally  accepted  now  that  his  views  are 
correct.  Some  of  the  misunderstanding  undoubt- 
edly arose  from  the  fact  that  to  obtain  sympto- 
matic improvement  slowing  of  the  pulse  must 
occur.  Luten5  in  his  recent  book  has  clearly 
pointed  out  the  fallacy  of  this  belief.  Certain  it 
is  that  many  times  clinical  improvement  pre- 
cedes slowing  of  the  pulse  by  many  hours  or 
days.  The  acceptance  of  this  mode  of  action  of 
digitalis  alters  the  traditional  method  of  dosage, 
which  was  based  on  the  fact  that  good  results 
were  evidenced  only  by  slowing  of  the  rate  of  the 
heart. 

Once  the  heart  is  brought  under  the  control  of 
digitalis,  it  is  extremely  important  to  give  a 
maintenance  dose  of  the  drug,  so  that  it  will 
not  escape  and  revert  to  the  original  rate  or 
rhythm.  This  maintenance  dose  varies  from  % 
to  3 cat  units  (%  to  4)4  grains)  per  day.  It  is 
safe  to  allow  intelligent  patients  to  help  deter- 
mine their  optimum  maintenance  dose,  for  rate 
alone  is  not  the  guide.  Degree  of  endurance, 
feeling  of  well  being  and  early  toxic  signs  can 
often  be  more  quickly  observed  by  the  patient 
than  by  the  physician. 

Tables  1,  2,  and  3 show  the  average  mainte- 
nance dose  in  several  hundred  cases  and  other 
clinical  data.  The  maintenance  dose  patently  will 
vary  with  the  age  of  the  patient,  etiology  and  se- 
verity of  the  organic  change.  In  our  experience 
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the  patient  with  auricular  fibrillation  dependent 
on  mitral  stenosis  required  larger  maintenance 
doses  than  did  those  who  had  a similar  disturbance 
of  rhythm  dependent  on  either  thyrotoxicosis  or 
arteriosclerosis,  the  other  two  most  common 
causes  of  auricular  fibrillation. 


TABLE  1 

Total  Cases  ____ r 628 

(Each  with  some  degree  of  congestive 

failure). 

Average  Age  _ 50 

Youngest  Age  6 

Oldest  Age  86 

Normal  Rhythm  246 

Auricular  Fibrillation  : 218 

Auricular  Flutter  .....  2 

Heart  Block 10 

Various  Rhythm  Combinations • 82 

Premature  Contractions — 

(Troublesome  and  persistent) 70 

(No  congestive  failure  ) 

table  2 

Diagnosis: 

Coronary  Occlusion  24 

General  Arteriosclerosis  73 

Coronary  Sclerosis  ...j >58 

Hypertensive  Heart  Disease 188 


Total  Degenerative  Group 343 

Thyrotoxicosis  64 

Mitral  Stenosis 147 

Aortic  Regurgitation 37 

Mitral  Regurgitation  7 

Tricuspid  Disease  . 1 

Aortic  Stenosis  1 


Total  Valvular  Group 193 

Aortic  and  Mitral  Combined 22 

Other  Valve  Combinations 7 

Acute  Rheumatic  Endocarditis 6 

Aneurysm  . ....  4 

Aortitis  14 

Pericarditis  1 

Congenital  Heart  Disease 3 

TABLE  3 

Type  of  Digitalis  Used: 

Folia  Digitalis 538 

Tincture  50 

Untested  Digitalis  13 

Digitalis  in  Combination 12 

Digitaline  Nativelle  11 

Intravenous 1 12 

By  Bowel  1 

Infusion  1 

Digoxin 3 

Average  Maintenance  Dose 1%  gr.  daily 

Smallest  Maintenance  Dose % Sr  e.o.d. 

Largest  Maintenance  Dose 9 gr.  daily 


Older  patients  with  evidence  of  moderate  or 
minimal  failure  are  kept  in  cardiac  equilibrium 
by  surprisingly  small  maintenance  doses  of  digi- 
talis, as  little  as  1 % grains  every  other  day  is  fre- 
quently effective,  if  rest  and  activity  are  prop- 
erly regimented. 

THE  FRACTIONAL  METHOD 
In  rare  instances  patients  with  frequent,  even 
daily,  paroxysms  of  wild  fibrillation  and  pulmon- 


ary edema  of  an  alarming  degree  are  not  con- 
trolled by  the  usual  method  of  using  digitalis 
alone  or  with  quinidine.  To  relieve  these  unfor- 
tunate individuals  a plan  which  we  have  not  seen 
described  elsewhere  is  suggested.  Small  doses 
of  % cat  unit  (%  grain)  folia  digitalis  are  given 
every  two  hours  during  the  day,  thereby  appar- 
ently insuring  a constant  level  of  digitalis  con- 
centration. This  has  been  effective  in  such  cases 
as  the  following: 

Mrs.  L.,  age  43,  with  classical  mitral  stenosis 
resulting  from  repeated  bouts  of  rheumatic  fever, 
had  had  fibrillation  of  the  auricles  for  two  years. 
In  spite  of  large  doses  of  digitalis  and  quinidine 
in  various  combinations  and  each  given  alone,  fre- 
quent attacks  of  auricular  fibrillation  with  critical 
pulmonary  edema  would  occur  suddenly.  In  each 
of  these  attacks  death  seemed  certain.  The  pa- 
tient would  be  pulseless,  intensely  cyanotic,  with 
cold  clammy  skin,  marked  air  hunger,  large 
amounts  of  pink  tinged,  frothy  sputum,  and  al- 
most constant  cough.  The  apex  rate  would  exceed 
180.  The  attack  would  last  an  hour  or  more  and 
would  terminate  only  after  large  doses  of  mor- 
phine. After  all  other  methods  of  digitalis  ad- 
ministration had  been  tried  and  had  failed,  re- 
peated small  doses  of  V2  cat  unit  of  digitalis 
were  given.  This  was  effective  in  preventing  the 
attacks  if  administered  every  two  hours.  Several 
attempts  were  made  to  devise  a less  troublesome 
regime  without  success.  The  patient  continued  on 
this  routine  for  two  years  until  death  occurred 
following  a cerebral  embolus. 

The  fractional  method  of  giving  digitalis  can 
also  be  applied  to  certain  patients  taking  large 
maintenance  doses  who  get  too  prompt  or  too 
marked  effect  from  the  drug  administered  in  the 
usual  way.  A much  more  even  effect  is  obtained 
with  smaller  repeated  doses. 

It  is  difficult  to  justify  this  method  on  the 
basis  of  our  knowledge  of  the  storage  and  elimi- 
nation of  digitalis  in  the  human  body,  but  it  has 
been  effective  and  suggests  that  the  elimination 
or  utilization  of  digitalis  in  the  patient  with  con- 
gestive failure  may  be  too  variable  to  estimate 
accurately. 

CLINICAL  NOTES  AND  CAUTIONS 

To  the  observation  of  a chronic  cardiac  we  owe 
our  belief  that  an  occasional  patient  with  auricu- 
lar fibrillation  has  more  cardiac  reserve  if  enough 
digitalis  is  given  to  keep  the  apex  rate  between 
50  and  60  than  if  the  optimum  rate  is  considered 
to  be  in  the  seventies. 

Apart  from  congestive  failure  there  is  a very 
limited  field  for  the  use  of  digitalis.  In  toxic 
states  such  as  pneumonia,  septicemia  and  fever 
there  is  some  evidence  that  it  may  do  harm.  How- 
ever, if  signs  of  heart  disease  have  antedated  the 
infection  or  if  congestive  failure  ensues,  there  is 
no  reason  for  withholding  the  drug. 

Tachycardia  alone  is  not  an  indication  for  digi- 
talis. Mackenzie6  states  “in  febrile  affections  I 
could  never  find  any  improvement  under  it”  (digi- 
talis). 

In  the  treatment  of  rheumatic  fever,  coronary 
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disease  and  diphtheria  digitalis  has  unfortunately 
held  a leading  place.  The  custom  of  giving  digi- 
talis to  every  active  rheumatic  fever  case  is  still 
rather  common  practice.  Unless  there  is  evidence 
of  marked  congestive  failure,  in  which  event  a 
trial  is  justifiable,  it  may  do  harm.  The  tachy- 
cardia, or  even  fibrillation  of  the  auricles  if  pres- 
ent, will  usually  not  respond  to  the  drug  and  the 
tendency  to  conduction  difficulties  may  be  in- 
creased. 

There  is  a difference  of  opinion  as  to  the  ra- 
tionale of  giving  digitalis  to  those  with  evidence 
of  recent  myocardial  infarction  from  coronary  dis- 
ease. No  blanket  rule  can  be  given.  It  seems 
logical  to  withhold  the  drug  unless  evidences  of 
severe  congestive  failure  supervene  or  if  alarm- 
ing auricular  fibrillation  is  present.  It  is  possible 
that  increasing  the  strength  of  ventricular  con- 
traction may  make  rupture  of  a fresh  infarct 
more  likely. 

In  diphtheria  the  tendency  for  conduction  dif- 
ficulties to  occur  may  be  exaggerated  by  digitalis. 
Diphtheria  toxin  seems  to  have  a specificity  for 
the  myocardium.  No  effect  except  deleterious 
may  be  expected  from  digitalis  in  this  disease,  for 
the  toxic  effects  of  digitalis  produce  electrocardio- 
graphic changes  identical  with  those  of  diphtheria. 

Circulatory  collapse  and  shock  are  dependent 
upon  altered  vasomotor  physiology  and  conse- 
quently no  response  to  digitalis  administration 
can  be  expected.  Digitalis  is  not  a vasocon- 
strictor. The  use  of  digitalis  preoperatively  to 
forestall  shock  or  the  use  of  the  drug  after  op- 
eration may  actually  interfere  with  recovery.7 
This  restriction  does  not  apply  to  the  individual 
who  already  has  congestive  failure  or  to  the  one 
taking  maintenance  doses  of  digitalis. 

There  is  a sharp  difference  of  opinion  as  to 
the  value  of  digitalis  in  the  treatment  of  the 
heart  condition  associated  with  hyperthyroidism. 
There  are  some  who  maintain  that  the  auricular 
fibrillation  of  thyrotoxicosis  is  not  benefited  by 
digitalis,  in  fact  the  toxin  of  the  disease  is  be- 
lieved to  make  the  heart  so  sensitive  to  the  drug 
that  it  is  not  safe  to  employ  it.  Others  fear  the 
effect  on  the  brain.  One  cannot  disregard  Plum- 
mer’s unfavorable  experience  at  the  Mayo  Clinic, 
where  the  preoperative  use  of  digitalis  in  thyro- 
toxicosis increased  operative  mortality.  However, 
at  the  Youngstown  Hospital  the  opposite  view  is 
held.  Here,  largely  through  the  interest  and 
reputation  of  Dr.  Armin  Elsaesser,  several  thou- 
sand cases  of  hyperthyroidism  have  been  treated 
or  operated  in  the  past  20  years.  His  operation 
mortality  rate  is  extremely  low,  being  .6  per  cent. 
Most  of  the  deaths  occurred  in  bad  risk  cases, 
including  the  malignant  groups  in  diabetes  and 
far  advanced  thyrotoxicosis  with  long  standing 
heart  damage.  Digitalis  is  used  routinely,  usually 
in  small  doses  and  for  the  period  of  hospitaliza- 
tion. The  “old’  operated  toxic  goitre  patients 


with  damaged  hearts  may  require  a small  dose 
for  years. 

Several  facts  in  agreement  with  studies  along 
similar  lines  in  other  institutions  can  be  stated: 

(1)  Lugol’s  solution  is  more  effective  in  con- 
trolling the  tachycardia  of  advanced  thyrotoxi- 
cosis than  digitalis.  Digitalis  in  small  doses  as 
a cushion  or  background  may  help  and  is  used 
routinely. 

(2)  Auricular  fibrillation  is  almost  always  fa- 
vorably influenced  by  subtotal  thyroidectomy  but 
digitalis,  quinidine  or  both  may  be  necessary  to 
convert  the  rhythm  to  normal. 

(3)  Unusual  abnormal  rhythms  may  develop 
after  operation  which  require  digitalis  or  quini- 
dine or  both  drugs. 

(4)  Congestive  heart  failure  associated  with 
thyrotoxicosis  is  an  indication  for  the  use  of 
digitalis  and  it  is  effective. 

(5)  Mental  aberrations  in  patients  with  thy- 
rotoxicosis are  common  with  or  without  the  use 
of  digitalis  and  are  frequently  (temporarily  usu- 
ally) aggravated  by  thyroidectomy. 

In  myxoedema  the  administration  of  thyroid 
gland  preparations  in  suitable  doses  is  the  pri- 
mary treatment.  However,  digitalis  is  often 
profitably  used  if  congestive  heart  failure  is 
present. 

As  indicated  in  a previous  communication  to 
this  section  in  1928s  the  habitual  use  of  digitalis 
in  the  treatment  of  pneumonia  is  believed  to  be 
unwise.  Further  support  of  this  idea  is  found  in 
the  report  of  a commission  to  study  the  effect 
of  digitalis  in  pneumonia  in  New  York  City.  This 
report  states  that  digitalis  should  not  be  routinely 
given  to  patients  with  lobar  pneumonia  for  the 
mortality  is  higher  in  those  patients  who  receive 
digitalis.  Our  practice  is  to  advise  'digitalis  to 
those  patients  who  have  antecedent  heart  disease 
and  pneumonia  and  to  try  the  drug  in  those  who 
have  actual  congestive  failure,  not  merely  circu- 
latory signs  such  as  cyanosis  or  tachycardia, 
wholly  dependent  on  peripheral  vascular  collapse. 

The  pain  of  angina  pectoris  if  not  accompanied 
by  failure  may  be  aggravated  by  digitalis.  This 
is  possibly  due  to  the  lessened  ventricular  out- 
put or  the  narrowing  of  the  coronary  bed,  de- 
pendent on  a firmer  myocardium.  In  angina  pec- 
toris with  failure  digitalis  should  be  tried,  for  it 
often  relieves  the  pain,  most  likely  by  increas- 
ing coronary  circulation. 

SOME  ABUSES  OF  DIGITALIS 

That  digitalis  may  cause  death  if  administered 
in  sufficient  quantities  has  been  known  for  de- 
cades. That  amounts  too  small  to  be  effective 
were  generally  employed  within  the  past  20  years 
is  now  admitted.  Either  extreme  method  repre- 
sents an  abuse  of  a valuable  remedy.  Fortu- 
nately the  margin  between  these  extremes  is  usu- 
ally wide  enough  to  permit  digitalis  to  be  used 
safely  if  not  effectively.  Occasionally,  however, 
serious  toxic  symptoms  may  arise  after  amounts 
much  smaller  than  the  calculated  safe  dose.  To 
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disregard  the  appearance  of  toxic  signs  such  as 
coupled  beats,  premature  contractions,  evidences 
of  heart  block,  mental  confusion,  blurring  of 
vision,  diarrhea  or  vomiting,  regardless  of  the 
small  dose  given,  is  courting  trouble.  One  fre- 
quent source  of  error  is  to  prescribe  intravenous 
digitalis  or  stropanthus  to  a patient  who  already 
has  a digitalis  effect.  Under  this  circumstance 
evidence  of  severe  toxic  effect  promptly  develops 
and  death  may  occur. 

There  is  a tendency  to  disregard  toxic  digi- 
talis effects  in  the  absence  of  bradycardia.  There 
is  adequate  laboratory  and  clinical  evidence  that 
severe  toxic  effects  may  occur  when  the  heart 
rate  is  well  above  normal.  The  average  patient’s 
sensation  may  not  always  be  a safe  guide  in 
arriving  at  correct  dosage.  He  may  be  over 
anxious.  Nevertheless  it  is  unwise  to  continue 
administration  of  digitalis  when  he  complains 
of  continuous  uncomfortable  forcible  heart  con- 
tractions, even  though  the  rate  be  normal  or 
above. 

Although  surgical  emergencies  are  not  an  indi- 
cation for  digitalis,  the  pernicious  practice  of  giv- 
ing intravenous  and  intramuscular  digitalis  is  still 
in  vogue  in  some  hospitals.  In  one  such  case  it 
was  found  that  15  ampoules  of  drugs,  mostly  digi- 
talis, were  given  on  the  second  postoperative 
day  in  a futile  effort  to  combat  vasomotor  col- 
lapse. 

There  is  disagreement  on  the  rationale  of  giv- 
ing digitalis  to  patients  with  large  pulmonary 
emboli.9  Luten  feels  that  it  may  strengthen  the 
right  heart.  We  believe  that  vasomotor  dilatation 
is  the  indication.  Lessen  the  load  if  possible 
rather  than  force  the  heart. 

A common  error  is  to  force  digitalis  in  the  pres- 
ence of  simple  premature  contractions,  which  in 
fact  it  may  be  producing. 

Delayed  conduction  between  auricle  and  ven- 
tricle may  be  present  to  a degree  inconsistent  with 
efficient  action  of  the  heart,  even  though  the  rate 
be  normal  or  above.  Complete  block  may  de- 
velop abruptly,  as  was  the  fact  in  the  case  of 
Mrs.  G.,  whose  pulse  rate  was  80  one  week  after 
Caeserian  section.  She  had  received  small  daily 
doses  of  digitalis  because  of  congestive  failure. 
The  electrocardiogram  revealed  a complete  block, 
which  was  the  reason  for  otherwise  unexplained 
syncope.  Another  patient  on  a maintenance  dose 
thought  that  if  a little  digitalis  was  good  more 
would  be  better.  Ventricular  standstill  followed 
quickly  after  3 extra  cat  units  of  digitalis  had 
been  taken  one  day. 

Severe  disturbances  of  rhythm  may  be  observed 
in  individuals  hypersensitive  to  the  drug  or  from 
unrecognized  overdosage.  Auricular  tachycardia 
or  fatal  ventricular  fibrillation  may  occur. 

Contrary  to  experimental  data  on  the  amount 
of  digitalis  eliminated  daily,  surprisingly  small 
amounts  of  digitalis  may  keep  up  cardiac  reserve 
if  given  daily.  The  tendency  has  been  to  forget 


regular  maintenance  doses  which  may  hold  the 
heart  at  a fairly  constant  level  in  favor  of  inter- 
mittent dosage  prescribed  when  signs  of  conges- 
tive failure  or  increased  rate  appear. 

Some  other  abuses  of  digitalis  are: 

(1)  Giving  the  drug  to  all  “heart”  cases. 

(2)  Giving  the  drug  to  everyone  with  a heart 
murmur. 

(3)  Giving  the  drug  to  cases  of  neurocircula- 
tory  asthenia. 

(4)  Failure  to  give  digitalis  to  well  established 
cases  of  complete  heart  block  if  there  is  con- 
gestive failure. 

(5)  Failure  to  prescribe  rest  and  depend  on 
digitalis  alone. 

(6)  Withholding  the  drug  in  all  cases  of  vom- 
iting, for  the  vomiting  may  be  due  to  the  engorge- 
ment of  the  liver  and  stomach  and  not  to  the  drug. 

(7)  Withholding  the  drug  in  cases  of  hyper- 
tension when  it  is  well  known  that  the  effect  on 
blood  pressure  varies  and  may  be  salutary.  (It 
raises  blood  pressure  usually  when  there  is  edema 
and  dilatation  of  the  heart  and  rarely  under  any 
other  circumstances). 

(8)  Expecting  a diuretic  effect  independent  of 
improved  circulation. 

(9)  “Using  digitalis  as  a sort  of  medical  last 
rite.  An  attempt  to  placate  all  the  gods  of  dis- 
ease.”10 
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DISCUSSION 

J.  M.  Hayman,  Jr.,  M.  D.,  Cleveland,  Ohio:  I 

want  to  express  my  appreciation  of  Dr.  Bunn’s 
sound  and  practical  paper.  His  reference  to 
Wenchebach’s  emphasis  on  the  importance  of  the 
proper  use  of  digitalis  reminds  me  of  Cushny’s 
complaint  that  the  physicians  of  his  day  were  pre- 
scribing digitalis  according  to  the  precepts  of 
their  fathers  and  with  less  intelligence  than  their 
grandfathers.  While  I would  differ  from  Dr. 
Bunn  on  some  of  his  pharmacology,  he  has 
brought  out  the  essential  points  in  the  use  of  the 
drug,  namely  that  its  indications  are  congestive 
heart  failure  from  any  cause  and  auricular  fibril- 
lation with  rapid  ventricular  rate.  In  these  condi- 
tions it  is  only  of  benefit  when  given  in  adequate 
amounts.  I agree  most  heartily  that  this  amount 
must  be  gauged  by  close  and  careful,  even  hourly, 
observation  of  the  patient  rather  than  by  any  pre- 
conceived idea  of  dosage.  I was  glad  that  Dr. 
Bunn  stressed  the  fact  that  slowing  of  the  heart 
rate  cannot  be  used  as  an  index  of  effect.  Here 
improvement  in  symptoms,  such  as  lessening  of 
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orthopnea,  diuresis  or  disappearance  of  cyanosis, 
must  be  the  guides.  Slowing  of  the  heart  rate 
occurs  in  only  about  one-third  of  the  cases  with 
normal  mechanism. 

Digitalis,  in  my  opinion,  is  of  no  value  and  may 
be  harmful  in  surgical  shock,  vasomotor  circula- 
tory failure,  and  in  acute  infections  such  as  pneu- 
monia and  diphtheria.  The  custom  of  many  of 
our  surgical  colleagues  of  giving  hypodermics  of 
digitalis  to  their  pre  and  post-operative  cases  is 
one  that  is  hard  to  break.  I would  be  inclined  to 
attribute  the  low  mortality  rate  in  thyroidectomy 
at  the  Youngstown  Hospital  to  other  factors 
rather  than  to  the  routine  use  of  digitalis.  I 
would  like  to  ask  Dr.  Bunn  if  the  patient  with 
paroxysmal  auricular  fibrillation  who  was  only 
controlled  on  0.5  cat  units  every  two  hours  had 
ever  shown  symptoms  of  digitalis  toxicity  on  the 
more  usual  doses  ? I wonder  if  the  benefit  derived 
from  the  repeated  small  doses,  which  I take  it 
amounted  to  at  least  4 cat  units  a day,  was  not 
simply  due  to  the  fact  that  for  some  reason  this 
patient  absorbed  digitalis  very  poorly.  I believe 
such  cases  are  rare  and  that  it  would  be  danger- 
ous to  give  such  doses  until  a patient  had  been 
shown  to  be  refractory  to  the  usual  ones.  For  a 
guide  in  the  administration  of  digitalis  I do  not 
think  we  can  improve  much  on  Withering’s  advice, 
who  150  years  ago  said,  “Let  it  be  continued  until 
it  either  acts  on  the  kidneys,  the  stomach,  the 
pulse  or  the  bowels.  Let  it  be  stopped  upon  the 
first  appearance  of  any  one  of  these  effects.” 


Substernal  Pain 

Substernal  oppression  or  actual  pain  is  very 
seldom  an  early  symptom  of  heart  weakness  but 
it  is  the  one  which  is  most  likely  to  bring  the 
patient  to  the  doctor.  It  is  conceivable  that  it 
might  be  an  early  symptom,  if  the  patient  had 
never  exercised  enough  to  bring  about  the 
dyspneic  syndrome.  As  a general  rule  a sense 
of  substernal  oppression  occurs  in  the  older 
patients,  in  whom  the  lessening  of  cardiac  re- 
serve strength  has  been  due  to  a gradual 
sclerotic  narrowing  of  the  coronary  vessels.  This 
type  of  oppression  or  pain  always  occurs  when 
the  patient  is  exercising,  and  the  production  of 
the  pain  is  dependent  upon  overwork  of  the  heart 
muscle.  In  other  words,  a state  of  partial 
ischemia  of  the  myocardium  or  at  least  a section 
of  the  myocardium  exists  for  the  time  being. 
Pain  on  exertion  may  be  very  mild  and  the 
patient  may  have  been  almost  unaware  of  its 
presence.  It  is  in  contradistinction  to  the  pain 
of  an  ascending  aortic  aneurism  which  may  proj 
duce  a constant  boring  ache  due  to  its  beginning 
erosion  of  the  anterior  wall  structures.  Also  it  is 
distinguished,  but  only  by  degree,  from  an  actual 
anginal  pain,  which  we  speak  of  as  the  classical 
angina  pectoris.  If  a definite  history  of  a sen- 
sation of  substernal  oppression  or  pain  can  be 
disclosed  it  is  of  the  utmost  importance  to  the 
patient  that  cognizance  be  taken  of  its  implica- 
tions, and  proper  regime  advised. — John  C.  Par- 
sons, M.D.,  Industrial  Medicine  6:143,  1937. 


Neurasthenia;  Chronic  Nervous  Exhaus- 
tion; Psychasthenia 

Neurasthenia  will  probably  first  come  to  mind 
in  cases  of  doubtful  origin  where  exhaustion  is 
the  chief  presenting  symptom.  Yet  it  should 
be  the  last  recourse  in  diagnosis,  after  excluding 
every  other  possible  cause.  As  culture  is  de- 
fined as  “what  is  left  over  after  you  have  for- 
gotten all  you  set  out  to  learn,”  so  diagnosis  of 
nervous  exhaustion  is  what  is  left  over  after  you 
have  failed  to  diagnose  anything  else. 

Notwithstanding  the  wise  and  prevailing  dis- 
trust of  the  diagnosis  of  nervous  exhaustion, 
Macy  and  Allen  have  established  its  soundness 
in  a large  number  of  cases  (235)  at  the  Mayo 
Clinic,  in  confirming  the  original  diagnosis  of 
this  disorder  by  making  a final  examination  of 
these  patients  six  and  a half  years  later  (on  an 
average).  This  long  interval  is  amply  sufficient 
for  the  development  of  any  other  organic  or 
functional  disease.  The  original  diagnosis  was 
faulty  in  only  six  per  cent  of  cases,  after  making 
proper  allowances  for  the  occurrence  of  later 
diseases  having  no  relation  to  the  primary  con- 
ditions. 

The  errors  arose  chiefly  in  mistaking  for  nerv- 
ous exhaustion  cases  of  hyperthyroidism,  tuber- 
culosis and  chronic  encephalitis.  These  diseases, 
therefore,  should  be  always  kept  in  mind  in  the 
diagnosis  of  asthenic  cases.  Asthenia  in  exoph- 
thalmic goiter  is  more  specifically  shown  by 
weakness  of  the  quadriceps  muscle,  sb  that  the 
patients  find  difficulty  in  climbing  stairs,  or 
stepping  up  on  a platform  of  a car.  This  might 
be  called  “Plummer’s  sign,”  as  he  first  drew  our 
attention  to  it.  Tuberculosis  and  syphilis  are 
always  stumbling  blocks  in  diagnosis.  The 
Italian  school  has  written  much  of  asthenia  in 
chronic  encephalitis,  but  we  have  not  seen  it  as 
the  presenting  symptom.  In  view  of  Macy  and 
Allen’s  findings  it  should  certainly  be  kept  in 
mind. 

The  symptoms  of  chronic  nervous  exhaustion 
may  be  divided  into  three  groups:  (1)  nervous, 
including  fatigue,  nervousness,  headache,  in- 
somnia, emotional  instability  and  mental  depres- 
sion; (2)  gastrointestinal,  including  belching, 
distention;  and  soreness  of  the  belly,  with  in- 
definite type  of  distress  and  constipation;  (3) 
muscular,  including  fatigue  and  pains,  and  aches 
in  the  muscles  of  otherwise  doubtful  origin. 
Seventy-five  per  cent  of  Macy  and  Allen’s  pa- 
tients were  women.  Such  cases  have  recently 
been  given  benzedrine  sulphate  with  great  ap- 
parent benefit. — Kenelm  Winslow,  M.D.,  Seattle, 
Wash.;  Northwest  Medicine,  36:6;  June,  1937. 


THE  IMPORTANCE  OF  THE  AFTER-TREATMENT  OF  THE 

SURGICAL  PATIENT 

By  GLENN  H.  REAMS,  M.D.,  Toledo,  Ohio 


THE  most  convincing-  way  to  illustrate  the 
importance  of  proper  after-care  is  to  com- 
pare the  convalescence  of  the  surgical 
patient  of  25  years  ago,  with  that  of  one  who 
has  had  the  same  operation  today.  Then,  shock 
and  ileus  were  frequent  complications;  severe  dis- 
tension and  gas  pains  followed  every  operation; 
death  itself  was  a frequent  result  of  operations 
on  the  gallbladder  and  bile  ducts.  Today,  com- 
plications are  infrequent. 

The  importance  of  the  proper  after-treatment 
of  the  surgical  patient  is  recognized  by  every 
good  surgeon.  No  one  would  deliberately  neglect 
the  care  of  the  patient  whom  he  has  operated  on, 
but  with  the  urgency  of  the  diagnosis,  and  the 
absorbing  demands  of  the  operation  itself,  too 
often  the  surgeon  relaxes  and  relies  on  “routine” 
orders. 

This  paper  is  not  intended  to  discuss  the  severe 
complications,  but  to  outline  the  routine  after- 
care with  an  eye  to  smoothing  out  the  convales- 
cent period  and  decreasing  complications  and 
morbidity.  Every  surgeon  knows  the  proper  after- 
treatment.  We  hope  to  emphasize  the  importance 
of  the  details. 

The  operation  having  been  completed,  the  sur- 
geon should  ask  himself,  “What  is  the  first  thing 
this  patient  needs  to  have  done,  now?”  The 
answer  depends  on  the  condition  of  the  patient 
and  the  nature  of  the  operation. 

If  much  blood  has  been  lost,  or  if  the  patient  is 
anemic,  septic,  or  cachectic,  a blood  transfusion 
should  be  done  at  once.  Delay  frequently  de- 
prives a blood  transfusion  of  its  greatest  value — 
that  is,  supplying  blood  to  the  system  when  it  is 
most  needed.  To  transfuse  after  the  patient  has 
visibly  lost  ground  does  far  less  good  than  the 
same  amount  given  at  the  proper  time.  Prompt 
transfusion  will  start  on  the  road  to  recovery 
many  a patient  who  would  die  without  it. 

Following  prolonged  anesthesia,  it  is  well  to 
wash  out  the  stomach  with  a warm  sodium 
bicarbonate  solution.  It  removes  the  swallowed 
mucous  and  anesthetic,  and  helps  to  prevent 
nausea  and  vomiting.  A Jutte  tube  passed  into 
the  stomach  through  the  nostril  will  make  it  easy 
to  keep  the  stomach  empty,  and  flush  it  out, 
later.  Nausea  can  be  largely  prevented  in  this 
way. 

The  dressings  should  be  adequate  to  protect  the 
wound  and  absorb  the  oozing,  but  should  not  be 
voluminous.  In  abdominal  wounds  the  adhesive 
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strapping  should  support  the  incision,  but  should 
not  be  so  tight  as  to  interfere  with  breathing. 

The  patient  should  be  carefully  lifted  across  to 
his  bed,  or  to  the  cart.  Sometimes  an  operating- 
room  orderly  pays  a subtle,  if  not  gentle,  com- 
pliment to  the  surgeon’s  skill  in  closing  the  in- 
cision, by  almost  throwing  the  patient  into  bed. 
This  is  unnecessary  and  dangerous. 

Blankets  should  be  carefully  adjusted  to  keep 
off  drafts  of  cold  air  during  the  passage  back  to 
the  room.  A competent  attendant  should  always 
accompany  him,  to  see  that  he  does  not  suffocate 
from  inhaled  vomitus  or  the  tongue  dropping 
back  into  his  throat. 

Safely  in  his  warm  bed  he  should  be  well,  but 
not  too  heavily,  covered.  A postoperative  patient 
often  loses  a large  amount  of  body  fluid  by  ex- 
cessive sweating. 

If  he  is  to  be  placed  in  the  prone  position,  a 
pillow  should  be  placed  under  the  hips.  This 
raises  the  lower  part  of  the  body  and  prevents 
the  abdominal  contents  from  being  compressed 
so  as  to  inhibit  free  abdominal  respiration.  At- 
tention was  recently  called  to  this  by  A.  H. 
Miller. 

Following  every  major  operation,  fluids  should 
be  given  freely.  They  should  be  started  im- 
mediately on  the  return  of  the  patient  to  bed,  so 
as  to  supply  the  tissues  with  sufficient  fluids  for 
the  added  work  which  they  are  called  on  to  do. 

The  requirements  of  the  body  for  fluids  has 
been  investigated  by  Coller  and  Maddock.  They 
estimate  that  a dehydrated  patient  requires  fluids 
averaging  6 per  cent  of  his  body  weight,  in  order 
to  restore  the  depleted  tissues.  In  addition  to 
this  he  needs  at  least  1500  cc.  to  maintain  the 
normal  urinary  output;  and  1000-1500  cc.  for  nor- 
mal skin  vaporization,  plus  a sufficient  amount  to 
replace  abnormal  losses  by  vomiting,  drainage, 
etc.  From  all  sources,  the  postoperative  patient 
needs  to  replace  at  least  3000  cc.  of  fluids,  and 
possibly  as  much  as  8000  cc.  daily. 

Immediately  following  general  anesthesia  a 
patient  can  not  take  fluids  by  mouth.  He  may 
receive  them  through  the  bowel  as  retention 
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enemas,  as  a continuous  flow  at  the  body  level 
by  the  Harris  method,  or  as  a Murphy  drip.  The 
ability  of  patients  to  tolerate  fluids  by  bowel, 
and  the  amount  which  they  can  absorb  if  they  do 
tolerate  it,  varies  so  greatly  that,  by  many,  it  is 
considered  the  least  desirable  way  to  administer 
fluids. 

If  in  urgent  need  of  fluids  he  may  be  given 
saline  or  glucose  solution  intravenously.  1000  cc. 
may  be  given  at  once,  or  a much  larger  amount 
may  be  given  more  slowly,  as  recommended  by 
Matas  years  ago.  Fluids  intravenously  should  be 
given  cautiously,  if  the  patient  shows  any  myo- 
cardial weakness. 

If  the  veins  at  the  bend  of  the  elbow  are  not 
available,  the  needle  may  be  inserted  in  a large 
vein  on  the  dorsum  of  the  hand  or  foot.  If  the 
need  is  urgent  and  one  cannot  gain  entrance 
otherwise,  he  should  not  hesitate  to  cut  down  on 
a vein.  Even  on  cutting  down,  however,  he  should 
use  a needle  and  not  a cannula,  so  as  to  avoid 
sacrificing  a vein.  Accessible  superficial  veins  are 
often  invaluable. 

The  fluid  given  intravenously  must  be  kept 
warm.  If  a hot  water  jacket  is  not  available, 
several  hot  water  bottles  hung  about  the  con- 
tainer will  serve  the  purpose. 

The  containers  and  tubing  used  in  giving  in- 
travenous fluids  must  be  prepared  with  scrupulous 
care.  Otherwise  a severe  reaction  may  occur, 
thus  discrediting  an  excellent  means  of  post- 
operative cai'e.  Fluids  prepared,  sealed  and 
sterilized,  ready  for  administration,  can  be 
secured  from  therapeutic  supply  houses  at  a cost 
comparable  to  that  at  which  they  can  be  pre- 
pared by  the  hospital  personnel. 

Normal  salt  solution  is  the  fluid  most  com- 
monly used.  Where  a large  quantity  is  given,  the 
excessive  amount  of  sodium  may  cause  edema. 
If  there  has  been  a great  deal  of  vomiting,  more 
of  the  normal  saline  may  be  given  as  it  is  needed 
to  replace  the  loss  of  the  chlorides  in  the  gastric 
juice. 

To  meet  the  need  of  a fluid  which  has  the  same 
tonicity  as  the  blood  but  does  not  contain  too 
much  sodium,  formulas  have  been  worked  out  by 
Ringer  and  by  Hartman.  Further  investigation 
has  shown,  however,  that  a 5 per  cent  solution  of 
glucose  is  isotonic  with  the  blood,  acts  as  a 
stimulant  to  the  kidneys,  and  is  quickly  and  easily 
assimilated  as  food.  It  may  be  used  in  10  per 
cent  solution,  but  in  this  strength  insulin  should 
be  given.  Otherwise  it  will  cause  intestinal  dis- 
tension and  will  overflow  in  the  urine. 

Where  fluids  are  not  given  intravenously  they 
may  be  given  subcutaneously,  using  the  outer 
side  of  the  thigh  or  the  axillary  space.  The  inner 
side  of  the  thigh  furnishes  less  space  due  to  the 
intermuscular  septa,  and  the  use  of  the  sub- 
mammary region  causes  more  discomfort  and 
interferes  with  respiration. 

If  novocaine  1 per  cent  is  used  at  the  site  of 


the  needle  puncture  and  20  cc.  is  injected  with 
the  first  fluid,  as  suggested  by  Bartlett,  hypoder- 
moclysis  is  not  painful  to  most  patients.  Most 
patients  who  have  had  to  take  fluids  by  procto- 
clysis and  also  hypodermoclysis  prefer  the  latter 
method. 

During  each  of  the  first  two  days  following  a 
Major  operation,  the  patient  should  receive  at 
least  3000  cc.,  and  more  should  be  given  if  in- 
dicated. Signs  of  dehydration  are — scanty  urine, 
dry  tongue,  and  increased  non-protein  nitrogen 
in  the  blood.  These  signs  should  be  prevented. 
By  the  third  day  he  usually  can  drink  a suffi- 
cient amount,  and  the  artificial  administration  of 
fluids  is  no  longer  necessary. 

As  soon  as  nausea  stops,  except  in  stomach 
operations,  the  patient  is  permitted  to  drink 
water  and  unsweetened  tea.  Only  hot  water  is 
allowed.  Cold  drinks  and  sweetened  drinks  the 
first  three  days  cause  intestinal  cramps  and  dis- 
tension. 

To  prevent  intestinal  distension  we  have  made 
a practice  of  giving  each  laparotomy  patient  an 
ampoule  of  surgical  pituitrin  on  the  table,  fol- 
lowed by  an  ampoule  every  four  hours  for  the 
first  two  days. 

For  a varying  time,  following  the  opening  of 
the  abdominal  cavity,  the  intestinal  tract  is 
functionally  inactive.  The  pituitrin  given  at  the 
time  of  the  operation  will  help  it  to  maintain  its 
tone  until  this  period  of  inactivity  has  passed, 
and  it  will  rarely  distend  if  no  food  or  cold  fluids 
are  given. 

To  start  giving  pituitrin  after  distension  has 
been  established  only  stirs  up  disorderly,  un- 
coordinated peristalsis,  causing  more  distension 
and  discomfort.  All  that  can  then  be  done  is  to 
apply  heat  to  the  abdomen,  and  give  carbon 
dioxide  and  oxygen  inhalations.  It  has  been 
shown  that  these  inhalations  promote  the  ab- 
sorption of  intestinal  gases  into  the  blood  stream, 
eliminating  them  through  the  respiratory  tract. 

The  use  of  a rectal  tube  will  often  give  some 
relief,  but  enemas  will  acomplish  nothing  but  in- 
creased discomfort,  until  the  intestinal  activity 
returns. 

Many  patients  are  unable  to  void,  following 
operations  on  the  lower  abdomen  and  perineum. 
Some  surgeons,  particularly  gynecologists,  are 
careful  to  start  catheterization  early.  Others 
think  it  best  to  let  the  bladder  distend  for  24 
hours  to  see  if  voluntary  urination  will  not  assert 
itself. 

In  our  experience  overdistended  bladders  have 
caused  far  more  trouble  than  those  which  have 
been  catheterized  when  moderately  distended. 
We  feel  that  careful  catheterization  does  far  less 
damage  than  overdistension.  In  older  people 
whose  tissues  are  no  longer  so  elastic,  the 
stretching  of  the  bladder  wall  causes  consider- 
able damage.  Routine  orders  to  catheterize  should 
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be  elastic.  At  times  the  bladder  may  contain 
little  urine  in  six  hours,  while  at  others  it  may 
become  overdistended  in  two  hours.  The  latter 
is  often  true  where  glucose  solution  has  been 
used. 

If  the  patient  voids  voluntarily  but  frequently, 
in  small  amounts  with  some  discomfort,  he  should 
be  catheterized.  These  symptoms  are  usually  due 
to  urinary  retention  with  overflow.  If  such  is  the 
case  he  should  have  the  residue  withdrawn  once 
or  twice  a day  until  he  is  able  to  evacuate  the 
bladder  completely. 

For  persistent  inability  to  void  we  instill  1 
ounce  of  50  per  cent  boroglyeeride  into  the  blad- 
der at  the  end  of  catheterization,  two  or  three 
times  a day.  This  will  often  restore  a voluntary 
stream. 

For  the  relief  of  pain,  we  believe  in  the  free 
use  of  morphine  for  the  first  24  hours.  If  severe 
pain  persists  longer,  then  the  surgeon  should  be 
suspicious  of  some  complication.  After  the 
second  day  most  patients  get  along  comfortably 
on  sleeping  tablets  and  sedatives  rather  than 
morphine. 

One  must  bear  in  mind  that  some  people  have 
an  idiosyncrasy  to  morphine,  some  being  nau- 
seated and  others  being  stimulated  into  unusual 
alertness. 

Following  operations  under  general  anesthesia, 
the  inhalation  of  carbon  dioxide  and  oxygen  mix- 
ture, for  10  minutes  out  of  every  hour,  is  of  real 
value.  It  stimulates  deep  respiration,  preventing 
collapse  and  atalectasis  of  the  lung.  It  assists 
venous  circulation  by  the  pumping  action  of  the 
diaphragm  on  the  abdominal  veins,  helping  to 
overcome  the  venous  stasis  which  is  one  of  the 
factors  causing  phlebitis.  As  mentioned  above,  it 
helps  to  eliminate  gas  from  the  intestines. 

Whether  the  patient  receives  the  carbon  dioxide 
or  not,  he  is  encouraged  to  breathe  deeply,  and 
his  position  is  changed  frequently. 

The  temperature,  pulse,  and  respiration  are 
watched  carefully.  The  postoperative  rise  of  tem- 
perature usually  comes  to  normal  by  the  third 
day,  and  the  pulse  becomes  slower.  Any  de- 
viation from  this  course  should  cause  the  sur- 
geon to  make  a persistent  search  for  the  reason. 

During  the  first  three  postoperative  days  the 
patient  receives  nothing  by  mouth  except  hot 
water,  hot  weak  tea  unsweetened,  and  clear  broth 
if  he  wishes  it.  On  the  morning  of  the  fourth 
day  he  is  given  a soapsuds  enema  and  started  on 
a surgical  soft  diet.  He  is  given  one-half  ounce 
of  heavy  mineral  oil  after  each  meal  until  normal 
bowel  movements  are  established.  Until  that  oc- 
curs he  is  given  an  enema  on  alternate  days. 
Cathartics  are  rarely  used.  They  may  decrease 
the  nursing  care,  but  they  upset  the  normal  func- 
tion of  the  intestinal  tract. 

Hospital  diets  seem  to  run  about  the  same  in 
every  hospital.  It  would  appear  rational  to  bar 
pork  and  veal  from  the  bill  of  fare  of  every  hos- 


pital. A day  laborer  needs  them,  but  even  a day 
laborer  who  is  sick  enough  to  be  confined  to  a 
hospital  does  not  need  such  robust  food. 

A cup  of  coffee  contains  caffeine  far  in  excess 
of  its  therapeutic  dose.  It  is  illogical  to  permit 
an  inactive  and  susceptible  patient  to  drink 
three  or  four  cups  daily,  then  be  forced  to  give 
him  a sleeping  tablet  at  night  to  counteract  the 
effect  of  the  caffeine. 

A patient  whose  intestinal  tract  has  been  ac- 
customed to  cathartics,  or  who  was  insufficiently 
cleaned  out  before  operation,  may  develop  a fecal 
impaction.  This  is  particularly  true  of  the  elderly 
patient.  Frequent,  small,  loose  stools  with  com- 
plaint of  pressure  in  the  rectum,  should  arouse 
the  surgeon’s  suspicion.  A gloved  finger  in  the 
rectum  will  verify  the  suspicion. 

The  impaction  should  be  broken  up  gently,  a 
retention  enema  of  olive  oil  left  in  for  six  to 
eight  hours,  followed  by  a soapsuds  enema,  or 
possibly  a dose  of  castor  oil. 

As  soon  as  possible  the  patient  should  begin 
to  take  graduated  exercises  in  bed.  As  soon  as 
he  is  on  the  floor,  he  should  stand,  holding  to  the 
foot  of  the  bed,  while  he  tiptoes  as  many  times 
as  he  can.  Each  day  he  should  add  one  more  time 
until  he  tiptoes  from  75  to  100  times  morning 
and  night.  This  exercise  will  prevent  most  of  the 
arch  strain  of  which  so  many  patients  complain, 
after  an  operation. 

Regarding  the  length  of  time  a patient  should 
remain  in  bed  following  an  operation,  there  is 
much  difference  of  opinion.  The  nature  of  the 
operation  and  the  condition  of  the  patient,  are 
the  main  factors  in  helping  decide  this  matter. 
More  will  be  lost  than  gained  by  getting  a patient 
out  of  bed  too  soon.  For  the  patient’s  sake,  it  is 
better  to  be  conservative. 

Among  the  more  frequent  complications  are 
cystitis,  pyelitis  and  phlebitis.  Cystitis  is  usually 
due  to  overdistension,  residual  urine,  recurrence 
of  an  old  condition,  or  occasionally,  faulty  cath- 
eterization. Pyelitis  is  most  frequently  the  re- 
currence of  an  old  condition,  but  may  develop 
from  a focus  of  infection  elsewhere. 

Nonsuppurative  phlebitis  is  the  most  dis- 
couraging complication  that  annoys  a surgeon, 
humbling  his  pride  just  when  he  is  congratulat- 
ing himself  on  his  skill.  Most  of  our  patients  in 
whom  this  has  occurred  give  a family  history  of 
several  cases  of  phlebitis  in  parents,  grandparents, 
or  aunts  and  uncles.  Every  surgical  patient  is 
asked  whether  any  relative  has  had  milk-leg. 
Forewarned  is  forearmed. 

Every  patient  who  gives  a positive  history,  or 
is  in  a weakened  condition,  has  his  legs  elevated 
above  the  level  of  his  hips.  Several  times  a day, 
the  nurse  raises  them  to  the  perpendicular  posi- 
tion for  a moment.  He  is  also  given  carbon  diox- 
ide and  oxygen  inhalations,  and  required  to  be 
generally  active. 

After  leaving  the  hospital,  it  is  of  the  greatest 
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importance  that  the  patient  should  return  to  his 
accustomed  routine  life  gradually.  When  he 
leaves  the  hospital  he  has  been  started,  but  only 
started,  on  the  road  to  recovery.  He  needs  to  be 
supervised  carefully  as  to  his  exercise,  diet,  re- 
turn to  work,  and  the  amount  and  kind  of  work 
advisable  for  him  to  undertake. 

The  surgeon  should  see  the  patient  at  inter- 
vals for  a year.  The  family  physician  should 
keep  close  supervision  over  him  and  see  that  he 
carries  out  the  surgeon’s  instructions. 

No  operation  is  a success  until  the  patient  is 
returned  to  his  accustomed  mode  of  life  in  the 
best  possible  physical  and  mental  condition. 

316  Michigan  Street. 
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DISCUSSION 

Theodore  C.  Kiess,  M.D.,  Toledo,  Ohio:  I am  in 
full  accord  with  Dr.  Reams’  statement  that  the 
degree  of  success  in  the  postoperative  care  de- 
pends largely  on  close  attention  to  details,  many 
of  which  Dr.  Reams  has  so  well  commented  upon 
in  his  paper. 

In  no  phase  of  surgery  do  the  requirements  of 
patients  become  more  individualized  than  in  the 
postoperative  care.  Of  the  many  helpful  points 
brought  out  in  Dr.  Reams’  paper  I have  elected 
to  limit  my  discussion  to  a few  of  the  more  im- 
portant ones.  Pre  and  postoperative  assurance 
to  secure  a good  mental  attitude  on  the  part  of 
the  patient  is  a real  factor  in  the  course  of  re- 
covery. The  customary  procedure  of  having  a 
patient  enter  a hospital  the  evening  before  an 
elective  major  operation  is  faulty.  The  only  way 
to  safeguard  the  life  of  a patient  requires  proper 
physical  and  mental  preparation  for  an  operation. 
The  surgeon  should  assure  the  patient  of  the  out- 
come and  explain  the  necessity  for  entering  the 
hospital  at  least  48  hours  before  the  operation. 

In  the  light  of  the  work  of  Dr.  Coller  and  his 


colleagues  of  Ann  Arbor  and  Dr.  Fantus  of  Chi- 
cago and  the  application  of  those  principles  in  my 
own  practice,  I consider  the  subject  of  water  bal- 
ance of  prime  importance.  Excepting  in  emer- 
gencies, hypohydrated  and  salt-starved  patients 
should  not  be  operated  upon.  A rule  I have  found 
very  helpful  in  elective  cases  requires  a urine  out- 
put of  1500  cc.  during  the  24  hours  preceding  the 
operation  and  that  this  urine  contain  at  least  0.5 
per  cent  of  chloride.  Patients  who  cannot  be  pre- 
pared in  this  way  receive  special  care  during  and 
immediately  after  the  operation.  The  very  sick 
patient  cannot  eliminate  fluid  freely;  the  sicker 
he  is,  the  less  he  eliminates.  Therefore,  in  giving 
fluid  intravenously  or  by  hypodermoclysis  care 
must  be  taken  not  to  give  them  beyond  the  point 
of  immediate  body  requirement  as  additional 
amounts  may  prove  harmful.  A balance  sheet 
established  to  record  the  amount  of  fluid  ad- 
ministered and  the  amount  of  urine  eliminated 
warns  the  attending  physician  of  approaching 
danger.  The  whole  subject  of  water  balance 
forms  an  important  part  of  preoperative  and 
postoperative  care.  Its  skillful  handling  with  due 
consideration  to  both  the  amount  and  the  kind  of 
fluid  will  yield  gratifying  results.  Dr.  Reams 
commented  on  the  idiosyncrasy  of  certain  pa- 
tients to  morphine.  We  have  found  that  pantopon 
in  1/3  gr.  doses  has  proved  a good  substitute  in 
many  of  these  cases. 

The  question  of  medical  consultation  by  a com- 
petent internist  is  important  in  all  major  surgical 
cases;  especially  in  those  patients  in  whom  sup- 
portive medical  therapy  is  needed. 

A paralysis  of  the  bowel  in  a minor  degree 
may  be  expected  after  every  abdominal  operation, 
and  occasionally  following  other  types  of  surgery 
in  which  a general  anesthetic  is  used,  so  also 
varying  degree  of  flatulency  will  be  encountered. 
However,  to  overcome  the  further  tendency  to- 
wards flatulency  in  the  administration  of  5 per 
cent  of  glucose  solution  and  physiologic  salt 
solution,  insulin  is  given.  For  every  liter  of  5 
per  cent  glucose  solution,  15  units  of  insulin  are 
given  hypodermatically  immediately  preceding 
or  during  the  administration.  The  tendency  to 
force  water  by  mouth  within  a day  or  two  after 
operation  is  a universal  fault  and  is  especially 
harmful  in  those  patients  who  suffer  from  tym- 
panites. In  all  who  vomit  incessantly  we  have 
employed  gastric  lavage  and,  if  vomiting  be- 
comes intractable,  have  used  it  repeatedly  with 
good  results.  If  the  vomiting  is  associated  with 
distention  or  paralytic  ileus  it  may  be  wise  to 
leave  two  or  three  ounces  of  milk  of  magnesia  in 
the  stomach  upon  completion  of  the  lavage. 

Because  of  rectal  discomfort  from  frequent 
enemas  we  have  avoided  them  as  much  as  pos- 
sible in  our  routine  care.  If,  however,  we  were 
dealing  with  a badly  distended  bowel  or  a par- 
alytic bowel  rectal  lavage  as  introduced  by  John 
Sampson  and  combined  with  hypodermic  ad- 
ministration of  eserin  gr.  1/60  (or  prostigmin  1 
amp.)  has  proved  most  efficient. 

It  is  advisable  for  the  surgeon  to  keep  his 
patients  under  observation  having  them  report  to 
his  office  occasionally  for  at  least  a year  after  a 
major  surgical  procedure.  Only  through  adequate 
follow-up  can  he  know  the  outcome  of  his  therapy. 
Furthermore,  this  type  of  care  makes  it  possible 
for  him  to  control  to  some  degree  the  patient’s 
activities  and  in  general  obtain  more  satisfactory 
end-results. 
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THE  use  of  cod  liver  oil  by  humans  is  a very 
old  practice,  but  only  recently  has  much 
attention  been  given  to  the  vitamin  content 
and  to  the  inorganic  constituents  of  foods  or 
medicaments.  Such  study  has  found  its  way  into 
commercial  advertising  in  lay  as  well  as  medical 
journals,  until  the  general  public  today  feel  that 
viosterol  (or  similar  preparations),  calcium,  and 
phosphorus  other  than  that  obtained  in  a normal 
diet  are  essential  for  all  children,  and  all  preg- 
nant women,  with  the  result  that  much  viosterol  is 
being  purchased  and  used  by  the  laity  without 
medical  advice  or  supervision. 

As  so  frequently  happens  when  a new  theory 
or  idea  is  advanced,  the  American  people  become 
overenthusiastic  and  overconfident  with  the  end 
result  that  a general  retrogression  occurs,  but 
too  frequently,  not  until  considerable  harm  or 
damage  has  been  done.  This  we  hope  will  not 
be  true  with  the  use  of  viosterol  and  calcium  even 
with  the  recognized  average  dosage. 

We  feel  that  calcium  is  essentially  necessary 
in  pregnancy,  but  there  seems  to  be  some  factor 
or  factors  when  viosterol  is  used  with  it  which 
renders  it  either  more  assimilable,  its  retention 
and  deposition  more  pronounced,  or  which  pro- 
duces an  irregular  mobilization,  regardless  of 
whether  the  calcium  is  given  as  inorganic  ad- 
juncts or  by  its  ingestion  in  foods. 

Many  metabolic  and  endocrine  changes  occur 
during  pregnancy  especially  in  mineral  metabo- 
lism, however  two  grams  of  calcium  per  day 
seems  to  be  a safe  satisfactory  amount  for  a 
normal  pregnant  woman.  What  happens  when 
the  blood  calcium  concentration  is  increased  or 
mobilized  by  vitamin  D or  viosterol?  Vitamin  D 
controls  the  calcium  and  phosphorus  metabolism 
but  what  does  irradiation  do  to  ergosterol  other 
than  produce  an  antirachitic  and  a calcification 
factor?  Are  the  undesirable  factors  removed  as 
Sperti  claims  by  eliminating  the  short  wave 
lengths  when  irradiating? 

We  shall  not  attempt  here  to  answer  these  ques- 
tions. We  wish,  however,  to  report  some  prac- 
tical obstetrical  observations  made  during  the 
past  ten  years.  We  have  during  this  time  been 
giving  our  obstetrical  patients,  except  when  con- 
traindicated, five  drops  of  acterol  (later  viosterol) 
three  times  a day  for  two  weeks,  then  five  grains 
of  calcium  three  times  a day  for  two  weeks, 
alternating  thus  every  two  weeks  throughout  the 
pregnancy.  Soon  we  began  to  notice  calcified 
areas  in  the  placentae  and  a decrease  in  size  of 

Read  before  the  Section  on  Obstetrics  and  Gynecology, 
Ohio  State  Medical  Association,  91st  Annual  Meeting,  Day- 
ton,  Ohio,  April  28  and  29,  1937, 


the  fontanels  with  fusion  of  the  cranial  sutures 
which  could  be  shown  by  the  X-ray  before  de- 
livery. This  was  easily  demonstrated  after  de- 
livery with  consequent  less  moulding  of  the  fetal 
head,  and  an  increase  in  the  length  of  labors. 
We  found  marked  calcification  in  the  kidneys  of 


three  stillborn  infants  without  any  other  apparent 
etiology.  Dr.  Robert  A.  Moore  of  the  Depart- 
ment of  Pathology  at  Cornell  University  Medical 
School  reports  calcification  in  the  kidneys  of  two 
premature  syphilitic  infants  who  were  given  mer- 
cury and  viosterol  with  dosage  such  that  neither 
alone  should  have  caused  calcification,  and  he  be- 
lieves that  this  combination  theory  is  to  be 
avoided.  The  president  of  the  State  Association 
of  Veterinarians,  Dr.  J.  W.  Jackman,  reports  that 
vesicle  calculi  in  dogs  has  become  much  more 
common  since  viosterol  has  been  substituted  for 
cod  liver  oil  in  the  feeding  of  puppies,  and  the 
poultry  men  are  preferring  cod  liver  oil  instead 
of  viosterol  in  feeding  chickens. 

We  then  began  the  study  of  a series  of  540 
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Fig.  3.  Slight  diffuse  calcification  of  placenta. 

Group  5.  Same  cod  liver  oil  dosage  as  Group  4, 
with  two-week  rest  periods. 

Group  6.  Normal  regular  habit  diet  with  in- 
structions to  take  plenty  of  fresh  vegetables, 
fruits,  and  milk. 

We  are  now  using  some  of  the  dicalcium  prepa- 
rations and  calcium  A which  is  a combination  of 
calcium  and  vitamins  but  as  yet  cannot  report  on 
these  cases. 


Fig.  2.  Slight  calcification  of  placenta. 

(this  number  has  been  added  to  during  our  study, 
with  same  findings)  obstetrical  cases  divided 
equally  as  follows: 

1.  Those  receiving  calcium  and  viosterol. 

2.  Those  receiving  calcium  alone. 

3.  Those  receiving  viosterol  alone. 

4.  Those  receiving  calcium  and  cod  liver  oil. 

5.  Those  receiving  cod  liver  oil  alone. 

6.  Those  receiving  none  of  the  above  except  as 
furnished  by  a normal  diet. 


Group 

Medication 

No.  of 
Cases 

Placental 

Calcification 

Fontanelle 

Closures 

Calcification 
in  Kidney 

i 

Calcium  & 
Viosterol 

90 

Extensive 

Marked 

Marked 

2 

Calcium 

90 

None 

Slight 

None 

3 

Viosterol 

90 

Moderate  to 
Marked 

Moderate 

None 

4 

Calcium  & 
C.  L.  O. 

90 

Slight 

Moderate 

None 

5 

C.  L.  0. 

90 

Very  Slight 

Slight 

None 

6 

None 

90 

Very  Slight 
2 cases  of 
Lues 

None 

None 

DOSAGES  GIVEN  EACH  GROUP 

Group  1.  Viosterol  five  drops  tid  for  two 
weeks,  calcium  lactate  five  grains  tid  for  two 
weeks  and  alternating  every  two  weeks  through- 
out the  pregnancy,  starting  between  the  second 
and  third  month. 

Group  2.  Same  calcium  dosage  as  Group  1,  but 
a two-week  rest  period  between  each  two  weeks 
treatment  period. 

Group  3.  Same  as  Group  2,  using  viosterol  five 
drops  tid  instead  of  calcium. 

Group  4.  Same  calcium  dosage  as  Group  1,  sub- 
stituting cod  liver  oil  one  teaspoonful  tid  for 
viosterol. 


Fig.  4.  Moderate  calcification  of  placenta. 

GROUP  1 

This  group  of  ninety  cases  received  viosterol 
in  a dosage  of  five  drops  three  times  a day  for 
two  weeks,  then  calcium  lactate  in  a dosage  of 
five  grains  three  times  a day  for  the  next  two 
weeks  (discontinuing  the  viosterol)  and  repeating 
this  alternate  dosage  throughout  pregnancy  be- 
ginning with  the  second  or  third  month  of  preg- 
nancy. 

The  placentae  of  this  gi-oup  showed  definite 
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calcification  beyond  normal  expectations  or  ex- 
perience. One  case  was  so  extensive  that  the 
calcification  extended  into  the  uterine  wall,  and 
only  with  considerable  difficulty  was  the  placentae 
manually  separated,  followed  by  a moderate  post- 
partum hemorrhage,  very  poor  retraction  and 


Fig.  5.  Moderate  solitary  calcification  of  placenta. 


slow  involution.  The  definite  kidney  calcification 
cases  were  in  this  group.  Microscopic  sections 
of  the  placentae  could  be  classified  by  the  labora- 
tory without  any  information  as  to  which  group 
the  slides  were  made  from,  except  occasionally 
a Group  3 slide  would  be  classed  as  a Group  1. 
The  fetal  heads  were  less  moulded,  fontanels  more 
nearly  closed,  suture  lines  less  distinct,  and  a 
general  appearance  of  ossification  or  postmaturity 
was  noted,  with  the  labors  prolonged. 

GROUP  2 

This  second  group  of  90  cases  received  calcium 
lactate  in  a dosage  of  five  grains  three  times  a 
day  for  two  weeks  followed  by  two  weeks  with- 
out medication  and  alternating  thus  throughout 
pregnancy  beginning  with  the  second  or  third 
month  of  pregnancy. 

The  placentae  of  this  group  did  not  show  any 
calcification  beyond  normal  expectations,  fetal 
heads  were  moulded,  fontanels  were  open,  and 
suture  lines  were  distinct. 

GROUP  3 

This  third  group  of  90  cases  received  viosterol 
in  a dosage  of  five  drops  three  times  a day  for 
two  weeks,  followed  by  two  weeks  without  medi- 
cation and  alternating  thus  throughout  pregnancy 
beginning  with  the  second  or  third  month  of 
pregnancy. 

The  placentae  of  this  group  showed  definite 
areas  of  calcification  beyond  normal  expectations 
or  experience  but  in  a lessened  degree  than 
Group  1,  and  it  was  not  always  possible  to  classify 


this  group  by  laboratory  findings  alone;  how- 
ever the  laboratory  examination  would  always 
classify  them  as  either  a Group  3 or  a Group  1. 

GROUP  4 

This  fourth  group  of  90  cases  received  cod 
liver  oil  in  a dosage  of  one  teaspoonful  three 
times  a day  for  two  weeks,  then  calcium  lactate 
in  a dosage  of  five  grains  three  times  a day  for 
the  next  two  weeks  (discontinuing  the  cod  liver 
oil ) and  repeating  this  alternate  dosage  through- 
out pregnancy  starting  at  the  second  or  third 
month  of  pregnancy. 

The  placentae  of  this  group  did  not  show  any 
extensive  calcification  as  seen  in  Group  1,  or 
Group  3,  except  in  1.11  per  cent  of  the  cases  and 
this  one  case  would  usually  be  classified  in 
Group  3.  Moulding  of  the  fetal  heads  were 
normal,  fontanels  were  open  and  sutures  not 
fused. 

GROUP  5 

This  fifth  group  of  90  cases  received  cod  liver 
oil  in  a dosage  of  one  teaspoonful  three  times  a 
day  for  two  weeks  followed  by  two  weeks  without 
medication  and  alternating  thus  throughout  preg- 
nancy, beginning  with  the  second  or  third  month 
of  pregnancy. 

The  placentae  of  this  group  did  not  show  any 
marked  calcification  as  seen  in  Group  1,  except  in 
2.22  per  cent  of  the  cases  but  in  these  two  cases 
the  calcification  was  not  extensive  enough  to 
permit  a classification  into  groups  without  the 
history  and  the  general  appearance  simulated 


Fig:.  6.  Moderate  to  marked  calcification  of  placenta. 


Group  4 or  Group  6.  Normal  moulding  was  pres- 
ent, fontanels  were  open  and  the  labors  were 
not  prolonged. 

GROUP  6 

This  sixth  group  of  90  cases  did  not  receive 
any  calcium  or  vitamins  except  that  as  furnished 
by  a normal  diet. 
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The  placentae  of  this  group  did  not  show  any 
calcification  beyond  normal  expectations,  except 
in  3.33  per  cent  of  the  cases,  and  2.22  per  cent 
of  these  cases  showing  calcification  were  cases 
of  lues,  the  mothers  having  had  anti-luetic  treat- 
ment during  the  pregnancy.  The  classification 


Fig.  7.  Marked  diffuse  calcification  of  placenta. 


into  groups  of  this  3.33  per  cent  was  not  possible 
without  the  case  history  as  the  calcification  was 
not  sufficient  to  classify,  they  simulating  Group  3 
more  than  Group  1. 

SUMMARY 

1.  Some  obstetrical  patients  need  calcium  and 
vitamins  other  than  that  furnished  by  a normal 
diet. 

2.  Viosterol  causes  definite  calcification  in  the 
placenta,  which  is  greatly  increased  by  the  in- 
gestion of  calcium. 

3.  Viosterol  may  cause  calcification  in  the  kid- 
neys of  the  newborn. 

4.  Cod  liver  oil  seems  preferable  to  viosterol 
or  irradiated  ergosterol. 

5.  Natural  vitamins  when  indicated  seem  pre- 
ferable to  synthetic. 

6.  It  is  just  as  important  in  treating  a pa- 
tient not  to  produce  by  overtreatment  a more 
serious  condition  than  the  condition  originally 
treated. 

7.  Considerable  more  research  work  is  ad- 
visable before  we  continue  the  promiscuous  use 
of  viosterol. 

I wish  to  thank  all  those  physicians  who  have 
cooperated  and  helped  in  securing  the  above  data. 

683  East  Broad  Street. 

DISCUSSION 

L.  E.  Leavenworth,  M.D.,  Canton.  Ohio:  In  dis- 
cussing Dr.  Brehm’s  paper  we  first  of  all  wish 
to  compliment  him  on  having  completed  an  orig- 
inal piece  of  work  on  the  effects  of  vitamin  D and 
calcium  therapy  during  pregnancy.  We  have  been 


using  calcium  in  some  cases  for  over  fifteen  years, 
and  vitamin  D in  some  form,  either  with  or  with- 
out calcium,  for  seven  or  eight  years  and  have 
been  impressed  by  the  marked  benefits  resulting 
from  such  therapy.  For  several  years  we  used 
dicalcium  phosphate  with  viosterol  routinely,  for 
the  last  four  or  five  months  of  pregnancy.  At 
the  present  time  we  are  giving  a capsule  contain- 
ing five  grains  of  dicalcium  phosphate,  five  grains 
of  reduced  iron,  Vs  grain  copper  sulphate,  1950 
units  of  vitamin  A,  195  units  of  vitamin  D in 
oil,  two  or  three  times  daily  for  the  last  four  or 
five  months  of  pregnancy.  In  some  cases  we  give 
additional  vitamin  therapy  in  the  forms  of  A B D 
capsules.  Our  reasons  for  combining  this  medi- 
cation in  one  capsule  is  to  avoid  multiplicity  of 
doses  of  medicine.  It  is  more  economical  for  the 
patient,  treatment  is  made  more  simple,  and 
therefore  is  carried  out  more  effectively. 

Anemia  of  pregnancy  does  not  come  within  the 
scope  of  this  discussion,  but  a careful  study  over 
a period  of  four  years  has  shown  this  condition 
to  be  very  common.  Therefore  we  have  combined 
the  reduced  iron  with  our  calcium  and  vitamin  D 
medication  as  a routine  procedure.  We  have  not 
found  it  practicable  to  give  cod  liver  oil  because 
of  the  disturbance  in  digestion.  We  have  used 
cod  liver  oil  concentrate  in  many  cases.  We  pre- 
fer to  use  natural  vitamins  instead  of  synthetics. 
The  results  of  Dr.  Brehm’s  investigation  show 
that  he  has  seen  apparent  harmful  results  from 
giving  viosterol  or  irradiated  ergosterol  either 
with  or  without  calcium.  Clinically,  we  have  not 
observed  any  harmful  results  from  giving  average 
doses  of  viosterol.  A search  of  the  literature 
does  not  give  any  data  on  this  therapy  during 
pregnancy  with  a check  similar  to  that  which  has 
been  made  by  Dr.  Brehm. 

In  a study  of  calcium  and  phosphorus  entitled 
“Six  Years  Clinical  Experience  With  Viosterol 
In  The  Treatment  of  Rickets  and  Tetany  and 


Fig.  8.  Very  marked  calcification  of  placenta. 


Allied  Diseases”  we  find  information  that  may 
be  of  some  value.  From  this  monograph  by  David 
H.  Shelling,  M.D.,  and  Katherine  B.  Hopper,  M.A., 
of  Department  of  Pediatrics  of  Johns  Hopkins 
Hospital  we  quote  as  follows: 

“In  our  six  years  experience  with  standardized 
viosterol  in  several  hundred  children  we  have  not 
seen  a single  case  in  which  clinical  manifestations 
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of  overdosage  were  present.  We  were  able  to  ex- 
amine the  tissues  of  twenty-seven  children.  They 
died  from  a variety  of  diseases.  In  none  of 
these  cases  was  there  evidence  of  tissue  damage 
which  might  have  been  attributed  to  viosterol 
therapy.” 

However,  in  the  light  of  Dr.  Brehm’s  investiga- 
tion it  may  be  that  the  metabolism  of  pregnancy 
is  such  as  to  make  viosterol  therapy  more  haz- 
ardous, and  in  view  of  his  findings  it  would  seem 
safer  to  use  natural  vitamins.  The  finding  of 
calcium  in  the  kidneys  of  three  babies  surely 
merits  further  investigation.  Calcium  deposits  in 
the  placenta  are  so  common  due  to  other  causes 
that  we  do  not  feel  that  these  findings  are  very 
significant. 

To  quote  from  Standee’s  Williams  just  pub- 
lished: 

“Small  calcareous  nodules  sometimes  in  the 
form  of  flat  plaques  are  frequently  observed  on 
the  maternal  surface  of  the  placenta.  When 
the  widely  spread  occurrence  of  degenerative 
changes  in  the  placenta  is  remembered  it  should 
be  a matter  of  surprise,  not  that  calcification  is 
occasionally  met  with,  but  rather  that  it  is  not 
noted  in  almost  every  placenta.” 

In  our  personal  experience  we  feel  that  the  in- 
cidence of  calcium  in  the  placenta  has  not  been 
increased  under  calcium  and  viosterol  therapy. 

Regarding  the  excessive  hardening  of  the  foetal 
skull,  we  are  inclined  to  disagree  with  Dr.  Brehm’s 
conclusions.  We  have  observed  that  we  do  not 
have  as  many  soft  heads  and  wide  open  fon- 
tanelles.  This  we  feel  is  a definite  improvement 
both  in  the  development  of  the  baby  and  in  the 
protection  of  undue  pressure  on  a soft  head  dur- 
ing labor.  We  have  not  felt  that  there  has  been 
any  great  increase  in  length  of  labor  or  more 
difficult  labors. 

In  conclusion,  we  feel  that  there  is  marked 
benefit  from  calcium  and  vitamin  D therapy  dur- 
ing pregnancy.  That  while  it  is  wise  to  avoid 
any  possible  hazards  due  to  such  medication; 
that  from  clinical  experience  the  benefits  far  out- 
weigh any  possible  disadvantages. 

We  would  list  these  benefits  as  follows: 

For  the  mother: 

1.  It  prevents  lowering  of  blood  calcium  and 
therefore  lessens  the  incidence  of  postpartum 
bleeding. 

2.  It  protects  the  mother’s  teeth. 

3.  By  keeping  the  calcium  and  phosphorus 
metabolism  up  to  normal  it  helps  the  general 
health  and  resistance  of  the  mother.  It  helps  the 
muscle  tone. 

For  the  baby: 

1.  It  helps  skeletal  and  muscle  growth,  re- 
sulting in  a stronger  and  more  vigorous  child. 

2.  It  prevent  rickets  and  similar  diseases  due 
to  calcium  deficiency. 

3.  It  helps  dentition  in  the  new  born  child. 

4.  It  helps  to  prevent  tetany  in  the  new  born 
due  to  calcium  deficiency. 

The  Leslie  Dana  Gold  Medal,  awarded  annually 
for  outstanding  achievements  in  the  prevention 
of  blindness  and  the  conservation  of  vision,  was 
awarded  to  Mrs.  Winifred  Hathaway,  associate 
director  of  the  National  Society  for  the  Pre- 
vention of  Blindness,  at  a luncheon  meeting  of 
the  Association  for  Research  in  Ophthalmology 
at  Atlantic  City,  June  8. 


Leukopenia  and  Asthenia 

The  propriety  of  listing  leukopenia  among  the 
causes  of  asthenia  may  be  questioned.  Our  reason 
for  so  doing  is  that  we  have  seen  some  cases  of 
leukopenia  in  middle-aged  women,  associated  with 
marked  weakness  as  the  chief  complaint,  that 
have  later  terminated  in  fatal  agranulocystosis. 
For  this  reason  we  believe  a routine  white  cell 
count  is  advisable  in  all  women  of  this  age  with 
asthenia,  especially  in  patients  on  whom  surgery 
is  contemplated.  Tuberculosis,  sometimes  an  ob- 
scure cause  of  asthenia,  is  often  accompanied  by 
leukopenia.  Among  causes  of  leukopenia,  we 
have  prolonged  exposure  to  roentgen  ray  and 
radium,  and  poisoning  by  many  medicinal  agents 
as  lead,  mercury,  arsenic,  the  arsphenamines, 
morphine,  heroin,  chloral,  cocaine  ether,  alcohol, 
benzol,  acetanilid,  aminopyrine  alone  or  with 
barbitals,  and  dinitrophenol.  Aminopyrine  and 
dinitrophenol,  more  than  any  other  substances 
mentioned,  have  been  found  responsible  for  many 
cases  of  agranulocytosis  reported  in  recent 
literature,  and  for  this  reason  should  be  avoided. 
The  barbitals  (unless  combined  with  aminopy- 
rine) have  been  exonerated  as  a cause  of  this 
disease.  Various  infections  are  etiologic  factors 
in  producing  agranulocytosis.  The  leukopoietic 
part  of  bone  marrow  is  very  susceptible  to  the 
action  of  toxins,  chemical  or  bacterial,  and  de- 
velopment of  leukocytes  is  inhibited  by  them. — 
Kenelm  Winslow,  M.D.,  Seattle,  Wash.;  North- 
west Medicine,  36:6;  June,  1937. 


Negative  Tuberculin  Reactors 

We  observe  that  a negative  tuberculin  reactor 
is  not  necessarily  free  from  tuberculous  infection 
or  disease;  that  he  may  be  harboring  tubercle 
bacilli  within  his  body  although  he  may  not  yet 
be  producing  antibodies  or  defensive  agencies. 
On  the  other  hand,  he  may  have  tuberculo-pro- 
tein  present  to  the  degree  where  he  will  no  longer 
react  to  the  tuberculin  application.  It  must  be 
admitted,  of  course,  that  he  may  in  reality  be 
free  from  infection  and  from  the  disease,  but  if 
once  exposed  even  though  the  Mantoux  be  nega- 
tive, it  is  evident  that  he  should  be  periodically 
examined  and  close  attention  given  to  his  be- 
havior from  time  to  time.  We  now  know  from 
long  observation  that  many  of  the  negative  re- 
actors are  negative  today  and  probably  positive 
tomorrow.  The  vice  is  that  these  negative  re- 
actors are,  all  of  them,  immediately  forgotten  and 
attention  focused  only  on  the  positive.  It  is  for 
this  reason  we  have  always  laid  great  stress  on 
the  correct  technique  to  be  followed  in  the  ad- 
ministration of  the  Mantoux  to  assure  the  intro- 
duction of  the  tuberculin  centrifugally,  intra- 
dermally  and  not  subcutaneously. — John  Ritter, 
M.D.,  Miami,  Fla.;  111.  Med.  Jour.  71:4,  April, 
1937. 
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IT  IS  a little  over  a decade  since  Minot  and 
Murphy  published  their  work  on  the  use  of 
liver  in  the  treatment  of  pernicious  anemia. 
Since  then,  each  year  finds  an  increasing  number 
of  conditions  in  which  the  treatment  with  liver 
has  been  used.  Not  only  all  kinds  of  affections 
of  the  blood  and  the  various  avitaminosis,  but 
such  widely  unrelated  diseases  as  tuberculosis, 
asthma,  tetanus,  all  kinds  of  skin  diseases,  neuro- 
logical conditions,  and  so  many  others  that  liver 
seems  to  be  regarded  as  a panacea  for  all  kinds 
of  ailments. 

That  liver  should  be  of  value  in  the  treatment 
of  edemas,  especially  those  associated  with  some 
degree  of  liver  damage,  seems  logical  when  we 
consider  the  close  relationship  of  the  liver  and 
kidneys  with  the  excretion  of  urine.  As  long 
ago  as  1915,  Whipple  and  Speed  noted  a marked 
decrease  in  the  output  of  phthalein  in  the  urine  of 
animals  whose  livers  had  been  damaged  by  such 
specific  liver  poisons  as  chloroform  or  chloral. 
Mann  found  in  animals  whose  livers  had  been  re- 
moved, there  was  a complete  suppression  of  urine. 
Clinically  we  know  that  many  choleretics  also  act 
as  a diuretic — the  oldest  example  being  mercury, 
and  today  the  best  choleretic,  sodium  decholin, 
is  also  a very  good  diuretic.  That  certain  patho- 
logical changes  in  the  liver  bear  a peculiar  rela- 
tionship to  certain  pathological  changes  in  the 
kidney,  has  been  known  for  some  time. 

In  the  last  few  years  there  has  been  a great 
deal  written  about  these  changes,  which  are  de- 
scribed under  the  term  hepato-renal  syndrome. 
A milder  form  of  this  condition  has  also  been  de- 
scribed under  the  name  of  hepato-renal  hyposthe- 
nuria. This  is  characterized  by  the  following; 

(1)  A diminished  output  of  urine,  not  over 
one  liter  in  24  hours. 

(2)  A specific  gravity  of  not  more  than  1015. 

(3)  N.  P.  N.  of  the  blood  is  normal. 

(4)  There  is  no  secondary  anemia. 

(5)  No  increase  of  the  blood  pressure. 

Just  what  is  the  relationship  between  the  liver 
and  the  kidneys  in  their  action  on  urinary  secre- 
tions is  not  definitely  known.  There  are  many 
theories,  and  it  may  well  be  that  there  are  several 
factors  at  work.  One  theory  is  that  the  liver 
secretes  a hormone  that  stimulates  the  kidneys, 
and  Vollard  takes  this  view  and  calls  the  liver 
a pre-kidney.  Nonnenbruck  believes  that  it  is 
the  formation  of  urea  by  the  liver  that  produces 
diuresis.  H.  Meirer,  as  a result  of  some  experi- 
ments on  frogs,  states  that  the  action  of  liver  on 
diuresis  is  not  due  to  an  increase  of  urea  or  sugar 
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in  the  blood.  If  a small  part  of  the  liver  remains, 
the  injection  of  liver  will  still  act  as  a diuretic. 
Meirer  believes  that  liver  injected  acts  as  a di- 
rect stimulus  to  the  excretory  cells  of  the  liver. 
This  is  also  the  view  held  by  Sheinberg.  Be  this 
as  it  may,  the  fact  remains  that  there  is  prac- 
tically nothing  in  the  literature  about  the  use  of 
liver  as  a diuretic,  except  in  cases  of  pernicious 
anemia. 

R.  Bauer  reports  on  the  parenteral  use  of  liver 
in  certain  cases  of  coma  due  to  liver  insufficiency. 
He  also  reports  a case  of  a man  86  years  old  with 
myocarditis,  suburemia  and  myocardial  failure 
with  edema.  This  patient  lived  for  a year,  during 
which  time  the  use  of  liver  produced  a marked  im- 
provement in  his  general  condition.  Bauer  states 
that  the  beneficial  effect  of  liver  in  such  cases  is 
difficult  to  explain. 

Ruskin  says  the  administration  of  liver  in  ne- 
phrosis and  uremia  has  not  been  successful.  But 
the  rapid  beneficial  effect  of  liver  in  non-nephritic 
uremia  makes  a fermentation  hormone  action  all 
the  more  likely  as  most  of  their  patients  were  not 
anemic. 

A.  Schrumpf  reports  a case  of  liver  insufficiency 
with  edema.  A 39  year  old  woman  with  edema  of 
both  legs,  benefited  by  liver  therapy  by  mouth. 
There  was  increased  diuresis  following  the  liver 
treatment  while  salyrgan  and  other  diuretics  had 
no  effect. 

Nonnenbruck  reports  several  cases  of  axotemia, 
patients  with  a high,  N.  P.  N.,  but  not  due  to 
uremia,  where  the  injection  of  liver  caused  an  in- 
creased diuresis  with  a lowering  of  the  blood  ni- 
trogen and  a marked  improvement  of  the  clinical 
condition. 

I wish  to  report  two  cases  of  arterio-sclerotic 
heart  disease  associated  with  edema,  where  all  the 
usual  diuretics  failed.  Following  the  parenteral 
use  of  liver,  there  was  a reduction  of  edema  and  a 
general  improvement  in  the  clinical  condition. 

CASE  REPORTS 

A 62  year  old  American  merchant  was  first 
seen  in  1921;  when  he  came  in  as  he  had  been 
refused  life  insurance  on  account  of  finding 
albumen  in  his  urine. 

Patient,  male,  5 feet,  6 inches  in  height,  weight 
160  pounds.  Has  always  been  well.  Habits — 
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smokes  five  or  six  cigars  a day.  Moderate  use  of 
alcohol.  Eyes  show  marked  arcus  senilis — fundi 
shows  no  marked  arterio-sclerotic  changes.  No 
hemorrhages.  Pulse  110-120.  Heart — apex  beat 
visible  and  palpable,  fifth  space,  11  cm  to  left, 
R.  C.  D.  3 x 12,  aorta  8.  First  sound  slightly  im- 
pure at  apex,  no  definite  murmurs.  A2  greater 
than  P2,  and  slightly  accentuated.  No  arrhyth- 
mia. Blood  pressure  140/180.  X-ray  examination 
shows  a dilated  aorta  and  moderate  dilatation  of 
the  heart.  Teleoroentgenogram  shows  transverse 
diameter  of  the  heart  15  cm,  the  normal  for  this 
chest  diameter  should  be  13  cm.  Electrocardio- 
gram shows  left  ventricular  preponderance.  Urine 
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specific  gravity  1015,  slight  trace  of  albumen,  no 
casts;  24  hours  amount  2400  cc.  Phthalein  test 
40  per  cent  in  first  half  hour,  30  per  cent  in  next 
hour.  Rectal  examination — few  external  hemor- 
rhoids and  enlarged  prostate. 

Patient  remained  well  and  continued  his  work 
for  nine  years.  Then  he  was  referred  by  his 
chiropodist  who  found  one  of  his  toes  was  blue. 
Examination  showed  the  middle  toe  cyanotic  and 
cold,  no  pulsation  in  the  dorsal  pedis  artery.  Pa- 
tient was  kept  in  bed  more  or  less  for  a year  for 
this  condition,  and  made  a complete  recovery.  A 
year  later  he  had  his  prostate  gland  l'emoved,  and 
two  weeks  following  the  operation  he  had  a coro- 
nary occlusion  from  which  he  gradually  recovered. 
Two  years  after  the  coronary  occlusion  he  noticed 
his  ankles  were  swollen  at  night.  The  output  of 
his  urine  was  normal,  specific  gravity  1010,  a 
slight  trace  of  albumen,  no  casts.  Blood  pressure 
120/80,  pulse  90.  Electrocardiogram  showed  coro- 
nary T waves  in  second  and  third  leads.  A six 
foot  film  of  the  chest  showed  the  transverse  di- 
ameter of  the  heart  to  be  16  cm — a 23  per  cent 
enlargement  above  normal. 

There  is  a marked  broadening  of  the  aorta  in- 
dicating atheroma.  X-ray  examination  of  the 
bones  show  a most  advanced  type  of  Paget’s 
disease  with  extensive  rarefaction  of  the  pelvis 
and  dorsal  spine.  Examination  of  the  esophagus 
shows  an  irregular  deformity  involving  the  lower 
third — this  condition  is  due  to  the  varices  of  the 
esophagus.  Blood  examination  E4,  Hg  85  per 


cent,  leucocytes  normal.  Serum  protein  6.5, 
N.P.N.  30  mg.  Under  digitalis  and  ammonium 
chloride  the  edema  became  slightly  less,  but 
never  entirely  disappeared.  In  the  next  two  years 
it  became  gradually  worse,  extending  to  his  knees 
and  never  entirely  disappearing  even  in  the  morn- 
ings. On  December  5,  1935,  he  had  a slight  para- 
lytic stroke  with  involvement  of  his  right  leg, 
arm  and  face. 

A few  weeks  after  his  stroke  he  began  to 
have  severe  headaches,  vertigo,  nausea  and  vom- 
iting. This  was  attributed  to  his  cerebral-arterio- 
sclerosis. The  output  of  his  urine  began  to  de- 
crease in  spite  of  injections  of  mercupurin  and 
ammonium  chloride  by  mouth.  The  blood  pres- 
sure began  to  rise  slowly  from  120-150.  The 
pulse  became  slower  until  it  finally  fell  to  50, 
when  the  digitalis  was  discontinued.  The  N.P.N. 
rose  until  it  reached  55.5.  The  blood  count 
showed  a normal  number  of  reds  and  Hg.  serum 
protein  6.5.  With  the  decreased  output  of  urine, 
it  fell  finally  as  low  as  550  cc.  for  24  hours,  he 
had  almost  continuous  headache  and  nausea  with 
very  restless  nights.  As  all  the  usual  diuretics 
had  failed,  I thought  of  using  liver,  as  the  case 
presented  all  the  symptoms  of  what  is  termed 
hepato-renal  hyposthenuria.  This  was  four 
months  before  Nonnebruck’s  article  appeared  call- 
ing attention  to  the  action  of  liver  as  a diuretic. 

He  was  given  2cc.  of  liver  intramuscularly 
twice  a week.  As  you  may  see  by  the  chart,  the 
response  to  the  liver  was  very  slow  and  gradual, 
but  much  more  striking  than  the  increased  out- 
put of  urine,  was  the  marked  change  in  his  phy- 
sical condition.  He  lost  his  ashy  gray  color,  his 
nausea  disappeared,  and  he  developed  such  a good 
appetite  that  we  had  to  limit  his  eating.  From 
the  time  of  his  first  liver  injection,  no  other  diu- 
retic was  given  except  digitalis,  gr.  1%  a day, 
and  at  no  time  until  his  death,  eight  months 
later,  did  his  output  fall  below  normal.  He 
gradually  improved,  the  edema  finally  disappeared 
except  when  he  was  out  of  bed,  when  there  was 
a slight  amount  around  the  ankles.  In  April  he 
had  improved  so  much  that  he  was  allowed  to  go 
to  Atlantic  City,  accompanied  by  his  wife  and 
a trained  nurse.  He  still  took  his  liver  injec- 
tions twice  a week.  Until  his  death  in  August 
from  pneumonia,  he  felt  comparatively  well,  and 
the  response  to  the  liver  injections  up  to  the  very 
end  were  the  same  as  when  he  began  treatment 
eight  months  previously. 

The  next  case  I will  describe  more  briefly: 

This  was  a woman  65  years  old,  also  with 
arterio-sclerotic  heart  disease.  When  I first  saw 
her,  she  had  edema  of  the  legs  extending  almost 
to  the  knees.  The  heart  was  enlarged  especially 
to  the  left.  Apex  seen  and  felt  in  the  fifth  inter- 
space. No  murmurs.  Pulse  80.  Blood  pressure 
140/80.  Urine,  specific  gravity  1015,  no  albumen, 
no  casts,  24  hour  quantity  averaging  1500  cc. 
Blood  count  normal.  Serum  protein,  6.5  N.P.N. 
25.  Under  digitalis  and  ammonium  chloride,  the 
quantity  of  urine  increased  slightly.  Later  on 
the  output  of  urine  began  to  fall  and  the  edema 
increased.  Two  cc.  of  mercupurin  was  given  in- 
travenously with  a good  response,  the  urine  in- 
creasing within  the  next  24  hours  to  3000  cc.,  but 
fell  again  the  following  day  to  800  cc. 

Sodium  decholin  10  cc.  of  20  per  cent  solution 
was  given  intravenously  with  only  a fair  response. 
A second  injection  of  mercupurin  again  produced 
a satisfactory  diuresis,  but  a week  later  another 
injection  caused  nausea  and  vomiting,  with  no 
increase  in  urine.  Liver  injections  were  then 
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begun,  giving  2 cc.  intramuscularly  twice  a week. 
The  response  was  very  good,  the  output  going 
up  to  2400  cc.,  and  remaining  almost  constant  at 
that  figure.  Two  weeks  later  salyrgan  was  tried, 
but  again  the  patient  became  nauseated  and  vom- 
ited, with  no  increase  of  urine,  and  now  the 
patient  refused  to  take  any  more  injections  of 
mercury.  From  that  time  on  the  patient  received 
no  other  diuretic  except  digitalis,  and  two  injec- 
tions of  liver  twice  a week.  The  output  of  urine 
remained  fixed  at  2400  cc.,  and  the  patient  stated 
she  felt  better,  and  had  a good  appetite,  although 
the  edema  remained  the  same.  This  treatment 
was  continued  for  six  months  when  the  patient 
was  unable  to  come  to  the  office  for  three  weeks 
during  the  flood.  When  she  returned  to  the  office 
after  a three  weeks  absence,  the  edema  had  ex- 
tended to  the  thighs.  The  patient  refused  to  go 
to  a hospital,  and  as  it  was  impossible  for  her  to 
come  to  the  office  in  her  condition,  she  received 
no  more  injections.  Two  weeks  later  she  died. 
Whether  the  rapid  increase  of  her  edema  and  her 
death  were  due  to  the  discontinuance  of  the  liver 
injections,  it  is  impossible  to  say. 

SUMMARY 

Two  cases  of  arterio-sclerotic  heart  disease  with 
edema  are  reported.  Both  cases  x-esponded  with 
an  increased  diuresis  from  the  parenteral  use 
of  liver  after  the  usual  diuretics  had  produced 
no  benefit. 


A NOTE  UPON  CEREBROSPINAL 
FLUID  CHANGES  IN  CASES 
OF  INTRACAINAL  TUMOR 

By  OSCAR  A.  TURNER,  M.D.,  and 
IRVING  M.  LIEBOW,  M.D.,  Cleveland,  Ohio 

AN  analysis  was  made  of  the  changes  in  the 
cerebrospinal  fluid  of  35  consecutive  cases 
of  intracranial  tumor.  Cases  were  chosen 
in  which  the  presence  of  an  intracranial  tumor 
was  verified  either  at  operation  or  at  autopsy 
and  in  which  sufficient  examination  of  the  fluid 
had  been  made  to  permit  analysis.  Cases  in 
which  a positive  Wassermann  reaction  was  ob- 
tained upon  the  spinal  fluid  were  not  included. 
The  35  cases  represent  a total  of  56  examinations 
of  samples  of  cerebrospinal  fluid  and,  although 
the  series  is  small,  the  results  are  reported  since 
it  is  felt  that  a fairly  good  indication  is  ob- 
tained of  what  is  to  be  expected  from  spinal  fluid 
examination  in  respect  to  the  diagnosis  of  intra- 
cranial tumor. 

Thirteen  of  the  35  cases  had  normal  cerebro- 
spinal fluid.  There  were  seven  cases  in  which  the 
only  abnormality  present  was  an  increase  in 
globulin  content  as  measured  by  the  Pandy  re- 
action. The  fifteen  remaining  cases  showed  more 
marked  changes  in  composition.  Eleven  of  these 
15  cases  gave  a positive  Pandy  reaction.  In  gen- 
eral, the  gross  appearance  of  the  fluid  was  not 
significant.  In  two  cases  there  was  gross  blood 
present  and  four  instances  the  fluid  was  cloudy, 
usually  slightly  so.  Xanthochromia  occurred  in 
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only  three  cases.  A clear  colorless  fluid  was  the 
usual  finding.  Eight  cases  gave  cell  counts  which 
were  above  normal.  The  highest  count  obtained, 
in  the  absence  of  erythrocytes,  was  72  cells  per 
cubic  millimeter  and  only  occasionally  were 
granulocytes  evident  in  any  of  the  samples.  In 
two  instances  the  fluid  was  grossly  bloody  and 
in  three  other  cases  there  was  a high  erythrocyte 
count  not  dependent  upon  trauma  at  the  time  of 
removal.  A positive  Pandy  reaction  was  the  most 
constant  finding  and  was  present  in  18  of  the  35 
cases. 

An  attempt  at  correlating  the  type  of  tumor 
with  the  changes  in  the  cerebrospinal  fluid  gave 
no  significant  results,  probably  because  of  the 
small  size  of  the  series.  In  a larger  series,  how- 
ever, the  correlation  has  been  only  suggestive.1 
The  present  study  included  all  of  the  common 
and  several  of  the  less  common  intracranial 
tumors. 

From  the  above  it  can  be  seen  that  the  char- 
acter of  the  cerebrospinal  fluid,  while  often  con- 
sistent with  the  clinical  diagnosis  of  intracranial 
tumor,  is  nevertheless  not  pathogonomic,  fre- 
quently of  no  aid  and  occasionally  misleading. 
This  is  particularly  true  as  far  as  the  individual 
case  is  concerned.  Since  lumbar  puncture  in  the 
presence  of  increased  intracranial  pressure  is  not 
without  danger,  it  would  appear  that  where  an 
intracranial  tumor  is  suspected  this  procedure 
should  be  undertaken  only  when  other  means  of 
diagnosis  have  been  exhausted.  This  conservative 
attitude  is  warranted  in  view  of  the  fact  that  the 
information  obtained  is  frequently  inadequate  to 
permit  the  risk. 

1.  Hare,  C.  C. : The  cerebrospinal  fluid  obtained  by 
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Rabies 

Since  rabies  is  an  all-year  round  disease,  both 
as  to  source  of  infection  from  animals  and  oc- 
currence in  man,  the  importance  of  rigid  enforce- 
ment of  dog-muzzling  laws  and  of  gathering  in 
stray  dogs  at  all  seasons  is  apparent.  When  the 
disease  is  once  established  in  a human  being  it  is 
hopelessly  incurable.  No  method  of  treatment 
has  yet  been  discovered  which,  at  that  stage,  is 
of  the  slightest  avail.  The  only  protection 
against  rabies  lies  in  its  prevention  by  means 
of  the  Pasteur  prophylactic  treatment.  This 
should  be  administered  as  soon  as  possible  after 
a dog  bite,  whether  the  animal  be  merely  sus- 
pected of  being  mad  or  is  known  to  be  so.  For- 
tunately, the  treatment  gives  a practically  100 
per  cent  protection.  Conclusive  evidence  of  its 
efficacy  is  afforded  by  the  fact  that  in  6,156 
cases  treated  at  the  Pasteur  Institute  in  Paris  in 
the  ten-year  period,  1924  to  1933,  only  a single 
death  occurred. — Statistical  Bulletin,  Metropo- 
litan Life  Insurance  Co. 


GASTROINTESTINAL  ALLERGY 

By  I.  M.  HINNANT,  M.D.,  Cleveland,  Ohio 


G ASTRO-INTESTINAL  allergy  as  a symp- 
tom complex  is  probably  the  least  recog- 
nized of  the  many  manifestations  of  al- 
lergy. It  is  intended  in  this  discussion  to  sum- 
marize briefly  a few  points  relative  to  recognition 
and  treatment  of  allergic  gastro-intestinal  dis- 
orders. 

Clinically,  one  recognizes  two  distinct  funda- 
mental characteristics  of  allergy.  The  first  is  the 
hereditary  tendency.  All  workers  in  the  field  of 
allergy  recognize  this  characteristic  feature. 
Bilateral  inheritance  is  commonly  noted  in  the 
young  presenting  clinical  allergic  states.  Posi- 
tive family  history  of  allergy  is  obtained  in  ap- 
proximately 67  per  cent  of  cases  in  which  defi- 
nite allergic  states  exist.  The  second  clinical 
characteristic  is  the  tendency  of  the  allergic  in- 
dividual to  note  various  clinical  manifestations 
of  allergy  in  many  organs.  This  feature  is  well 
illustrated  in  the  child,  who  as  an  infant  has 
colic  and  later  is  followed  by  eczema.  Then  in  a 
few  years  frequent  colds  and  watery  rhinitis 
occur,  which  is  followed  by  hay  fever  and 
asthmatic  tendencies  or  symptoms  reverting  to 
the  gastro-intestinal  or  cerebral  areas.  Such  a 
history  is  frequently  elicited  in  the  allergic  in- 
dividual. 

The  characteristic  pathology  of  any  allergic 
reaction  is  increased  capillary  permeability  with 
fluid  exudation  in  tissues  and  eosinophilia.  The 
second  reaction  noted  in  allergic  phenomena  is 
smooth  muscle  spasm.  Although  varying  de- 
grees of  extent  and  severity  of  these  reactions 
are  noted,  they  constitute  fundamentally  the 
patho-physiologic  processes  observed  in  allergic 
tissues. 

CLINICAL  CHARACTERISTICS 

In  reviewing  histories  of  individuals  definitely 
known  to  have  gastro-intestinal  allergy,  one  is 
impressed  with  occurrence  of  these  symptoms 
early  in  life.  It  is  recognized  that  the  largest 
group  of  patients  have  their  first  clinical  al- 
lergic reactions  in  the  first  decade.  Careful  his- 
tory will  usually  bring  out  facts  of  intestinal  dis- 
orders during  infancy  and  childhood. 

The  second  clinical  characteristic  of  the  pa- 
tient with  gastro-intestinal  allergy  is  the  definite 
variation  in  time  of  onset,  character,  location  and 
duration  of  symptoms.  Although  other  func- 
tional gastro-intestinal  problems  have  to  some 
degree  this  feature,  the  majority  of  gastro-in- 
testinal problems  is  characterized  by  variability 
of  the  above  factors. 

The  third  feature  that  the  examiner  notes  in 
the  histories  of  gastro-intestinal  allergy  prob- 
lems is  the  chronicity  of  symptoms  over  a period, 
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usually  of  years,  without  any  definite  apparent 
detrimental  effects  on  the  patient’s  general 
health.  For  illustration,  a patient  presenting  a 
history  of  intestinal  difficulty  over  a period  of 
only  six  months,  with  loss  of  several  pounds  of 
weight,  despite  present  allergic  manifestations, 
and  a strong  family  history  of  allergy,  should 
not  be  considered  to  be  due  to  allergic  reaction 
until  definitely  established  that  no  other  path- 
ology exists.  On  the  other  hand,  a patient,  who 
for  years  has  suffered  with  chronic  intestinal 
disorder;  has  suggestive  allergic  reactions  of 
respiratory,  cutaneous  or  cerebral  nature;  gives 
a positive  family  history  of  allergy  and  in  whom 
no  evidence  of  any  marked  effects  on  general 
health  can  be  noted,  gastro-intestinal  allergy  is 
to  be  considered  as  the  most  likely  cause  of 
symptoms. 

The  next  impression  to  be  gathered  from  the 
history  of  the  patient  with  gastro-intestinal  al- 
lergy is  the  recurring,  cyclic  character  of  symp- 
toms. Occasionally,  one  notes  a history  of  con- 
stant symptoms  due  to  allergic  factors,  however, 
the  majority  of  patients  suffering  with  gastro- 
intestinal allergy  have  an  accumulative  action  of 
allergens  with  expression  of  symptoms  from 
time  to  time  and  between  attacks  they  are  re- 
latively symptom  free.  Observation  of  recurring, 
cyclic  character  of  symptoms  in  a patient’s  his- 
tory should  lead  one  to  strongly  suspect  an 
allergic  factor.  It  is  true  that  other  functional 
disorders  produce  symptoms  that  tend  to  have  a 
cyclic  character,  but  allergic  reactions  are  pre- 
dominantly expressed  in  this  manner. 

The  last  feature  of  the  history  to  be  observed 
in  reviewing  the  complaints  of  the  patient  with 
gastro-intestinal  allergy  is  the  failure  of  the 
patient  to  respond  to  the  usual  types  of  therapy 
exclusive  of  allergic  management.  The  majority 
of  functional  gastro-intestinal  disorders  are 
treated  with  simple,  smooth,  non-irritating  diets; 
mild  sedation;  judicious  use  of  antispasmodics 
and  careful  measures  of  bowel  elimination.  In- 
stitution of  such  therapy  in  the  average  patient 
should  realize  excellent  clinical  relief,  however, 
the  patient  with  gastro-intestinal  allergy  seldom 
responds  to  such  therapy.  This  failure  is  due 
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primarily  to  incorrect  dietary  management.  Food 
allergens  are  usually  common  foods  of  the  diet 
such  as  wheat,  milk,  eggs,  including  one  or  more 
of  these  as  well  as  other  less  used  foods.  A 
smooth,  simple  diet  incorporates  largely  these 
three  major  foods  as  a basic  diet,  hence  the  diffi- 
culty continues  in  the  subject  with  gastrointesti- 
nal allergy. 

Gastro-intestinal  Allergy  Is  To  Be  Suspected 
When  the  Following  Features  Exist 

1.  When  symptoms  are  those  that  can  be 
caused  by  increased  capillary  permeability  with 
fluid  exudation  in  tissues  and  smooth  muscle 
spasm. 

2.  In  cases  in  which  there  exists  a personal 
history  of  present  or  past  clinical  allergic  states. 

3.  When  a strong  family  history  of  allergy  is 
elicited. 

4.  Where  blood  or  shock  tissue  eosinophilia  is 
noted  on  examination.  In  my  observations,  re- 
peated examinations  of  blood  smears  and  tissue 
secretions  as  in  respiratory  allergy,  will  reveal  a 
definite  increase  in  the  percentage  of  the  eosino- 
philes  in  practically  every  instance  of  allergic  re- 
action of  clinical  importance. 

5.  Demonstration  of  definite  positive  atopic 
reactions  by  direct  and  indirect  methods  of  skin 
testing. 

6.  Presence  of  a positive  digestive  leucocyte 
response. 

7.  Absence  of  symptoms  and  signs  of  or- 
ganic disease.  One  cannot  emphasize  too  strongly 
the  necessity  of  carefully  reviewing  symptoms, 
physical  signs,  laboratory  studies,  as  to  the  pos- 
sibility of  organic  disease.  A diagnosis  of  a 
functional  state  should  never  be  made  unless  the 
worker  is  certain  that  organic  disease  does  not 
exist. 

What  Symptoms  or  Symptom  Complexes  May 
Be  Allergic  in  Origin? 

The  writer  does  not  wish  to  impress  that  all 
of  the  symptom  complexes  noted  are  always  due 
to  allergic  factors,  yet  in  observations  made  in  a 
large  number  of  diagnostic  problems,  with  gastro- 
intestinal disorders,  the  symptoms  or  symptom 
complexes  noted  have  in  a large  number  of  cases 
been  due  entirely  to  allergic  factors.  In  other 
cases,  allergy  has  proved  a definite  contributing 
and  aggravating  factor.  In  some  instances  al- 
lergy was  proved  not  to  have  any  relationship  to 
the  presenting  major  clinical  problem.  It  is, 
therefore,  advisable  to  list  these  symptoms  and 
symptom  complexes.  The  nature  of  this  pre- 
sentation does  not  permit  any  discussion  in  de- 
tail of  these. 

INFANCY  AND  YOUNG  CHILDHOOD 

Colic,  persistent  vomiting  resembling  pyloric 
stenosis,  nausea,  regurgitation. 

Colitis  (Mucous  and  Spastic  types);  Acute 
Gastro-enteritis : This  symptom  complex  rarely 


occurs  more  than  a single  instance  in  a child’s 
case  because  the  reaction  is  so  violent  and  usually 
accompanied  by  other  explosive  allergic  reactions 
as  asthma  and  severe  urticaria  that  parents  de- 
tect the  causative  food  allergens  and  eliminate 
these  entirely  from  the  child’s  diet. 

Cyclic  or  Recurrent  Vomiting:  In  May,  1936, 
a review  of  food  allergy  in  mild  and  severe  cyclic 
vomiting  in  twenty  cases  was  made  by  the  writer. 
It  was  concluded  after  a thorough  period  of 
observation  that  76  per  cent  of  these  patients 
were  completely  relieved  of  their  symptoms  by 
dietary  measures  based  on  results  of  allergic  in- 
vestigation. Continued  observation  of  this  group 
and  others  have  further  confirmed  the  contention 
that  food  allergy  is  the  largest  etiological  factor 
in  this  group  of  patients. 

Constipation  Alternating  With  Diarrhea:  This 
symptom  complex  is  not  infrequently  observed  in 
children  who  present  some  other  major  allergic 
complaint  as  respiratory  or  cutaneous  allergy. 
Control  of  the  allergic  problem  results  in  the 
disappearance  of  this  symptom,  as  well  as  the 
major  complaint,  evidencing  the  fact  that  intes- 
tinal disorder  was  part  of  the  whole  allergic 
process. 

Malnutrition,  Emaciation:  Commonly,  this 

symptom  complex  is  associated  with  other  major 
allergic  states,  and  in  the  majority  of  instances 
is  a secondary  reaction,  resulting  from  a gen- 
eralized toxemia  of  allergic  origin,  however,  it 
has  been  observed  in  problems  of  food  allergy 
alone,  where  gastro-intestinal  disorders  were 
prevalent.  It  is  due  primarily  to  the  failure  or 
proper  absorption  and  assimilation  of  food  sub- 
stances ingested.  Such  a state  is'  not  an  un- 
common clinical  disorder. 

Fretfulness,  Sleeplessness,  Irritability,  Food 
Aversions,  Anorexia:  These  symptoms  are  com- 
monly noted  in  histories  of  children  with  prob- 
lems of  all  allergic  types  as  well  as  those  with 
gastro-intestinal  symptoms  as  the  predominant 
factor.  Sustained  evidence  that  these  are  part 
of  the  allergic  processes  is  the  disappearance  of 
these  symptoms  on  allergic  management.  Many 
other  minor  symptoms  may  be  due  to  allergic  re- 
action that  have  not  been  mentioned  here. 

IN  THE  ADULT 

Canker  Sores,  Herpetic  Stomatitis:  Not  all 

cases  of  canker  sores  and  herpetic  stomatitis  are 
due  to  allergy,  however,  in  my  observations,  sev- 
eral cases  have  been  definitely  proved  to  be  due  to 
food  allergy,  these  cases  being  followed  over  a 
period  of  several  years.  Food  allergens  com- 
monly responsible  for  this  group  of  symptoms 
are  chocolate,  coffee,  nuts,  tomatoes,  milk,  pork, 
melons,  cantaloupe,  pineapple,  grapefruit. 

Symptoms  Suggestive  of  Pylorospasm  as  Dis- 
tention, Belching,  Epigastric  Heaviness,  Sour 
Stomach,  Pyrosis,  Nausea,  Anorexia  and  Oc- 
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casionally  Vomiting:  More  commonly,  there  is 

noted  a symptom  complex  of  epigastric  distress 
and  heaviness  with  an  accompanying  atypical 
type  of  headache,  which  appears  rather  quickly 
and  disappears  slowly  and  this  may  be  noted  as 
often  as  three  to  four  times  a week.  This  group 
of  symptoms  appears  more  frequently  than  any 
other  in  a review  of  the  patients  with  gastro-in- 
testinal  allergy. 

Acute  Gastro-enteritis : This  is  seldom  noted 
in  the  adult  because  of  the  knowledge  that  has 
resulted  from  childhood  experiences. 

Pain  in  Upper  Right  Quadrant:  This  clinical 
syndrome  always  suggests  gall  bladder  disease 
with  pain  primarily  originating  in  this  area  or 
pylorospasm  secondary  to  gall  bladder  irritation. 
Many  of  these  problems  are  amenable  to  medical 
or  surgical  gall  bladder  management.  One  sees 
patients  who  present  this  group  of  symptoms, 
and  who  have  had  both  medical  and  surgical  care, 
and  in  whom  one  gathers  evidences  from  history 
and  allergy  investigation  that  allergy  is  a major 
factor.  Allergic  management  in  this  group  of 
patients  in  several  instances  has  afforded  re- 
markable relief  of  long  standing  symptoms. 

Ulcer  Type  of  Pain  and  Distress:  This  is  in- 
frequently noted  in  the  patient  with  definite  food 
allergy.  Yet  if  systematic  control  along  lines  of 
routine  management  does  not  relieve  symptoms, 
and  where  suggestive  evidence  of  allergic  process 
is  present,  allergic  factors  should  be  investigated. 

Bowel  Symptoms  Not  Referable  to  Colitis  as 
Cramping,  Colic,  Distention,  Diarrhea  and  Con- 
stipation: This  group  is  one  of  the  most  common 
to  be  met  with  in  problems  of  gastro-intestinal 
allergy.  Variations  in  time  of  onset,  location, 
character  and  duration  of  symptoms  are  strik- 
ingly exhibited  in  this  group. 

Colon  Types  of  Pain,  Distress.  Caecal,  right 
colon  distress,  Mucous  colitis,  Spastic  colitis,  Irri- 
table boivel:  One  readily  grants  that  many  fac- 
tors enter  into  production  of  symptoms  in  pa- 
tients whose  presenting  complaints  originate  in 
disorders  of  the  large  bowel.  Poor  dietary  care, 
over-indulgence  in  roughage,  cathartic  habits, 
nervous  factors,  all  have  their  part  in  production 
of  the  irritable  colon.  Food  allergy  plays  a 
definite  role  in  the  production  of  bowel  distress 
in  many  individuals,  particularly  in  the  group 
where  existing  clinical  allergic  states  are  noted. 
There  is  a distinct  tendency  for  allergic  factors 
to  be  expressed  in  the  younger  individuals  suf- 
fering with  bowel  symptoms,  as  well  as  the 
mucous  colitis  noted  in  children. 

Diffuse  Abdominal  Pain  with  Gastro-intestinal 
Bleeding:  This  is  a rare  expression  of  gastro- 
intestinal allergy.  In  only  two  instances,  in 
young  individuals,  has  this  symptom  complex 
been  noted  by  the  writer.  Both  instances  were 
in  extremely  allergic  families.  Both  children  had 
expressions  of  other  allergic  states  and  repeated 


attacks  were  noted  on  ingestion  of  the  same  foods, 
and  attacks  were  violent  and  explosive. 

Pruritus  Ani:  In  no  single  instance  where 

pruritus  ani  was  the  only  complaint  has  suffi- 
cient evidence  of  allergy  been  noted  to  warrant 
consideration  of  the  condition  as  being  due  to 
allergy.  In  problems  where  generalized  itching 
and  cutaneous  allergic  reactions  were  noted,  pru- 
ritus ani  has  appeared  as  a part  of  the  entire 
problem,  and  responded  to  allergic  management. 
However  results  have  not  been  encouraging  in 
this  group  of  patients. 

THE  available  diagnostic  methods  in  food 

ALLERGY 
Clinical  History 

The  examiner  finds  that  the  clinical  history  is 
of  greatest  value  in  identifying  the  patient  as  an 
allergic  individual.  Through  this  method  one  is 
able  to  gain  knowledge  as  to  the  present  and 
past  manifestations  of  allergy  as  well  as  the 
presence  of  a positive  family  history.  As  re- 
viewed in  the  preceding  discussion,  the  nature 
and  character  of  symptoms  helps  to  determine  if 
the  presenting  problem  is  allergic  or  unrelated 
to  allergy.  As  to  history  definitely  identifying 
food  allergens,  this  seldom  occurs,  except  to  give 
the  examiner  an  insight  into  food  aversions,  likes 
and  dislikes,  which  knowledge  is  extremely  help- 
ful in  rearranging  diet. 

Skin  Tests 

Cutaneous  and  intracutaneous  skin  testing  as 
a method  of  detecting  allergens  has  been  unduly 
criticized  by  many  workers,  both  in  and  out  of 
the  field  of  allergic  investigation.  Reliable, 
potent  and  standardized  extracts  in  the  hands  of 
the  experienced  worker,  forms  the  means  of  the 
basic  working  knowledge  of  the  patient’s  problem 
that  cannot  be  approached  by  any  other  available 
diagnostic  method.  Although  there  are  other 
diagnostic  tests  of  extreme  value,  skin  testing 
remains  the  standard  procedure  in  the  hands  of 
the  investigator  whose  materials  and  methods 
are  the  result  of  thorough  clinical  experience.  In 
my  observations,  the  accuracy  of  skin  testing  is 
approximately  65  per  cent,  permitting  an  excel- 
lent basic  working  knowledge  fi'om  which  point, 
further  investigative  work  will  result  in  excellent 
clinical  relief. 

The  passive  transfer  or  indirect  method  of 
testing  has  a definite  place  in  allergic  investiga- 
tion, particularly  in  children  under  eight  years 
of  age,  and  in  certain  severe  cutaneous  problems, 
where  sites  for  skin  testing  are  unsatisfactory. 
Results  obtained  with  this  method  of  testing  are 
comparable  to  those  obtained  with  the  direct 
method. 

Elimination  Diets 

Stock  diets  as  suggested  by  several  authors, 
or  diets  based  on  the  results  of  skin  tests  and 
clinical  history,  are  commonly  used.  The  pur- 
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pose  of  an  elimination  diet  is  to  identify  by  ex- 
clusion, food  allergens. 

We  know  that  the  majority  of  allergic  reactions 
are  produced  by  common  foods  of  diet  which  are 
used  daily.  By  placing  a suspected  allergic  in- 
dividual on  a diet  of  uncommon  foods,  the  in- 
vestigator has  excluded  the  possibility  of  re- 
actions to  common  foods.  Such  diets  do  not  con- 
tain wheat,  egg,  milk,  usual  types  of  beverages, 
citrus  fruits,  potato,  tomato  and  several  other 
common  food  allergens.  Response  to  such  dietary 
management  is  usually  in  a few  days  and  if  the 
reaction  is  favorable,  then  this  diet  is  used  as  a 
basic  plan,  adding  gradually  until  a more  liberal 
dietary  regimen  is  established. 

Food  diary  in  addition  to  elimination  diet  is 
often  helpful  in  definitely  establishing  identity 
of  food  factors,  where  skin  tests  and  simple  elimi- 
nation measures  have  failed.  This  procedure  de- 
mands time  and  patience  on  the  part  of  both  sub- 
ject and  physician. 

Digestive  Leucocyte  Response 

This  diagnostic  test  in  the  detection  of  food 
allergy  in  problems  where  history,  skin  tests  and 
elimination  measures  have  failed,  has  been  of 
definite  value.  This  discussion  does  not  permit 
any  details  of  the  digestive  leucocyte  response, 
however,  in  approximately  two  hundred  de- 
terminations with  a total  of  one  thousand  counts, 
its  accuracy  appears  unquestionable,  and  that  it 
measures  in  more  detail  the  degree  and  severity 
of  the  food  allergy  reactions  than  the  skin  test. 
The  only  disadvantage  noted  is  the  technical 
difficulty  and  time  involved  in  a routine  office 
practice. 

Allergens 

In  gastro-intestinal  allergy,  food  allergens  are 
predominantly  the  causative  agents  in  almost 
every  instance.  It  has  previously  been  stated 
that  common  foods  are  the  most  frequent  offend- 
ers. Wheat,  milk,  eggs,  citrus  fruits,  chocolate, 
coffee,  beef,  spinach,  potato,  tomato,  are  very 
common  offending  substances. 

Drug  allergy  is  occasionally  a factor  in  pro- 
duction of  symptoms.  Although  not  a major 
cause,  it  is  noted  often  in  patients  with  allergic 
states  that  mild  intestinal  symptoms  result  from 
drugs  ingested  as  part  of  therapy.  This  fact 
should  be  considered  when  prescribing  medica- 
tion for  the  allergic  subject. 

Mold  allergy  has  been  accorded  a definite  place 
in  the  production  of  respiratory  allergic  symp- 
toms. It  is  also  of  some  import  in  certain  cutan- 
eous lesions.  As  a factor  in  gastro-intestinal 
allergy,  little  has  been  noted,  except  to  the  yeast 
reactions,  which  occasionally  produce  definite 
gastro-intestinal  symptoms  along  with  other 
allergic  reactions.  It  is  quite  possible  and  prob- 
able that  with  increasing  knowledge  of  fungi  re- 
actions, that  it  may  become  a definite  factor  of 
clinical  importance  in  gastro-intestinal  allergy. 


Occasionally,  one  notes  inhalant  allergens  pro- 
ducing gastro-intestinal  symptoms.  Almost  al- 
ways, it  is  a part  of  a complex  allergic  picture. 
The  writer  reviews  four  patients  suffering  with 
distinct  seasonal  hay  fever  who,  with  the  onset  of 
the  hay  fever  seasons,  developed  typical  symp- 
toms of  irritable  bowel,  particularly  the  symptom 
diarrhea,  to  have  these  symptoms  disappear  en- 
tirely when  the  hay  fever  was  controlled  by  treat- 
ment. Though  rare,  the  possibility  of  inhalant 
allergy  producing  gastro-intestinal  symptoms 
must  be  kept  in  mind. 

Bacterial  factors  are  doubtlessly  a large  factor 
in  a number  of  subjects  suffering  with  gastro- 
intestinal allergy  problems.  These  factors  are 
the  most  difficult  to  control,  due  primarily  to 
difficulties  in  isolating  toxins,  in  determining  the 
factors  of  absorption  of  non-split  protein  pro- 
ducts, and  failure  to  establish  sufficient  immunity. 
To  control  this  group,  where  bacterial  infection 
is  a definite  factor,  demands  a more  thorough 
knowledge  of  the  pathogenic  flora  of  intestinal 
tracts,  the  toxins  formed,  and  means  of  absorp- 
tion. This  phase  requires  further  investigative 
work. 

DIAGNOSIS  OF  GASTRO-INTESTINAL  ALLERGY  MAY 
BE  MADE 

1.  Where  definite  evidence  of  organic  disease 
does  not  exist.  This  cannot  be  over  emphasized. 
Through  clinical  history,  careful  examination, 
and  necessary  laboratory  studies,  one  must  ex- 
clude organic  factors  as  a cause  of  the  patient’s 
symptoms, 

2.  Where  there  is  a personal  present,  or  past 
history  of  allergic  manifestations,  or  is  present 
clinical  manifestations  of  allergy. 

3.  Where  a definite  family  history  of  allergic 
states  exist. 

4.  Presence  of  blood  or  shock  tissue  eosino- 
philia.  It  is  necessary  in  many  instances  to 
make  repeated  examinations  of  blood  and  tissue 
secretions  in  order  to  note  a sustained  high  per- 
centage of  eosinophils. 

5.  Where  definite  skin  reactions  are  noted  by 
direct  and  indirect  methods  of  testing.  It  is  true 
that  positive  atopic  reactions  may  indicate 
present  trouble,  may  be  historical  of  past  al- 
lergic reactions,  or  may  be  significant  of  future 
potential  allergic  states.  It  is  therefore  advisable 
that  positive  skin  reactions  be  interpreted  in  the 
light  of  all  significant  facts  in  the  patient’s 
problem,  as  well  as  considering  the  criteria  prev- 
iously discussed.  In  the  hands  of  the  experienced 
worker  one  must  interpret  repeatedly  positive 
skin  reactions  as  suggesting  a definite  allergy 
state. 

RESPONSE  TO  ALLERGIC  MANAGEMENT 

No  other  indication  of  proper  diagnosis  and 
methods  of  therapy  is  worth  more  than  the  re- 
sponse of  the  patient  with  good  relief  of  symp- 
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toms.  The  investigator  must  be  cognizant  of 
the  fact  that  many  allergic  patients  present  a 
recurring,  cyclic  character  of  symptoms,  and  that 
temporary,  brief  periods  of  relief  may  be  natural 
remissions.  Therefore  it  is  necessary  to  observe 
the  subject  over  a period  of  several  months,  or 
to  note  recurrence  of  symptoms  on  ingestion  of 
the  suspected  causative  agents. 

Treatment  is  dependent  upon  the  following 
equations: 

Correct  diagnosis:  In  the  foregoing  discussion 
this  feature  has  been  repeatedly  emphasized. 
The  worker  can  not  expect  good  relief  from 
allergic  management  of  a problem  entirely  un- 
related to  allergy.  From  certain  criteria  of  diag- 
nosis established  in  the  foregoing  discussion,  few 
errors  are  likely  to  occur. 

Adequate  investigation:  After  definitely  estab- 
lishing the  nature  of  the  illness,  the  physician 
must  be  confident  that  investigative  methods  are 
sufficient  to  give  a good  basic  knowledge  of  the 
patient’s  problem.  Not  only  in  relationship  of 
excluding  any  possible  organic  disease,  but  means 
of  determining  causative  food  allergens  must  be 
pursued.  Through  history,  examination,  skin 
tests,  elimination  diets,  food  diary  and  the  di- 
gestive leucocyte  response,  the  physician  is  able 
to  procure,  in  even  the  most  obstinate  problems, 
a knowledge  of  the  case,  from  which  regime  is 
established  that  will  afford  excellent  relief  of 
symptoms.  Every  worker  possesses  that  sense  of 
knowing  whether  or  not,  the  problem  has  been 
solved. 

Dietary  re-arrangement  of  a nutritious  a/nd 
palatable  diet:  After  identifying  causative  food 
allergens,  the  problem  is  one  of  simple  elimina- 
tion. Neither  oral  nor  parenteral  desensitization 
of  foods  has  proved  of  any  value  whatsoever. 
The  problem  is  one  of  eliminating  completely 
from  the  diet,  the  offending  food  or  foods,  until 
a sufficient  degree  of  natural  immunity  is  estab- 
lished to  permit  tolerance  to  gradual  increasing 
amounts.  In  this  respect,  the  patient  appreciates 
deeply  the  helpful  suggestions  given  by  the  phy- 
sician in  rearranging  diets.  As  a rule,  one  or 
more  major  foods  are  eliminated.  This  necessi- 
tates a complete  rearrangement  of  diet,  and  effort 
must  be  directed  towards  giving  a palatable  as 
well  as  nutritive  diet. 

The  final  feature  of  treatment  to  be  empha- 
sized is  the  recognition  and  control  of  associated 
non-allergic  states.  Whether  deviations  from 
normal  health  be  expressions  of  anemia,  dis- 
orders of  metabolism,  glandular  dysfunction, 
chronic  focal  infection,  systemic  infections  or 
whatnot,  they  must  be  recognized  and  controlled 
in  order  to  insure  satisfactory  clinical  results. 
Every  investigator  senses  the  inter-relationship 
that  exists  between  allergic  manifestations  and 
certain  patho-physiological  processes,  not  always 
seemingly  a part  of  the  allergic  problem,  but  in 


therapy,  determines  the  success  or  failure  of  the 
planned  regime. 

Gastro-intestinal  allergy  as  a clinical  entity 
is  definitely  established.  It  is  hoped  that  this  dis- 
cussion will  further  methods  of  diagnosis  and 
treatment  of  this  group  of  clinical  problems. 

Case  1.  Female,  aged  28.  1933. 

History:  For  3 years,  suffering  with  recurring  attacks 

of  so-called  gallbladder  pain,  nausea,  sour  eructations,  and 
headaches.  Symptoms  present  two  to  three  times  a week — 
not  relieved  by  soda.  Present  chiefly  in  morning  hours,  not 
quite  so  frequently  at  night.  Positive  personal  and  family 
history  of  allergy. 

Physical  Examination  and  Laboratory : Negative  except 

for  mild  anemia. 

Allergy:  Sharp  reaction  to  coffee — other  minor  reactions. 

Treatment  and  Response:  Allergy  diet  alone — excellent 

for  3 years. 

Case  2.  Female,  aged  47.  1933. 

History:  Recurring  attacks  of  general  abdominal  pain, 

cramps,  diarrhea  for  15-20  years.  Analysis,  and  symptoms 
reveal  nothing  characteristic.  Symptoms  did  not  effect  gen- 
eral health.  No  relief  from  various  forms  of  therapy. 
Personal  history  of  allergy  (rhinitis  and  dermatitis). 

Physical  Examination  and  Laboratory  Studies:  Complete. 
All  negative. 

AUergy:  Sharp  reactions  to  fowl,  eggs,  spinach,  nuts 
and  chocolate. 

Treatment  and  Response:  Allergy  diet  alone.  Excellent 

relief  for  3 years. 

Case  3.  Female,  age  33.  1935. 

History:  Hives,  since  age  of  12.  Onset  sudden,  with 
vomiting,  lasting  one  week.  Frequent  attacks  since,  usually 
associated  with  vomiting.  Severe  upper  right  quadrant  pain. 
Has  perennial  rhinitis  and  asthma,  also  unilateral  severe 
headaches  24-36  hours ; nausea,  vomiting.  Sister  has  hives, 
mother  migraine,  father  eczema. 

Physical  Examination  and  Laboratory:  Negative  except 

for  mild  obesity.  Tender  over  G.B. 

Allergy:  Beef  + Chicken  -f  Milk  -f-  Potato  ++  Oat 

++  Coffee  -f-  Chocolate  + Orange,  grapefruit  -f-  Yeast 
+++  House  dust  ++  Tobacco  + 

Treatment  and  Response:  Allergy  diet.  Good  relief  all 

symptoms,  18  months. 

Case  If-.  Female,  age  19.  1934. 

History:  Recurring  attacks  of  headache,  nausea  and 

vomiting.  Diffuse  abdominal  pain,  diarrhea,  once  or  twice 
a week,  since  age  of  6.  Mild  blurring  of  vision,  con- 
junctivitis, with  attacks.  Uncle  has  hay  fever,  mother 
migraine. 

Physical  Examination  and  Laboratory:  Negative,  except 

for  hypochromic  anemia,  eosinophilia. 

Allergy:  Egg  ++  Chicken  +-f-  Corn  +++  Coffee -f-f+ 

Treatment  and  Response : Allergy  diet  alone.  Excellent 

relief,  2 years. 


Case  5.  Male,  age  9.  1984. 

History:  Since  small  child  has  had  recurring  “bilious" 

attacks,  lasting  1-10  days,  characterized  by  loss  of  appetite, 
nausea,  gastric  discomfort,  bloating,  fever,  and  vomiting. 
Some  “currant  jelly"  stools  during  attacks.  Less  frequent 
and  severe  past  few  years,  due  to  reduction  of  milk,  wheat, 
and  chocolate  in  diet.  Father  had  eczema,  mother  gastro- 
intestinal allergy.  Brother  egg-sensitive. 

Physical  Examination  and  Laboratory:  Negative. 

Allergy:  Eggs  +-J-  Milk  + Wheat  + Shrimp  -f— f- 

Treatment  and  Response:  Elimination  diet,  results,  al- 

lergy tests,  excellent  relief  2^  years. 

Case  6.  Female,  age  6.  1935. 

History:  Attacks  of  colic  as  infant,  over  6 months 

period.  Eczema,  age  3 years.  Recurring  attacks  epigastric 
pain  for  1 year,  lasting  1-2  days,  relieved  by  enema.  Violent 
vomiting  and  cramps  past  2 weeks.  Frequent  bronchitis 
past  year.  Brother  has  nasal  allergy. 

Physical  Examination  and  Laboratory:  Negative  except 

for  for  eosinophilia,  9 per  cent. 

AUergy : Passive  transfer 

Milk  +++  Corn  + Orange  -f- 
Tomato  +-}-  House  dust  ++ 

Treatment  and  Response:  Diet.  No  attacks  for  2 years. 
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THE  surgical  treatment  of  hypertension  is 
based  on  the  experimental  and  clinical  evi- 
dence that  blood  vessels  tend  to  dilate  and 
remain  less  responsive  to  vasoconstrictor  stimuli 
after  their  sympathetic  nerve  supply  has  been 
severed. 

Claude  Bernard,  in  1851,  noted  the  enlarging 
vessels,  the  increase  in  surface  temperature,  and 
the  flushing  of  a rabbit’s  ear  after  the  cervical 
sympathetic  trunk  had  been  divided.  Clinically, 
the  surgical  sympathetic  denervation  of  the  ves- 
sels of  the  extremities  was  found  to  be  followed 
by  a dilatation  of  the  constricted  terminal  vessels 
and  the  collateral  circulation,  which  relieved  the 
symptoms  of  Raynaud’s  disease  and  thrombo- 
angiitis obliterans.  Because  the  blood  pressure  of 
certain  patients  who  were  suffering  from  hyper- 
tension could  be  lowered  by  producing  tem- 
porary vasodilation,  it  followed  that  permanent 
dilatation  of  certain  portions  of  the  vascular 
system  suggested  itself  as  a method  of  lowering 
blood  pressure,  and  thereby  lessened  the  danger 
of  cardiorenal  disease  and  vascular  accidents, 
and  relieved  the  distressing  symptoms. 

Hypertension  has  been  characterized  by  its  re- 
sistance to  treatment.  The  inability  to  lower  the 
blood  pressures  of  patients  suffering  from  hyper- 
tension has  been  followed  by  erroneous  con- 
clusions that  the  blood  pressure  probably  should 
not  be  lowered  in  cases  of  hypertension.  Thus,  it 
has  been  said  that  hypertension  should  not  be 
treated,  since  it  is  a symptom  and  not  a disease, 
and  that  the  high  blood  pressure  is  protective  and 
lowering  of  its  might  be  dangerous.  It  seems  of 
minor  importance  whether  essential  hypertension 
is  a symptom  or  a disease,  since  elevation  of  the 
blood  pressure  may  result  in  death. 

CLASSIFICATION 

Hypertension  may  be  classified  into  two  gen- 
eral types.  In  most  cases  the  hypertension  is  of 
the  type  designated  “primary”  or  “essential”; 
that  is,  the  increase  in  blood  pressure  cannot  be 
attributed  to  any  known  disease.  Secondary 
hypertension  is  that  which  results  from  known 
diseases. 

Three  factors  are  responsible  for  the  mainte- 
nance of  normal  and  abnormal  blood  pressure: 
cardiac  output,  viscosity  of  the  blood,  and  peri- 
pheral arterial  resistance. 

PRIMARY  HYPERTENSION 

In  essential  hypertension  the  cardiac  output 
and  viscosity  of  the  blood  are  normal  in  uncom- 
plicated cases  but  there  is  increased  peripheral 
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arterial  resistance  in  cases  of  essential  hyper- 
tension. The  role  the  carotid  sinus  plays  in  the 
production  of  hypertension  has  been  investigated, 
since  it  has  been  shown  that  denervation  of  the 
carotid  sinus  of  animals  may  produce  hyperten- 
sion. This  had  led  to  the  conclusion  that  hypo- 
activity  of  the  carotid  sinus  causes  essential 
hypertension;  however,  the  carotid  sinus  is  more 
active,  rather  than  less  active,  in  cases  of  hyper- 
tension and  evidence  of  pathologic  changes  in  it 
is  entirely  lacking  in  cases  of  hypertension.  Con- 
clusions that  sclerosis  of  the  arteries  of  the 
medulla  oblongata  causes  essential  hypertension 
have  not  been  substantiated.  It  is  known  that  in 
essential  hypertension  there  is  an  abnormal  re- 
sponse of  the  arterioles  to  stimuli.  It  is  also 
known  that  blood  pressure  fluctuates  widely  in 
essential  hypertension  and  that  under  the  stim- 
ulus of  emotion  or  cold  it  increases  greatly.  This 
shows  a fluctuant  state  of  tonus  of  the  arterioles. 
Whether  the  increased  resistance  offered  by  the 
arterioles  results  from  abnormal  vasomotor  im- 
pulses which  are  received  from  the  brain,  or 
whether  the  arterioles  react  abnormally  to  normal 
stimuli  transmitted  through  the  sympathetic 
nervous  system,  is  not  important.  There  is  some 
evidence  that  there  are  no  abnormal  vasomotor 
stimuli  in  essential  hypertension;  hence,  it  must 
be  assumed  that  the  arterioles  react  excessively 
to  normal  vasomotor  stimuli. 

Adson  and  Allen  have  summarized  the  present 
conception  of  hypertension  in  its  relation  to  sur- 
gery. It  may  be  assumed  that  there  are  two 
factors  in  the  elevation  of  blood  pressure  in  hy- 
pertension: (1)  the  inherent  status  of  the 

arterioles,  and  (2)  abnormal  reaction  of  the 
arterioles  to  vasomotor  stimuli.  It  is  probable 
that,  in  the  cases  of  hypertension  in  which  there 
are  wide  fluctuations  of  blood  pressure,  the 
dominant  cause  of  elevation  of  the  blood  pressure 
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is  abnormal  response  of  the  arterioles  to  vaso- 
motor stimuli.  When  the  blood  pressure  is  high 
and  fluctuates  little,  it  is  probable  that  the  in- 
herent or  automatic  function  of  the  arterioles  is 
dominant.  This  automatic  function  of  the  arteri- 
oles may  result,  in  part,  from  organic  changes 
which  Keith,  Barker  and  Kernohan  have  shown 
to  exist  in  increasing  degree  as  the  severity  of 
the  hypertension  increases.  It  is  probable  that  in 
most  cases  of  gradually  progressive  hypertension 
the  inherent  arteriolar  function  gradually  re- 
places the  vasomotor  state.  These  comments  are 
in  accord  with  observations  of  patients  who  have 
been  operated  on  for  hypertension.  When  the 
blood  pressure  fluctuates  widely  and  reaches  low 
levels  at  times,  operation  (that  is,  interruption  of 
vasomotor  impulses)  is  most  beneficial,  while 
when  the  blood  pressure  is  fixed  at  high  levels, 
surgical  treatment  is  ordinarily  of  little  value. 

The  cause  of  increased  arteriolar  tonus  in  hy- 
pertension has  been  the  subject  of  much  study 
and  at  the  present  time  there  is  no  clear  evidence 
that  essential  hypertension  is  attributable  to  an 
abnormal  amount  or  kind  of  substances  circulating 
in  the  blood  stream,  to  abnormal  diet,  to  allergy, 
to  infection,  or  to  excessive  use  of  alcohol  or 
tobacco.  Heredity  is  a very  important  factor. 

THE  DIFFERENT  GROUPS 

Essential  hypertension  may  be  divided  into 
four  groups  as  follows:  Group  1 consists  of  cases 
in  which  there  is  a slight  increase  in  blood  pres- 
sure, which  ordinarily  becomes  normal  as  a re- 
sult of  rest.  Mild  sclerosis  of  the  retinal  arteries 
is  present.  Group  2 includes  cases  in  which  there 
is  moderate  to  severe  hypertension,  moderate 
sclerosis  of  the  retinal  arteries,  and  occasionally 
venous  thrombosis  and  arterioclerotic  retinitis. 
Group  3 includes  cases  in  which  patients  who 
are  suffering  from  moderate  to  severe  hyper- 
tension and  a definite  angiospastic  retinitis  is 
found.  Group  4 includes  patients  who  have  a 
very  severe  hypertension  associated  with  an 
angiospastic  retinitis  and  edema  of  the  optic 
disks.  This  is  not  entirely  a satisfactory  classi- 
fication because  it  fails  to  indicate  the  importance 
of  the  rapidity  of  progression.  Moreover,  in  an 
individual  case,  the  hypertension  is  not  always 
found  to  belong  tu  the  same  group.  Hypertension 
which  was  classified  in  group  1 may  have  to  be 
classified  in  group  2 or  3 at  a later  date.  As  a 
working  basis,  however,  the  classification  is 
fairly  satisfactory,  since  the  seriousness  of  hyper- 
tension ordinarily  increases  progressively  as  the 
number  of  the  group  into  which  it  is  classified 
increases. 

Adson  and  Allen  expressed  the  opinion  that 
medical  treatment  of  essential  hypertension 
(group  1)  is  usually  satisfactory.  Severe  hyper- 
tension (group  4)  does  not  respond  satisfactorily 
to  medical  treatment,  but  the  patients  must  be 
cared  for.  Some  patients  who  have  hypertension 


of  group  2 or  3 respond  fairly  well  to  medical 
treatment.  A period  of  several  days  of  rest  in 
bed,  during  which  the  blood  pressure  is  de- 
termined several  times  a day,  frequently  shows 
a decrease  in  the  blood  pressure  and  convinces 
the  patient  of  the  value  of  rest.  If  the  patient  is 
obese,  his  weight  should  be  reduced;  if  he  is  not 
obese,  a general  diet  may  be  employed.  If  a non- 
toxic adequate  vasodilator  were  available,  the 
problem  of  the  treatment  of  many  patients  who 
have  essential  hypertension  might  be  satisfactor- 
ily solved.  Unfortunately,  no  such  substance  is 
available.  The  nitrites,  acetylcholine  and  acetyl- 
beta-methyl-choline  have  in  common  a vaso- 
dilating action  which  is  too  short  to  be  very 
valuable.  Careful  studies  of  the  effect  of  bis- 
muth subnitrate  administered  by  mouth  have 
shown  little  or  no  effect  on  blood  pressure.  At 
the  present  time,  there  is  no  clear  evidence  that 
hormones  obtained  from  the  ovaries  are  of  any 
value  in  the  treatment  of  this  condition.  Re- 
striction of  salt  and  protein  is  not  now  con- 
sidered to  be  effective  in  the  treatment  of  essen- 
tial hypertension.  There  is  some  evidence  that 
potassium  thiocyanate  may  be  effective,  but  the 
dosage  must  be  carefully  regulated.  The  seda- 
tives, particularly  the  barbiturates,  are  the  most 
valuable  drugs.  Under  controlled  conditions  it 
can  be  demonstrated  that  the  administration  of 
large  amounts  of  sedatives  will  cause  the  blood 
pressure  to  return  to  normal  in  many  cases  of 
hypertension.  The  amount  of  the  sedative  drug 
to  be  given  three  or  four  times  a day  should  be 
great  enough  to  abolish  nervousness  and  restless- 
ness and  small  enough  to  avoid  drowsiness  and 
excessively  slow  mental  reactions.  The  physician 
who  sees  many  cases  of  essential  hypertension 
will  be  impressed  by  the  fact  that  many  of  the 
patients  do  not  respond  adequately  to  medical 
treatment.  It  is  for  some  of  this  group  of  pa- 
tients that  surgical  treatment  has  been  tried. 

SURGICAL  TREATMENT 

Because  the  purpose  of  surgical  treatment  of 
essential  hypertension  is  based  on  prolonged 
vasodilation  following  elimination  of  the  vaso- 
constrictor stimuli  to  certain  parts  of  the  arterial 
system,  these  stimuli  have  been  reduced  by  em- 
ploying different  types  of  operation.  Among  the 
earliest  operations  employed  were  bilateral  lum- 
bar sympathetic  ganglionectomy  and  cervico- 
thoracic  sympathetic  ganglionectomy.  These  pro- 
cedures were  not  effective  in  materially  lowering 
the  blood  pressure  since  the  operations  were 
limited  in  their  scope.  A more  extensive  sym- 
pathectomy consists  of  ventral  rhizotomy  includ- 
ing section  of  the  ventral  roots  of  the  spinal 
cord  from  the  sixth  thoracic  to  the  second  lum- 
bar. This  procedure  interrupted  efferent  sym- 
pathetic fibers,  which  pass  through  these  roots 
and  carry  vasoconstrictor  impulses,  and  it  thus 
denervated  approximately  the  entire  vascular  area 
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below  the  diaphragm.  A reservoir  was  then 
created  in  the  denervated  vascular  area  when  the 
undenervated  vessels  went  into  spasm.  In  ad- 
dition, a thorough  denervation  of  the  suprarenal 
glands  was  accomplished  by  interrupting  the 
sympathetic  fibers  before  they  entered  the  cap- 
sules of  the  glands;  this  eliminated  the  central 
influence  in  producing  excessive  secretion  of 
epinephrine  under  emotional  stress.  A thorough 
denervation  of  the  arteries  supplying  the  kidneys 
should  increase  the  circulation  of  the  kidneys  and 
aid  in  the  elimination  of  metabolic  products 
which,  if  present  and  retained  as  a result  of  dis- 
ease of  the  kidneys,  might  perhaps  produce  pres- 
sor effects  on  the  arterial  tone.  Inclusion  of  all 
of  the  ventral  roots,  from  the  sixth  thoracic  to 
the  second  lumbar,  inclusive,  was  designed  to  in- 
terrupt all  of  the  efferent  fibers  from  the  thora- 
columbar sympathetic  outflow  below  the  fifth 
thoracic  segment,  since  no  efferent  sympathetic 
fibers  leave  the  spinal  cord  below  the  second  lum- 
bar spinal  roots. 

Subsequent  to  extensive  section  of  the  ventral 
roots,  both  systolic  and  diastolic  blood  pressures 
of  some  patients  remained  at  lower  levels  than 
they  did  before,  and  the  symptoms  of  hyperten- 
sion were  relieved.  This  allowed  numerous 
studies  to  be  made;  it  permitted  alteration  in 
the  surgical  technic  in  order  to  reduce  the  mag- 
nitude of  the  operative  procedure  and  made  pos- 
sible the  development  of  less  hazardous  opera- 
tive measures  which  might  be  effective  in 
lowering  blood  pressures.  It  was  discovered  that 
the  best  surgical  results  were  obtained  when  the 
operation  was  extensive  and  a large  vascular 
area  was  denervated.  This  was  true  with  sym- 
pathectomy in  other  diseases,  such  as  Raynaud’s 
disease  and  thrombo-angiitis  obliterans;  the 
most  complete  and  permanent  results  were  ob- 
tained only  when  thorough  denervation  of  the  in- 
volved arteries  had  been  effected. 

Since  laminectomy  and  rhizotomy  is  a rather 
formidable  procedure  and  because  section  of  the 
splanchnic  nerves  alone  proves  inadequate  in  re- 
lieving hypertension,  the  resection  of  all  three 
splanchnic  nerves,  with  a portion  of  the  celiac 
ganglion  and  complete  removal  of  the  first  and 
second  lumbar  ganglions  on  each  side  through  a 
subdiaphragmatic  approach,  was  finally  adopted. 
In  addition,  resection  of  a third  to  a half  of  each 
suprarenal  gland  has  been  done  in  a rather  large 
series  of  cases.  The  operation  is  divided  into  two 
stages  and  an  interval  of  10  days  is  allowed  to 
elapse  between  the  operations  on  the  right  and 
the  left  side  respectively.  Subdiaphragmatic  ex- 
tensive sympathectomy  is  larger  in  scope  and  in- 
terrupts more  thoroughly  the  efferent  fibers  from 
the  thoracolumbar  sympathetic  outflow  than  the 
supradiaphragmatic  operation.  Because  of  some 
question  as  to  the  value  of  suprarenal  resection  a 
series  of  patients  are  being  treated  without  this 
procedure. 


It  is  useless  to  advise  and  perform  an  exten- 
sive sympathectomy  in  a case  of  hypertension  in 
which  there  is  irreparable  damage  to  the  cardio- 
vascular mechanism.  It  can  scarcely  be  advised 
in  a case  in  which  the  disease  is  mild,  slowly 
progressive,  and  amenable  to  medical  treatment. 
The  patient  who  is  suitable  for  operation  must  be 
one  who  has  a definite  vasospastic  type  of  hyper- 
tension which  produces  sharp  and  brisk  rises  in 
blood  pressure  when  the  hands  of  the  patient  are 
immersed  in  cold  water;  a marked  fall  in  blood 
pressure  should  occur  when  pentothal  sodium, 
amytal  or  nitrites  are  administered.  As  an  aver- 
age rule  the  patient  must  be  less  than  50  years 
of  age  and  the  hypertension  should  be  classed  as 
of  group  2 or  3,  on  a basis  of  1 to  4,  according 
to  the  severity  of  symptoms. 

OPERATIVE  TECHNIQUE 

In  carrying  out  extensive  sympathectomy  as 
described  by  Adson,  Craig  and  Brown,  the  in- 
cision employed  and  the  position  of  the  patient 
on  the  operating  table  are  similar  to  those  em- 
ployed for  exploration  of  the  kidney,  except  that 
the  upper  portion  of  the  operative  wound  is  made 
high  enough  to  incise  the  oblique  fibers  of  the 
latissimus  dorsi  muscle  and  expose  the  twelfth 
rib.  The  incision  is  extended  downward  and  out- 
ward over  Petit’s  triangle  and  exposes  the  renal 
capsule  and  the  perinephritic  fat.  Periosteal  re- 
section of  the  twelfth  rib  is  then  performed,  but 
care  should  be  taken  not  to  injure  the  pleura. 
The  subcostal  ligament  of  the  twelfth  rib  is  then 
incised;  this  allows  upward  retraction  of  the  in- 
tercostal vessels  and  nerves  and  affords  good  ex- 
posure of  the  splanchnic  nerves  and  lumbar 
ganglions.  The  liver  is  displaced  forward  and 
downward,  as  well  as  the  capsule  of  perinephritic 
fat.  At  this  point  a saline  laparotomy  sponge  is 
inserted  to  protect  the  peritoneum  and  its  con- 
tents, which  are  being  dissected  from  the  under- 
lying muscles.  Gentle  dissections  with  moist  cot- 
ton-ball sponges  reveals  first  a splanchnic  trunk 
composed  of  major,  minor,  and  lesser  splanchnic 
nerves,  which  are  about  2 cm.  in  length  and  end 
in  the  celiac  ganglions.  The  resection  includes  a 
few  millimeters  of  the  ganglion  with  the  splanch- 
nic nerve.  The  first  and  second  sympathetic  lum- 
bar ganglions  are  exposed  and  removed  with  the 
intervening  trunk  in  order  to  interrupt  fibers 
which  pass  downward  in  the  lower  end  of  the 
sympathetic  trunk  as  well  as  to  interrupt  white 
rami  which  carry  efferent  impulses  to  the  upper 
two  sympathetic  lumbar  ganglions.  The  liver  and 
perinephritic  capsule  are  allowed  to  fall  into  place 
and  the  perinephritic  capsule  is  incised  over  the 
upper  pole  of  the  kidney.  A Halsted  forceps  is 
placed  on  the  renal  capsule  superficial  to  the 
peripheral  border  of  the  suprarenal  gland;  gentle 
retraction  on  the  forceps  will  elevate  the  upper 
pole  of  the  kidney  and  bring  the  suprarenal  gland 
into  the  operative  field.  The  outer  half  of  the 
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gland  is  elevated  from  the  kidney  without  injury 
to  the  blood  vessels,  since  most  of  these  enter 
the  gland  from  the  mesial  and  dependent  portion. 
Two  stick  ties  of  double  00  catgut  are  introduced 
into  the  middle  of  the  gland;  the  ligation  is  made 
first  on  one  side  and  then  on  the  other.  The  outer 
or  distal  portion  of  the  gland  can  then  be  removed 
without  hemorrhage  or  trauma  to  the  remaining 
portion.  The  capsule  of  perinephritic  fat  is  closed 
with  interrupted  sutures  of  catgut  and  the  mus- 
cular fascial  planes  are  approximated  with  con- 
tinuous and  interrupted  sutures  of  chromic  cat- 
gut. 

THE  IMMEDIATE  RESULTS 

Following  splanchnic  resection  and  removal  of 
lumbar  ganglions,  the  sweating  function  of  the 
feet  and  lower  legs  is  lost.  The  cutaneous  tem- 
perature is  definitely  increased  and  continues  to 
remain  so  permanently.  There  is  paralysis  of  the 
ejaculatory  powers  and  of  the  muscles  of  the 
urogenital  trigon  similar  to  that  following 
neurectomy  applied  to  the  presacral  nerves.  The 
menstrual  cycle  is  not  altered;  moreover  the 
childbearing  functions  of  women  are  not  changed. 
However,  sterility  of  the  male  does  result,  al- 
though potentia  and  libido  fortunately  are  not 
disturbed.  Although  such  extensive  sympathec- 
tomy deprives  the  small  and  large  bowel,  the 
ureters  and  the  bladder  of  the  sympathetic  inner- 
vation, it  does  not  appear  to  increase  the  fre- 
quency or  urgency  of  micturition  or  defecation. 
Curiously  enough,  the  atonic  bowel,  the  dilated 
colon  which  so  frequently  troubles  constipated 
people,  and  Hirschsprung’s  disease  are  definitely 
improved  by  this  operation  since  section  of  the 
sympathetic  fibers  which  pass  to  the  bowel  re- 
sults in  decrease  of  the  inhibitory  stimuli.  The 
same  applies  to  the  muscular  mechanism  of  the 
ureters  and  bladder. 

Two  definite  phenomena  in  the  cardiovascular 
mechanism  develop  following  this  operation.  The 
first  is  the  fall  in  blood  pressure  when  patients 
first  get  out  of  bed  and  stand  in  the  erect  position, 
and  the  second  is  the  development  of  tachycardia. 
The  first  can  be  relieved  with  a tight  binder  and 
the  second  by  having  the  patient  accommodate 
himself  to  the  decrease  in  exertion. 

SUMMARY 

Most  patients  who  have  hypertension,  group  1, 
do  not  require  surgical  treatment.  Surgical  treat- 
ment is  advisable  for  patients  who  have  hyper- 
tension, group  2 or  group  3,  if  the  hypertension 
is  known  to  be  progressive,  if  the  function  of  the 
heart  and  kidneys  is  good  and  if  the  value  for 
the  blood  pressure  becomes  normal  or  approxi- 
mately normal  as  a result  of  rest  or  sleep,  or 
following  the  intravenous  injection  of  pentothal 
sodium,  or  following  the  administration  of  sodium 
amytal  or  the  nitrites.  Hypertension,  group  4, 
does  not  respond  satisfactorily  to  surgical  treat- 
ment. It  should  be  borne  in  mind  that  hyper- 
tension is  not  ordinarily  static  but  is  fluctuant  in 


degree.  At  The  Mayo  Clinic  our  preoperative 
studies  consist  of  at  least  24  consecutive,  hourly 
determinations  of  the  values  for  the  blood  pres- 
sure so  that  we  can  determine  the  maximal  blood 
pressure,  the  minimal  blood  pressure  and  the 
mean  or  average  blood  pressure.  Postoperative 
studies  are  of  the  same  type  when  patients  are 
re-examined  at  the  clinic.  When  the  family  phy- 
sician examines  the  patient  at  our  request,  he 
sends  us  a minimum  of  three  determinations  of 
the  values  for  the  blood  pressure  taken  at  inter- 
vals of  five  minutes.  It  is  only  in  this  way  that 
it  is  possible  to  obtain  a true  picture  of  the  hyper- 
tension. The  response  of  the  blood  pressure  to 
immersion  of  a hand  in  ice  water  gives  important 
information,  as  it  indicates  the  degree  of  increase 
of  the  blood  pressure  following  other  stimuli, 
such  as  fright,  anger,  and  nervous  tension.  Thus, 
it  may  be  desirable  to  operate  on  patients  who 
have  hypertension,  group  1,  provided  immersion 
of  the  patient’s  hand  in  cold  water  invokes  a high 
degree  of  hypertension. 

While  several  years  may  be  necessary  to 
evaluate  the  results  of  the  surgical  treatment  of 
hypertension,  I believe  that  I am  justified  in 
stating  that  extensive  subdiaphragmatic  sym- 
pathectomy has  been  of  value  in  relieving  pa- 
tients of  severe  clinical  symptoms  and  in  sus- 
taining lowered  blood  pressure.  It  has  been 
realized  that  the  operative  measures  are  most 
effective  in  comparatively  young  patients  or  in 
patients  who  are  in  the  early  stages  of  the  dis- 
ease, when  vasospastic  phenomena  are  readily 
demonstrable  and  before  irreparable  damage  has 
been  done  to  the  cardiovascular  renal  system. 
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A Correction 

Dr.  Lowell  Erf,  Cincinnati,  requests  the  follow- 
ing corrections  in  his  discussion  of  the  paper  on 
“The  Purpuras”,  by  Dr.  Marion  Ainsworth,  pub- 
lished in  the  August  issue  of  The  Journal. 

In  the  second  paragraph,  column  2,  on  page 
852,  the  word  “intravenously”  should  be  changed 
to  intradermally — the  corrected  sentence  to  read: 
“If  one-tenth  of  one  cu.  cm.  of  1-3000  mocassin 
snake  venom  is  injected  intradermally  into  a nor- 
mal skin,  there  might  be  a slight  erythema  in 
an  hour.” 

Through  an  oversight  in  typesetting,  Dr.  Erf 
was  credited  with  the  entire  published  discussion. 
Dr.  W.  B.  Taggart,  Dayton,  was  the  author  of 
the  discussion  starting  with  the  third  paragraph 
on  page  852  and  concluded  on  page  853. 


PLEURAL  MESOTHELIOMA 

By  JOHN  T.  VITKUS,  M.D.,  Cleveland,  Ohio 


MESOTHELIAL  tumors  for  practical  pur- 
poses are  divided  into  four  large  classes: 
1.  Meningeal,  2.  Pleural,  3.  Pericardial 
and  Peritoneal,  4.  Ovarian  mesotheliomas. 

Meningeal  mesotheliomas  comprise  about  one- 
sixth  of  the  neoplasms  of  the  cranial  cavity,  and 
from  tabulations  at  various  larger  clinics  in  this 
country  present  the  incidence  of  frequency  of 
about  80  per  cent.  They  are  benign  in  character. 
Next  in  frequency  are  the  pleural  mesotheli- 
omas with  incidence  of  about  18  per  cent.  They 
are  more  malignant  in  character,  while  the 
pericardial  peritoneal  and  ovarian  mestotheliomas 
comprise  only  about  2 per  cent  of  the  total.  In 
this  group  of  tumors  although  the  degree  of 
malignancy  varies  greatly,  metastases  are  ex- 
tremely rare.  They  remain  local  in  character. 

Pleural  mesotheliomas  are  rare  tumors  arising 
from  the  pleura.  These  tumors  have  character- 
istic clinical  and  structural  features.  They  origi- 
nate from  the  pleural  mesothelial  lining  cells 
usually  in  adult  individuals.  The  disease  is 
rapidly  fatal.  No  known  cases  of  recovery. 
Metastases  are  extremely  rare.  The  most  com- 
mon complaint  is  pain  in  the  chest,  coughing  and 
dyspnea.  The  following  case  is  presented  to 
illustrate  the  characteristics  of  the  disease: 

CASE  REPORT 

E.  H.,  a twenty-one  year  old  white  male,  was 
seen  by  me  for  the  first  time  on  February  4, 
1936.  When  first  seen  he  was  complaining  of 
shortness  of  breath  and  slight  cough.  General 
condition  with  exception  of  complete  consolida- 
tion of  right  chest  was  very  good,  and  it  took 
some  persuasion  to  convince  the  patient  of  neces- 
sity of  entering  the  hospital. 

On  admission  to  Polyclinic  Hospital  he  restated 
his  complaint  of  shortness  of  breath  and  cough. 
He  also  stated  that  about  six  weeks  ago  he  had 
some  pain  in  right  lower  chest.  Had  no  fever, 
chills,  sweats  or  headaches.  Remained  in  bed 
only  for  about  two  or  three  days. 

Since  then  patient  felt  loss  of  “pep”  and 
gradually  began  to  feel  more  tired.  About  one 
week  ago  he  began  to  cough  and  notice  slight 
shortness  of  breath  which  finally  forced  patient 
to  go  to  bed  and  seek  medical  aid. 

His  past  history  revealed  nothing  of  import- 
ance. Had  usual  diseases  of  childhood.  No  other 
illness  or  injuries.  No  history  of  hereditary  dis- 
eases. Father  died  at  the  age  of  36 — cause  un- 
known. Mother  and  one  sister  living  and  well. 

Physical  examination  showed  a young  well- 
nourished  and  well-developed  white  male  not 
acutely  ill.  He  had  moderate  general  pallor. 
Upper  respiratory  tract  was  free  from  any 
pathology.  Thorax  was  practically  symmetrical 
but  there  was  marked  fullness  of  the  intercostal 
spaces  on  the  right  side.  Respiratory  movements 
of  the  affected  side  completely  arrested.  Vocal 
fremitus  diminished.  Percussion  revealed  an  un- 
usual degree  of  dullness  and  flatness  over  the 
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entire  right  chest.  Moderate  displacement  of 
mediastinum  and  heart  toward  the  sound  side. 
Pronounced  apical  activity  on  the  right.  Breath 
sounds  very  distant,  bronchovesicular  in  type  and 
completely  absent  at  right  base. 

No  cardiac  pathology.  Abdomen  slightly  dis- 
tended, but  no  palpable  masses  or  tenderness 
found.  Reflexes  physiological.  Temperature  39.2, 
pulse  120,  respirations  24  per  minute.  Blood  pres- 
sure 146  over  70. 

Laboratory  findings  on  the  day  of  admission — 
Urine  1.030  sp.  gr.,  acid,  albumin — negative, 
sugar — negative,  usual  amount  of  sediment. 
WBC  5,500,  Hgb  57  per  cent,  RBC  2,420,000. 

X-ray  report  of  chest.  “The  entire  right  chest 
is  obliterated  by  a dense  opaque  shadow  merging 
with  the  mediastinum.  The  heart  and  medias- 
tinum very  slightly  displaced.  Calcified  glands  in 
the  left  hilor  region.  Left  lung  clear.  Impres- 
sion: pleural  effusion”.  Diagnostic  thoracocen- 
tesis of  500  cc.  of  practically  pure  blood  done  the 
same  day.  Microscopic  examination  showed 
presence  of  innumerable  RBC  and  negative  cul- 
ture. In  view  of  this  finding  we  were  certain  that 
we  were  dealing  with  something  nrore  serious 
than  pleural  effusion  and  malignancy  was  sus- 
pected. 

TREATMENT 

Next  day  February  6,  1936,  1800  cc.  of  blood 
was  aspirated  from  right  chest  and  checked  with 
an  X-ray.  Findings:  “Film  taken  after  thor- 

acocentesis shows  a clearing  of  the  apical  region. 
Heart  and  mediastinum  in  normal  position.” 

February  7,  the  patient  was  given  750  cc.  of 
whole  blood  by  the  Vincent  Tube  method.  Before 
the  transfusion  Hgb  48  per  cent,  RBC  2,780,000. 
After,  Hgb  58  per  cent,  RBC  3,020,000. 

February  8,  1700  cc.  of  blood  was  aspirated 
from  the  chest.  Laboratory  findings:  Hgb  40  per 
cent  RBC  2,060,000.  By  this  time  we  were  con- 
vinced that  we  were  dealing  with  massive  hemor- 
rhage in  the  right  chest  most  likely  due  to 
malignancy,  but  we  were  unable  to  see  the  point 
from  which  this  hemorrhage  came.  Patient’s  gen- 
eral condition  was  getting  worse. 

February  10,  patient’s  condition  very  grave, 
marked  dyspnea  and  cyanosis.  X-ray  shows  “In- 
creased effusion  with  complete  obliteration  of 
the  right  chest.  Heart  and  mediastinum  now  dis- 
placed to  the  left  more  than  on  original  film”. 

Laboratory:  Hgb  40  per  cent,  RBC  2,200,000. 
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Over  3000  ec.  of  blood  aspirated  from  right  chest 
and  750  cc.  of  whole  blood  transfused.  Pneumo- 
thorax produced  by  introduction  of  over  2000  cc. 
in  right  chest.  Also  tube  of  acacia  with  500  cc. 
of  normal  saline  given  intravenously  and  % cc. 
of  snake  serum  administered.  General  condition 
improved. 

February  11,  250  cc.  of  whole  blood  given. 
Hgb  42  per  cent,  RBC  2,500,000. 

February  13,  300  cc.  of  whole  blood  transfused. 
Hgb  45  per  cent,  RBC  2,470,000.  Chest  aspirated. 
200  cc.  of  blood  removed  and  about  200  cc.  of  air 
introduced. 

February  14,  patient  was  taken  to  surgery  and 
an  attempt  to  locate  bleeding  point  was  made. 
1700  cc.  of  blood  aspirated  from  right  chest. 
Pleural  cavity  was  entered  with  a trocar. 
Thoracoscope  introduced  and  exploration  made. 
Pneumolysis  by  cutting  small  apical  adhesions. 
Blood  clots  and  pleural  nodules  visualized.  En- 
tire lung  collapsed.  No  active  bleeding  point 
found. 

February  15,  the  patient  was  given  300  cc.  of 
whole  blood  by  the  Vincent  Tube  method.  Labora- 
tory: Hgb  46  per  cent,  RBC  2,650,000.  Clotting 
time  three  minutes.  Blood  platelets  230,550. 

February  16,  X-ray  findings:  “Hydropneumo- 
thorax of  the  right  chest  with  increased  displace- 
ment of  the  mediastinum  to  the  left.  Several  fine 
adhesions  to  the  chest  wall.  Good  compression  of 
the  lung.  Second  fluid  level  above  the  free  fluid 
in  the  pleural  cavity  shifted  to  the  left  with  the 
compressed  lung.  It  might  be  an  encapsulated 
effusion  or  cavity.”  Laboratory:  Hgb  46  per  cent, 
RBC  2,300,000. 

February  19,  700  cc.  blood  withdrawn  from  the 
chest  and  300  cc.  of  whole  blood  transfused  from 
a donor.  Laboratory:  Hgb  47  per  cent,  RBC 
2,450,000. 

February  21,  patient  became  very  cyanotic  and 
dyspneic.  Caffein  Sod.  Benzoate  given.  Acacia 
with  500  cc.  intravenously  and  500  cc.  of  whole 
blood  transfused.  General  condition  markedly 
improved. 

February  22,  second  attempt  to  find  and  con- 
trol the  bleeding  point  was  made.  Pleural  cavity 
was  entered  with  a large  size  trocar.  About  a 
gallon  of  sanguinous  fluid  removed.  Thoraco- 
scope introduced  am}  exploration  made.  Many 
irregular  nodules  and  adhesions  seen.  Blood  clots 
in  the  substance  of  the  lung  at  the  right  base. 
No  active  bleeding  point  visualized.  Lung  com- 
pletely collapsed.  Patient’s  condition  was  very 
grave,  stimulants  administered. 

February  23,  1936,  Exodus  Lethalis. 

AUTOPSY 

Gross  Description:  The  body  is  that  of  a very 
pale  appearing  young  man,  flabby  soft  muscula- 
ture, scant  penniculous,  age  about  20  years,  of 
medium  stature,  showing  no  deformities  other 
than  lateral  and  posterior  bulging  of  the  right 
chest  wall.  His  hair  is  thiek  and  black,  and 


mucous  membranes  are  dry  and  pale.  The  skin 
is  also  rather  dry  and  has  a pale,  lemon  yellow 
color.  The  body  is  considerably  emaciated,  show- 
ing evidence  of  considerable  loss  of  weight.  His 
height  was  about  70  inches.  Four  trocar  wounds 
were  present  in  the  right  back  and  axilla  where 
the  chest  had  been  drained  and  the  thoracic  cavity 
inspected  through  a thoracoscope.  In  both  cubital 
fossae,  partially  healed  3/4  inch  skin  lacerations 
were  held  by  metalclips.  These  were  the  site  of 
blood  transfusion.  There  are  numerous  carious 
teeth  and  the  tongue  is  slightly  coated.  Both  eyes 
presented  equal  round  pupils  about  normal  size 
and  the  sclerae  and  mucous  membranes  are  pale. 
Ears  and  nose  are  negative.  No  palpable  lymph 
nodes  in  the  neck,  axillary,  or  inguinal  regions. 
The  thoracic  cavity  was  open  and  sternum  re- 
moved. The  mediastinum  and  heart  was  pushed 
over  to  the  left.  About  two  to  three  quarts  of 
hemorrhagic  non-clotted  fluid  was  present  in  the 
right  pleural  cavity.  The  entire  right  lung  was 
considerably  compressed.  The  left  lung  was  also 
somewhat  compressed.  There  are  no  pleural  ad- 
hesions on  either  side  except  on  the  diaphragm- 
atic surface  of  the  right  lung. 

From  about  the  level  of  the  fifth  rib  down  to 
the  diaphragm,  the  parietal  pleura  is  studded 
with  closely  packed  soft  lenticular  like  nodules, 
light  yellow  in  color,  varying  from  1 to  5 mm. 
in  diameter,  and  raised  about  1 mm.  above  the 
level  of  the  parietal  pleura.  On  section  through 
the  parietal  pleura  these  nodules  extend  down  to 
the  fascia  and  periostinum  about  the  ribs,  but  do 
not  appear  to  invade  the  ribs.  The  parietal  pleura 
anteriorly,  laterally  and  posteriorly  are  studded 
with  these  minute  tumors.  The  lowest  lobe  of  the 
right  lung  contains  a hemorrhagic,  extremely  soft 
tumor,  confined  to  its  base  and  peripheral  portion, 
well  circumscribed  but  not  encapsulated,  measur- 
ing 10  by  8 by  6 cm.  There  is  a perforation  of 
the  visceral  pleura  at  the  peripheral  margin,  at 
the  junction  of  the  diaghragmatic  and  lateral  sur- 
faces in  the  axilla,  about  2 cm.  in  diameter, 
through  which  soft  friable  hemorrhagic  tissue 
and  blood  clots  are  protruding,  showing  evidence 
of  considerable  bleeding  through  this  site.  The 
visceral  pleura  about  the  lowest  lobe  on  the  right 
side  is  very  rough,  soft,  friable  chocolate  brown 
in  color  and  is  studded  here  and  there  with 
nodules  similar  to  those  seen  in  the  parietal 
pleura.  The  visceral  pleura  about  the  middle  and 
upper  lobes  on  the  right  side  is  smooth,  glisten- 
ing, fairly  firm,  and  but  slightly  injected,  and  is 
not  studded  by  tumor  nodules.  The  diaphrag- 
matic surface  of  the  lung  is  studded  with  the  same 
tumor  nodules  but  only  sparsely,  there  being  only 
here  and  there  an  occasional  nodule.  The  visceral 
pleura  is  soft,  friable  and  hemorrhagic  beneath 
the  site  of  the  tumor.  The  parenchyma  of  the 
middle  and  upper  lobes  of  the  right  lung,  and 
also  the  two  lobes  of  the  left  lung,  are  firm,  com- 
pressed, dark  brown  in  color,  contain  very  little 
air  due  to  the  extreme  compression.  No  tumor 
invasion  is  seen  in  the  gross  specimen  of  these 
lobes. 

Heart  and  Pericardium:  The  pericardial  sac  is 
pushed  over  to  the  left  and  is  firmly  adherent  to 
the  pleurae.  There  is  but  a scant  amount  of 
pleural  fluid  which  is  of  the  light  amber  color. 

The  heart  weighs  about  300  grams  after  form- 
alin fixation.  There  is  but  a scant  amount  of 
epicardial  fat.  The  coronary  arteries  are  soft, 
and  patent  throughout,  showing  no  evidence  of 
atherosclerosis.  The  aorta  is  smooth,  elastic, 
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showing  no  evidence  of  atherosclerosis.  The 
musculature  is  soft,  rather  flabby  and  pale,  and 
there  is  no  evidence  of  tumor  metastases  in  the 
gross  specimen.  Well  organized  gray  to  yellow 
mural  thrombi  are  present  in  the  right  auricle 
and  ventricle  extending  through  the  tricuspid 
valve  and  out  into  the  pulmonary  artery  the 
terminal  portion  of  which  is  rose  red.  This  being 
the  recent  accretion  extending  to  the  pulmonary 
artery.  The  thrombus  is  firmly  attached  to  the 
chordae  tendinae  and  to  the  papillary  muscle  and 
also  to  the  wall  of  the  right  ventricle.  The  other 
thrombus  is  smaller  and  is  also  pinkish  gray  to 
yellow  in  color  and  is  in  the  left  auricle  and 
ventricle  extending  through  the  mitral  valve  and 
is  firmly  attached  to  the  wall  and  chordae  ten- 
dinae in  the  left  ventricle. 

The  measurements  of  the  heart  are: 

Circumference  about  the  base  of  ventricles — 
22  cm. 

Length  of  heart — 12  cm. 

Length  of  ventricle — 8 cm. 

Length  of  auricles — 4 cm. 

Width  of  right  auricle — 6 cm.,  width  of  left 
auricle — 5 cm.  Thickness  of  wall  of  left  ven- 
tricle— 18  mm. 

Thickness  of  wall  of  right  ventricle — 6 mm. 

Width  of  left  ventricle — 5 cm,  right  ventricle — 
4 cm. 

Tricuspid  valve  10  cm,  bicuspid  valve — 8 cm., 
pulmonary  valve — 4%  cm. 

Aortic  valve — 4 cm. 

Peri-Bronchial  Nodes:  Normal  size,  soft, 

slightly  anthrocotic  and  show  no  evidence  of 
tumor  metastases  in  the  gross  specimen. 

Mediastinum:  An  occasional  tumor  nodule  is 
seen  infiltrating  the  mediastinal  fascia.  There 
are  very  few  and  they  are  similar  to  those  seen 
in  the  parietal  pleura  on  the  right  side  of  the 
chest. 

Abdomen:  General  inspection  of  the  abdominal 
cavity  revealed  no  abnormality.  The  gastroin- 
testinal tract,  peritoneum,  liver,  spleen,  pancreas 
kidneys,  adrenals,  bladder  and  genitalia  showed 
no  appreciable  abnormality. 

MICROSCOPIC  DESCRIPTION 

Parietal  Pleura:  Section  through  the  parietal 
pleura  on  the  right  side  shows  increase  in  thick- 
ness due  to  marked  fibrosis  and  innumerable 
islands  of  epithelial  cells,  walled  off  by  dense 
fibrous  connective  tissue.  The  epithelial  cells  as- 
sume an  alveolar  arrangement  in  rows  or  strands 
also  clusters  and  held  by  a reticulum  consisting 
of  a very  fine  lacy  network  of  connective  tissue 
fibrils.  There  are  denser  strands  of  connective 
tissue  traversing  these  areas  which  give  the 
islands  the  alveolar  appearance.  The  epithelial 
cells  are  round  to  polyhedral  in  shape,  vary  con- 
siderably in  size,  some  being  rather  large,  with  a 
wide  rim  of  deep  acidophilic  cytoplasm  which  is 
clear  and  nongranular  and  vesicular  nuclei,  1 to 
3 in  number,  some  containing  pyknotic  nucleoli 
while  others  have  a pale  nucleolus.  Interspersed 
among  these  epithelial  cells  is  a dense  infiltra- 
tion of  polymorphonuclear  leucocytes  and  a 
minority  of  lymphocytes.  Hemorrhagic  extra- 
vasation is  seen  in  some  of  the  tumor  areas.  A 
fibrinous  exudate  lines  the  pleura. 

Tumor  at  Base  of  Right  Lung:  Sections  of  this 
tumor  shows  the  same  characteristic  arrange- 


ment of  epithelial  cells,  as  previously  described, 
loosely  arranged  in  alveolar  formation  within 
which  they  tend  to  be  lined  up  in  rows  and  lying 
in  a very  fine  reticulum  of  connective  tissue 
fibrils.  Rows  of  epithelial  cells  are  seen  inter- 
spersing dense  bands  of  fibrous  connective  tissue, 
and  here  and  there  minute  islands  of  these  cells 
are  walled  off  by  the  fibrous  connective  tissue. 
An  unusual  amount  of  hemorrhagic  extravasation 
is  seen  through  the  tumor  destroying  a great 
deal  of  the  tumor.  The  visceral  pleura  is  covered 
with  an  acute  inflammatory  exudate  and  the 
tumor  itself  is  interspersed  by  dense  infiltration 
of  polymorphonuclear  leucocytes.  The  tumor  is 
seen  to  invade  the  lung  parenchyma  without  en- 
capsulation and  the  area  of  transition  shows  com- 
pressed alveoli  invaded  by  the  epithelial  cells 
along  with  considerable  hemorrhagic  extravasa- 
tion. 

Lung:  Sections  from  various  portions  of  the 
other  lung  than  the  right  lowest  lobe  show  ab- 
solutely no  invasion  of  the  tumor.  All  portions 
of  the  lung  are  compressed,  and  the  right  side 
more  than  the  left.  The  latter  showing  irregular 
areas  of  compression  of  the  parenchyma.  The 
small  bronchi  and  bronchioles  are  distorted  in 
shape  due  to  the  compression  of  the  lung  and 
there  is  considerable  desquamation  of  the  epithel- 
ium. A moderate  amount  of  anthrocotic  pigment 
is  seen  deposited  about  the  blood  vessels  and 
small  bronchi. 

Peri-Bronchial  Lymph  Nodes:  Sections  show 

considerable  deposits  of  anthracotic  pigment  in 
the  reticulum,  and  moderate  hyperplasia  but  ab- 
solutely no  invasion  by  tumor  tissue. 

Heart:  Sections  of  the  myocardium  show  no 
appreciable  abnormality.  Portions  of  the  throm- 
bus are  seen  attached  to  the  endocardium,  there 
are  sections  of  the  mural  thrombus  showing  or- 
ganized and  unorganized  areas. 

Oesophagus:  Sections  show  no  appreciable  ab- 
normality. 

Abdominal  Organs:  No  tissue  presented  for 
sections. 

DIAGNOSIS 

Mesothelioma  of  the  pleura  with  metastases  to 
the  base  of  the  right  lung  and  the  mediastinal 
fascia.  Marked  hemorrhage  in  tumor  at  base  of 
right  lung  with  perforation  through  the  visceral 
pleura  with  resultant  haemothorax,  right  side. 
Organized  ante-mortem  thrombus  in  right  auricle- 
ventricle  extending  into  pulmonary  artery.  Or- 
ganized ante-mortem  thrombus  in  left  auricle 
ana  ventricle. 

SUMMARY 

1.  Brief  discussion  of  mesothelial  tumors  was 
made. 

2.  Very  illustrative  case  presented  in  detail. 

3.  Methods  to  save  this  patient’s  life  by  re- 
peated transfusions,  pneumolysis,  and  withdrawal 
of  blood  from  pleural  cavity  were  presented. 

4.  Rapid  and  characteristic  termination  illus- 
trated by  the  progress  of  the  disease. 
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INSULIN  SHOCK  TREATMENT  IN  SCHIZOPHRENIA: 
A PRELIMINARY  REPORT 

By  NICHOLAS  MICHAEL,  M.D.,  Columbus,  Ohio 


THIS  report  is  written  to  acquaint  the  phy- 
sicians of  Ohio  with  the  method,  the  prob- 
lems involved  and  the  different  reactions 
that  may  develop. 

The  use  of  large  doses  of  insulin  in  the  treat- 
ment of  dementia  praecox  or  schizophrenia  was 
started  at  the  Columbus  State  Hospital  the  first 
part  of  June,  1937.  Seventeen  cases  are  now 
being  treated.  The  results  will  not  be  discussed 
in  this  paper  because  most  of  the  cases  are  in 
the  early  stages  of  treatment.  This  writer  is  not 
yet  prepared  to  say  what  the  final  results  will 
show. 

The  treatment  is  now  successfully  used  in 
many  hospitals  for  the  mentally  ill.  The  results 
have  so  far  been  favorable.  Various  observers 
report  full  remission  in  over  two-thirds  of  cases 
of  less  than  six  months  duration.  Cases  of 
longer  duration  do  not  respond  as  well.  Full  re- 
missions are  not  expected  in  cases  of  over  two 
years  duration.  It  changes  the  psychotic  picture 
in  almost  all  cases.  It  may  improve  certain  pa- 
tients sufficiently  so  that  they  can  make  better 
adjustment  on  the  ward  or  even  be  taken  care 
of  at  home.  The  recognition  and  treatment  of 
early  cases  is  therefore  important  for  they  have 
a much  better  chance  of  undergoing  full  remis- 
sion. 

Manfred  Sakel  of  Vienna  experimented  with 
insulin  in  the  psychotic  and  first  used  it  to 
pacify  excited  patients.  He  noted  improvement 
in  certain  cases  and  thus  began  to  use  insulin 
shock  in  the  treatment  of  schizophrenia.  So  far 
he  has  treated  over  150  cases.  Joseph  Wortis  had 
the  opportunity  to  observe  this  new  treatment 
in  Vienna  and  started  its  use  at  Bellevue  Hos- 
pital. 

The  factors  involved  cannot  as  yet  be  ade- 
quately explained,  but  the  main  thing  seems  to 
be  the  production  of  the  hypoglycemia  state. 
Sakel  believes  that  excitement  is  due  to  excess 
of  adrenalin  in  the  central  nervous  system.  He 
states  that  effectiveness  of  the  insulin  treat- 
ment is  due  to  the  action  of  the  insulin  directly 
on  the  nerve  cell.  He  advances  the  theory  that 
the  cells  are  continuously  exposed  to  the  action 
of  a stimulating  substance  resembling  adrenalin 
and  that  insulin  is  its  antagonist.  The  treatment 
seems  to  improve  the  carbohydrate  metaoolism 
in  some  way  and  probably  improves  the  nutrition 
of  brain  tissue. 

There  is  a certain  amount  of  risk  in  attempting 
the  use  of  insulin.  A few  deaths  have  been  re- 
ported and  the  treatment  in  unskilled  hands  is 
highly  dangerous.  Only  those  who  are  adequately 
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trained  and  are  ready  to  meet  emergencies  should 
attempt  it.  Even  though  it  is  dangerous,  the 
treatment  is  worth  trying.  Sakel  says,  “I  think 
there  is  a very  good  justification  for  attempting 
a therapy  however  dangerous  which  gives  some 
promise  of  success.  The  experience  we  have  had 
up  to  now  holds  out  this  promise”.  This  writer 
agrees  since  only  a small  percentage  of  cases 
will  otherwise  have  a full  remission. 

THE  METHOD 

It  is  needless  to  say  that  all  patients  should 
at  first  undergo  a thorough  physical  examination. 
At  the  Columbus  State  Hospital  a basal  meta- 
bolism rate,  a sugar  tolerance  test,  blood  urea 
nitrogen,  complete  blood  count  and  urine  exami- 
nation are  done  routinely  before  the  start  of  the 
treatment.  An  X-ray  of  the  lungs  and  an  electro- 
cardiograph are  also  taken  if  there  are  indications 
for  them.  The  equipment  and  materials  are  all 
kept  on  a cart.  This  cart  is  within  easy  reach 
and  can  be  wheeled  about  in  the  ward.  It  con- 
tains the  following; 

Three  feeding  or  stomach  tubes. 

One  Levin  tube. 

One  50  cc.  syringe  for  intravenous  glucose. 

One  30  cc.  syringe  for  intravenous  glucose. 

One  50  cc.  syringe  to  withdraw  stomach  con- 
tents through  Levin  tube  if  necessary. 

Two  cc.  syringes  for  hypodermic  medication. 

Two  1 cc.  insulin  syringes  graduated,  1 cc. 
equals  80  units. 

Twelve  intravenous  needles. 

Two  hypodermic  needles. 

One  spinal  puncture  needle. 

One  rubber  tube  to  be  used  as  an  arm  tourni- 
quet. 

Two  gallons  of  sugar  solution  consisting  of 
about  40  per  cent  of  sucrose  in  distilled  water  to 
give  through  a feeding  tube.  It  is  commonly 
called  sugar  water. 

Glycerine. 

Alcohol  70  per  cent. 

Ampules  of  adrenalin  (1:1000),  metrazol,  cora- 
mine,  digifolin  aind  caffein  sodium  benzoate. 

Sterile  cotton  sponges  and  sterile  gauze. 

A nurse  is  in  constant  attendance  during  the 
hypoglycenmic  state.  One  can  take  care  of  three 
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or  four  patients  if  they  are  kept  in  a ward.  A 
patient  in  a private  room  requires  a private 
nurse.  At  the  State  Hospital  one  nurse  is  in 
constant  attendance  with  every  two  patients. 
The  nurse  selected  should  be  alert,  dependable 
and  be  able  to  notice  dangerous  reactions.  She 
should  take  the  pulse  every  half  hour  and  chart 
dependable  notes.  She  should  know  when  to  call 
the  physician  and  be  able  to  act  on  her  initiative 
in  case  of  emergency.  It  may  be  necessary  that 
she  give  intravenous  glucose.  She  should  have  a 
complete  understanding  of  the  mental  condition 
of  the  patient  under  her  care.  A tactless  word 
may  worry  or  excite  a patient  into  relapse. 

The  fasting  patient  is  started  with  the  in- 
tramuscular injection  of  20  units  of  insulin.  The 
insulin  is  given  daily  in  a single  dose  at  about 
7:00  A.M.  The  dose  is  increased  by  5 to  10  units 
daily  until  insulin  shock  and  coma  is  produced. 
The  patient  is  given  two  rest  days  a week  but 
only  one  rest  day  a week  is  necessary. 

During  hypoglycemic  state  the  patient  per- 
spires freely  and  feels  sleepy.  He  later  goes  into 
deep  sleep  and  finally  coma.  Coma  usually  sets  in 
about  two  to  four  hours  after  a large  injection  of 
insulin.  Water  can  be  given  freely  during  treat- 
ment. The  patient  may  become  restless,  con- 
fused and  excited.  He  may  toss  around  so  much 
that  restraint  may  be  necessary.  Delusions  may 
be  expressed  freely.  A catatonic  may  become 
talkative  and  have  temporary  periods  of  lucidity. 
Muscular  twitching  of  the  face  and  jerky  move- 
ments of  the  extremities  are  not  uncommon.  Oc- 
casionally an  epileptic  seizure  may  complicate  the 
picture. 

The  amount  of  insulin  necessary  to  produce 
coma  varies  with  each  patient.  A patient  may  go 
into  shock  for  the  first  time  with  80  units  of 
insulin,  later  in  the  course  of  treatment  the  dose 
may  be  cut  to  40  units  and  the  patient  again  go 
into  coma.  One  patient  went  into  shock  with  30 
units  of  insulin,  another  with  160  units  of  insulin. 
Cases  have  been  known  to  take  over  200  units. 
The  hypoglycemic  state  is  terminated  within  five 
hours  after  the  injection  of  insulin.  Patients  are 
left  in  coma  for  about  60  minutes  and  never  over 
90  minutes.  Insulin  shock  is  quickly  terminated 
if  the  patient  develops  vasomotor  collapse,  or  has 
a convulsive  seizure  or  shows  respiratory  distress. 
A pulse  over  120  or  below  40  is  a danger  sign. 
In  emergencies  the  intravenous  injections  of  50 
per  cent  glucose  quickly  arouses  the  patient.  The 
hypodermic  injection  of  1 cc.  of  adrenalin 
(1:1000)  will  also  arouse  the  patient.  Adrenalin 
discharges  any  glycogen  present  in  the  liver.  The 
intravenous  injection  of  glucose  is  preferred  and 
adrenalin  is  rarely  used.  As  soon  as  the  patient 
arouses,  he  is  given  about  300  cc.  of  sugar  water 
to  drink.  The  usual  way  to  terminate  the  coma 
is  by  the  administration  of  from  300  to  400  cc.  of 
sugar  water  through  a feeding  tube.  This  will 
arouse  the  patient  in  about  15  to  30  minutes.  In 


terminating  the  coma  this  way,  care  should  be 
taken  that  the  feeding  tube  does  not  enter  the 
trachea.  The  patient  is  given  a high  carbohydrate 
meal  within  15  minutes  after  he  awakens. 

The  patient  coming  out  of  coma  may  be  rest- 
less, fearful  and  confused.  He  may  be  silly.  The 
confusion  occasionally  may  persist  for  about  24 
hours.  The  patient  usually  awakens  with  a smile 
as  if  he  had  just  aroused  from  a restful  sleep. 

In  the  afternoon  the  patient  is  dressed  and  per- 
mitted to  go  out  on  the  lawn.  He  is  encouraged 
to  play  games  and  to  exercise.  An  effort  is  made 
to  keep  him  occupied.  During  this  period  the 
nurse  should  watch  for  late  shock.  Symptoms  of 
late  shock  are  perspiration,  trembling  and  sleepi- 
ness. 

The  patient  receives  from  30  to  60  insulin 
shock  doses.  He  may  look  much  better  after  a 
few  doses  but  the  change  is  usually  gradual.  He 
gains  in  weight  and  looks  better  physically.  The 
excited  patient  usually  becomes  quiet. 

CONCLUSION 

Our  institutions  for  the  mentally  ill  are 
crowded  with  cases  of  dementia  praecox.  This 
new  treatment  as  developed  by  Manfred  Sakel 
gives  great  promise  and  partially  solves  the 
problem.  One  should  remember  that  not  all  cases 
get  well. 
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Tuberculosis  in  Nurses 

Our  recommendations  briefly  summarized  are 
as  follows: 

Raise  the  age  of  entering  upon  training  to  21 
years  at  least. 

Examine  the  new  student  on  entering  hospital 
and  correlate  with  the  examination  of  a well- 
taken  and  well-interpreted  X-ray  film  of  the 
chest.  These  procedures  should  be  repeated  at 
least  yearly. 

A tuberculin  test  should  be  made  on  all  stu- 
dents at  the  beginning  of  their  training.  If  the 
reaction  is  negative,  repeat  the  test  and  also  have 
a chest  film  at  six-month  intervals. 

The  student  should  have  her  tuberculosis  and 
infectious  technique  training  early  in  her  course. 

The  hours  of  work  are,  perhaps,  well  regulated, 
but  it  is  important  to  investigate  the  total  hours 
of  energy  expenditure  on  and  off  duty.  Super- 
vision of  rest  time  should  be  strict  and  adequate 
hours  of  sleep  insisted  upon. — E.  L.  Ross,  M.D., 
asst.  med.  supt.,  Manitoba  Sanatorium,  Ninette. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

An  Eight  Year  Old  White  Boy  Developing  Headache,  Vomiting,  Fever,  Cough,  Drowsiness 
Gastro-Intestinal  Hemorrhage.  Death  on  the  Seventh  Day. 

By  HARRY  L.  REINHART,  M.D. 


AN  eight  year  old  white  boy  was  admitted  to 
the  University  Hospital,  complaining  of 
headache,  vomiting  and  a cough. 

Three  days  prior  to  admission  he  complained 
of  a frontal  headache.  The  following  morning  he 
vomited,  was  unable  to  retain  food  and  returned 
to  bed  voluntarily.  The  day  previous  to  his  ad- 
mission he  developed  a cough,  became  drowsy  and 
slept  most  of  the  day.  He  retained  orange  juice 
and  water  by  mouth.  A physician  was  called 
who  noted  his  condition  and  temperature  of  104° 
and  advised  hospitalization. 

His  past  medical  history  was  not  unusual; 
measles,  chicken  pox  and  an  occasional  sore 
throat,  without  evidence  of  complications  were 
noted. 

Physical  examination  revealed  a fairly  well  de- 
veloped and  nourished  white  boy  lying  quietly  in 
bed.  T.  1038.  P.  122.  R.  24.  A malar  flush  was 
present  and  he  was  moist  with  sweat.  The  frontal 
bosses  were  prominent,  enlarged  and  square. 
There  was  a slight  lateral  nystagmus  px’esent. 
The  ear  drums  were  red  and  bulging.  There  were 
a few  carious  teeth  and  the  throat  was  inflamed. 
Examination  of  the  chest  revealed  a few  moist 
rales  in  the  right  upper  chest  in  the  posterior  and 
lateral  aspects.  The  heart  rate  was  rapid  with  a 
regular  rhythm  and  a diffuse  point  of  maximal 
impulse.  Small  “sores”  were  present  on  both 
knees.  The  reflexes  were  hypotonic  but  were 
equal  throughout.  Kemig’s  sign  was  positive, 
bilaterally.  No  ankle  clonus  was  present  and  the 
Babinski  could  not  be  elicited. 

Laboratory  Findings:  Wassermann — 4 plus. 

Kahn — 4 plus.  Blood  Count  1st  day:  Hemo- 

globin 81  per  cent;  R.B.C.  3,810,000;  W.B.C. 
12,800;  PMM.  seg — 54,  bands  40;  Lymphocytes 
4;  Monocytes  2. 

Blood  counts  on  succeeding  days  revealed  the 
total  R.B.C.  to  be  1,560,000  and  960,000  re- 
spectively and  hemoglobin  in  accordance,  with 
R.B.C.  count  of  3,050,000  after  transfusions.  The 
leucocyte  count  gradually  rose  to  a terminal 
count  of  40,550  with  95  per  cent  polys,  and  a 
marked  shift  to  the  left.  The  platelet  count  was 
420,000/  cu.  mm.  The  bleeding  time  was  normal. 
The  urine — not  remarkable.  Spinal  Fluid:  Color- 
less; rare  leucocyte  and  red  blood  cell;  globulin 
negative;  sugar  trace;  Colloidal  Gold  negative; 
Wassermann  negative;  Kahn  negative.  Stool  ex- 

This  is  the  twenty-first  of  a series  of  cases  to  be  pub- 
lished under  the  heading,  “Case  Record  Presenting  Clinical 
Problems.”  The  cases  presented  are  selected  by  Dr.  Harry 
L.  Reinhart  as  the  most  instructive  among  those  discussed 
at  the  weekly  pathologic  conferences  at  Starling-Loving 
Hospital,  Ohio  State  University,  Columbus,  Ohio. 


amination — 4 plus  occult  blood.  X-ray  of  chest 
day  of  admission:  “Pneumonia  both  lungs,  espe- 
cially marked  in  left  side”. 

Course  in  Hosiptal:  On  the  night  of  admis- 

sion to  the  hospital,  temperature  began  to  fall, 
accompanied  by  a corresponding  decline  in  pulse 
and  respiratory  rates.  The  following  day  he 
vomited  blood  streaked  sputum  and  passed  a 
bloody  stool.  He  was  drowsy  all  day.  On  the 
second  hospital  day  he  became  irritable  with  in- 
creased drowsiness  and  retained  water  without 
emesis.  A lumbar  puncture  revealed  a spinal 
fluid  pressure  under  12  mm.  mercury  while  com- 
pressing the  jugular  veins  raised  the  pressure  to 
19  mm.  of  mercury;  the  pressure  did  not  recede 
upon  removal  of  the  jugular  compression.  Tem- 
perature again  rose  to  1024.  On  the  third  day 
(following  gastro-intestinal  hemorrhage),  he  was 
given  250  cc.  of  citrated  blood  intravenously.  He 
became  comatose  on  the  fuorth  day  and  occasional 
tonic  flexion  contractions  were  observed.  The 
reflexes  were  noted  to  be  more  active  at  this  time, 
and  a bilateral  Babinski  was  present.  Dissociated 
movements  of  the  eyes  resembling  a divergent 
strabismus  were  also  seen,  accompanied  by  lack 
of  response  of  the  pupils  to  light.  Supraorbital 
pressure  produced  no  facial  changes.  The  mas- 
seter  muscles  became  fixed  and  the  cough  reflex 
disappeared.  The  malar  flush  was  particularly 
marked  on  the  left  cheek.  He  was  given  an  ad- 
ditional 250  cc.  of  citrated  blood  I.V.  and  750  cc. 
saline  with  glucose  by  clysis  since  peroral  ad- 
ministration could  not  be  accomplished.  He  ex- 
pired during  his  fourth  hosiptal  day,  and  seven 
days  after  the  onset  of  his  illness. 

His  temperature  was  104°  on  admission;  first 
day  100°  to  103°;  second  day  100.4°  to  102.4°, 
third  day  104.4°  to  103°  and  fourth  day  102°  to 
106°.  The  pulse  varied  between  120  and  140  and 
respirations  were  20  to  30. 

Dr.  Earl  H.  Baxter,  Commentator: 

A survey  of  the  history  and  clinical  course  of 
this  child  impresses  us  with  the  elements  of 
syphilis,  hemorrhage  and  some  disturbance  of 
the  central  nervous  system.  The  physical  char- 
acteristics of  congenital  syphilis  were  indelibly 
stamped  on  his  facies.  The  enlarged  frontal  and 
parietal  bosses  emphasized  the  squareness  of  the 
head  and  the  prominence  of  the  forehead.  In  ad- 
dition the  peculiar  blueness  of  the  eyes  together 
with  an  “open”  expression  completes  the  picture 
so  frequently  observed.  The  carious  teeth  were 
not  suggestive  of  syphilis  except  as  a result  of 
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very  early  nutritional  disturbance  induced  by  the 
fundamental  disease. 

As  is  often  the  case,  when  positive  evidence  of 
syphilis  is  found,  one  is  content  with  attributing 
all  the  pathology  to  it,  and  accepting  it  as  a 
positive  explanation  of  all  other  disease  pro- 
cesses. Although  syphilis  may  simulate  practi- 
cally any  other  disease,  it  scarcely  seems  likely 
that  such  a diversity  of  conditions  in  one  pa- 
tient could  be  attributed  to  it.  Further  search 
for  etiological  factors  is  necessary. 

Outstanding  in  this  case  is  the  massive  in- 
testinal hemorrhage,  which  reduced  the  blood  to 
one  fourth.  It  can  not  be  stated  whether  the 
bleeding  was  continuous  or  represented  a single 
attack.  Since  there  was  bloody  vomitus,  it  may 
be  assumed  that  part  of  the  site  at  least  was 
gastric.  A perforating  typhoid  ulcer  may  be 
mentioned  but  the  absence  of  a leucopenia  seems 
to  obviate  this  possibility.  Gastric  or  peptic 
ulcers  are  being  reported  at  various  ages  in 
childhood.  In  addition  the  adherence  of  some 
tablet  as  aspirin  or  soda  bicarbonate  to  the 
gastric  mucosa  may  produce  a local  ulceration. 
Calomel  has  been  suggested  as  a possible  cause 
of  gastric  ulcers. 

Some  form  of  Purpura,  perhaps  Henoch’s  or 
Hemorrhagica  may  account  for  the  hemorrhage. 
The  patient’s  toxic  and  semi-comatose  condition 
prevented  recognition  of  the  abdominal  pain  of 
this  entity.  There  was  no  blood  study  contribu- 
tory to  such  a diagnosis.  However,  in  the  pres- 
ence of  a blood  count  with  a moderate  leuco- 
cytosis  with  no  apparent  disturbance  of  the 
hematopoietic  system,  we  may  assume  that  a 
purpura  is  the  only  possibility  from  the  stand- 
point of  a blood  dyscrasia. 

Both  X-ray  and  physical  examination  revealed 
evidence  of  pneumonia  but  the  type  was  not  sug- 
gested. The  original  onset,  the  malar  flush,  head- 
ache and  temperature  curve  might  all  be  explained 
in  this  manner.  It  is  difficult  to  evaluate  the 
amount  of  toxemia  resulting  from  this  infection 
or  its  effect  on  the  child’s  depleted  system. 

Such  a toxemia  by  the  production  of  a menin- 
gismus  might  account  for  the  variable  meningeal 
signs.  The  negative  spinal  fluid  eliminates  any 
pyogenic  meningitis.  An  early  tuberculous  in- 
fection might  account  for  many  of  the  symptoms, 
but  the  course  was  too  short  not  to  produce  more 
spinal  fluid  changes  or  evidence  of  meningeal  ir- 
ritation. Chronic  syphilitic  meningitis  occurs 
occasionally  in  hereditary  syphilis  but  the  rapid 
course  together  with  a negative  meningitic 
curve  in  the  colloidal  gold  test  and  negative 
spinal  fluid  Wassermann  eliminates  this  condition. 

An  encephalitis  seems  to  fit  the  clinical  neuro- 
logical picture.  The  relationship  of  syphilis, 
pneumonia  and  the  hemorrhagic  tendency  is  not 
clear  but  it  would  seem  that  a toxic  encephalitis 
could  result  from  the  pneumonia.  In  such  a case 


there  would  be  found  a hemorrhagic  type  with 
circumscribed  areas  of  massive  hemorrhage  or 
capillary  bleeding.  This  may  or  may  not  be  as- 
sociated with  the  purpuric  manifestations  of  the 
intestinal  tract  unless  that  also  is  toxic  in  origin. 

In  conclusion,  there  has  been  presented  a child 
suffering  from  a profound  toxemia,  resulting  pri- 
marily from  a pneumonia  and  upper  respiratory 
infection.  This  toxemia  produced  a toxic  en- 
cephalitis probably  accompanied  by  capillary 
hemorrhage.  As  a further  result,  a toxic  pur- 
pura of  the  gastro-intestinal  tract  accounted  for 
the  massive  hemorrhage.  All  of  this  is  super- 
imposed on  congenital  syphilis,  which  must  be 
considered  as  a contributory  factor,  but  which 
has  not  produced  directly  any  of  the  terminal 
conditions. 

Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Lobar  pneumonia,  bilateral. 

2.  Toxic  hemorrhagic  encephalitis  (brain  pur- 
pura ) . 

3.  Massive  hemorrhage  into  gastro-intestinal 
tract. 

4.  Multiple  petechial  hemorrhages  of  stomach 
and  small  intestines. 

5.  Stigmata  of  congenital  syphilis. 

6.  Anemia. 

Dr.  Baxter  is  to  be  congratulated  on  the  suc- 
cessful conduction  of  his  discussion  between  the 
“Scylla”  of  “Syphilis”  and  the  Charybdis  of 
theoretical  diagnoses  unsubstantiated  by  facts. 
“Sir  William  Osier’s  statement  that  Syphilis 
ranks  with  tuberculosis  and  cancer  as  a major 
cause  of  death  is  as  true  today  as  it  was  when 
he  made  it”,  (Parran),  is  cited  not  infrequently 
during  the  present  program  for  the  control  of 
Syphilis.  It  is  also  true  that  an  individual  with 
Syphilis,  tuberculosis  or  cancer  may  be  killed  by 
an  automobile  or  die  from  an  acute  respiratory 
infection  which  may  not  be  directly  attributable 
to  these  “major  causes”  of  death.  Syphilis  has 
been  called  the  “great  imitator”  and  since  it  may 
imitate  “any  known  disease”  and  a serological 
confirmation  may  be  readily  obtained,  and  specific 
treatment  instituted,  Syphilis  may  be  a haven  of 
rest  to  the  tired  diagnostician. 

In  this  case  the  clinical  course,  pathological 
anatomy  and  post  mortem  cultures  of  the  lungs 
substantiated  the  diagnosis  of  an  acute  pneu- 
mococcus pneumonitis.  The  hemorrhagic  mani- 
festations which  clinically  overshadowed  the 
pneumonia  with  cerebral  symptoms,  vomiting  of 
blood  and  blood  in  the  stools  may  be  attributed 
to  the  toxemia  of  the  acute  respiratory  infection. 

A careful  gross  and  microscopic  search  of  all 
organs  failed  to  reveal  any  definite  evidence  of 
active  syphilis.  Numerous  tissues  were  stained 
for  treponema  pallida  and  examined  but  none 
were  found. 

There  was  no  evidence  obtained  from  examina- 
tion of  blood  or  lymph  nodes  of  a primary  blood 
disease. 


GRANULOSAL  CELL  CARCINOMA  OL  THE  OVARY:  CASE  REPORT 

By  W.  A.  SOMMERFIELD,  M.D.,  Cleveland,  Ohio 
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gynecology,  Huron  Road  Hospital;  lecturer  in 
hygiene,  department  of  biology,  Western  Re- 
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IN  THESE  days  of  improved  surgery,  it  is 
rare  to  see  intra-abdominal  tumors  develop 
to  the  enormous  sizes  which  they  did  during 
the  early  part  of  the  twentieth  century.  However, 
they  still  do  occur  and  even  go  unnoticed  for 
some  time. 

Mrs.  Kate  G , aged  42,  a white  female 

was  taken  acutely  ill  with  what  she  described  as 
“billiousness”,  which  came  on  once  a month  at 
her  menstrual  periods.  She  had  noticed  that  her 
periods  had  become  increasingly  prolonged  and 
very  profuse,  lasting  10  to  12  days,  with  many 
pads  daily.  There  had  been  considerable  nausea 
and  vomiting  at  each  menstrual  period  until  the 
present  attack,  which  ocurred  on  February  3, 
1937,  and  became  progressively  worse,  finally 
ending  48  hours  after  the  “attack”  with  exquisite 
tenderness  in  the  right  lower  quadrant  over  Mc- 
Burney’s  point. 

Some  of  the  other  symptoms  noticed  by  the 
patient  were  an  increasing  distribution  of  hair 
over  the  face,  chin,  and  abdomen,  which  started 
a year  and  a half  previous  to  the  present  attack, 
and  her  voice  had  become  deeper.  She  also  com- 
plained of  hot  flashes,  palpitation  of  the  heart, 
and  increased  irritability,  dating  back  about  four 
months. 

The  patient  was  first  seen  at  home  on  Feb- 
ruary 5,  1937,  lying  in  bed  very  apprehensive. 
Her  temperature  was  103°,  pulse  132,  respirations 
24.  The  abdomen  was  uniformly  distended  with 
a board-like  rigidity.  There  was  a generalized 
rebound  tenderness  which  was  more  marked  on 
the  right  side,  over  McBurney’s  point.  The  pa- 
tient was  flowing  profusely  and  a pelvic  examina- 
tion was  done  but  the  uterus  was  normal  in  size, 
and  no  masses  were  palpable;  the  abdomen  was 
too  tender  to  manipulate. 

The  patient  was  sent  into  the  hospital  with  a 
tentative  diagnosis  of  ruptured  appendix.  The 
W.  B.  C.  count  on  admission  was  18,000;  the  urine 
negative.  The  patient  was  prepared  and  taken  to 
surgery.  After  the  general  anesthetic  (cyclo- 
propane) had  relaxed  the  abdominal  muscles  it 
was  noticed  that  a tumor  was  present  arising 
from  the  pelvis  and  enlarged  to  about  a six- 
month  pregnancy.  The  tumor  was  palpated  and 
felt  to  be  multi-loculated. 

A mid-line  incision  was  made  from  the  sym- 
physis and  carried  up  and  around  the  umbihcus. 
On  opening  the  peritoneal  cavity,  a great  amount 
of  sero-sanguinous  fluid  escaped.  A large  cystic 
tumor  was  delivered  which  had  ruptured  on  the 
right  side  posteriorly  and  large  clots  were  found 
in  the  vertebral  gutter  on  the  right  side.  The 
pedicle  of  the  tumor  was  located  as  arising  from 
the  left  ovarian  ligament  and  the  left  tube  and 
cystic  ovary  were  removed  together. 

The  condition  following  operation  was  that  of 
shock,  but  a transfusion  brought  the  patient  out 
and  an  uneventful  post-operative  course  followed. 

After  the  discharge  from  the  hospital  the 
patient  complained  of  very  severe  hot  flashes  and 
irritability  for  which  symptoms  she  was  put  on 
Emmenin  liquid.  A check-up  examination  three 
months  following  operation  shows  the  patient  to 
be  in  good  general  condition  and  with  no  evidence 
of  recurrence  by  pelvic  examination. 


Figure  1 shows  a picture  of  the  gross  specimen 
on  section  which  weighed  4280  grams  without  the 
cystic  contents.  Dr.  Goodsitt,  pathologist  at 
Huron  Road  Hospital,  reported  the  tumor  as  a 
granulosal  cell  carcinoma  of  low  grade  malig- 
nancy. 


Figure  1 : Granulosal  Cell  Carcinoma  of  the  Ovary  with 


rupture;  weight  9 y2  pounds. 

The  points  of  interest  in  this  case  are  as  fol- 
lows: first,  the  size  of  the  tumor,  which  grew 

apparently  very  rapidly  in  the  past  few  months; 
second,  the  menorrhagia  accompanying  this 
tumor  coming  on  at  the  time  of  the  menopause; 
third,  the  hirsutism  of  the  face  and  increasing 
depth  of  the  voice,  which  signs  of  masculinization 
have  not  been  seen  frequently  with  this  type  of 
tumor;  fourth,  the  point  of  rupture  of  this  tumor 
with  the  symptoms  of  an  acute  abdomen  simulat- 
ing a ruptured  appendix. 
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TUBERCULOSIS  ABSTRACTS 


A Review  for  Physicians  Issued  by  the  National  Tuberculosis  Association  and  Distributed 
by  Its  Component  Society,  the  Ohio  Public  Health  Association 


DIFFERENTIAL  DIAGNOSIS  IN  PULMONARY  DISEASE 

COUGH,  sputum,  hemoptysis,  dyspnea,  to- 
gether with  slight  or  marked  constitutional 
manifestations,  indicate  abnormality  of 
the  respiratory  tract.  First  and  foremost  sus- 
picion points  toward  pulmonary  tuberculosis.  This 
should  always  be  so  but  it  in  no  wise  removes  the 
need  for  careful  differential  diagnosis.  Among 
the  chief  alternative  possibilities  are  bronch- 
iectasis, pulmonary  abscess,  pulmonary  fibrosis, 
neoplasms,  mycotic  disease,  spirochetosis,  oc- 
cupational diseases  (silicosis,  asbestosis,  anthra- 
cosis)  and  pulmonary  syphilis. 

Four  factors  play  a leading  part  in  increasing 
the  accuracy  of  present  diagnostic  procedure. 
They  are  as  follows: 

1.  A far  better  appreciation  and  interpretation 
of  X-ray  findings,  dependent  upon  (a)  vastly  im- 
proved technique  in  the  taking  of  films;  (b)  the 
result  of  experience  in  reading  films,  together 
with  the  information  given  at  the  necropsy  table. 

2.  Bronchoscopy,  which  yields  wonderful  re- 
sults in  skilled  hands. 

3.  Lipiodol  injections,  which  map  out  lung 
areas  hitherto  a trackless  wilderness  to  the 
clinician. 

4.  More  exact  methods  of  sputum  examination 
and  culture,  resulting  in  the  recognition  of  for- 
merly unsuspected  sources  of  chronic  pulmonary 
infection. 

The  existence  of  these  modern  aids  in  no  wise 
lessens  the  importance  of  a carefully  taken  his- 
tory of  the  case.  In  the  great  majority  of  in- 
stances this  in  itself  will  enable  the  skilled  ob- 
server to  reach  a tentative  diagnosis  which  turns 
out  to  be  correct.  It  must  not  be  confused  with 
the  erroneous  procedure  of  making  a “snap  diag- 
nosis,” but  is  based  on  a thorough  knowledge  of 
the  causes  of  pulmonary  disease  and  their  dif- 
ferent manner  of  development. 

Two  categorical  principles  may  be  laid  down 
which  if  adhered  to  will  render  faulty  diagnosis 
rare.  The  first  is  that  rales  in  the  lower  lobes 
may  be  considered  non-tuberculous  until  proved 
otherwise,  while  physical  signs  in  the  apices  sug- 
gest overwhelmingly  a tuberculous  origin.  The 
second  is  that  if  a patient  has  a moderate  or  con- 
siderable amount  of  thick,  yellow,  yellowish-green 
or  green  sputum  found  to  be  negative  for  tubercle 
bacilli  on  repeated  examination,  the  probabilities 
are  all  against  the  presence  of  tubei’culosis.  Such 
axioms  are  of  course  diagnostic  aids,  not  dogma. 

In  differentiating  bronchiectasis  the  difficulty 
does  not  lie  with  the  established  cases,— those 
with  250  to  500  cc.  of  sputum  in  24  hours  which 
separates  into  the  typical  three  layers,  the  ab- 


sence of  tubercle  bacilli,  the  basal  physical  signs, 
the  relatively  slight  constitutional  manifestations, 
the  X-ray  findings,  particularly  when  reinforced 
by  lipiodol  injections.  It  is  the  earlier  or  milder 
cases  which  cause  confusion  when  cough  and 
sputum  are  not  predominant,  when  physical  sighs 
are  scant  or  absent  and  when  no  characteristic 
finger  clubbing  exists.  It  must  of  course  be  re- 
membered that  the  two  conditions  may  coexist. 
When  this  occurs  discovery  of  tuberculosis  is 
usually  not  difficult.  For  example,  in  the  rare 
cases  where  bronchiectasis  is  found  in  the  upper 
lobes  it  is  usually  associated  with  tuberculosis. 
Given,  therefore,  a condition  of  long  standing 
with  chronic  cough  and  sputum,  the  latter  nega- 
tive for  tubercle  bacilli,  with  relatively  few  con- 
stitutional symptoms,  the  verdict  should  be 
bronchiectasis  rather  than  tuberculosis. 

Too  many  cases  of  lung  abscess  are  erroneously 
diagnosed  as  tuberculosis.  The  differentiation 
should  not  be  difficult  and  here  the  history  is  of 
special  value.  Sixty-six  per  cent  of  lung  ab- 
scesses develop  after  either  surgical  procedures 
or  pneumonia.  The  onset  is  usually  very  acute 
and  the  patient  is  exceedingly  ill. 

The  physical  signs  of  pulmonary  abscess  are 
wholly  without  characterization.  The  X-ray  pic- 
ture is  also  protean.  Diagnosis  is  essentially  Dased 
on  previous  history,  acuteness  of  onset,  signs  and 
X-ray  evidences,  wherever  they  may  be,  a con- 
stant leukocytosis  and,  finally,  the  liberation  of  a 
varying  amount  of  foul-smelling  pus  when  the 
abscess  ruptures  into  a bronchus. 

Acute  pulmonary  fibrosis  (in  distinction  from 
chronic,  such  as  silicosis,  etc.)  has  attracted  re- 
cent attention  four  cases  having  been  reported 
recently  from  Johns  Hopkins  Hospital,  all  fatal. 
X-ray  findings  resemble  those  of  tuberculosis 
though  they  are  usually  more  generalized 
throughout  the  lung.  There  is  progressive  fibrosis 
with  profuse  exudation  as  well,  dyspnea  and 
cardio-respiratory  failure.  There  is  reason  to  be- 
lieve that  this  condition  may  be  of  more  frequent 
occurrence  than  has  been  recognized  and  it  is 
well  to  bear  it  in  mind. 

Primary  pulmonary  carcinoma  is  practically 
always  bronchogenic.  When  we  come  to  deal 
with  metastatic  pulmonary  malignancy,  the  diag- 
nosis rests  upon  respiratory  symptoms  superim- 
posed upon  a known  cancerous  base. 

The  main  symptoms  of  pulmonary  malignancy 
are  pain,  dyspnea,  X-ray  findings  of  an  hetero- 
generous  nature  with  rapid  spread,  added  to  which 
there  is  the  constantly  increasing  cachexia  char- 
acteristic of  malignant  disease  wherever  situated. 
Most  characteristic  is  a dyspnea  out  of  all  pro- 
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portion  to  the  anatomical  damage  as  revealed  by 
physical  examination  or  X-ray.  Again,  the  often 
voluminous  sputum  is  relatively  benign  in  ap- 
pearance, and,  of  course,  persistently  negative  for 
tubercle  bacilli.  Physical  signs  are  practically 
of  no  diagnostic  value.  All  obscure  cases,  par- 
ticularly those  with  lesions  of  the  lower  lobes, 
with  more  or  less  indefinite  symptoms  and  nega- 
tive sputum,  should  be  bronchoscoped  and  lipiodol 
films  made  before  subjecting  the  patient  to  a 
long  and  tedious  period  of  observation. 

Brief  reference  only  need  be  made  to  the  re- 
maining pulmonary  diseases  mentioned  as  con- 
ditions frequently  diagnosed  tuberculosis.  In 
mycotic  disease  the  X-ray  and  physical  signs 
may  be  practically  identical  with  those  found  in 
true  infection  with  tubercle,  but  the  persistently 
negative  sputum  is  a great  argument  against 
tuberculosis.  In  the  case  of  aspergillosis,  for  ex- 
ample, the  finding  of  the  characteristic  fungus 
when  the  sputum  is  cultured  on  Sabouraud’s 
medium  will  clinch  the  diagnosis.  The  same  gen- 
eral truths  hold  true  for  spirochetosis  and  the 
diagnosis  hinges  not  so  much  on  clinical  features 
as  on  accurate  laboratory  examinations.  The 
possible  presence  of  these  diseases  should  al- 
ways be  kept  in  mind  especially  as  their  ap- 
propriate treatment  is  wholly  different  from  that 
instituted  in  tuberculosis. 

In  the  case  of  the  chronic  fibroses,  silicosis, 
asbestosis  and  anthracosis,  it  is  upon  the  history 
that  we  must  place  our  main  reliance  in  differen- 
tial diagnosis.  Pulmonary  syphilis  is  a very  rare 
condition.  Its  possibility  must  be  kept  in  mind 
and  knowledge  of  the  Wassermann  reaction  in 
doubtful  cases  is  desirable,  but  it  is  not  one  of  the 
diagnostic  differentiations  that  need  give  primary 
concern. 

In  conclusion  it  is  well  to  keep  in  mind  the 
following  13  special  points  in  the  differential 
diagnosis  of  pulmonary  tuberculosis.  Dogmatism 
in  medical  diagnosis  is  risky  but  it  seems  safe  to 
emphasize  these  basic  requirements. 

1.  Pulmonary  tuberculosis  must  constantly  be 
kept  in  the  foreground. 

2.  Good  stereoscopic  X-ray  films  are  essential 
in  diagnosis. 

3.  Failure  to  examine  sputum  is  equal  to  mal- 
practice. 

4.  Failure  to  find  tubercle  bacilli  after  re- 
peated attempts  is  a great  argument  against  the 
presence  of  tuberculosis. 

5.  In  all  children  under  12  and  in  all  uncertain 
adult  cases  an  intradermal  tuberculin  test  should 
be  done.  Lots  of  adults  will  react  negatively  and 
that  throws  out  tuberculosis. 

6.  A carefully  taken  history  is  of  great  im- 
portance. It  need  not  be  long.  Quality  is  away 
above  quantity.  Do  not  leave  this  to  an  assistant. 
Do  it  yourself. 

7.  Resort  promptly  to  bronchoscopy  and  lung 
mapping  in  all  doubtful  cases  that  are  really  ill. 

8.  Remember  that  persistent  absence  of  tuber- 
cle bacilli  from  sputum  merely  excludes  tuber- 


culosis. The  patient  is  not  a bit  better  than  be- 
fore. Continue  to  search  the  sputum  for  some 
definite  cause  of  infection. 

9.  The  ravages  of  bronchiectasis  are  almost 
never  like  those  of  tuberculosis  unless  they  co- 
exist and  then  tuberculosis  is  the  primary  disease 
to  be  treated. 

10.  Hemoptysis  is  not  pathognomonic  of 
tuberculosis. 

11.  An  extremely  acute  postoperative  pulmon- 
ary symptomatology  should  direct  the  diagnostic 
finger  toward  abscess. 

12.  Fibrotic  conditions  arise  in  the  presence 
of  chronic  sinusitis  and  other  chronic  infections 
elsewhere  in  the  body.  There  may  be  acute  fib- 
rotic pulmonai’y  conditions.  Think  of  them. 

13.  Pulmonary  malignancy  is  on  the  increase. 
In  the  primary  type  bronchoscopy  is  invaluable 
diagnostically.  In  the  metastatic  type  the  diag- 
nosis is  of  scientific  interest  only. 

Differential  Diagnosis  in  Pulmonary  Diseases, 
Paul  H.  Ringer,  A.B.,  M.D.,  F.A.C.P.,  N.  Y. 
State  Journal  of  Medicine,  June,  1937. 

Tuberculosis  Figures 

With  the  general  decline  in  the  tuberculosis 
rate  there  have  been  corresponding  declines  at 
all  ages  and  in  both  sexes.  The  declines,  however, 
have  not  been  uniform.  In  childhood  (up  to  15 
years  of  age)  have  occurred  the  greatest  de- 
creases, while  the  rates  for  the  middle-aged  group 
and  the  aged  have  not  declined  as  fast.  The  rate 
for  young  men  has  declined  faster  than  that  for 
young  women. 

Of  equal  interest  with  the  statistical  study  of 
mortality  rates  is  that  of  the  declining  rate  of 
morbidity  from  tuberculosis.  Many  years  ago 
von  Pirquet,  in  Vienna,  and  more  recently  Hether- 
ington,  in  Philadelphia,  reported  70  to  90  per  cent 
of  infection  with  tuberculosis  among  the  general 
population.  While  true  for  the  situation  in 
Vienna  at  the  time  of  von  Pirquet’s  report  and  of 
a group  of  Philadelphia  living  under  unfavorable 
conditions,  the  figures  do  not  represent  truly  the 
general  infection  rate  for  the  United  States  to- 
day. The  MA-100  study  carried  out  by  the  Na- 
tional Tuberculosis  Association  from  1932  to  1934 
included  12,000  individuals  in  widely  scattered 
urban  and  rural  areas  and,  covering  ages  from 
one  to  twenty  and  over,  gave  an  average  26  per 
cent  of  infected  persons  in  the  population  studied. 
The  range  was  from  19  per  cent  of  those  under 
one  year  of  age  to  46  per  cent  of  those  aged 
twenty  and  over.  Further  tests  are  under  way 
with  P.P.D.  and  the  tabulation  of  40,000  cases 
similarly  studied  will  soon  be  available  for  com- 
parison with  the  MA-100  list.  It  is  doubtful  that 
the  results  will  show  an  adult  rate  of  infection 
running  over  50  per  cent. — A Resume  of  Recent 
Tuberculosis  Figures.  Jessamine  S.  Whtney, 
Statistician,  National  Tuberculosis  Association, 
50  West  50th  St.,  N.  Y. 
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A DESCRIPTION  OF  CEPHALIC  VERSION 

(Wright,  M.  B.,  Difficult  Labors  and  Their  Treatment,  Cincinnati,  1854} 


DIFFICULT  labor,  arising  from  the  presence 
of  either  the  right  or  left  shoulder  of  the 
foetus,  at  the  brim  of  the  pelvis,  is  not 
common.  Indeed,  some  prominent  obstetricians 
know  nothing  of  it  from  experience.  He  who 
refuses  to  examine  its  nature  carefully,  however, 
on  this  account,  will  find  in  the  hour  of  trial,  that 
he  has  been  untrue  to  himself,  and  that  the  lives 
of  confiding  and  beloved  ones,  are  in  double  peril. 
Difficult  labors,  in  truth,  cannot  be  successfully 
managed  without  a knowledge  of  their  character, 
not  to  say  the  possession  of  tact  derived  from 
experience.  Without  the  one,  he  cannot  exercise 
the  other.  In  natural,  a want  of  knowledge 
would  be  more  excusable  than  in  unnatural  cases. 
The  former  may  terminate  favorably,  in  the  midst 
of  inactive  ignorance;  the  latter  require  action, 
guided  by  an  enlightened  judgment.  A man  may 
justly  congratulate  himself  that  he  has  never 
been  entrusted  with  the  management  of  a difficult 
case  of  labor,  but  he  should  not  cherish  the  be- 
lief, on  this  account,  that  his  next  case  will  not 
require  special  interference.  With  the  present 
knowledge  of  the  profession,  it  is  impossible  to 
determine  the  nature  of  a presentation  from 
external  appearance,  or  from  the  feelings  of  the 
pregnant  woman.  It  is  hardly  to  be  presumed  that 
a physician  will  examine  all  his  patients  during 
the  progress  of  gestation,  with  a view  to  as- 
certain the  kind  of  presentation  he  is  to  meet; 
admitting,  that  in  some  cases,  the  position  of  the 
foetus  may  be  ascertained  by  manipulation 
through  the  walls  of  the  abdomen,  and  by  vaginal 
touch.  Hence,  the  importance  of  being  prepared 
to  treat  every  case  that  may  occur,  in  the  best 
possible  manner. 

Suppose  the  patient  to  have  been  placed  upon 
her  back,  across  the  bed,  and  with  her  hips  near 
its  edge — the  presentation  to  be  the  right  shoul- 
der, with  the  head  in  the  left  iliac  fossa — the 
right  hand  to  have  been  introduced  into  the 
vagina,  and  the  arm,  if  prolapsed,  having  been 
placed,  as  near  as  may  be,  in  its  original  posi- 
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tion  across  the  breast.  We  now  apply  our  fingers 
upon  the  top  of  the  shoulder,  and  our  thumb  in 
the  opposite  axilla,  or  on  such  part  as  will  give 
us  command  of  the  chest,  and  enable  us  to  apply 
a degree  of  lateral  force.  Our  left  hand  is  also 
applied  to  the  abdomen  of  the  patient,  over  the 
breech  of  the  foetus.  Lateral  pressure  is  made 
upon  the  shoulders  in  such  a way  as  to  give  to 
the  body  of  the  foetus  a curvilinear  movement. 
At  the  same  time,  the  left  hand,  applied  as  above, 
makes  pressure  so  as  to  dislodge  the  breech,  as 
it  were,  and  move  it  towards  the  center  of  the 
uterine  cavity.  The  body  is  thus  made  to  assume 
its  original  bent  position,  the  points  of  contact 
with  the  uterus  are  loosened,  and  perhaps  di- 
minished, and  the  force  of  adhesion  is  in  a good 
degree  overcome.  Without  any  direct  action  upon 
the  head  it  gradually  approaches  the  superior 
strait,  falls  into  the  opening,  and  will,  in  all 
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probability,  adjust  itself  as  a favorable  vertex 
presentation.  If  not,  the  head  may  be  acted  upon 
as  in  deviated  positions  of  the  vertex,  or  it  may 
be  grasped  and  brought  into  the  strait,  and  placed 
in  correspondence  with  one  of  the  oblique  dia- 
meters. 

It  will  be  observed,  that  we  do  not  act  upon 
the  shoulders  by  raising  them.  Perhaps  a slight 
elevation  would  facilitate  the  movements  already 
described — or  it  might  be  better  to  depress  them 
• — and,  again,  by  lateral  pressure,  without  either 
elevation  of  repression,  our  object  might  be  ac- 
complished. Pushing  up  the  shoulders,  therefore, 
does  not  constitute  a prominent  part  of  turning, 
if  by  pushing  up  is  meant  the  mere  raising  of 
the  shoulders  above  the  brim  of  the  pelvis. 

As  the  body  of  the  foetus  makes  its  curved 
movement  under  the  hand  of  the  operator,  it  ad- 
vances upward,  as  well  as  laterally,  by  a com- 
bined rather  than  a single  action,  which  would 
give  it  only  one  direction. 

The  back  of  the  hand,  with  which  we  have  been 
acting  upon  the  shoulder,  is  toward  the  head  of 
the  foetus — consequently,  its  hold  upon  the  head 
would  be  apparently  slight — yet,  after  the  shoul- 
ders have  reached  the  iliac  fossa,  the  vertex  may 
fall  upon  the  palm  of  the  hand  in  occupying  the 
strait,  and  its  adjustment  become  easy.  If,  how- 
ever, there  should  seem  to  be  a necessity  for 
grasping  the  occiput,  there  could  be  no  reasonable 
objection  to  a speedy  change  of  hands. 

The  entire  process  of  cephalic  version  is  to  be 
adopted  in  the  absence  of  uterine  contraction;  or, 
rather,  during  the  intervals  of  expulsive  force. 
And,  as  it  is  now  a vertex  presentation,  we  must 
be  governed,  as  to  the  time  and  manner  of  de- 
livery, by  those  general  rules  applicable  to  such 
cases. 

In  all  our  cases,  except  the  one  which  termi- 
nated as  a face  presentation,  the  occiput  as- 
sumed a position  corresponding  with  the  first  or 
second  presentations  of  the  vertex.  In  this  case 
the  occiput  was  before  one  of  the  sacro-iliac 
symphises,  and  to  this  fact  we  have  attributed 
the  tendency  of  the  occiput  to  slide  over  the  brim 
of  the  pelvis,  and  the  difficulty  in  keeping  it  in 
place.  If  there  had  been  the  usual  degree  of 
uterine  contraction,  however,  the  head  would,  in 
all  probability,  have  become  fixed,  and  the  pre- 
sentation would  have  continued  as  one  of  the 
vertex,  instead  of  changing  for  the  face. 

It  will  be  seen  that  we  lay  no  claim  to  the  in- 
troduction of  cephalic  version  as  a mode  of  treat- 
ing wrong  presentations,  and  expediting  de- 
livery. A very  brief  examination  of  the  subject, 
however,  may  induce  some  to  award  to  us 
originality  in  respect  to  the  means  by  which  a 
successful  change  of  presentation  may  be  ac- 
complished. 

The  cephalic  version,  by  external  manipulation 
- — by  acting  upon  the  foetus  through  the  parietes 
of  the  abdomen  and  uterus — should  have  few  ad- 


vocates is  not  surprising.  To  be  successful,  it 
confessedly  requires  a combination  of  favorable 
circumstances  not  often  presented.  The  tissues 
both  of  the  abdomen  and  uterus,  must  be  thin 
and  yielding — the  liquor  amnii  must  have  been 
retained,  and  in  considerable  quantity — and  the 
foetus  must  be  proportionably  small. 

In  all  the  obstetrical  works  we  have  examined, 
in  which  cephalic  version  is  recommended  by  in- 
ternal manoeuvre,  it  is  directed  to  raise  the 
shoulder  as  the  first  necessary  impression  upon 
the  foetus.  Viewed  anatomically  or  mechanically, 
men  have  not  been  persuaded  into  the  belief,  that 
raising  the  shoulder  can  facilitate  the  permanent 
descent  of  the  head  into  the  superior  strait.  They 
claim,  what  is  apparent  to  the  eye  in  viewing  a 
proper  engraving,  and  as  it  can  be  demonstrated 
with  the  manikin,  that  the  elevation  of  the 
shoulder  at  the  brim  of  the  pelvis,  tends  to  in- 
crease the  long  diameter  of  the  foetus,  and  the 
transverse  diameter  of  the  uterus,  and  without 
any  favorable  adjustment  of  the  head  after  pres- 
sure upon  the  shoulder  has  been  withdrawn. 

Suppose  we  follow  out  the  directions  given  by 
some,  and  after  the  elevation  of  the  shoulder, 
attempt  to  force  the  body  of  the  foetus  in  a 
lateral  direction,  will  not  the  breech  infringe 
against  the  walls  of  the  uterus  transversely?  To 
enable  the  head  to  engage  in  the  superior  strait, 
the  body  must  be  entirely  removed  from  it,  and 
this  can  only  be  done  by  raising  the  breech  to- 
wards the  fundus  of  the  uterus.  Raising  the 
shoulder,  therefore,  is  very  naturally  considered 
a means  to  prevent  cephalic  version.  And  we  are 
not  surprised  that  podalic  version  is  almost  uni- 
versally adopted  in  the  treatment  of  shoulder  pre- 
sentations. 

If  our  mode  of  performing  cephalic  version  is 
sufficiently  clear,  in  the  description  already  given, 
it  will  readily  be  distinguished  from  others.  We 
claim  for  it  great  importance,  on  the  ground  that 
it  is  easily  executed— that  the  mother  and  foetus 
receive  no  injury — that  there  is  little  or  tto  dan- 
ger of  subsequent  displacement  after  the  vertex 
has  been  fully  adjusted — that,  although  it  is  most 
successful  in  recent  cases,  delivery  may  be  ac- 
complished after  the  membranes  have  been  long 
ruptured — that  it  may  be  executed,  after  in- 
effectual efforts  to  bring  down  the  feet. 


Biological  Photographers  to  Meet 

The  Seventh  Annual  Convention  of  the  Biologi- 
cal Photographic  Association  will  be  held  in 
Rochester,  N.  Y.,  September  23-25.  Scientific 
papers  of  vital  interest  to  the  biological  and 
clinical  photographer  will  be  presented  by  ex- 
perts in  their  field.  Details  concerning  the  meet- 
ing, together  with  a copy  of  the  program,  can 
be  obtained  by  writing  Ralph  P.  Creer,  Hines, 
Illinois. 


REMINISCENCES  OF  THE  FORMATION  OF  THE  CLEVELAND 
MEDICAL  LIBRARY  ASSOCIATION 

By  WILLIAM  THOMAS  CORLETT,  M.D.,  L.R.C.P.,  Lond.,  Cleveland,  Ohio 


The  Author 

• Dr.  Corlett  is  professor  emeritus  of  derma- 
tology and  syphilology.  Western  Reserve  Uni- 
versity, President  of  the  Cleveland  Medical  Li- 
brary Association,  1929-30. 


ON  receiving  a notice  of  the  fortieth  an- 
niversary of  the  Cleveland  Medical  Li- 
brary Association  my  mind  went  back  to 
the  time  when  there  was  no  medical  library  in 
Cleveland.  I am  particularly  strongly  impressed 
by  the  advantages  the  medical  student  of  today 
has  compared  to  the  time  when  I prepared  a 
thesis  for  graduation  in  medicine  just  57  years 
ago. 

Among  other  things  in  my  medical  course,  I 
had  heard  of  the  germ  theory  of  disease.  The 
idea  appealed  to  me  and  I wanted  to  make  it  the 
caption  of  my  thesis.  But  where  could  I find  any- 
thing on  the  subject,  that  was  the  question.  My 
preceptor  had  a good  medical  library,  but  the 
only  work  bearing  on  the  subject  was  by  Lionel 
Smith  Beale,  “The  Microscope  and  its  Application 
in  Clinical  Medicine,”  London,  1854. 

LACK  OP  REFERENCE  BOOKS  CITED 

It  seems  incredible  today  when  we  know  the 
important  role  germs  play  in  the  causation  of  so 
many  diseases,  with  text-books  describing  and 
illustrating  the  numerous  pathologic  micro- 
organisms, that  during  one  individual  lifetime  so 
little  was  available  in  Cleveland  on  this  subject 
at  the  beginning  of  the  span.  Such,  however,  is 
true  and  I was  compelled  to  abandon  my  pro- 
posed theme  and  wrote  on  another  subject.  The 
subject  I chose  was  prophylaxis.  That  this  thesis 
had  anything  to  do  with  the  wonderful  strides 
since  made  in  preventive  medicine  is  farthest 
from  my  thoughts — but  that  the  medical  student 
in  Cleveland  at  that  time  as  well  as  the  prac- 
titioner of  medicine  were  handicapped  by  the  lack 
of  works  of  reference  must  be  conceded. 

In  extenuation  of  the  paucity  of  medical  litera- 
ture of  the  Cleveland  of  February,  1877,  I cannot 
say  that  little  was  known  about  the  pathologic 
germs  anywhere  at  that  time.  For  the  micro- 
scope had  already  revealed  some  epoch-making 
discoveries.  Schonlein  of  Berlin  had  discovered 
the  vegetable  parasite  which  causes  favus,  in 
1839, 1 which  Renak  later  named  Acorion  Schon- 
leinii,  and  Hansen  of  Christiania  had  discovered 
the  bacillus  of  leprosy  six  years  before,  but  I was 
blissfully  unaware  of  it  as  doubtless  were  many 
of  my  contemporaries. 

And  now  all  this  has  passed  away — and  how 
was  it  brought  about?  It  is  not  an  oft-told  tale, 
that  is  as  it  really  was,  for  such  things  are  soon 
forgotten.  It  emphasizes  again  the  important 
role  the  medical  society  played  in  the  pioneer  de- 
velopment of  medicine  in  America.2  The  inception 
of  a medical  library  in  Cleveland  for  the  use  of 


medical  men  took  place  in  the  Cuyahoga  County 
Medical  Society.  Through  a painstaking  search 
of  past  records  of  the  minutes  of  the  Cuyahoga 
County  Medical  Society  and  the  Case  Library  as 
far  back  as  1873,  by  Mr.  J.  C.  Harding,  our 
Librarian,  I am  able  to  present  a well-defined  be- 
ginning of  what  later  became  The  Cleveland 
Medical  Library  Association.  At  the  time  of  my 
joining  the  County  Society  a year  later  (1878) 
the  Medical  Library  had  not  even  received  a 
name — but  it  was  born. 

PROJECT  IS  BORN  IN  1877 

On  the  seventh  of  April,  1877,  according  to  the 
records,  a motion  was  made  that  the  President  of 
the  Cuyahoga  County  Medical  Society  appoint  a 
committee  to  make  arrangements  with  the  Trus- 
tees of  Case  Hall  Library  for  establishing  a 
medical  department  under  their  management. 
The  mover  of  this  resolution  must  have  been,  ac- 
cording to  the  rules  of  procedure,  Dr.  Henry 
Kirke  Cushing,  who  was  appointed  chairman.  The 
others  appointed  on  this  committee  were:  Dr. 

Isaac  Newton  Himes,  and  Dr.  Hunter  H.  Powell. 
Evidently  this  committee  met  with  a favorable 
reception,  for  on  the  17th  of  April,  1877,  it  was 
authorized  to  complete  arrangements  with  the 
Case  Trustees. 

On  the  9th  of  May,  1877,  the  minutes  of  Case 
Library  Trustees  show  that  steps  were  taken  to 
apply  money  received  from  the  Cuyahoga  County 
Medical  Society  to  the  purchase  of  medical  jour- 
nals. 

On  June  19th,  1877,  Dr.  Powell  reported  prog- 
ress, and  on  motion  of  Dr.  C.  F.  Dutton,  the  com- 
mittee was  instructed  “to  select  the  books  which 
may  be  purchased.” 

July  3rd,  1877:  “Committee  reported  further 
progress,  having  collected  32  dollars  for  the 
purchase  of  books.” 

FIRST  JOURNALS  SELECTED 

July  17,  1877,  Dr.  Powell  reported  that  44  dol- 
lars had  been  collected  and  the  committee  had 
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made  the  following  selections  of  journals:  (No 

mention  is  made  how  this  was  collected  nor  who 
were  the  donors.) 

Journals  selected — 

Journal  of  Anatomy  and  Physiology 
Dublin  Journal  of  Medical  Sciences 
Edinburgh  Medical  Journal 
Psychological  Journal 
Lancet  (London) 

Medical  and  Surgical  Journal 
Medical  and  Surgical  Quarterly  Review 

Mr.  Harding  further  reports  that  with  the  ex- 
ception of  the  London  Lancet  none  of  the  above 
mentioned  journals,  now  in  the  Library,  begin  at 
that  time.  There  are,  however,  extra  copies  of 
the  London  Lancet  at  this  time,  marked  “Case 
Library.”  Where  the  others  are  is  left  for  some 
future  historian  to  reveal. 

The  above  seems  to  be  a solid  foundation  upon 
which  to  construct  a history  of  The  Cleveland 
Medical  Library  Association — the  fons  et  origo, 
so  to  speak.  The  legendary  account  that  seems  to 
be  taken  for  granted  is  that  Dr.  I.  N.  Himes 
started  it  by  contributing  the  London  Lancet  to 
Case  Library  in  the  late  seventies  of  the  last  cen- 
tury. I wrote  to  the  London  Lancet,  but  they 
could  not  confirm  this.  This,  according  to  the 
records  available  here,  is  too  exclusive  and  only 
partly  true.  The  record  quoted  shows  that  he 
was  on  the  first  comittee  appointed  by  the  Presi- 
dent of  the  Cuyahoga  County  Medical  Society, 
and  those  who  knew  the  modest  scholarly  man 
that  he  was,  know  that  he  was  highly  useful,  a 
master  mason,  in  laying  this  foundation  stone 
even  though  he  may  not  have  been  the  architect. 

In  recalling  events  that  led  to  the  well-or- 
ganized Library  that  we  now  enjoy,  I am  im- 
pressed by  their  rhythmic,  almost  pulsating 
character — partaking  somewhat  of  the  ups  and 
downs  of  ordinary  life. 

AN  INTERESTING  EPISODE 

As  I sat  at  the  well-appointed  table  of  the 
fortieth  anniversary  of  the  commonly  known  and 
more  formal  organization  of  the  Library,  and 
looked  over  the  gathering — also  well-appointed 
and  well-attired,  I thought  how  few  realized 
that  it  was  not  always  thus,  and  that  its  begin- 
ning, were  it  not  for  the  written  records,  was 
known  to  but  few  aside  from  the  members  of  the 
County  Society  and  the  Case  Library  staff.  And 
this  brought  to  mind  a story — a true  one — -which 
has  to  do  with  the  early  history  of  this  Medical 
Library. 

It  was  in  the  eighties  of  the  last  century  that 
a group  of  young  medical  men  had  but  newly 
“arrived” — at  least  they  thought  so — and  lived  on 
the  plan  that  may  not  be  wholly  unknown  to 
young  practitioners  of  medicine  today.  I will  ex- 
plain it,  for  it  has  to  do  with  the  early  days  of 


the  Medical  Library,  and  a contributing  factor,  if 
not  in  its  formation,  it  certainly  was  in  its 
growth  and  maintenance  during  the  first  years  of 
its  infancy. 

Well,  to  my  story!  The  Hollenden  Hotel  had 
but  recently  opened  its  first  wing  in  the  winter 
of  1885-6,  and  among  its  first  patrons  were  some 
of  the  aforesaid  “newly-arrived”  medical  men. 
They  were  all  young  men  excepting  one,  Dr. 
Alleyne  Maynard,  who  was  quite  an  elderly  man 
and  had  retired  from  active  life.  We  all  took  our 
meals  a la  carte  except  Dr.  Arthur  B.  Carpenter, 
who  was  a large  man  with  a good  appetite  and 
found  it  more  to  his  taste  and  more  economical 
to  take  his  meals  on  the  American  plan.  Dr. 
Maynard,  being  an  Englishman,  was  quite  con- 
tent with  a cup  of  tea  and  a slice  or  two  of  bread. 
The  others  of  this  Aesculapian  group  wanted 
something  more  substantial  and  found  that  the 
hotel  served  a very  good  dish,  “Corned  beef  hash 


Home  of  Cleveland  Medical  Library  Association,  2318 
Prospect  Avenue  from  1898  to  1926. 


with  poached  egg,”  for  twenty-five  cents.  Being 
all  robust  with  an  appetite  to  correspond,  we 
were  pleased  to  find  that  they  served  two  eggs 
instead  of  one,  which  with  a few  extras  made  a 
substanial  meal  and  all  that  we  required. 

The  management  found  in  time  that  we  were 
not  contributing  very  largely  to  his  new  venture 
in  hotel  keeping,  so  he  eliminated  one  egg  from 
our  favorite  dish.  This  was  a calamity.  Dr.  Car- 
penter likewise  was  not  slow  to  notice  our  frugal- 
ity and  often  when  he  had  a smoking  hot  capon 
served  up  to  him  would  say,  “boys  this  is  fine, 
better  order  one.”  Our  answer  of,  “we  don’t  care 
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for  it,”  brought  out  the  retort,  “I  notice  that  you 
fellows  are  living  on  the  don’t  care  for  it  plan.” 
And  so  we  were,  and  it  was  the  frugality  of  the 
“don’t  care  for  it  plan” 
that  enabled  us  when  Dr. 

Allen  passed  around  the 
hat  to  buy  more  books  and 
journals  for  the  medical 
corner  set  aside  in  Case 
Library,  previously  men- 
tioned, and  which  had  been 
much  talked  about  around 
our  table,  that  we  each 
gave  $50.  Just  think  of 
it!  Fifty  dollars  meant 
much  more  in  those  first 
years  of  practice  than  it 
did  later;  but  this  was  but 
the  beginning.  As  pros- 
perity increased,  we  be- 
came almost  reckless. 

Within  a year  or  two  we 
gave  $150,  then  $200  until 
each  of  us  had  contributed 
$500. 

While  this  was  not  the 
beginning,  it  was  the 
renaissance,  or  more  properly  the  rejouissance  of 
what  was  later  to  become  The  Cleveland  Medical 
Library  Association — and  another  strong  impulse 
had  been  given. 

those  on  scroll  op  honor 

It  may  be  of  interest  to  know  that  in  addition 
to  Dr.  Maynard  and  Dr.  Carpenter  this  Hollen- 
den  group  consisted  of  Dr.  Dudley  Peter  Allen 
(returned  from  Europe  in  1883),  Dr.  B.  L.  Millikin 
(finished  his  training  in  Philadelphia,  in  1882), 
Dr.  Henry  S.  Upson  (returned  from  Europe  in 
1885)  and  the  present  writer  (returned  from 
Europe  in  1881). 

In  writing  of  the  Library  formation  30  years 
before,  and  about  15  years  after  the  events  I am 
now  recalling,  I said:  “The  names  that  should 
stand  on  the  scroll  of  honor  are: 

Dr.  Henry  Kirke  Cushing  (1828-1910) 

Dr.  Isaac  Newton  Himes  (1834-1895) 

Dr.  Dudley  Peter  Allen  (1852-1915) 

Dr.  Arthur  B.  Carpenter  (1853-1890) 

Dr.  Benjamin  L.  Millikin  (1851-1916) 

Dr.  Henry  Swift  Upson  (1859-1913) 

Dr.  Howard  J.  Lee  (1851-1915) 

Dr.  John  P.  Sawyer  (1862-  ) 

Dr.  John  H.  Lowman  (1850-1919) 

Dr.  Marcus  Rosenwasser  (1846-1910) 

Dr.  William  H.  Humiston  (1865-  ) 

Dr.  Henry  E.  Handerson  (1837-1918) 

There  may  have  been  others  who  aided  the  in- 
fant library  and  there  doubtless  were,  for  I un- 
fortunately am  not  writing  now  from  written 
records.  Some  contributed  books,  journals  and 


other  objects  of  interest  to  the  Library — these 
doubtless  are  on  record. 

The  point  I wish  to  make  in  the  foregoing  is 


that  the  Medical  Library  was  started  in  a small 
way  by  a group  of  men  in  the  Cuyahoga  County 
Medical  Society.  Six  years  later  it  received  an 
impetus  by  another  group  who  were  interested 
in  developing  a library  worthy  of  the  name,  some 
of  whom,  particularly  among  the  younger  men, 
by  living  on  “the  don’t  care  for  it  plan,”  were 
able  to  contribute  to  the  Library  by  denying 
themselves  many  things  that  doubtless  they 
would  liked  to  have  had.  In  this  group.  Dr.  Dud- 
ley Peter  Allen  took  the  initiative,  and  his  en- 
thusiasm inspired  others  to  do  their  utmost. 

Then  came  the  time  with  which  all  are  familiar, 
the  founding  of  the  new  medical  society,  The 
Cleveland  Society  of  the  Medical  Sciences,  which 
was  considered — and  intended  to  be — a “high- 
brow” society  to  elevate  the  medical  profession 
and  to  raise  money  for  the  Medical  Library — and 
it  did  both.  With  this  the  County  Medical  So- 
ciety fell  behind.  One  or  two  other  societies  were 
organized,  all  to  be  finally  merged  to  form  the 
present  Academy  of  Medicine  of  Cleveland. 

FOUNDING  OF  PRESENT  SOCIETY 

In  1894  a more  well-defined  organization  was 
effected,  was  incorporated,  and  The  Cleveland 
Medical  Library  Association — long  planned — long 
striven  for,  had  came  to  maturity. 

For  about  17  years  previous  to  this  there  was 
no  well-defined  organization  such  as  now  exists. 
During  this  time  the  men  above  mentioned  were 
more  or  less  active  in  furthering  the  Library  and 
the  Library  project.  True,  the  enthusiasm  flowed 
and  ebbed,  but  the  encouraging  feature  was  that 
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it  always  ebbed  less  than  it  flowed.  When  the 
Library  had  become  really  a Library,  the  guiding 
mind,  I would  say,  was  Dr.  Henry  E.  Handerson. 
He  steered  it  through  an  unchartered  sea,  with 
some  hidden  reefs,  but  it,  too,  “arrived”  as  you 
see  it  today.  Dr.  Handerson  was  a scholar,  a 
medical  historian,  was  not  distracted  by  prac- 
ticing medicine,  devoted  much  of  his  time  to  the 
Library,  and  a few  years  later  gave  his  own  well 
selected  library  to  our  collection. 

CAMPAIGN  FOR  BUILDING  STARTED 

Then  came  the  time  when  we  were  anxious  to 
secure  a building  of  our  own,  and  remove  our 
books  and  journals  from  Case  Library.  By  this 
time  there  were  many  others  who  became  in- 
terested in  what  we  thought  to  be  the  most  im- 
portant medical  institution  in  Cleveland;  owned 
by  ourselves,  controlled  by  ourselves,  and  used  by 
ourselves.  Of  what  other  medical  institution  with 
which  any  one  of  us  was  connected  could  we  say 
that  it  was  our  own.  A wise  provision  made  by 
one  of  its  principal  benefactors  assures  this  for 
all  time.  And  all  this  to  enable  us  to  better  care 
for  those  who  place  their  trust — their  lives  in 
our  hands. 

We  had  now  reached  the  stage  of  comparative 
affluence  when  we  had  not  only  books  and  jour- 
nals, but  $7,500  out  at  interest.  I think  Dr.  Allen 
was  able  to  secure  the  largest  amounts.  He  was 
able  through  family  connections  to  get  the  ear  as 
well  as  the  cash  from  people  of  wealth  interested 
in  medical  projects.  Besides,  he  had  the  assur- 
ance and  gracious  manner  necessary  for  a suc- 
cessful beggar.  Dr.  Harris  G.  Sherman  was  the 
most  assiduous  beggar,  and  in  his  suave  way 
acted  as  if  he  really  enjoyed  it — and  I believe  he 
did.  The  sums  he  collected  I was  told  were  small, 
ranging  from  $5  to  $25.  While  I had  the  desire, 
I was  a poor  beggar  for  funds.  About  this  time, 
I think  it  may  have  been  through  the  solicitation 
of  Dr.  Sherman,  Dr.  Gustav  C.  E.  Weber  became 
interested  in  the  Library.  This  I thought  an  op- 
portune time  to  solicit  funds  from  a wealthy 
family  whom  Dr.  Weber  had  previously  referred 
to  me  as  patients.  I knew  they  admired  him 
greatly.  One  day  I got  up  courage  and  went  to 

Mr ’s,  wholesale  place  of  business. 

Arriving  at  the  door — I hesitated — walked  past. 
Returned  to  the  door  and  again  walked  by.  I was 
discouraged,  but  a consoling  thought  occurred  to 
me.  The  family  had  made  a wedding  call — the 
call  must  be  returned.  That  evening  accompanied 

by  my  wife  we  called  on  Mr.  and  Mrs.  

at  their  spacious  home  on  the  then  exclusive  Case 
Avenue — they  were  not  at  home.  Now  I realized 
that  as  a beggar,  at  least,  I was  a failure.  I 
never  tried  again. 

At  this  time  the  new  President  of  the  Univer- 
sity was  also  canvassing  for  funds  for  a new 
chemical  laboratory.  He  had  approached  my 


wife’s  mother.  She  had  promised  to  give  the  sub- 
ject consideration.  She  told  us  she  wanted  to 
give  $500,  and  asked  our  advice.  Alas!  for  the 
chemical  laboratory — the  infant  Medical  Library 
got  the  five  hundred  dollars.  This,  with  the  five 
hundred  I had  previously  contributed,  made 
$1,000,  which  was  all  I felt  able  to  give  or  to 
make  others  give. 

BEGINNING  OF  NEW  ERA 

This  is  where  the  prehistoric  history  of  the 
Cleveland  Medical  Library  ends.  From  this  time 
the  development  of  the  library,  the  acquiring  of 
an  attractive  stone  house  on  Prospect  Street  and 
the  construction  of  its  present  beautiful  and  well 
appointed  building  have  been  repeatedly  de- 
scribed. But  in  closing  these  early  Library 
reminiscences  it  may  be  well  to  remind  the 
younger  man,  as  we  pass  this  forty-second  an- 
niversary of  its  formal  opening,  that  it  was  not 
always  thus  in  marble  halls  we  lived.  And  that 
the  Library  was  conceived  and  born  in  modesty — 
that  its  infancy  was  passed  in  comparative  ob- 
scurity— that  its  childhood  was  strengthened  by 
struggling  and  its  early  benefactors  most  of 
whom  to  be  such  lived  on  the  “don’t  care  for  it” 
plan. 

This  does  not  pretend  to  be  the  last  word,  nor 
all  there  is  in  the  early  history  of  the  Medical 
Library.  It  is,  however,  what  ocurs  to  me  at  this 
time,  most  of  which  evidently  has  not  been 
thought  worth  while  putting  on  record.  Since 
Mr.  Harding  tells  me  there  are  many  foolscap 
pages  of  the  early  transactions  of  the  Cuyahoga 
County  Medical  Society  written  in  shorthand3 
which  he  is  unable  to  find  anyone  able  to  read,  it 
remains  for  some  future  historian  supplied  with 
a Rosetta  Stone  to  reveal  and  tell  you  more  of 
these  hidden  secrets  of  the  past. 

* * * * 

“Music  in  the  running  brook”  there  may  be, 
and  “sermons  in  stone,”  but  the  wise  man  turns 
to  the  printed  page  for  much  of  his  inspiration 
and  most  of  his  knowledge.  For  here  during  the 
ages  the  greatest  minds  have  consigned  their  best 
thoughts  to  its  keeping. — And  to  it  turn — “All 
ye  who  enter  here.” 

^ ^ -i- 

(1)  Beale  mentions  this  with  other  well  known 
facts,  but  not  having  confirming  works  of  ref- 
erence I probably  thought  it  unwise  to  stray  too 
far  from  recognized  established  facts  in  an  ex- 
amination thesis. 

(2)  Dr.  F.  C.  Waite  has  written  entertainingly 
on  the  early  medical  societies.  Western  Reserve 
University  Bulletin. 

(3)  Dr.  I.  N.  Himes  wrote  in  shorthand.  He 
evidently  was  the  secretary. 


THE  RABIES  SITUATION  IN  OHIO 

By  LEO  F.  EY,  Columbus,  Ohio 


Chief,  Division  of  Laboratories, 

MANY  health  commissioners  and  physi- 
cians are  familiar  with  the  fact  that  for 
a number  of  years  a virtual  epidemic  of 
rabies  has  existed  in  certain  sections  of  the 
State.  Further,  we  have  no  hesitancy  in  stating 
that  this  outbreak,  which  dates  back  to  the  early 
part  of  1934,  has  reached  proportions  never  be- 
fore experienced  in  the  state. 

It  is  true,  rabies  has  been  present  in  Ohio  for 
many  years  and  the  periodic  outbreaks  have  oc- 
curred in  different  parts  of  the  state.  In  the 
present  situation,  however,  the  origin  of  the  out- 
break can  be  definitely  traced  from  and  through 
counties  bordering  the  Ohio  River,  until  today 
counties  as  far  north  as  Fairfield,  Franklin,  Dela- 
ware and  Marion  are  confronted  with  the  serious 
problem  of  controlling  and  eradicating  the  dis- 
ease. 

Although  a complete  statement  of  expense  re- 
sulting from  this  outbreak  to  the  counties  in- 
volved is  not  available  at  this  time,  we  know  that 
the  figure  already  exceeds  the  one  hundred  thou- 
sand dollar  mark.  In  Franklin  County  alone 
through  a given  period  this  Winter  as  many  as 
100  persons  were  receiving  Pasteur  treatment  in 
a single  day. 

Whenever  rabies  exists  for  any  unusual  length 
of  time,  and  by  that  is  meant  laxity  of  institut- 
ing prompt  and  effective  control  measures, 
human  cases  of  this  infection  are  inevitable. 
Four  of  such  eases  have  occurred,  and  these  can 
be  directly  traced  to  the  outbreak  under  dis- 
cussion. Two  of  these,  in  addition  to  a third  case 
reported  from  another  district  known  to  be  out  of 
the  epidemic  zone,  are  herewith  presented  be- 
cause the  histories  are  practically  parallel.  These 
cases  occurred  in  boys  whose  ages  are  12,  13  and 
14,  and  each  had  lip  bites  inflicted  by  rabid  dogs. 

The  boy  age  13  was  bitten  on  the  upper  lip, 
and  six  days  later  he  received  first  antirabic 
treatment  in  a course  of  21  injections,  ending 
January  13,  1936.  The  following  May  14  he  be- 
came ill,  and  on  the  18th  was  hospitalized.  He 
showed  symptoms  mainly  those  of  delirium  ac- 
companied by  restlessness  and  died  on  May  20. 
Microscopical  examination  of  the  boy’s  brain 
showed  typical  Negri  bodies. 

One  adult  was  also  bitten  on  the  right  fore- 
arm, and  three  other  persons  were  scratched  by 
the  same  dog  which  transmitted  infection  to  the 
fatal  case.  The  latter  four  received  only  14  dose 
treatments,  and  no  further  complications  were 

Roundtable  Discussion  at  Public  Health  Luncheon,  Ohio 
State  Medical  Association,  91st  Annual  Meeting,  Dayton, 
Ohio,  April  28-29.  1937. 


State  Department  of  Health. 

reported.  The  boy  and  adult  with  definite  bites 
had  no  local  cautery  treatment. 

In  the  second  case,  a boy  age  14,  was  bitten  on 
the  upper  lip  and  leg  December  31,  1936.  The  first 
antirabic  treatment  was  injected  four  days  later 
and  completed  with  fourteen  doses.  February  10, 
1937,  he  became  ill,  was  hospitalized  and  died  on 
February  14.  Site  of  bites  cauterized,  and  the  lip 
injury  required  one  suture.  When  the  family 
physician  saw  the  patient  on  February  13  he 
found  him  in  a highly  nervous  condition,  and  on 
attempting  to  swallow  water,  spasm  of  muscles 
prevented  and  threw  him  into  convulsive  state. 

The  biting  dog  in  this  case  was  examined  and 
found  to  be  rabid. 

The  third  case,  a boy  age  12,  was  bitten  Feb- 
ruary 19,  1937,  and  the  bite  was  made  deeply  on 
the  upper  lip  (local  cautery  not  recorded  in  his- 
tory). First  antirabic  treatment  was  administered 
February  21,  and  carried  through  to  21  doses. 
Onset  of  first  symptoms  March  8,  1937,  with 
nausea  and  vomiting.  This  patient  later  showed 
typical  symptoms  of  rabies  and  died  March  12. 
The  biting  dog,  being  a stray,  was  not  available 
for  examination,  but  the  boy’s  brain  showed 
positive  evidence  of  rabies.  The  microscopical 
finding  was  corroborated  later  by  animal  tests. 

One  or  two  points  might  be  touched  upon  re- 
garding these  cases.  The  first  concerns  the  ab- 
solute necessity  of  immediate  cauterization  of 
face  and  head  wounds,  and  that  an  effective  and 
recommended  agent  be  used.  Incision  of  the  in- 
jury to  permit  free  bleeding  is  of  the  utmost 
importance  in  cases  of  face  bites.  Finally  there  is 
no  justification  for  delaying  Pasteur  treatment 
during  the  interval  required  for  a laboratory 
examination  of  the  biting  animal. 


Removing'  Adhesive  Tape 

A unique  method  for  the  removal  of  adhesive 
tape  is  suggested  by  Dr.  Chevalier  Jackson  and 
Dr.  Chevalier  Lawrence  Jackson,  Philadelphia, 
Pa.,  in  a letter  to  the  Editor  of  The  Journal  of 
the  A.M.A.  Their  letter  follows: 

“Your  recent  editorial  on  methods  of  removing 
adhesive  plaster  from  the  skin,  and  rumors  of  a 
damage  suit  for  injuries  attributed  to  violent  re- 
moval, lead  us  to  suggest  oil  of  wintergreen  as 
a simple,  painless  and  highly  efficient  means.  The 
oil  should  be  applied  with  a very  small  cotton 
swab  only  to  the  point  of  separation  of  the  ad- 
hesive from  the  skin.  If  it  is  applied  to  the  ex- 
ternal surface  of  the  plaster  the  fabric  will  come 
away,  leaving  the  adhesive  material  adhering  to 
the  epidermis.” 
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Figures  on  Poliomyelitis  in  Ohio;  Hints 
Regarding  Early  Diagnosis 

During  the  month  of  July,  1937,  101  cases  of 
acute  anterior  poliomyelitis  were  reported  to  the 
State  Department  of  Health,  as  compared  with 
seven  cases  in  July,  1936.  The  total  number  of 
cases  reported  from  January  1 to  July  31,  1937, 
inclusive,  totals  130. 

During  the  year  1936,  316  cases  were  reported, 
a rate  of  4.7  per  100,000  population,  as  com- 
pared with  89  cases,  and  a rate  of  1.3  in  1935. 
There  were  54  deaths  in  Ohio  from  the  disease 
in  1936,  a rate  of  .75,  compared  with  33  deaths 
and  a rate  of  .48  in  1935. 

Detailed  morbidity  and  mortality  statistics  for 
acute  anterior  poliomyelitis  in  Ohio  for  the  years 
1926  to  1935,  inclusive,  were  published  in  the 
February,  1937,  issue  of  The  Ohio  State  Medical 
Journal,  page  218. 

It  will  be  noted  that  the  disease  is  ordinarily 
most  prevalent  during  the  months  of  August, 
September,  October  and  November. 

Inasmuch  as  early  recognition  of  acute  an- 
terior poliomyelitis  is  highly  essential  to  its  suc- 
cessful treatment,  the  following  comment  from 
Health  Education  Bulletin  No.  144,  published  by 
the  State  Department  of  Health,  is  quoted  here- 
with for  readers  of  The  Journal : 

“The  symptomatology  of  the  disease  as  found 
in  the  study  of  over  800  cases  was  found  to  be,  in 
their  order  of  frequency,  as  follows:  In  the 

paralyzed  and  abortive  (without  paralysis)  case 
groups  the  most  frequent  symptoms  and  signs 
were:  fever,  restlessness,  pain,  stiff-neck,  vomit- 
ing or  nausea,  drowsiness,  abnormal  reflexes, 
tenderness,  headache,  twitching,  tremor,  sore 
throat  and  ‘cold’.  In  other  cases  which  were 
classified  as  suspected  and  possible,  it  was  found, 
in  the  order  given:  abnormal  reflexes,  fever, 
‘cold’,  nausea  or  vomiting,  headache,  sore  throat, 
restlessness,  diarrhea  and  pain.  There  is  not  one 
sign  or  symptom  by  which  the  disease  can  be 
definitely  recognized,  except  paralysis  which 
comes  on  only  in  about  one-fifth,  or  less,  of  all 
cases  of  poliomyelitis.  The  peculiar  expression  of 
the  eyes  and  excessive  sweating,  mentioned  by 
some  observers,  was  found  only  occasionally  in 
this  investigation.  Outside  of  paralysis  the  one 
thing  to  be  relied  on  most  for  confirming  the 
diagnosis  early  in  a case  is  the  microscopical 
examination  of  the  spinal  fluid.  This,  of  course, 
is  a procedure  which  only  a competent  physician 
should  be  allowed  to  do.  The  whole  future  of  a 
case  may,  and  frequently  does,  depend  upon  early 
diagnosis,  as  treatment  to  afford  protection  from 
paralysis  must  be  given  before  this  sign  ap- 
pears.” 


Holding  that  the  state  law  prohibits  county 
commissioners  from  expending  funds  for  treat- 
ment in  unapproved  hospitals,  a state  examiner 
recently  held  that  $7,870.70  had  been  paid  il- 
legally to  Mrs.  Ethel  Kollmeier,  Fostoria,  for  care 
of  patients  in  her  hospital  which  was  not  ap- 
proved by  the  State  Department  of  Health. 


Do  You  Know  - - - 

A preliminary  report  on  how  the  $25,310,000 
Red  Cross  relief  fund  was  spent  in  the  great 
flood  disaster  of  last  Winter  indicates  that 

1.500.000  persons  were  affected  by  the  flood. 
About  two-fifths  of  the  fund  went  into  supplying 
emergency  rescue,  food,  shelter,  clothing  and 
medical  care,  and  the  remainder  was  spent  in 
home  and  farm  repairs  and  rehabilitation  for 

95.000  families  helped  to  return  to  their  flood- 
devastated  homes. 

* * * 

None  of  the  bills  designed  to  revolutionize 
medical  practice  in  Wisconsin  were  enacted. 

* * * 

Basic  Science  laws  were  enacted  this  year  in 
Michigan,  Kansas  and  Colorado. 

% % % 

A national  poll  conducted  by  the  American 
Institute  of  Public  Opinion  indicated  that  92  per 
cent  of  those  voting  favored  premartial  Wasser- 
mann  tests. 

* * ❖ 

A very  interesting  article,  entitled  “Optometry 
on  Trial”  appeared  in  the  August,  1937,  issue  of 
The  Reader’s  Digest. 

* * * 

In  Illinois  applicants  for  marriage  licenses 
must  now  present  a physician’s  certificate  that 
they  are  free  from  “venereal  diseases  as  nearly 
as  can  be  determined  by  a thorough  physical 
examination”.  A laboratory  report  must  be  at- 
tached to  the  application.  A similar  measure  was 
recently  enacted  in  Michigan. 

Stanley  R.  Mauck,  executive  director  of  the 
Columbus  Bureau  of  Medical  Economics,  has 
been  appointed  executive  secretary  of  The  Co- 
lumbus Academy  of  Medicine. 

* * * 

Dr.  Martin  H.  Fischer,  Cincinnati,  was  re- 
cently presented  with  the  old  Mexican  sombrero 
and  spurs  worn  by  “Billy,  the  Kid”,  youngest  and 
most  notorious  desperado  of  the  old  Southwest. 

% He 

Dr.  Warren  C.  Breidenbach,  Dayton,  has  been 
appointed  a member  of  the  State  Public  Health 
Council  by  Governor  Davey  for  a term  extending 
to  June  30,  1941,  succeeding  Dr.  George  D.  Lum- 
mis,  Middletown. 

For  the  veterans  of  all  American  wars  and 
their  dependents,  the  Federal  Government  has  ex- 
pended in  pensions  and  other  benefits  a grand 
total  of  $21,993,632,266.  This  figures  out  to  an 
average  per  capita  distribution  of  about  $2,930 
for  every  man  in  the  wartime  military  or  naval 
service  of  the  nation  from  the  Revolutionary 
War  through  the  World  War. 


REGIONAL  POSTGRADUATE  LECTURES,  SPONSORED  BY  THE  OHIO 
STATE  MEDICAL  ASSOCIATION,  TO  OPEN  AT  FINDLAY  ON 
OCTOBER  21;  DEFIANCE  ALSO  SELECTED  AS  CENTER 


INAUGURATION  of  the  Ohio  State  Medical  Association  Regional  Postgraduate  Lec- 
tures, constituting  one  of  the  newest  activities  sponsored  by  the  Ohio  State 
Medical  Association,  will  take  place  on  Thursday  evening,  October  21. 

On  that  date,  starting  at  7 P.  M.,  the  first  session  of  the  initial  course  of  16  post- 
graduate lectures  will  be  held  at  the  Elks’  Home,  Findlay. 

All  members  of  the  Ohio  State  Medical  Association  will  be  eligible  to  attend  the 
course  of  lectures,  although  the  first  course  will  be  given  especially  for  physicians  re- 
siding in  Northwestern  Ohio.  There  will  be  no  registration  fee. 

The  first  session — October  21 — will  be  devoted  to  discussions  on  the  subject, 
“Heart  Disease”.  Lecturers  will  be  Dr.  Roy  W.  Scott,  Cleveland,  and  Dr.  William  H. 
Bunn,  Youngstown,  both  of  whom  qualify  as  experts  on  this  subject  and  have  enviable 
reputations  as  outstanding  clinicians  and  lecturers. 


Two  lectures  will  be 
given  at  each  of  the 
eight  sessions  to  be 
held  in  Northwestern 
Ohio,  making  16  lec- 
tures in  all. 

Sessions  of  the  first 
course  will  be  held  at 
two-week  intervals  on 
Thursday  evening  (the 
Christmas  Holidays  ex- 
cepted) on  the  follow- 
ing dates:  October  21, 

November  4,  November 
18,  December  2,  Decem- 
ber 16,  January  6,  Jan- 
uary 20  and  February  3. 

Two  centers  for  the 
lectures  in  Northwest- 
ern Ohio  have  been  se- 
lected — Findlay  and 
Defiance.  Sessions  will 
alternate  between  these  two  cities  as  follows: 
Findlay — October  21,  November  18,  December 
16  and  January  20;  Defiance — November  4,  De- 
cember 2,  January  6 and  February  3. 

Lecturers  for  the  remaining  seven  sessions  of 
the  Northwestern  Ohio  course  will  be  announced 
later.  They  will  be  speakers  of  ability  and  ex- 
perience, qualified  to  present  practical  advice  and 
suggestions  which  will  be  useful  and  helpful  to 
the  average  physician  in  his  everyday  practice. 

Other  subjects  which  will  be  covered  in  the 
first  course  include:  Intestinal  obstruction,  polio- 
myelitis, cancer  of  the  breast,  diagnosis  and  treat- 
ment of  early  syphilis,  prenatal  and  postnatal 
Care  and  management  of  pregnancy,  scarlet  fever, 
pneumonia,  infections  of  the  urinary  tract,  medi- 
cal and  orthopedic  aspects  of  chronic  arthritis, 
diabetes,  common  psychoses,  common  lesions  of 
the  cervix,  and  fungous  and  pyogenic  infections 
of  the  skin. 

The  same  course  will  be  presented  during  the 


year  in  five  other  sec- 
tions of  the  state,  (reg- 
ions will  be  known  as 
A,  B,  C,  D,  E and  F), 
making  it  possible  for 
all  members  of  the  Ohio 
State  Medical  Associa- 
tion to  participate  in 
this  worthy  project. 

The  postgraduate  lec- 
tures project  is  planned 
on  a five-year  basis. 
In  other  words,  a course 
will  be  presented  in 
each  region  for  five 
successive  years.  Dur- 
ing that  period  80  lec- 
tures will  be  given  in 
each  region,  with  a 
natural  sequence  in 
subjects  which  will 
cover  practically  the 
entire  fields  of  medicine,  surgery  and  public 
health. 

Additional  details  and  information  concerning 
the  first  course — starting  October  21  at  Findlay 
— and  the  entire  project  will  be  published  in  sub- 
sequent issues  of  The  Journal  and  literature  will 
be  mailed  direct  to  members  as  soon  as  other 
plans  have  been  completed. 

The  Background: 

The  Regional  Postgraduate  Lectures  project 
has  been  in  the  process  of  formation  for  about 
one  year.  It  is  the  result  of  extensive  research 
and  intensive  planning  on  the  part  of  the  Com- 
mittee on  Education  and  Sub-Committee  on 
Regional  Postgraduate  Lectures  of  the  Ohio 
State  Medical  Association,  members  of  which 
are  listed  elsewhere  in  this  article. 

For  some  years,  officials  of  the  Ohio  State 
Medical  Association  have  felt  that  the  edu- 
cational activities  of  the  Association  have 
lagged  and  should  be  strengthened.  It  was 


Committee  on  Education: 

Clyde  L.  Cummer,  Cleveland,  Chairman 
Carl  A.  Wilzbach,  Cincinnati 
Wm.  Kelley  Hale,  Wilmington 
Harry  S.  Noble,  St.  Marys 
Russel  G.  Means,  Columbus 

Sub-Committee  on  Regional 
Postgraduate  Lectures: 

Clyde  L.  Cummer,  Cleveland,  Chairman 
Harry  S.  Noble,  St.  Marys,  Vice  Chrm. 
James  M.  Pierce,  Cincinnati 
Cecil  Striker,  Cincinnati 
S.  H.  Ashmun,  Dayton 
Louis  N.  Jentgen,  Columbus 
Robert  T.  Allison,  Akron 
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their  belief  that  there  is  a real  need  in  Ohio 
for  a postgraduate  program  of  practical  value 
and  one  which  would  give  physicians  an  op- 
portunity to  take  “refresher”  courses  and 
listen  to  practical  addresses  on  progress  in  the 
science  and  art  of  medicine  at  centers  located 
near  their  homes  so  as  to  eliminate  the  need 
for  traveling  excessive  distances  and  the  loss 
of  time  from  their  practice. 

With  this  in  mind,  the  House  of  Delegates 
of  the  State  Association,  when  it  revised  the 
Constitution  and  By-Laws  of  the  Association  in 
the  Fall  of  1936,  provided  for  a Committee  on 
Education.  As  set  forth  in  the  By-Laws,  one 
of  the  important  functions  of  this  committee 
is  to  plan  and  promote  the  educational  ac- 
tivities of  the  Association,  including  post- 
graduate courses  for  all  members. 

Since  that  time,  the  two  committees  referred 
to  above  have  made  a careful  study  of  data  on 
educational  activities  carried  on  by  other  state 
medical  societies  and  have  conducted  an  un- 
official poll  of  members  of  the  Ohio  State  Medi- 
cal Association  on  this  subject.  Finding  senti- 
ment among  the  members  generally  in  favor  of 
local  postgraduate  activities,  the  committees, 
after  numerous  meetings  and  conferences, 
formulated  a program  of  regional  courses  to 
cover  a five-year  period. 

On  July  11,  the  proposed  program  for 
regional  postgraduate  lectures  was  submitted 
to  the  Council  of  the  State  Association.  With 
enthusiasm,  the  Council  approved  the  plan  as 
presented.  (See  Council  minutes,  August,  1937, 
issue  The  Journal,  pages  898-903).  In  doing 
so,  the  Council  endorsed  a suggestion  made  by 
the  committees  that  the  first  course  be  given 
first  in  Northwestern  Ohio,  and  repeated  dur- 
ing the  year  in  the  other  five  regions. 

On  August  11,  representatives  of  the  Com- 
mittee on  Education  and  officials  of  the  State 
Association  met  at  Findlay  with  representa- 
tives of  counties  comprising  Region  A,  namely: 
Williams,  Defiance,  Paulding,  Van  Wert,  Mer- 
cer, Fulton,  Henry,  Putnam,  Allen,  Auglaize, 
Lucas,  Wood,  Hancock,  Hardin,  Logan,  Ottawa, 
Sandusky,  Seneca,  Wyandot  and  Marion.  At 
that  meeting  the  project  was  explained  and 
discussed.  It  was  endorsed  by  the  35  physi- 
cians attending  and  on  behalf  of  the  medical 
profession  of  Northwestern  Ohio,  the  con- 
ference accepted  the  invitation  of  the  State 
Association  to  initiate  the  postgraduate  lec- 
tures program  in  Northwestern  Ohio.  This 
action  made  it  possible  for  the  committees  to 
complete  their  plans  and  announce  that  the 
project  will  get  under  way  on  October  21. 

It  may  be  necessary  for  the  committee  to  make 
modifications  in  the  project  from  time  to  time  to 
meet  situations  which  cannot  be  anticipated  and 


as  experience  accumulates.  However,  at  present 
the  following  plans  have  been  agreed  upon  and 
will  serve  as  the  basis  for  the  first  of  the  series 
of  lectures — an  activity  which  may  prove  to  be 
one  of  the  most  important  and  beneficial  under- 
takings ever  sponsored  by  medical  organization 
in  Ohio. 

High  Spots  of  Project: 

1.  The  Regional  Postgraduate  Lectures  pro- 
ject will  cover  a five-year  period. 

2.  The  state  will  be  divided  into  six  regions. 

3.  Each  year  there  will  be  a series  of  eight 
sessions  in  each  region  given  at  two-week  in- 
tervals and  on  days  and  time  of  day  agreed  upon 
by  representatives  of  members  residing  in  the 
respective  region.  (Sentiment  in  Northwestern 
Ohio  where  the  first  course  will  be  given  favored 
Thursday  evenings). 

4.  At  each  session  there  will  be  two  lectures, 
each  of  approximately  45  minutes. 

5.  In  any  one  year  there  will  be  16  lectures, 
making  a total  of  80  lectures  during  the  five- 
year  program. 

6.  Identical  courses  will  be  given  in  each 
region  at  different  times  but  the  lecturers  will 
not  necessarily  be  the  same  physicians. 

7.  Courses  will  be  given  at  a city,  or  several 
cities  centrally  located  within  a region  and  pos- 
sessing adequate  facilities. 

8.  Any  member  of  the  Ohio  State  Medical  As- 
sociation will  be  eligible  to  attend  all  lectures  on 
presentation  of  his  State  Association  member- 
ship card. 

9.  Lecturers  of  ability  and  experience  will  be 
selected.  All  will  be  impressed  with  the  extreme 
importance  of  making  their  talks  practical  and 
clinical  so  that  they  will  be  useful  and  helpful  in 
routine  daily  practice. 

10.  Lectures  will  be  arranged  so  as  to  divide 
the  time  between  the  different  fields  of  medicine 
and  surgery  and  to  provide  for  a natural  se- 
quence in  subjects  from  one  session  to  another 
and  one  year  to  another. 

11.  Local  arrangements  will  be  handled  by  a 
Regional  Committee,  selected  by  the  Committee  on 
Education  and  composed  of  at  least  one  repre- 
sentative from  each  county  medical  society  in 
the  region.  (Region  A decided  the  committee  on 
arrangements  should  be  composed  of  the  secre- 
taries of  county  medical  societies). 

12.  The  postgraduate  lecture  course  should 
not  be  confused  with  the  District  Meetings.  This 
is  an  entirely  new  and  separate  project.  Regions 
will  not  necessarily  correspond  with  Councilor 
Districts.  Competition  with  District  Meetings 
will  be  avoided. 

13.  A certificate  of  attendance  will  be  issued 
by  the  Ohio  State  Medical  Association  at  the  end 
of  the  five-year  course  to  members  attending  a 
certain  percentage  of  lectures  given. 


September,  1937 


Special  Train  to  ’Frisco? 
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Are  You  Interested  In  Proposal  To  Run 
Sp  ecial  Train  From  Ohio  to  Trisco 

and  the 

1938  A.M.A.  Meeting? 

FROM  June  13  to  17,  1938,  the  American  Medical  Association  will  be  meeting 
in  San  Francisco.  Many  Ohio  physicians  will  want  to  make  the  trip  to  the 
Golden  Gate,  combining  business  and  pleasure;  viewing  some  of  the  wonders 
of  the  Great  Far  West  en  route  and  on  the  return  trip. 

Why  shouldn't  Ohio  run  a special  train  to  the  A.M.A.  meeting?  The 
answer  is:  It  should.  The  Council  of  the  Ohio  State  Medical  Association  has 
authorized  negotiations  with  various  railroad  companies  on  the  special  train 
project.  One  can  he  operated  if  a sufficient  number  of  Ohio  physicians  and 
members  of  their  families  will  make  the  trip. 

The  purpose  of  this  announcement  is  to  let  you  know  that  this  proposition 
is  in  the  making  and  to  obtain  your  reaction.  ARE  YOU  INTERESTED? 
If  so,  please  sign  your  name  to  the  following  coupon  and  mail  it  to  the  Ohio 
State  Medical  Association,  1005  Hartman  Theater  Building,  Columbus,  Ohio. 
SIGNING  THE  COUPON  PLACES  NO  OBLIGATION  ON  YOU.  It  is  being 
used  solely  as  a method  of  trying  to  find  out  how  many  Ohio  physicians  MIGHT 
be  interested  in  a vacation-business  trip  of  this  character,  to  assist  the  State 
Association  in  its  negotiations  with  the  various  railroad  companies. 

It  has  been  estimated  that  the  cost  of  a trip  aboard  the  Ohio  Special,  in- 
cluding railroad  and  Pullman  fares,  meals,  tips,  and  sight-seeing  trips  at  a half- 
dozen  or  so  points  of  interest,  will  be  approximately  $250.00.  This,  of  course, 
would  be  exclusive  of  expenses  in  San  Francisco.  The  trip  would  take  about 
three  weeks,  including  five  days  in  ’ Frisco . 

IF  THE  PROPOSITION  APPEALS  TO  YOU,  PLEASE  SEND  IN 
THE  COUPON  AT  ONCE.  REMEMBER,  THERE  IS  NO  OBLIGATION 
ATTACHED  TO  FILLING  OUT  THIS  BLANK.  IT’S  AN  INTEREST 
“FEELER”,  NO  MORE;  NO  LESS. 


OHIO  STATE  MEDICAL  ASSOCIATION, 

Hartman  Theater  Building, 

Columbus,  Ohio. 

Gentlemen: 

I am  interested  in  your  proposition  regarding  a special  train  from  Ohio  to  the 
A.M.A.  meeting  at  San  Francisco,  June  13-17,  1938.  If  I should  decide  to  go,  & would 

want  reservations  for  (number  of  persons).  Get  in  touch  with  me  when 

and  if  plans  have  been  completed  for  the  Ohio  Special. 

Signed , 

Street . 

City 
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Certain  Office  Employes  of  Physician 
Affected  by  New  Ohio  Maximum 
Hours  of  Employment  Act 

On  August  19,  an  act  (Senate  Bill  287)  passed 
by  the  Ninety-Second  Ohio  General  Assembly, 
establishing  maximum  hours  of  employment  for 
female  employes  and  minors  became  effective. 

Physicians  employing  secretaries,  stenographers, 
etc.,  in  their  offices  will  be  expected  to  comply 
with  the  provisions  of  the  act.  As  explained  later 
in  this  article,  it  has  not  been  definitely  decided 
whether  or  not  certain  classes  of  employes  of 
physicians’  offices  are  covered  by  the  act. 

In  no  instance  may  a female  employe  work 
more  than  48  hours  in  any  one  week,  or  more 
than  eight  hours  in  any  one  day,  or  more  than 
six  days  in  any  period  of  seven  consecutive  days 
unless  she  falls  within  certain  exempted  classifi- 
cations. 

The  law  does  not  apply  to  agricultural  field 
occupations,  domestic  service  in  private  homes, 
professional  persons,  such  as  physicians,  dentists, 
lawyers,  teachers,  social  workers,  etc.,  profes- 
sional workers  in  hospitals,  such  as  nurses, 
anesthetists,  technicians,  dietitians,  interns,  etc. 

The  Ohio  State  Medical  Association  has  re- 
quested the  Division  of  Factory  and  Building  In- 
spection, agency  in  charge  of  administering  the 
act,  for  an  interpretation  and  ruling  pertaining  to 
professional  employes  in  physicians’  offices,  such 
as  nurses,  technicians,  dietitians,  etc.  Pending  a 
ruling  by  the  division,  a physician  should  exer- 
cise his  own  judgment  as  to  whether  or  not  he 
should  regard  such  office  help  as  covered  or  ex- 
empted by  the  act.  As  soon  as  available,  informa- 
tion on  this  matter  will  be  disseminated  to  the 
membership. 

Unless  a lunch  room  is  provided,  one  hour  must 
be  allowed  for  meals.  No  female  employe  outside 
the  exempted  classes  shall  be  employed  for  more 
than  five  continuous  hours  unless  such  period  is 
broken  by  a meal  period  of  at  least  30  minutes. 

If  work  during  any  one  day  is  not  continuous 
but  is  divided  into  two  or  more  periods,  the  em- 
ployer must  provide  that  all  such  periods  fall 
within  10  consecutive  hours.  Females  may  be 
employed  in  more  than  one  place  of  employment 
provided  the  aggregate  number  of  hours  does  not 
exceed  eight  hours  in  any  one  day,  or  more  than 
48  hours  in  any*  one  week. 

Every  employer  of  female  labor  must  post  and 
keep  conspicuously  posted  in  or  about  the  prem- 
ises a printed  abstract  of  the  act  to  be  furnished 
by  the  chief  inspector  of  workshops  and  factories. 
A schedule  of  hours  of  employment  of  female  em- 
ployes must  be  posted  in  or  about  the  premises 
and  the  presence  of  a female  employe  at  the 
place  of  employment  at  any  other  hours  than 


stated  in  the  schedule  applying  to  her  shall  be 
prima  facie  evidence  of  a violation  of  the  act. 

The  Division  of  Factory  and  Building  Inspec- 
tion has  announced  that  the  first  90  days  after 
the  effective  date  of  the  act  will  be  considered 
an  “educational  period”  during  which  time  an 
effort  will  be  made  to  fully  acquaint  employers 
with  the  provisions  of  the  act  and  when  strict 
compliance  with  the  law  will  not  be  required  so 
long  as  reasonable  speed  is  made  to  gradually 
conform  to  the  various  requirements. 

To  facilitate  prompt  and  authentic  replies  to 
questions  which  may  arise,  physicians  should 
write  direct  to  the  Division  of  Factory  and 
Building  Inspection,  State  Office  Building,  Colum- 
bus, of  which  Edgar  W.  Brill  is  chief. 


Neil  House  Selected 

The  special  committee  designated  by  the 
Council  to  select  a headquarters  hotel  for 
the  1938  Annual  Meeting  of  the  State  As- 
sociation to  be  held  in  Columbus,  May  11 
and  12,  has  selected  the  Neil  House. 

Scene  of  all  recent  Annual  Meetings  held 
in  Columbus,  the  Neil  House  provides 
facilities  which  will  make  it  possible  for  all 
sessions  of  the  Annual  Meeting  to  be  held 
under  one  roof,  most  sessions  on  the  same 
floor,  and  offers  ample  space  for  scientific 
and  technical  exhibits  adjacent  to  the  meet- 
ing places. 


Pharmacopoeia  Supplement  Available 

The  U.  S.  Pharmacopoeia  Committee  on  Re- 
vision has  prepared  and  published  the  first  sup- 
plement to  the  U.S.P.  XI.  In  this  first  supple- 
ment all  of  the  texts  revised  to  June  1,  1937,  are 
reprinted  in  full  so  that  there  can  be  no  mis- 
understanding of  the  authorized  changes.  It  will 
become  official  December  1,  1937.  The  booklet 
contains  about  190  pages  in  a substantial  binding, 
and  may  be  obtained  from  the  Mack  Printing 
Company,  Easton,  Pa.,  from  wholesale  druggists 
or  any  other  distributor  of  the  U.S.P.  at  $1.00  per 
copy,  postpaid. 


Dates  for  A.P.H.A.  Meeting  Announced 

The  American  Public  Health  Association  will 
hold  its  66th  Annual  Meeting  in  New  York  City, 
October  5-8,  1937.  The  following  related  societies 
will  meet  with  the  Association  as  usual:  The 

American  Association  of  School  Physicians,  In- 
ternational Society  of  Medical  Health  Officers, 
Conference  of  State  Sanitary  Engineers,  Con- 
ference of  State  Laboratory  Directors,  Associa- 
tion of  Women  in  Public  Health,  and  Delta 
Omega. 


NEWLY-ORGANIZED  SPEAKERS  BUREAU  OF  STATE  ASSOCIATION 
IN  OPERATION;  PURPOSES  AND  REGULATIONS  SUMMARIZED 


THE  newly-organized  Speakers  Bureau  of 
the  Ohio  State  Medical  Association  is  open 
for  business. 

Organization  of  the  Speakers  Bureau  completes 
another  step  in  the  long-range  program  of  the 
State  Association  through  which  it  is  enlarging 
the  scope  of  its  activities  and  providing  additional 
valuable  services  for  competent  county  societies 
and  individual  members. 

The  idea  was  conceived  by  the  Council  and 
carried  to  completion  by  the  Sub-Committee  on 
Speakers  Bureau  of  the  Committee  on  Education. 
The  sub-committee  is  composed  of  Dr.  Russel  G. 
Means,  Columbus,  chairman;  Dr.  Hubert  C.  King, 
Lakewood;  Dr.  Howard  H.  Minor,  Steubenville; 
Dr.  Wm.  M.  Singleton,  Portsmouth;  and  Dr.  Karl 
D.  Figley,  Toledo.  (See  pictures  of  sub-commit- 
tee on  Front  Cover.) 

ABOUT  300  SPEAKERS  AVAILABLE 

Approximately  300  members  of  the  State  As- 
sociation have  accepted  the  invitation  of  the  sub- 
committee to  take  part  in  this  new  and  promis- 
ing project.  The  scientific  and  professional  stand- 
ing, experience,  and  speaking  ability  of  each 
speaker  were  checked  carefully  before  his  name 
was  added  to  the  registry.  Acceptance  of  the  in- 
vitation means  that  each  speaker  will  be  available 
on  invitation  by  a county  medical  society  to 
address  the  society— barring  unforeseen  develop- 
ments and  conflict  of  dates.  The  complete  list 
will  be  revised  annually. 

Almost  every  conceivable  subject  in  the  fields 
of  medicine,  surgery  and  public  health  is  included 
in  the  subjects  listed  by  the  speakers.  A special 
effort  has  been  made  by  the  Bureau  to  have 
speakers  select  not  only  timely  but  practical  sub- 
jects and  to  present  information  and  suggestions 
which  will  be  useful  and  helpful  to  the  average 
physician  in  his  everyday  practice. 

PRIMARY  OBJECT  OF  BUREAU 

The  primary  object  of  the  Speakers  Bureau  at 
present  is  to  assist  county  and  district  medical 
societies  in  securing  outside  talent  for  their  pro- 
grams. At  a later  date,  the  facilities  of  the  Bureau 
may  be  made  available  for  meetings  of  allied  and 
lay  groups. 

A limitation  has  been  placed  on  use  of  the 
Speakers  Bureau  by  county  medical  societies  in 
order  to  avoid  exclusion  of  local  talent  from 
county  society  meeting  programs.  Officials  of 
the  State  Association  are  strong  believers  in 
home-talent  programs.  At  the  same  time  they 
recognize  the  value  and  importance  of  using  im- 
ported speakers  occasionally.  The  Speakers 
Bureau  was  organized  to  provide  speakers  to 
supplement  local  talent,  add  variety  to  programs, 


and  make  outside  speakers  available  for  special 
occasions. 

All  county  society  secretaries  have  been  offi- 
cially notified  that  the  Speakers  Bureau  is  in 
operation.  When  a county  or  district  society  de- 
sires to  make  use  of  the  facilities  of  the  Speakers 
Bureau,  the  secretary  or  some  other  official  in 
charge  of  program  details  should  write  the  Ex- 
ecutive Secretary,  1005  Hartman  Theater  Build- 
ing, Columbus,  who  serves  the  sub-committee  as 
manager  of  the  Bureau.  A complete  set  of  in- 
structions as  to  how  the  Bureau  operates  will  be 
sent  with  each  list  of  speakers  supplied. 

REGULATIONS  GOVERNING  ITS  OPERATION 

The  following  regulations  have  been  adopted 
by  the  Council  to  govern  the  Speakers  Bureau 
and  will  be  adhered  to  closely  by  the  Bureau: 

1.  The  committee  (Sub-Committee  on  Speakers 
Bureau)  shall  formulate  a list  of  well-qualified 
speakers  willing  to  accept  speaking  engagements 
at  county  medical  society  meetings.  Such  list 
shall  be  revised  periodically  and  shall  include 
speakers  representing  the  various  specialties,  as 
well  as  the  field  of  general  practice. 

2.  The  list  may  be  divided  by  the  committee 
on  a geographical  basis  into  sublists  to  facilitate 
routings  of  speakers  and  minimize  expenses. 

3.  Upon  receipt  of  a request  for  a speaker, 
the  Bureau  shall  promptly  submit  to  the  secretary 
of  the  society  making  such  request,  -the  names  of 
available  speakers,  using  the  list  designated  for 
that  particular  section  of  the  state. 

4.  The  county  society  will  be  expected  to  make 
its  own  selection  of  a speaker  and  make  all  neces- 
sary arrangements  directly  with  the  speaker 
chosen. 

5.  Whenever  possible,  the  county  society  will 
be  expected  to  pay  the  expenses  of  the  speaker 
selected. 

6.  If  a county  society  cannot  meet  the  ex- 
penses of  such  speaker,  it  may  ask  the  Bureau  to 
defray  his  actual  traveling  expenses  and  shall 
notify  such  speaker  that  he  may  submit  an 
itemized  statement  of  his  traveling  expenses  to 
the  Bureau  for  payment. 

7.  The  Bureau  will  not  pay  the  traveling  ex- 
penses of  more  than  six  speakers  appearing  be- 
fore the  same  county  society  during  any  calendar 
year. 

8.  The  headquarters  of  the  Bureau  will  be  the 
State  Headquarters  Office,  Columbus,  Ohio. 

9.  The  Executive  Secretary  shall  be  the  man- 
ager of  the  Bureau  and  shall  handle  routine  mat- 
ters in  connection  with  the  Bureau’s  activities. 
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SEVERAL  FINE  DISTRICT  MEETINGS  AND  POSTGRADUATE 
ASSEMBLIES  SCHEDULED  FOR  SEPTEMBER  AND  OCTOBER 

PHYSICIANS  in  many  sections  of  Ohio  will  have  ample  opportunity  to  refresh  their 
scientific  knowledge  during  September  and  October.  In  addition  to  the  inaugura- 
tion of  the  first  of  the  State  Association’s  series  of  postgraduate  lectures  at  Find- 
lay, October  21,  (announced  elsewhere  in  this  issue  of  The  Journal),  a number  of  fine 
postgraduate  assemblies  and  district  meetings  are  scheduled.  Information  concerning 
several  of  these  meetings  follows: 


Northwestern  Ohio  Medical  Society  to 
Meet  in  Lima,  October  5 

The  Ninety-Third  Annual  Meeting  of  the 
Northwestern  Ohio  Medical  Association  will  be 
held  at  Lima,  Tuesday,  October  5.  Two  sessions 
are  scheduled,  one  beginning  at  10:30  A.  M.,  and 
the  other  at  1 :45  P.M. 

The  following  speakers  have  been  scheduled: 
Dr.  John  S.  Coulter,  associate  professor  of 
physiotherapy  at  Northwestern  University,  Evan- 
ston, Illinois,  “Physiotherapy  in  Treatment  of 
Arthritis”;  Dr.  R.  C.  McKay,  City  Hospital, 
Cleveland,  “Treatment  of  Tuberculosis  in  the 
Sanitorium  and  in  the  Home”;  Dr.  Sidney  Mc- 
Curdy, Supervisor  of  the  Medical  Division,  State 
Industrial  Commission,  Columbus,  “The  Relation 
of  the  Industrial  Commission  to  the  Physician”; 
Dr.  Walter  H.  Hartung,  State  Director  of  Health, 
Columbus,  “Syphilis  Control  in  Ohio”;  Dr.  Carroll 
Wright,  professor  of  syphilology  and  dermat- 
ology, Temple  University  School  of  Medicine, 
Philadelphia,  Pa.,  “Treatment  of  Syphilis”. 

Invitations  to  speak  have  also  been  extended 
to  Dr.  Dean  Lewis,  professor  of  surgery,  Johns 
Hopkins  University  School  of  Medicine,  Balti- 
more, Md.,  and  Dr.  Frederick  C.  Irving,  professor 
of  obstetrics,  Harvard  University  School  of 
Medicine,  Boston,  Mass. 

Officers  of  the  Association  are:  Dr.  Harry  L. 
Basinger,  Lima,  president;  Dr.  W.  D.  Hickey, 
Lima,  first  vice-president;  Dr.  C.  C.  Berlin, 
Wapakoneta,  second  vice-president;  Dr.  A.  S. 
Avery,  Toledo,  secretary,  and  Dr.  Dan  B.  Spitler, 
Hoytsville,  treasurer. 


Big  Radiological  Conference 

All  of  the  radiological  societies  of  the  United 
States,  including  the  Radiological  Society  of 
North  America,  American  Roentgen  Ray  So- 
ciety, American  College  of  Radiology  and  Ameri- 
can Radium  Society,  will  hold  their  annual  con- 
ventions in  Chicago  during  the  Fifth  Interna- 
tional Congress  of  Radiology  at  the  Palmer 
House,  September  13-17.  At  least  500  delegates 
from  foreign  countries  and  over  2,000  physicians 
from  the  LTnited  States  are  expected  to  attend 
the  meeting.  Additional  information  can  be  ob- 
tained by  writing  Dr.  B.  H.  Orndoff,  general 
secretary,  2561  N.  Clark  St.,  Chicago,  111. 


Meeting  of  Ninth  Councilor  District  at 
Portsmouth  on  October  14 

A meeting  of  the  Ninth  Councilor  District  will 
be  held  at  Portsmouth,  Thursday,  October  14, 
beginning  with  a luncheon  at  11:30  A.  M.  Dr. 
Sidney  McCurdy,  Supervisor  of  the  Medical  Di- 
vision, the  State  Industrial  Commission,  and 
Charles  S.  Nelson,  Executive  Secretary  of  the 
Ohio  State  Medical  Association,  will  speak  at  the 
luncheon  session.  Speakers  at  the  afternoon  ses- 
sion, beginning  at  two  o’clock,  will  be  Dr.  Fred 
Rankin,  Lexington,  Ky.;  Dr.  George  M.  Lyon, 
Huntington,  W.  Va.,  and  Dr.  Clifford  J.  Straehley, 
Cincinnati.  The  meeting  is  being  arranged  by 
the  officers  of  the  district  society:  Dr.  W.  D. 
Micklethwait,  Portsmouth,  president;  Dr.  W.  M. 
Singleton,  Portsmouth,  secretary,  and  Dr.  I.  P. 
Seiler,  Piketon,  Councilor. 


Millersburg  Will  be  the  Scene  of  Sixth 
District  Meeting,  Sept.  15 

A meeting  of  the  Sixth  Councilor  District  will 
be  held  at  Millersburg,  Wednesday,  September 
15.  Arrangements  are  being  made  for  a golf 
tournament  in  the  afternoon,  followed  by  dinner, 
and  two  lectures  beginning  at  7:30  o’clock.  Dr. 
Charles  W.  Pavey,  Columbus,  instructor  in  ob- 
stetrics, Ohio  State  University  College  of  Medi- 
cine, will  discuss  “Eclamptic  Convulsions”,  and 
Dr.  James  V.  Seids,  Cleveland,  instructor  in  sur- 
gery, Western  Reserve  University  School  of 
Medicine,  will  speak  on  “Gall  Bladder  Disease”. 
Officers  of  the  Sixth  District  Society  are:  Dr.  W. 
A.  McConkey,  Canton,  president;  Dr.  J.  M.  Van 
Dyke,  Canton,  secretary,  and  Dr.  Wm.  M.  Skipp, 
Youngstown,  Councilor.  Local  arrangements  for 
the  meeting  are  in  charge  of  Dr.  A.  J.  Earney, 
Millersburg. 

Academy  of  Physicial  Medicine 

The  fifteenth  annual  meeting  of  the  Academy 
of  Physical  Medicine  will  be  held  at  the  Hotel 
Walton,  Philadelphia,  October  19-21,  1937.  In 
addition  to  lectures,  demonstration  clinics  will  be 
held  at  the  hospitals  of  the  University  of  Penn- 
sylvania, Jefferson  Medical  College,  and  Temple 
University.  A copy  of  the  program  may  be  had 
by  addressing:  William  D.  McFee,  M.D.,  chair- 
man, Committee  on  Program  and  Publication,  41 
Bay  State  Road,  Boston,  Mass. 
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September,  1937 


District,  Postgraduate  Meetings 
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Lima  Academy  Postgraduate  Course  To 
Be  Sept.  20-24;  Dr.  Weller  Speaker 

The  Ninth  Annual  Postgraduate  Course  of  the 
Lima  and  Allen  County  Academy  of  Medicine 
will  be  presented  at  Lima,  September  20-24,  in- 
clusive. The  speaker  will  be  Dr.  Carl  V.  Weller, 
professor  of  pathology,  University  of  Michigan 
Medical  School,  Ann  Arbor,  Mich. 

Lectures  will  be  given  daily,  at  4:30  P.  M.,  and 
6:30  P.  M.,  in  Eagles  Hall.  Course  tickets  are 
$7.50  and  single  tickets  $1.00.  A list  of  the  sub- 
jects follows: 

Monday,  September  20: 

Constitutional  Types  in  Relation  to  Disease. 
Important  Developmental  Disturbances  of  the 
Face,  Mouth  and  Neck. 

Tuesday,  September  21: 

The  Pathology  of  Coronary  Occlusive  Disease. 
The  Pathology  of  the  Thyroid  Gland. 

Wednesday,  September  22: 

The  Pathology  of  the  Gall  Bladder. 

Renal  Pathology — Non-inflammatory  conditions. 

Thursday,  September  23: 

Renal  Pathology — Nephritis. 

(Dinner  meeting) — Antony  van  Leewenhoik 
and  His  Microscopes. 

Friday,  September  24: 

The  Parasite  Worms  of  the  North  Central 
States. 

Endometrosis.  General  and  Special  Pathology, 
Prognosis  and  Treatment. 

Inquiries  concerning  the  course  should  be 
directed  to  Dr.  Edward  B.  Pedlow,  410  Steiner 
Building,  Lima. 


Refresher  Courses  in  Obstetrics 

Refresher  courses  in  obstetrics  will  be  pre- 
sented at  Lebanon,  September  14,  and  at  Bethel, 
September  15,  under  the  auspices  of  the  Bureau 
of  Child  Hygiene,  State  Department  of  Health. 
Dr.  A.  J.  Skeel,  Cleveland,  will  be  the  speaker. 
Sessions  will  be  held  in  the  afternoon  and  eve- 
ning. Physicians  in  Clinton,  Warren,  Butler  and 
Hamilton  counties  are  invited  to  the  meeting  at 
Lebanon,  and  those  in  Clermont,  Brown  and 
Adams  counties  to  the  meeting  at  Bethel.  Plans 
are  being  made  for  a follow-up  course  during 
October.  Similar  meetings  were  held  in  Gallipolis 
and  Portsmouth  in  May.  These  courses  are  part 
of  the  Social  Security  program  of  the  U.  S.  Chil- 
dren’s Bureau. 

Military  Surgeons  To  Convene 

The  Forty-Fifth  Annual  Convention  of  the 
Association  of  Military  Surgeons  of  the  United 
States  will  be  held  at  the  Ambassador  Hotel,  Los 
Angeles,  October  14-16,  1937.  Details  concerning 
the  meeting  and  a copy  of  the  program  can  be 
obtained  by  addressing  Lieut.  Col.  E.  C.  Moore, 
chairman  of  the  Public  Relations  Committee,  511 
South  Bonnie  Brae,  Los  Angeles. 


Congress  on  Physical  Therapy 

The  Sixteenth  Annual  Scientific  and  Clinical 
Session  of  the  American  Congress  of  Physical 
Therapy  will  be  held  at  the  Netherland  Plaza 
Hotel,  Cincinnati,  September  20-24,  1937.  Sub- 
jects to  be  discussed  include  short  wave  dia- 
thermy, fever  therapy,  exercise,  massage,  ionto- 
phoresis, light  therapy  and  radio  therapy.  A 
copy  of  the  program  can  be  obtained  from  the 
American  Congress  of  Physical  Therapy,  30 
North  Michigan  Ave.,  Chicago,  111. 


Inter-State  Postgraduate  Assembly  to 
be  in  St.  Louis,  Oct.  18-22 

The  International  Assembly  of  the  Inter- 
State  Postgraduate  Medical  Association  of  North 
America,  under  the  presidency  of  Dr.  John  F. 
Erdmann  of  New  York,  will  be  held  in  the  Pub- 
lic Auditorium,  St.  Louis,  Missouri,  October  18, 
19,  20,  21  and  22,  with  pre-assembly  clinics  on 
Saturday,  October  16,  and  post-assembly  clinics, 
Saturday,  October  23,  in  St.  Louis  hospitals. 

The  aim  of  the  program  committee,  of  which 
Dr.  George  Crile,  Cleveland,  is  chairman,  is  to 
provide  for  the  medical  profession  of  North 
America  an  intensive  postgraduate  course  cover- 
ing the  various  branches  of  medical  science.  The 
program  has  been  carefully  arranged  to  meet  the 
demands  of  the  general  practitioner,  as  well  as 
the  specialist.  Extreme  care  has  been  given  in 
the  selection  of  the  contributors  and  the  subjects 
of  their  contributions. 

Ohio  physicians  appearing  on  the  program  are: 
Dr.  Russell  L.  Haden,  Dr.  Thomas  E.  Jones,  Dr. 
William  E.  Lower,  Dr.  John  A.  Toomey,  Dr. 
George  Crile  and  Dr.  Roy  W.  Scott,  all  of  Cleve- 
land. 

All  members  of  the  profession  who  are  in  good 
standing  in  their  State  or  Provincial  Societies 
may  attend.  A registration  fee  of  $5.00  will  ad- 
mit each  member  to  all  the  scientific  and  clinical 
sessions. 

Additional  information  concerning  the  meeting 
can  be  obtained  by  writing  Dr.  W.  B.  Peck, 
managing  director,  Freeport,  Illinois. 


Training  Course  for  Medical  Reserve 
Officers  at  Mayos,  October  3-16 

The  ninth  annual  training  course  for  Medical 
Department  reseryists  of  the  Army  and  Navy 
will  be  held  at  the  Mayo  Foundation,  Rochester, 
Minnesota,  October  3 to  16,  1937. 

This  training  course  was  first  inaugurated  by 
the  Seventh  Corps  Area  at  the  request  of  the 
Mayo  Foundation  to  give  training  in  military 
medicine  to  the  young  medical  men  connected 
with  the  foundation.  Other  reserve  officers  re- 
quested permission  to  enroll  and  to  take  ad- 
vantage of  the  opportunity  to  attend  the  clinical 
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presentations  during  the  morning  hours.  Such 
permission  was  granted  and  attendance  has  be- 
come so  increasingly  popular  that  it  is  now 
necessary  to  limit  enrollment. 

The  program  will  follow  the  plan  of  past  years. 
The  morning  hours  will  be  devoted  entirely  to 
professional  work  in  special  clinics  and  study 
groups.  Officers  in  attendance  may  select  the 
course  they  wish  to  follow  from  the  wide  variety 
of  presentations  offered.  The  afternoon  and  eve- 
ning will  be  devoted  to  a medico-military  pro- 
gram under  the  direction  of  the  Surgeon  of  the 
Seventh  Corps  Area  (Army)  and  the  Surgeon  of 
the  Ninth  Naval  District  (Navy). 

This  training  is  on  an  inactive  duty  status  and 
is  without  expense  to  the  government.  Enroll- 
ment is  open  to  all  Army  and  Navy  reservists  of 
the  Medical  Departments  in  good  standing.  Ap- 
plications should  be  submitted  to  the  Surgeon 
of  the  Seventh  Corps  Area,  Omaha,  Nebraska,  or 
to  the  Surgeon  of  the  Ninth  Naval  District,  Great 
Lakes,  Illinois.  Enrollment  is  limited  to  200. 

The  Surgeons  General  of  the  Army  and  Navy 
have  signified  that  they  will  attend  and  it  is  be- 
lieved that  the  Surgeon  General  of  the  Public 
Health  Service  will  also  appear  on  the  program. 


COMING  MEETINGS 

American  Medical  Association,  San  Francisco, 
June  13-17,  1938. 

Ohio  State  Medical  Association,  Columbus,  May 
11-12,  1938. 

American  Academy  of  Ophthalmology  and 
Oto-Laryngology,  Chicago,  October  10-15,  1937. 

American  Association  of  Obstetricians,  Gyne- 
cologists and  Abdominal  Surgeons,  Hot  Springs, 
Va.,  Sept.  20-22,  1937. 

American  Association  of  Railway  Surgeons, 
Chicago,  Sept.  20-22,  1937. 

American  College  of  Physicians,  New  York, 
April  4-8,  1938. 

American  College  of  Surgeons,  Chicago,  Oc- 
tober 25-29,  1937. 

American  Congress  of  Physical  Therapy,  Cin- 
cinnati, Sept.  20-24,  1937. 

American  Hospital  Association,  Atlantic  City, 
September  13-17,  1937. 

American  Public  Health  Association,  New 
York,  October  5-8,  1937. 

American  Roentgen  Ray  Society,  Chicago,  Sept. 
13-17,  1937. 

Clinical  Orthopaedic  Society,  Chicago,  Sept.  30- 
Oct.  2,  1937. 

Radiological  Society  of  North  America,  Chi- 
cago, Sept.  13-17,  1937. 

Southern  Medical  Association,  New  Orleans, 
November  30-December  3,  1937. 

Southern  Surgical  Association,  Birmingham, 
December  7-9,  1937. 


Sanitary  Rules  Governing  Trailers  and 
Trailer  Camps  Issued 

The  following  sanitary  regulations  governing 
trailers  and  trailer  camps  were  established  by  the 
State  Department  of  Health,  effective  August  1: 

Regulation  234a.  Trailer  house  sanitation. 

(a)  The  wash  water,  refuse,  garbage  and  the 
contents  of  trailer  house  toilets  shall  not  be 
deposited  upon  the  surface  of  the  ground,  or  in  a 
manner  which  may  allow  this  material  to  gain 
access  to  any  waters  of  the  state. 

(b)  All  built-in  toilets  in  trailer  houses  shall 
be  provided  with  fly-tight,  leak-proof  metal  re- 
ceptacles for  containing  human  excrement  and 
said  receptacles  shall  contain  sufficient  caustic 
soda,  or  similar  chemicals  to  render  the  contents 
innocuous. 

(c)  All  tourist  or  resort  camps  at  which  trailer 
houses  are  allowed  to  park  shall  provide  an  ap- 
proved type  of  sanitary  fly-tight  depository  into 
which  the  contents  of  trailer  house  chemical  toilets 
may  be  deposited.  In  addition,  provision  shall 
be  made  for  washing  these  chemical  toilet  cans 
in  a sanitary  manner. 

(d)  When  trailers  serve  as  permanent  homes 
the  use  of  built-in  toilets  shall  not  be  allowed 
unless  the  installation  complies  with  state  and 
local  ordinances,  codes  or  regulations  pertaining 
to  plumbing  and  its  installation. 


Physical  Examination  for  Servants  Is 
Required  by  New  North  Carolina  Law 

North  Carolina  has  enacted  a law  requiring  all 
domestic  servants  to  be  examined  for  the  pres- 
ence of  syphilis,  tuberculosis  and  other  com- 
municable diseases.  Principal  provisions  of  the 
act  follow: 

All  domestic  servants  who  shall  present  them- 
selves for  employment  shall  furnish  their  em- 
ployer with  a certificate  from  a practising  phy- 
sician or  the  public  health  officer  of  the  county 
in  which  they  reside,  certifying  that  they  have 
been  examined  within  two  weeks  prior  to  the 
time  of  presentation  of  the  certificate,  that 
they  are  free  from  all  contagious,  infectious,  or 
communicable  diseases,  and  showing  the  non- 
existence of  any  venereal  disease  which  might  be 
transmitted.  Such  certificate  must  be  accom- 
panied by  the  original  report  from  a laboratory 
approved  by  the  State  Board  of  Health.  The  cer- 
tificate shall  also  affirmatively  state  the  non- 
existence of  tuberculosis  in  the  infectious  state. 

Domestic  servants  employed  must  be  examined 
at  least  once  each  year  and  as  often  as  the  em- 
ployer may  require,  and  upon  examination  shall 
furnish  to  the  employer  all  of  the  evidence  of 
the  condition  of  their  health  as  is  set  out  in  the 
act. 


In  Our  Opinion: 


Comments  on  Current  Economic  and  Social 
Questions  and  Professional  Problems; 
Suggestions  Regarding  Organized  Activities 


Considerable  newspaper  publicity  and  comment 
have  been  given  to  a new  plan  announced  by 
the  Boston  (Mass.,)  Dispensary,  designed  to  pro- 
vide postgraduate 

Postgraduate  Education  education  fo1  phy 

_ _ sicians  m rural 

Must  Be  Mobile , Eihe  communities. 

This  Society’s  Project  A gift  of  $300,- 

000  to  the  Boston 
Dispensary  has  been  made  by  William  Bingham, 
2nd,  former  Clevelander,  for  the  purpose  of 
establishing  a teaching  center  where  a rural  phy- 
sician can  go  for  intensive  study  and  during 
which  period  a physician,  from  a list  maintained 
by  the  dispensary,  will  handle  his  practice  back 
home. 

One  commentator  calls  the  plan  “novel”  and  a 
possible  “solution  of  the  medical  problem  in  the 
rural  regions”. 

Despite  its  merits,  we  believe  that  this  plan 
does  not  compare  to  those  devised  to  carry  ad- 
vanced education  to  the  physician  on  his  own 
doorstep,  as  it  were,  providing  the  right  kind  of 
talent  is  used. 

For  example,  we  favor  the  basic  idea  of  the 
Regional  Postgraduate  Lectures  project  of  the 
Ohio  State  Medical  Association,  described  in  some 
detail  in  this  issue  of  The  Journal,  and  we  be- 
lieve that  it  has  more  practical  merit,  because  it 
necessarily  will  provide  advantages  for  a greater 
number  of  physicians. 

Formal  postgraduate  courses  at  metropolitan 
teaching  centers  have  their  place  in  medical  edu- 
cation. We  are  sure  of  that.  At  the  same  time, 
to  actually  cover  ground  and  meet  real  needs, 
educational  facilities  must  be  made  mobile. 

If  you  have  not  read  the  article  referred  to 
(Page  1025),  please  do  so.  In  our  opinion  it  is 
one  of  the  most  progressive  steps  ever  taken  by 
the  Ohio  State  Medical  Assocation.  If  it  wins  the 
active  support  and  backing  of  a larger  number  of 
the  members,  the  project  will  produce  benefits  of 
inestimable  value. 


It  is  true  that  the  introduction  of  instruments 
of  precision  into  medicine  has  been  of  great  ser- 
vice but  the  interpretation  of  the  results  ob- 
tained by  them  in  the  individual  case  still  de- 
mands wisdom  and  experience  on  the  part  of  the 
doctor.  Where  the  machine  is  greater  than  the 
man  the  patient  perishes. — Lord  Horder. 


Inasmuch  as  one  of  the  subjects  which  is  pro- 
ducing lively  discussions  in  medical  ranks  at 
present  is  the  proposal  of  Senator  J.  Hamilton 

Lewis  to  “fed- 

Mr.  Jefferson — Remember  e r a 1 i z e”  the 
TT.  t i medical  profes- 

Him,  or  Do  \ ou?— Lived  sion  (See  page 

150  Years  Too  Soon  1043  this  issue), 

it  seems  timely 

and  appropriate  to  quote  again  from  the  dis- 
tinguished Merle  Thorpe,  editor  of  Nation’s 
Business,  whose  watchful  eye  misses  little,  if 
anything,  taking  place  in  Washington. 


In  the  August  issue  of  Nation’s  Business,  Mr. 
Thorpe  wrote  the  following  under  the  heading, 
“Twelve  Little  Words”,  and  in  our  opinion  it 
applies  directly  to  the  principle  involved  in  Sena- 
tor Lewis’s  proposition  to  centralize  medical  and 
public  health  functions  at  Washington  and  make 
physicians  civil  officers  of  the  Federal  Govern- 
ment: 


“A  United  States  Senator,  who  perhaps  feels 
more  at  home  in  attacking  the  motives,  integrity 
and  honesty  of  everyone  else,  recently  spoke  in 
favor  of  packing  the  Supreme  Court.  The  speech 
was  reported  in  the  Congressional  Record.  In  it 
the  Senator  quoted  Jefferson,  but,  on  account  of 
the  time  running  short,  or  something,  he  did  not 
finish  the  quotation.  He  stopped  before  Jefferson’s 
sentence  was  finished.  He  left  out  twelve  words. 
Here  is  the  way  he  had  Jefferson  speak,  and  we 
take  the  liberty  of  adding  in  italics  the  twelve 
words  of  the  sentence  which  he  forgot  to  quote, 
as  well  as  another  sentence  which  Mr.  Jefferson 
added : 

“ ‘It  has  long  been  my  opinion,  and  I have 
never  shrunk  from  its  expression,  that  the  germ 
of  dissolution  of  our  Federal  Government  is  in 
the  judiciary — the  irresponsible  body  working  like 
gravity,  by  day  and  by  night,  gaining  a little  to- 
day and  gaining  a little  tomorrow,  and  advancing 
its  noiseless  step  like  a thief  over  the  field  of 
jurisdiction  until  all  shall  be  usurped  from  the 
States,  and  the  government  of  all  be  consolidated 
into  one. 

“ ‘To  this  I am  opposed,  because,  when  all  gov- 
ernment, domestic  and  foreign,  in  little  as  in 
great  things,  shall  be  drawn  to  Washington  as 
the  center  of  all  power,  it  will  render  powerless 
the  checks  provided  of  one  goveimment  on  an- 
other, and  will  become  as  venal  and  oppressive  as 
the  government  from  which  we  separated.’ 

“Zeal  on  the  part  of  ‘friends  of  the  people’ 
often  outruns  their  honesty. 

“Jefferson’s  fear  that  Washington  might  be- 
come the  center  of  all  power  was  well-founded: 
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According  to  figures  ferreted  out  by  another 
Senator : 

“Four  million,  nine  hundred  thousand  persons 
regularly  live  on  Federal  funds.  It  would  seem 
that  about  seven  families  in  the  United  States 
now  support  a Federal  family. 

“Seventy  thousand  Federal  employees  have  been 
added  in  Washington  alone  in  four  years,  the 
total  now  is  at  117,000.  More  Federal  jobs  have 
been  created  since  1933  than  during  the  first 
hundred  years  of  the  nation’s  existence.  In  three 
years,  1933-36,  a quarter  of  a billion  was  ex- 
pended in  new  Federal  buildings  outside  Wash- 
ington, yet  it  was  necessary  to  lease  12,000  ad- 
ditional buildings. 

“Really,  Jefferson  deserved  to  be  quoted  more 
accurately,  especially  his  prophecy,  not  that  the 
judiciary  was  to  be  feared,  but  that  centralization 
of  power,  ‘venal  and  oppressive,  from  which  we 
separated,’  might  return.” 


Let  the  general  practitioner  put  away  the 
scalpel  and  the  dreams  of  specializing  to  practice 
preventive  medicine  in  his  own  fertile  garden. — 
Wisconsin  Medical  Journal. 


“Dr.  Angell  Has  a Job.” 

This  was  the  headline  which  appeared  over 
an  editorial  published  in  one  Ohio  newspaper 

which  referred  to 
the  employment  by 
the  National  Broad- 
casting Company 
of  Dr.  James  Row- 
land Angell,  re- 
tiring president  of  Yale  University,  as  full-time 
educational  counselor. 

Indeed,  Dr.  Angell  has  a job,  and  a big  one,  to 
put  it  mildly. 

If  he  can  only  produce  a better  caliber  of 
radio  presentations  on  medical  and  public  health 
questions  and  advise  against  booking  sponsors  of 
doubtful  reliability,  Dr.  Angell  will  have  served 
the  public  well. 

True  enough,  radio  channels  have  been  pretty 
well  washed-up  during  recent  years  but  there  is 
plenty  of  room  for  improvement.  Doubtless,  most 
of  the  substantial  broadcasting  stations  have 
found  it  advisable  to  seek  the  counsel  of  reliable 
medical  and  public  health  agencies  on  such  mat- 
ters. This  has  resulted  in  abolishment  of  much 
of  the  quackery  and  rubbish  which  clogged  the 
air  not  so  long  ago. 

Incidentally,  we  wonder  if  the  medical  societies 
at  points  where  radio  programs  originate  are 
giving  this  question  the  attention  it  deserves. 
An  offer  of  assistance  and  cooperation  to  station 
directors  might  produce  some  excellent  results. 
It’s  a thought  worthy  of  consideration. 


Helen  Rowland  who  writes  a syndicated 
column  entitled  “The  Marry-Go-Round”  may  not 
know  much  about  medicine  but  she  apparently 

knows  something 

Know  Your  Women,  Is  about  women. 

A 7 . . . The  advice 

Admce  Gwen  Physicians  which  she  offered 

By  Newspaper  Columnist  recently  about 

“What  A Doctor 
Should  Know”  we  pass  on  for  the  benefit  of  the 
medical  neophytes,  at  the  same  time  warning 
them  not  to  take  too  seriously  Helen’s  impres- 
sion that  every  physician  has  pockets  filled  with 
currency  and  drives  12-cylinder  limousines. 

To  quote  from  her  column  as  it  appeared  in 
The  Ohio  State  Journal: 

“The  time  has  passed  when  all  that  a doctor 
had  to  know  was  medicine. 

“The  most  successful  doctors,  today,  are  those 
who  know  most  about  psychology — particularly 
the  psychology  of  women.  Because  the  average 
man  never  goes  to  see  a doctor  until  he  is  prac- 
tically dying,  or  at  least  until  he  is  actually  in 
pain.  It  is  poor,  weak,  ‘suffering’  women  who  fill 
the  doctor’s  pockets  and  pay  for  his  limousines 
and  golf  sticks. 

“The  young  physician  who  wants  to  be  popular 
and  have  Persian  rugs  on  his  office  floor  should 
know  that  the  most  effective  modern  ‘bedside 
manner’  is  a bright,  cheerful,  flattering  smile, 
followed  by  a look  of  deep  concern  and  a head 
shake  after  taking  the  pulse  beat.  Every  woman 
is  bent  on  having  high  blood  pressure  now  and 
then. 

“He  should  know,  almost  without  taking  her 
temperature  or  looking  into  the  whites  of  her 
eyes,  whether  a woman  needs  a sedative,  a 
stimulant,  an  operation,  or  only  a little  sympathy 
and  persona]  attention. 

“He  should  know  how  to  listen  until  a woman 
has  gotten  her  last  symptom  out  of  her  system, 
and  how  to  ‘advise’  her  to  go  somewhere  she’s 
been  dying  to  go — whether  it’s  the  Riviera,  Hono- 
lulu, or  just  Saratoga  Springs  during  the  races. 

“He  should  know  at  a glance  whether  she  has 
a genuine  attack  of  cardiac  trouble — or  only  a 
case  of  acute  hysteria  because  her  husband  is 
having  blonde-trouble  or  her  boy  friend  is  slow 
in  coming  across  with  the  ‘wilt  thou’  and  the  soli- 
taire. Some  men  can  keep  a girl  waiting  until 
she  becomes  positively  jittery! 

“He  should  learn  early  how  to  remove  a 
woman’s  inferiority  complex  and  revive  her 
crushed  vanity  and  how  to  ‘set’  her  fractured 
heart  so  that  it  will  knit  quickly  and  soon  be  in 
working  condition. 

“Above  all,  he  should  be  aware  that  a woman 
must  emote  now  and  then  or  something  will  snap 
inside  of  her!  And  on  such  occasions  he  should 
know  when  to  soothe  her,  when  to  scold  her, 
when  to  jolly  her,  when  to  bully  her  and  when  to 
take  her  seriously — even  though  he  may  long  to 
rush  out  and  slam  the  door  behind  him! 

“Of  course,  a little  knowledge  of  medicine  is 
necessary  even  to  a young  and  good-looking 
medico — but  it  is  merely  incidental.  The  diag- 
nosis is  the  big  thing!  And  if  a young  and 
struggling  doctor  wants  to  see  his  office  packed 
with  ‘suffering’  women,  he  should  mix  at  least 
nine  parts  psychology  with  one  part  materia 
medica.” 


Keeping  Trash  off  the 
Air  a Big  Job;  We 
Hope  Angell  Tackles  It 
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An  insurance  company  has  estimated  that  it 
costs  about  $6,150  to  rear  a child  to  the  age  of 
18  years. 

The  total  is 
arrived  at  as 
follows:  $250, 

cost  of  being 
born;  $2,500  for 
food;  $1,620  for 
rent;  $300  for  fuel  and  light;  $351  for  furniture 
and  household  maintenance;  $144  for  first  cost  of 
installation  of  the  home;  $912  (boy),  $1,002 
(girl)  for  clothing.. 

Aside  from  the  fact  that  the  statistics  may  be 
of  interest  to  those  who  have  “put  up”  over  an 
18-year  period,  they  reveal  in  a material  way 
the  value  which  should  be  placed  on  youth  and 
emphasize  the  importance  of  guarding  the  health 
of  the  oncoming  generation.  Without  health,  the 
boy  or  girl  cannot  possibly  represent  the  true 
value  of  the  money  invested  throughout  the  first 
18  years. 

The  physician  plays  the  role  of  trust  officer. 
He  must  serve  as  the  counselor  on  medical  and 
health  questions.  By  doing  so  he  can  try  to  make 
the  investment  produce  dividends,  represented  by 
health  and  physical  soundness.  The  family  physi- 
cian especially  has  a big  responsibility.  He  is 
the  one  who  can  map  out  for  parents  a medical 
and  health  program  for  their  child  which  will 
give  some  assurance  of  good  health  in  later  life. 

It’s  the  old,  old  story  but  one  worthy  of  re- 
emphasis. 


Cost  of  Rearing  Child ; 
Money  Squandered  U nless 
Health  Needs  Provided 


It  is  better  to  be  unborn  than  untaught;  for 
ignorance  is  the  root  of  misfortune. — Plato. 


Tucked  away  in  the  corner  of  a page  of  a re- 
cent issue  of  The  Pennsylvania  Medical  Journal 
was  an  article  to  the  effect  that  a Philadelphia 

hospital  has  inau- 

Medical  and  Health  Seated  an  accident 
„ , , • t i study  group  and  has 

Problems  m Industry  invited  executives  of 

Should  Be  Discussed  industrial  firms  to 

meet  periodically  at 
the  hospital  to  exchange  ideas  and  discuss  prob- 
lems of  reducing  accidents  and  industrial  dis- 
eases. 

This,  it  seems  to  us,  is  a fine  example  of  com- 
munity enterprise  and  a project  which  should 
prove  of  much  benefit. 

Here  is  a hunch  for  county  medical  societies 
in  Ohio,  especially  those  in  industrial  counties. 


at  least  one  meeting  to  discussions  of  medical 
and  health  problems  arising  in  industrial  activity. 
Representatives  of  some  of  the  factories  operat- 
ing in  the  county  should  be  invited  to  attend 
and  take  part. 

There  are  many,  many  questions  of  mutual  in- 
terest which  could  be  considered.  Industrialists 
would  be  given  an  opportunity  to  get  the  slant  of 
physicians  on  policies  and  procedures,  and  vice 
versa.  A better  understanding  of  mutual  and  in- 
dividual problems  will  be  certain  to  result.  The 
final  outcome  will  be  closer  cooperation  and  the 
solution  of  some  of  the  troublesome  problems 
which  now  exist. 

If  a society  would  care  to  carry  the  idea  a 
step  further,  similar  meetings  could  be  arranged 
with  representatives  of  other  groups  for  the  ex- 
change of  information  and  ideas. 


We  have  tried  to  civilize  our  apparatus  of 
living  until  we  are  well  nigh  civilized  to  death. — 
Harry  Emerson  Fosdick. 


A lot  of  the  so-called  “mystery”  which  sur- 
rounds scientific  medicine  and  medical  practice 
could  easily  be  dispelled  if  more  physicians  would 

recognize  and  realize 

W ise  is  the  Physician  the  importance  of 

discussing  frankly 
ll  ho  1 ries  to  Lift  the  with  their  patients 

Fog  of  Mystery  some  of  the  funda- 

mental  questions 
which  arise  during  medical  examinations,  and 
explaining  the  features  of  and  reasons  for  mod- 
ern technique. 


Why  are  so  many  persons  mystified  about 
medicine  and  medical  procedures  ? Largely  be- 
cause so  many  are  either  ignorant  of  medical  and 
health  matters  or  have  been  misinformed.  Why 
do  so  many  individuals  become  prey  for  the 
quacks  and  half-baked  cult  practitioner?  Because, 
in  many  instances,  a physician  whom  they  con- 
sulted failed  to  remove  the  veil  of  mystery  as  to 
the  nature  of  their  disability  and  why  certain 
therapeutic  measures  were  needed. 


It  is  true  that  the  average  physician  does  not 
have  time  to  give  a review  course  in  medicine 
for  each  patient  and  that  on  some  occasions 
it  is  best  for  the  patient  that  he  not  be  told 
everything.  Nevertheless,  the  wise  physician  is 
the  one  who  plays  the  role  of  counselor  and,  by 
revealing  proper  information  to  the  patient, 
eliminates  the  confusion  which  exists  in  the 
patient’s  mind. 


It  is  suggested  that  county  societies,  at  the 
time  they  map  out  their  programs  for  the  en- 
suing year,  consider  the  possibility  of  devoting 


The  following  letter  from  the  files  of  the  U.S. 
Public  Health  Service  and  published  in  a recent 
issue  of  The  Health  Officer,  official  bulletin  of 
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that  department,  illustrates  some  of  the  points  we 
have  tried  to  emphasize: 

“United  States  Public  Health  Service 
“Washington,  D.  C. 

“Dear  Sir: 

“Last  November  a doctor  here  gave  me  a series 
of  injections  without  expressed  reason  except  that 
I had  a headache.  They  completely  destroyed  all 
coordination  and  balance  in  bodily  control.  In 
fact  my  resistance  was  so  completely  gone  I could 
gain  no  strength  and  continued  to  have  pain  in 
chest,  back,  abdomen,  eyes  and  head.  In  February 
I consulted  a City  Doctor  who  discovered  I have 
tuberculosis  in  both  lungs. 

“I  could  hardly  believe  it  for  I was  said  to 
show  no  signs  of  tuberculosis  when  dismissed 
from  hospital  in  December,  1936.  He  also  said 
that  the  injections  I had  taken  were  to  prevent 
me  from  having  children.  Some  of  the  shots 
(four)  were  Theelin.  What  could  the  others  have 
been  ? 

“Is  there  any  hope  that  sterilization  may  not 
have  been  complete  or  that  I could  ever  be  well 
again?  Do  you  need  details  of  my  reactions  to 
answer  that?  How  could  one  identify  other 
preparations  with  same  purpose? 

“Is  an  oily  substance  to  be  rubbed  into  a child’s 
skin  one  of  them?  We  were  told  to  rub  one  drop 
of  oil  on  the  child  every  second  night.  Or  is  it 
true  that  there  is  such  a substance  that  will  pre- 
vent tuberculosis?  If  there  is  such  a substance 
why  would  the  Doctor  be  unwilling  to  tell  me  its 
name  or  anything  else  about  it? 

“Please  give  me  this  information  and  your 
source  of  authority.  Even  should  this  not  come 
under  the  regular  duties  of  your  department,  will 
you  not  help  me  because  of  my  suffering  and  so 
great  need?” 

In  connection  with  the  letter,  The  Health 
Officer  made  some  observations,  some  of  which 
are  quoted  because  they  emphasize  the  importance 
of  a more  confidential  relationship  between  physi- 
cian and  patient  than  exists  in  many  instances: 

“Here  is  one  of  those  letters  which  is,  ac- 
cording to  Bauer  and  Hull  in  their  recently  pub- 
lished manual  on  ‘Health  Education  of  the  Pub- 
lic’, ‘an  exceedingly  valuable  index  to  the  state  of 
the  public  mind  with  respect  to  health.’ 

“If  we  accept  the  same  communication  as  such 
an  index  (and  there  are  too  many  like  it  to  re- 
gard it  as  exceptional),  the  state  of  the  public 
mind  is  a fog  on  many  fundamental  as  well  as 
controversial  facts.  While  her  physicians  may 
have  deemed  the  correspondent  incapable  of  in- 
telligent comprehension,  it  would  seem  that  con- 
siderable mental  anxiety  in  this  case  could  have 
been  eliminated  by  frank  and  thorough  informa- 
tion from  those  familiar  with  the  patient.  That 
she  found  it  necessary  to  turn  to  an  outside 
source  for  the  information  she  needed  to  set  her 
mind  at  rest,  is  unfortunate  since  it  is  extremely 
difficult,  and  sometimes  hazardous  to  answer  such 
questions  without  seeing  and  examining  a patient. 

“This  letter  runs  the  gamut  of  ignorance  from 
such  fundamental  matters  as  the  causation  and 
prevention  of  tuberculosis  to  such  a controversial, 
but  in  no  way  mysterious  subject  as  glandular 
therapy.  Perhaps  a few  minutes  of  sympathetic 
explanation  of  the  nature  and  probable  effects  of 


the  injections  given  would  have  prevented  that 
distrust  in  medical  science  which  so  often  breeds 
confidence  in  quackery.” 


Crude  statistics  have  been  the  undoing  of 
many  good  things,  and  deductions  from  them 
have  given  us  many  startling  revelations  which 
have  made  us  ridiculous. — The  Medical  Officer. 


Among  the  pet  peeves  of  county  medical  so- 
ciety secretaries  and  chairmen  of  program  com- 
mittees are  speakers  who  are  too  technical  or 

who  speak  beyond 
A Few  Valuable  Hints  the  allotted  time, 

4 r , ,,  . „ and  members  who 

About  Running  County  are  always  late  for 

Society  Programs  meetings. 

A determined  ef- 
fort to  at  least  ameliorate  these  conditions  is 
being  made  by  the  Program  Committee  of  the 
Academy  of  Medicine  of  Cincinnati,  which  re- 
cently announced  the  following  set  of  rules: 


1.  A maximum  time  limit  of  20  minutes  for  all 
local  speakers  appearing  on  the  Academy  pro- 
grams. Two  discussants  of  each  paper  will  be 
allotted  a maximum  of  five  minutes  each. 

2.  The  President  of  the  Academy  has  been  re- 
quested to  enforce  this  time-limit  rule  by  giving 
a two-minute  warning  signal  and  calling  for  con- 
clusion of  the  paper  or  discussion  when  the 
allotted  time  is  up. 

3.  All  meetings  will  start  promptly  at  8:15 
o’clock.  The  habit  of  starting  late  only  en- 
courages members  to  come  late.  If  it  becomes 
known  that  meetings  started  promptly  at  8:15 
regardless  of  the  size  of  the  audience  at  that 
moment,  members  will  be  stimulated  to  get  to 
the  meetings  on  time. 

4.  Members  of  the  Academy,  who  are  invited 
to  appear  on  the  Academy  programs,  will  please 
observe  the  general  rule  that  papers  should  not 
be  too  technical.  The  purpose  of  the  Program 
Committee  is  to  build  programs  that  will  help 
the  greatest  number  of  members  and  be  of 
special  interest  to  the  general  practitioner. 

The  adoption  of  a similar  set  of  rules  by  all 
county  societies,  properly  observed  by  speakers 
and  members,  plus  a courageous  chairman,  should 
provide  the  interesting,  snappy  programs  which 
will  insure  a good  attendance. 

Incidentally,  since  the  establishment  of  a 
Speakers  Bureau  by  the  State  Association,  an- 
nounced elsewhere  in  this  issue  of  The  Journal, 
there  is  no  longer  any  reason  for  program  com- 
mittee chairmen  to  worry  about  where  to  get 
guest  speakers  occasionally  for  county  society 
meetings. 


The  best  part  of  our  knowledge  is  that  which 
teaches  us  where  knowledge  leaves  off  and  ignor- 
ance begins. — Oliver  Wendell  Holmes. 
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Perhaps  there  is  little  need  to  remind  members 
of  the  Ohio  medical  profession  that  Fall  and 
Winter  activities  of  organized  medicine  are  about 

to  start  as  the  fact 

Woe  Unto  the  Man  Who 
Knows  It  All  and 
Shuns  His  Society 


ensuing  months. 


becomes  obvious  as 
soon  as  county  and 
district  societies 
begin  to  announce 
their  plans  for  the 


Nevertheless,  emphasis  can  do  no  harm,  espe- 
cially if  it  will  serve  to  stimulate  interest  and 
enthusiasm. 

In  this  issue  of  The  Journal  will  be  found 
announcements  relative  to  a number  of  im- 
portant district  meetings,  local  postgraduate  as- 
semblies, inauguration  of  the  Regional  Post- 
graduate Lectures  of  the  State  Association,  and 
opening  of  the  newly-organized  Speakers  Bureau. 


This  Summer  has  been  an  unusually  busy  period 
for  organized  medicine  in  Ohio  but  the  coming 
Fall  and  Winter  activities  promise  to  make  those 
of  the  past  few  months  seem  exceedingly  minor 
in  character. 


If  members  of  the  State  Association  and  its 
component  units  do  not  get  something  useful  and 
beneficial  from  the  activities  which  have  been 
planned  for  the  next  eight  or  nine  months,  the 
fault  will  lie  for  the  most  part  with  the  members 
themselves. 

We  hope  that  the  type  of  physicians,  who 
Osier  referred  to  in  the  following  excerpt  from 
one  of  his  masterpieces,  will  not  be  found  among 
Ohio  physicians  as  new  programs  and  activities 
get  underway: 


“The  first,  and  in  some  respects,  the  most  im- 
portant function  is — to  lay  a foundation  for  that 
unity  and  friendship  which  is  essential  to  the 
dignity  and  usefulness  of  the  profession  . . . 
The  man  who  knows  it  all  and  gets  nothing  from 
the  Society,  reminds  one  of  the  little  dried  up 
miniature  of  humanity,  the  prematurely  senile  in- 
fant, whose  tabetic  marasmus  has  added  old  age 
to  infancy  . . . Why  should  he  go  to  the  Society? 
. . . It  is  a waste  of  time,  he  says,  and  he  feels 
better  at  home,  and  perhaps  that  is  the  best  place 
for  a man  who  has  reached  the  stage  of  intellec- 
tual stagnation.  . . .” 


There  is  only  one  legitimate  way  for  doctors 
to  advertise  themselves  in  their  own  communi- 
ties; that  is  by  making  themselves  and  their  ob- 
jectives known  to  the  officials,  to  representatives 
in  the  legislature,  to  the  welfare  workers.  The 
best  way  to  do  that  is  through  the  Contact  Com- 
mittees. These  committees  were  organized  to 
protect  the  doctors’  interest,  of  course.  But  they 
are  also  ready  at  hand  to  extend  the  doctors’ 
services;  to  make  it  possible  for  doctors  to  take 
an  active  part  in  the  welfare  work  of  the  com- 
munity, to  promote  goodwill. — Minnesota  Medi- 
cine. 


“ Lots  of  Mystery, 
Lots  of  Intrigue, 
Lots  of  Sock ” 


According  to  the  magazine,  Time,  Dr.  William 
Mayo  “immediately  dictated  a telegram  the  in- 
stant he  heard  last  month  that  the  Chicago  Daily 

Times  intended  to  print 
a series  of  illustrated 
articles  on  the  Mayo 
Clinic”. 

The  telegram  read  as 
follows,  Time  stated: 

“We  are  very  much  concerned  that  you  are 
publishing  a series  of  articles  on  the  Mayo  Clinic. 
Such  publicity  is  derogatory  to  the  dignity  and 
achievements  of  the  medical  profession,  violates 
our  conception  of  professional  ethics  and  will 
subject  the  Mayo  Clinic  to  severe  and  undeserved 
criticism.  Therefore  we  earnestly  request  that 
you  do  not  publish  the  articles.” 

According  to  Time,  the  articles  were  printed 
because  Managing  Editor  Louis  Ruppel  believes 
that  “medicine  has  lots  of  mystery,  lots  of  in- 
trigue, lots  of  sock  . . . that’s  what  the  public 
wants”. 

So  what?  Merely,  that  what  was  said  last 
month  in  these  columns  is  apparently  true. 
Newspapers  want  to  print  medical  news;  the 
public  wants  to  consume  it.  It  is  up  to  the  medi- 
cal profession  to  devise  plans  and  procedures  for 
providing  the  press  with  medical  news  which  will 
fill  the  public’s  cravings  and  still  be  beyond  any 
question  as  to  propriety  and  ethics. 

Trying  to  stop  the  press  from  publishing  some- 
thing which  it  has  worked  up  is  like  trying  to 
sweep  back  the  ocean  with  a broom.  The  better 
way  to  handle  the  situation  is  to  keep  the  press 
so  busy  publishing  information  supplied  through 
authentic  sources  within  the  medical  profession 
that  it  will  not  have  time  to  conduct  those  “ex- 
ploring” expeditions  which  turn  up  material  that 
causes  unpleasant  reverberations. 


Social  work  isn’t  everything  under  the  sun. — 
Professor  Howard  W.  Odum,  University  of  North 
Carolina. 

Opines  the  editor  of  The  Journal  of  the  In- 
diana State  Medical  Association: 

“We  would  be  the  last  to  claim  that  the  hand- 
writing of  a phy- 

For  Every  Physician  We  sician  is  a matter 

of  first  import- 
Suggest  a Routine  ance,  but  there 

Course  in  Penmanship  are  times  when  it 

seems  it  would  be 
a little  bit  safer  and  more  convenient  for  others  if 
doctors  would  try  to  write  in  such  a way  that  their 
words  can  be  read.  A prescription  that  looks 
like  a problem  in  cryptography  is  sometimes  a 
definite  menace  to  the  life  and  health  of  a 
patient.  Recently  we  heard  of  a case  in  which  a 
physician  prescribed  ‘caffeine  5 grains’  but  had  it 
written  so  that  the  nurse  read  it  as  ‘codeine  .5 
grains’.  * * * It  is  extremely  important  that 
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the  information  on  birth  and  death  certificates  be 
correct.  * * * The  name  of  the  disease  of  which 
the  patient  died  must  be  written  in  a manner 
that  can  be  made  out,  else  the  certificate  is 
worthless.  * * * Practically  every  reason  for 
making  out  a certificate  is  just  as  important  a 
reason  for  making  that  same  certificate  legible.” 

Doubtless,  there  are  many  who  have  to  wrestle 
with  the  writing  of  physicians  who  will  say  a loud 
“Amen”.  Accuracy  is  a fundamental  which  is 
vital  in  the  work  of  a physician.  Unless  there 
is  clarity  of  meaning  in  the  written  opinions, 
statements,  orders,  etc.,  of  the  physician,  some- 
one is  liable  to  suffer  and  damage  result.  If  some- 
thing is  unreadable  it  necessarily  cannot  be  clear 
in  meaning. 

Sounds  like  a trivial  subject,  doesn’t  it?  In 
itself,  it  is.  However,  the  combination  of  little 
mistakes  and  errors  is  what  produces  serious 
consequences  and  troublesome  misunderstandings 
in  many  instances. 

I hold  every  man  a debtor  to  his  profession; 
from  which,  as  men  of  course  do  seek  to  receive 
countenance  and  profit,  so  ought  they  of  duty  to 
endeavor  themselves  by  way  of  amends,  to  be  a 
help  and  ornament  thereunto. — Francis  Bacon. 

Published  in  a number  of  periodicals  of  gen- 
eral circulation  has  been  the  report  compiled  by 
Dr.  John  F.  Clark,  Columbia  University  econo- 
mist, figuring  the 
potential  earning 
power  of  various 
professions  and 
vocations,  in 
which  he  placed 
medicine,  with  $108,000,  at  the  top  of  the  list. 

Physicians  who  read  the  article  doubtless 
caught  a laugh  at  the  imposing  position  accorded 
the  medical  profession.  They’ll  get  an  additional 
kick  out  of  the  smart  and  snappy  comment  pub- 
lished in  New  York  Medical  Week,  reading  as 
follows : 

“It  is  too  bad  for  physicians  that  Dr.  John  F. 
Clark,  Columbia  professor  of  economics,  is  not 
a banker.  Professor  Clark  figures  that  the  earn- 
ings value  of  a budding  medical  career,  dis- 
counted for  cash,  is  $108,000.00.  If  only  the 
banks  would  accept  his  estimate,  the  doctor’s 
financial  worries  would  be  over! 

“Unfortunately,  Professor  Clark’s  statistics  do 
not  bear  close  scrutiny — such  scrutiny,  for  ex- 
ample, as  the  cold,  feelingless  eye  the  banker 
bestows  when  a loan  is  proposed.  For  example, 
he  figures  the  working  life  span  of  the  medical 
man  as  forty-two  years.  In  view  of  the  fact  that 
most  physicians  today  do  not  start  practice  till 
the  age  of  twenty-eight  or  thereabouts,  this 
seems  excessively  optimistic.  The  Biblical  three 
score  and  ten  is  an  exaggerated  measure  of  the 
average  life  expectancy.  Doctors  usually  die 
younger  than  most — frequently  from  worrying 
where  the  money  is  coming  from  to  meet  the 
mortgage  or  put  Junior  through  medical  school! 

“The  Professor’s  statistics  are  vulnerable  on 


many  other  counts.  He  does  not  say  whether  his 
estimates  represent  gross  or  net  income.  Neither 
does  he  explain  how  he  reached  a sum  so  much 
in  advance  of  the  figures  of  the  Committee  on 
Costs  of  Medical  Care  and  other  investigators. 

“It  is  not  likely  that  Dr.  Clark’s  fantastic 
estimates  will  lead  vocational  experts  to  ignore 
the  keen  competition  in  medicine  and  law,  the 
economic  insecurity  of  most  practitioners,  the  un- 
certain hours  and  the  absence  of  long  paid 
vacations,  such  as  professors,  for  example,  enjoy. 
Even  the  Income  Tax  Department  will  find  it 
hard  to  take  Professor  Clark’s  figures  seriously!” 


AH  the  stringent  codes  devised  could  not  com- 
pel man  to  act  ethically  were  there  not  engraved 
on  his  heart  and  in  his  mind  a true  balance  of 
right  and  wrong. — Frank  Smithies. 


Interesting  and  significant  is  the  release  issued 
by  the  Social  Security  Board,  Washington,  on 
August  16,  two  days  after  the  second  anniversary 

of  the  signing  of 
the  Social  Security 
Act  by  President 
Roosevelt. 

We  must  admit 
having  undergone 
a feeling  of  dizziness  after  digesting  the  figures 
hurled  at  us  by  the  Board’s  statisticians.  Wish- 
ing to  share  our  emotional  reactions  with  our 
readers,  we  submit  in  boiled-down  style  the  high 
spots  of  that  report. 

Old-age  benefits  program  accounts— 32,000,000. 

Employes  covered  by  state  unemployment  com- 
pensation acts — 21,000,000. 

Needy  aged,  blind  and  dependent  children  re- 
ceiving public  assistance — 2,000,000. 

Old  age  benefits  claims  filed  to  date— 14,500. 

Total  Federal  grants  made  to  states  for  ad- 
ministration of  unemployment  compensation  sys- 
tems— $13,000,000. 

Unemployment  compensation  trust  fund  in  U.S. 
Treasury — $334,114,436. 

Total  Federal  grants  to  states  for  public  as- 
sistance to  aged,  needy  blind  and  dependent  chil- 
dren— $198,865,406. 

Total  amount  paid  out  by  combined  Federal, 
state  and  local  governments  to  above  classes — 
$334,060,600. 

Amount  of  Federal  assistance  to  needy  aged — 
$171,944,691. 

Amount  of  Federal  assistance  to  needy  blind — 
$6,400,693. 

Amount  of  Federal  assistance  to  dependent 
children— $20,520,021. 

The  above  data  provide  the  answers  to  those 
who  ask  if  there  is  a trend  toward  centralization 
of  government  and  where  a goodly  share  of  Uncle 
Sam’s  income  is  being  expended,  exclusive  of  the 
amounts  being  spent  on  other  public  assistance 
projects  through  P.W.A.,  W.P.A.,  etc. 


Oh  Boy!  If  It  Were 
Only  True,  What  a Re- 
joicing There  Would  Be 


Uncle  Sam  a Generous 
Chap,  Social  Security 
Board  Figures  Show 
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The  1937  Mid-Year  Organization 
Conference  To  Be  Held  Oct.  24 
at  Deshler  Hotel,  Columbus 

Second  Annual  Mid-Year  Organization 
Conference  of  the  Ohio  State  Medical  As- 
sociation will  be  held  Sunday,  October  24, 
at  the  Deshler-Wallick  Hotel,  Columbus. 

Guests  of  the  State  Association  on  that 
occasion  will  be  officers  and  important  com- 
mitteemen of  all  component  county  medical 
societies  and  officers  and  committeemen  of 
the  State  Association. 

Invitations  to  the  conference  and  a sum- 
mary of  the  program  will  be  mailed  to 
officials  and  committeemen  between  Septem- 
ber 15  and  October  1. 

A program  which  will  provide  for  free 
and  frank  discussion  of  some  of  the  im- 
portant problems  confronting  medical  or- 
ganization and  the  exchange  of  opinions 
and  ideas  among  county  society  officers  and 
committeemen  is  being  arranged.  Sugges- 
tions will  be  appreciated  and  should  be  sent 
to  the  State  Headquarters  Office,  Columbus. 

Those  who  attended  the  1936  Mid-Year 
Organization  Conference  (more  than  200 
did),  will  remember  that  it  was  one  of  the 
most  beneficial  meetings  of  this  character 
ever  held  by  medical  organization  in  Ohio. 

It  is  hoped  to  make  the  1937  conference 
bigger  and  better  than  the  initial  meeting. 

Those  who  want  to  combine  business  with 
pleasure  will  be  interested  to  know  that 
the  Mid-Year  Organization  Conference  will 
be  held  on  the  day  following  the  North- 
western-Ohio  State  football  game  at  Ohio 
Stadium.  Those  invited  can  come  early  and 
take  in  the  game  or  take  in  the  game  and 
stay  over  for  the  conference. 

This  is  the  first  call.  Watch  for  more  de- 
tails in  the  October  issue  of  The  Journal. 

I 

Helping  the  Sucker  Racket 

In  an  opinion  handed  down  July  22,  the  Su- 
preme Court  of  New  Jersey  held  that  blood  pres- 
sure is'  not  a disease  and  that  its  determination 
is  not  restricted  by  law  to  physicians,  sustaining 
a decision  of  the  Atlantic  County  court  acquitting 
one  Max  Plager,  who  takes  the  blood  pressure  of 
his  customers  in  a concession  on  the  Boardwalk 
at  Atlantic  City,  and  who  had  been  prosecuted  by 
the  State  Board  of  Medical  Examiners  on  the 
charge  that  he  was  practicing  medicine  illegally. 
Plager  claimed  that  he  did  not  give  medical  ad- 
vice. 


Federal  Law  Establishing  National  Cancer 
Institute  Enacted 

Under  the  terms  of  a bill  recently  passed  by 
Congress,  a National  Cancer  Institute  is  to  be 
established  at  Washington.  At  the  institute,  to 
be  built  at  a cost  of  not  more  than  $750,000  for 
buildings  and  equipment,  a research  staff  will 
undertake  “coordinated  research  relating  to  can- 
cer”. The  bill  also  appropriates  $700,000  annually 
to  fight  the  disease. 

Major  provisions  of  the  measure  follow: 

Purchase  of  radium  which  may  be  used  for  can- 
cer research  by  the  U.  S.  Public  Health  Service 
or  may  be  loaned  to  private  or  public  institutions 
in  the  United  States  for  study  or  treatment  pur- 
poses. 

Establishment  of  a Cancer  Institute  as  a 
division  of  the  Public  Health  Service.  The  In- 
stitute is  to  be  designed  to  provide  research 
facilities  to  enable  scientists  to  carry  on  study 
of  cancer  and  to  provide  training  facilities  where 
instruction  can  be  given  in  matters  relating  to 
the  study  or  diagnosis  of  cancer. 

A National  Advisory  Cancer  Council  of  six 
members. 

Grants-in-aid  to  further  research  projects  re- 
lating to  cancer  in  private  or  public  institutions. 

Consultations  with  experts,  either  in  this 
country  or  abroad,  who  may  be  able  to  further 
the  research  work  of  the  Institute. 

The  Institute’s  acceptance  on  behalf  of  the 
United  States  of  gifts  to  further  the  study  of 
cancer. 


Fellowship  in  Allergy  Offered 

The  Asthma,  Hay  Fever  and  Allergy  Founda- 
tion offers  a twelve-month  Fellowship  in  Allergy 
in  the  Associated  Foundations  of  the  Laboratory 
of  Anatomy  of  Western  Reserve  University. 

The  appointee  will  devote  half  time  to  training 
and  investigative  work  in  connection  with  the 
“Developmental  Health  Inquiry”  being  conducted 
by  Professor  T.  Wingate  Todd  and  his  associates 
and  half  time  to  training  in  clinical  aspects  of 
allergy  at  the  Asthma  and  Hay  Fever  Clinic 
under  Dr.  Milton  B.  Cohen. 

Candidates  must  be  graduates  of  Class  A med- 
ical schools  and  have  completed  at  least  one  year 
of  general  internship  and  one  year  of  special 
training  in  pediatrics.  Preference  will  be  given  to 
those  with  additional  special  training  in  path- 
ology, chemistry  or  immunology. 

Since  no  maintenance  is  provided,  fellows  will 
receive  $75.00  monthly.  The  next  appointment 
may  start  September  1,  1937. 

Applications  should  be  addressed  to  the 
Foundation,  10616  Euclid  Avenue,  Cleveland, 
Ohio. 


BIG  IMPROVEMENT  SHOWN  IN  WORKMEN’S  COMPENSATION 
FUND;  FIGURES  ON  ASSETS,  RECEIPTS,  DISBURSEMENTS,  ETC. 


ACCORDING  to  the  annual  report  of  E.  I. 
Evans,  chief  actuary,  State  Industrial 
Commission,  $3,738,163  was  expended  from 
the  Ohio  Workmen’s  Compensation  Fund  for 
medical,  hospital,  dental  and  nursing  care  of  in- 
injured  workmen  during  1936.  Of  this  amount, 
$2,616,715  was  spent  for  medical  and  dental  ser- 
vices, and  $1,121,448  for  hospital  and  nursing 
care.  The  total  amount  represents  an  increase  of 
$679,195  over  1935. 


ployees  with  lesser  injuries  are  receiving  and 
will  continue  to  receive  biweekly  payments  of 
compensation  and  their  medical  benefits  from 
this  reserve  of  $41,361,927.81,  over  a period  of 
many  years.  The  fund  issues  over  20,000  checks 
aggregating  a total  of  half  a million  dollars  each 
two  weeks  to  pay  the  benefits  due  injured  work- 
ers and  their  dependents.” 

Reflecting  improved  employment  throughout 
the  state,  receipts  from  premiums  amounted  to 


TABLE  1 

COMPARATIVE  RECEIPTS  AND  DISBURSEMENTS 


Year  Receipts  Disbursements  Receipts  Disbursements 

1929  ______  $16,221,264.67  $16,282,539.08  $ 61,274.41 

1932  8,140,584.09  14,406,006.65  6,265,422.56 

1935  15,054,596.01  12,833,944.56  $2,220,651.45 

1936  18,221,597.20  13,823,356.24  4,398,240.96 


The  following  financial  statement  of  the  Fund 
as  of  December  31,  1936,  shows  a surplus  of 

$3,970,573.25,  an  increase  of  $1,287,294.87  during 
the  year,  but  $2,104,908.10  below  the  predepres- 
sion level  of  $6,075,481.35: 

ASSETS  Assets  Liabilities 

Invested  in  bonds $42,028,406.22 

Bank  deposits  (inactive) 2,486,520.43 

Bank  deposits  (active) 1,463,740.27 

Premiums  in  course  of  col- 
lection   3,180,679.77 

Interest  accrued  947,869.55 

Bond  premium  after  amortiza- 
tion   839,241.73 

LIABILITIES 


Reserve  held  to  cover  awards 
on  which  payment  is  required 
to  be  made  over  a period  of 
years,  or  during  the  life  of 

the  injured  worker $41,361,927.81 

Reserve  to  cover  warrants  is- 
sued but  not  cashed 381,377.79 

Reserve  for  portion  of  advance 
premium  payments  not  al- 
ready earned  2,952,657.90 

Public  employe  fund 2,279,921.22 

Net  surplus,  statutory  and 

general  ! 3,970,573.25 


$50,946,457.97  $50,946,457.97 

Total  assets  of  the  Fund  increased  from 
$44,622,839.57  to  $50,946,457.97,  an  increase  of 
$6,323,618.40,  during  the  past  year.  There  has 
been  set  aside  to  meet  future  obligations  on 
pending  and  open  claims  an  additional  amount 
of  $3,719,421.36  to  the  reserve  for  claims,  which 
brings  the  reserve  to  a total  of  $41,361,927.81. 

WHY  RESERVE  FUND  NEEDED 

In  explaining  the  need  for  this  large  reserve 
fund,  Mr.  Evans  makes  the  following  observa- 
tion: 

“The  dependents  of  over  2,200  employees  killed 
in  industry,  3,000  employees  permanently  and 
totally  disabled  as  well  as  over  10,000  other  em- 


$18,221,597.20  during  1936,  the  highest  in  the 
history  of  the  Fund,  exceeding  the  year  1929  by 
$2,000,332.53.  (Table  1) 

Receipts  in  1936  exceeded  disbursements  in  an 
amount  of  $4,398,240.96.  Mr.  Evans  points  out  in 
his  report  that  increased  activity  during  the 
year  in  the  heavier  types  of  industry  which  have 
greater  accident  hazard  and  higher  premium 
rates  has  served  to  develop  heavier  receipts. 

A 3.4  per  cent  general  level  reduction  in 
premium  rates  paid  by  employers  was  announced 
effective  July  1,  1937.  A total  of  43,632  em- 
ployers now  are  insured  in  the  Fund,  the  greatest 
number  in  its  history. 

CLAIMS  SHOW  BIG  INCREASE 
Payrolls  of  private  employers  insured  in  the 
Fund  as  well  as  both  premiums  and  claims  filed 
showed  a marked  increase  during  the  year. 
(Table  2).  Premium  income  was  at  its  highest 
peak  in  the  history  of  the  Fund  in  1936,  but  the 
number  of  claims  filed  developed  the  greatest  in- 
crease, rising  from  63.2  per  cent  of  1929  to  80.5 
per  cent,  an  increase  of  27  per  cent,  while  prem- 
iums climbed  from  99.4  per  cent  to  121.5  per 
cent,  an  increase  of  22  per  cent  and  payrolls  only 
went  from  70.1  per  cent  to  82.2  per  cent,  an  in- 
crease of  17  per  cent.  Mr.  Evans  points  out  in 
his  report  that  here  again  is  shown  the  effect  of 
the  recovery  of  heavy  industry,  in  which  ac- 
cidents and  rates  are  higher  per  unit  of  payroll 
due  to  the  more  hazardous  operations,  thus  caus- 
ing claims  and  premiums  to  rise  more  rapidly 
than  employment  as  measured  by  total  payrolls. 
In  contrast,  it  is  noted  that  in  the  depression 
year,  1932,  when  heavy  or  more  hazardous  oc- 
cupations suffered  greater  retrenchment  than 
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light  hazard  occupations,  the  premium  and  claims 
filed  developed  a greater  reduction  from  1929 
than  did  payrolls. 

The  extent  to  which  the  Fund  provides  benefit 
payments,  including  compensation  and  medical 
care  over  a long  period  of  years,  is  shown  in 
Table  3.  It  will  be  observed  that  only  $5,336,336 
of  the  total,  or  41.3  per  cent,  was  paid  for  ac- 
cidents that  occurred  during  1936,  and  that  the 


higher  remuneration  than  compensation  benefits, 
with  prospects  of  continued  employment.  The  in- 
crease in  medical  cost  is  the  result  of  restoring 
the  full  medical  fee  schedule  in  July,  1936,  which 
had  been  reduced  20  per  cent  during  the  de- 
pression”. 

The  Ohio  Fund  is  by  far  the  largest  insurer  of 
workmen’s  compensation  in  the  country,  its  work- 
men’s compensation  benefits  paid  of  $12,922,515 


TABLE  2 

PAYROLL,  PREMIUM  AND  CLAIMS  FILED 


Payroll  Premium  Claims  Filed 


Year  Amount  Per  cent 

1929  $1,578,886,096  100.0 

1932  838,775,495  53.1 

1935  1,107,028,355  70.1 

1936  1,297,616,838  82.2 


greatest  portion  of  the  payments  was  for  ac- 
cidents of  earlier  years. 

The  average  cost  per  claim  filed  decreased  3.9 
per  cent  in  1936,  compensation  cost  having  de- 
creased 6.6  per  cent,  while  medical  cost  increased 
3.7  per  cent.  Compensation  cost  was  4 per  cent 
below,  while  medical  cost  was  7 per  cent  below 
that  of  1929. 

CAUSE  FOR  MEDICAL  COST  INCREASE 
Commenting  on  the  reduction  in  compensation 


Amount 

Per  cent 

Number 

Per  cent 

$13,274,966 

100.0 

234,314 

100.0 

5,990,994 

45.1 

117,866 

50.3 

13,197,872 

99.4 

147,985 

63.2 

16,129,114 

121.5 

188,675 

80.5 

during  1936  and  the  claims  reserve  of  $41,361,- 
927.81  being  higher  than  that  of  any  other 
private  insurance  company  or  state  fund,  ac- 
cording to  the  report. 

NEW  LEGISLATION  REVIEWED 
At  the  recent  regular  session  of  the  Ohio  Gen- 
eral Assembly,  a number  of  amendments  broaden- 
ing the  scope  of  the  Workmen’s  Compensation 
Law  were  enacted.  The  principal  provisions  of 
the  amendments,  with  effective  dates  and  section 


TABLE  3 

CLAIM  COST  FOR  YEAR  1936  DISTRIBUTED  BY  YEAR 
OF  ACCIDENT  OCCURRENCE 

Private  Employers’  Accident  Fund 


Year  of  Accident  Occurrence: 

1936  ... _ 

1935  

1934  

1933  

1932  

1931  

1930  

1929  ., 

1928  

1927  

1912-1926  


Total 

Per  cent 


Compensation 

Medical 

Total 

Per  cent 

- $2,602,631 

$2,733,705 

$ 5,336,336 

41.3 

1,120,999 

466,081 

1,587,080 

12.3 

- 703,702 

130,319 

834,021 

6.5 

- 464,633 

86,790 

551,423 

4.3 

...  641,145 

57,005 

698,150 

5.4 

...  683,476 

56,639 

740,115 

5.7 

...  864,335 

45,035 

909,370 

7.0 

...  641,288 

41,745 

683,033 

5.3 

- 335,281 

28,400 

363,681 

2.8 

- 227,603 

24,248 

251,851 

1.9 

- 899,259 

68,196 

967,455 

7.5 

$9,184,352 

$3,738,163 

$12,922,515 

100.0 

71.1 

28.9 

100.0 

cost  and  the  increase  in  medical  cost,  Mr.  Evans 
reported  as  follows: 

“The  reduction  in  compensation  cost  is  the  re- 
sult of  the  injured  of  recent  years  to  more 
promptly  return  to  work,  as  their  former  posi- 
tion is  usually  available  and  it  provides  a much 


numbers  in  the  General  Code,  are  as  follows: 
Includes  silicosis  as  a compensable  occupational 
disease  with  certain  restrictions  as  to  the  amount 
of  benefits  and  qualifying  provisions.  (Effective 
July  31,  1937,  Section  1465-68). 

Defines  compensable  injury  so  as  to  include  any 
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injury  received  in  the  course  of  and  arising  out 
of  employment.  (Effective  July  10,  1937,  Sec- 
tion 1465-68). 

Increases  the  minimum  weekly  benefits  from 
$5  to  $8  unless  wages  are  less  than  $8,  in  which 
event  the  benefits  are  equal  to  full  wage.  (Ef- 
fective July  22,  1937,  Section  1465-79-81). 

Provides  that  the  loss  of  two  or  more  fingers 
may  be  considered  equal  to  loss  of  hand.  (Ef- 
fective July  10,  1937,  Section  1465-80). 

Provides  for  recognition  of  presumptive  de- 
pendency, with  maximum  award  of  $1,000,  and 
prospective  dependency  with  a maximum  award 
of  $1,000.  (Effective  July  10,  1937,  Section 
1465-82). 

Provides  temporary  total  disability  benefits  for 
12  weeks  to  be  based  on  full  weekly  wage.  All 
other  benefits  to  be  based  on  the  average  weekly 
wage  for  the  year  preceding  injury.  (Effective 
July  22,  1937,  Section  1465-84). 

Establishes  seven  specific  grounds  upon  which 
appeals  may  be  made  to  the  courts  from  the  de- 
cision of  the  Commission  denying  a claim.  (Ef- 
fective July  3,  1937,  Section  1465-90). 

Requires  employers  to  keep  records  for  five 
years,  or  the  Industrial  Commission  may  de- 
termine, and  its  findings  shall  constitute  prima 
facie  evidence  of,  the  amount  of  premium  due. 
(Effective  August  18,  1937,  Section  1465-54). 

Provides  for  increasing  the  premium  due  in  an 
amount  of  not  less  than  $3  or  more  than  $15 
where  the  employer  fails  to  file  a report  of  pay- 
roll expenditure  within  one  month  following  ex- 
piration of  the  six-month  period,  and  provides 
for  a further  increase  of  the  premium  due  by 
three  per  cent  for  the  first  month  and  two  per 
cent  for  each  additional  month,  the  total  in- 
crease to  not  exceed  12  per  cent  where  the  prem- 
ium is  not  paid  when  due;  also  provides  for  col- 
lecting interest  charges  of  six  per  cent  per 
annum  where  inadequate  advance  premium  pay- 
ments are  made.  (Effective  August  18,  1937, 
Section  1465-55b). 

Creates  four  Boards  of  Claims,  three  members 
each,  to  hear  and  adjudicate  claims  in  districts 
throughout  the  state.  (Effective  August  18, 
1937). 

Effective  on  renewals  on  and  after  July  1, 
1937,  the  maximum  remuneration  to  be  reported 
by  each  individual  executive  officer  shall  not  be 
in  excess  of  $100  per  week.  All  executive  officers 
actively  employed,  whether  in  clerical,  sales  or 
plant  duties,  must  be  reported  and  allocated  to 
the  proper  Manual  (classification)  with  which 
their  duties  are  associated. 


Cincinnati — Dr.  Martin  H.  Fischer  spoke  on 
“Form”  at  the  last  of  a series  of  public  lectures 
sponsored  by  the  students  of  the  University  of 
Cincinnati  College  of  Medicine. 


The  following  bulletin  on  “How  to  Order 
Neoarsphenamine  and  Bismuth”  was  re- 
cently 'issued  by  the  State  Department  of 
Health : 

“The  Ohio  Department  of  Health  will 
furnish  anti-syphilitic  drugs  to  the  physi- 
cians of  Ohio  for  treating  all  cases  of 
syphilitics  irrespective  of  their  ability  to 
pay  under  the  following  conditions: 

1.  Cases  must  be  reported  to  the  local 
health  commissioner. 

2.  All  requisitions  must  be  signed  by  the 
local  health  commissioner. 

3.  Requisitions  for  arsphenamine  and 
bismuth  must  be  submitted  on  official  form 
VD-9.  The  requisition  showing  the  name, 
initial  or  serial  number  of  the  patient  for 
whom  the  anti-syphilitic  drugs  are  intended. 

4.  ‘Report  of  Treatment’  to  be  made  out 
on  the.  official  form  using  the  same  name, 
initial  or  serial  number  as  on  the  report 
card  and  requisition  for  arsenicals  and  sub- 
mitted to  the  local  health  commissioner  who 
in  turn  will  forward  it  to  this  department. 

5.  When  submitting  specimens  of  blood 
to  the  Laboratory  the  same  initial  or  num- 
ber should  be  used  as  shown  on  the  case 
card,  requisition  for  arsenicals  and  report 
of  treatments.” 


Attorney  Genera!  Opinions  On  Relief 
Expenditures  and  Care  of  Minors 

Public  funds  intended  for  the  purchase  of  food 
and  clothing  for  persons  on  relief  cannot  be 
used  to  pay  membership  dues  for  welfare  work- 
ers in  a private  organization,  Attorney  General 
Herbert  S.  Duffy  ruled  July  28,  (Opinion  No. 
930). 

The  ruling  was  requested  by  the  State  Bureau 
of  Inspection  and  Supervision  which  discovered 
that  the  Cuyahoga  County  Relief  Administration 
had  paid  out  $400  in  1934  and  1935  for  member- 
ships in  the  Family  Welfare  Association  of 
America,  New  York  City. 

On  July  22,  Attorney  General  Duffy  issued 
Opinion  No.  891  concerning  county  liability  for 
the  care  of  certain  minor  children.  He  held  that 
when  a juvenile  court  acquires  jurisdiction  over  a 
dependent  child  the  jurisdiction  continues  until 
the  child  becomes  21  years  of  age;  regardless  of 
the  residence  of  the  parents,  the  county  in  which 
such  court  is  situated  is  responsible  for  its  sup- 
port; an  illegitimate  child  born  in  a county  other 
than  that  of  the  legal  settlement  of  the  mother 
and  abandoned  there,  retains  the  legal  settlement 
of  its  mother  and  the  county  of  legal  settlement 
is  responsible  for  its  support. 


FEDERALIZATION  OF  PHYSICIANS  REQUESTED  IN  PROPOSAL 
BEFORE  CONGRESS;  WARNING  COMES  FROM  VIENNA 


WHEN  United  States  Senator  J.  Hamilton 
Lewis  (Illinois)  appeared  before  the 
House  of  Delegates  of  the  American 
Medical  Association  at  the  Atlantic  City  session 
in  June,  he  warned  the  medical  pi’ofession  that 
certain  forces  were  at  work  in  Washington  in  an 
effort  to  have  legislation  enacted  which  would 
“federalize”  the  medical  profession  of  the  nation. 

On  July  28,  Senator  Lewis  left  no  doubt  that 
he  appeared  before  the  A.M.A.  in  the  role  of  what 
might  be  termed  a stalking-horse  for  the  sundry 
forces  which  he  referred  to  in  his  address  and 
that  his  speech  was  a trial-balloon.  On  that  date 
he  introduced  in  the  U.  S.  Senate  a joint  resolu- 
tion (S.  J.  Res.  188)  the  title  of  which  reads: 
“To  provide  medical  aid  for  the  needy  and  the 
stricken  with  illness  who  are  unable  because  of 
poverty  to  provide  treatment  and  hospitalization; 
also  to  establish  all  licensed  medical  practitioners 
as  civil  officers  of  National  Government”. 

ADOPTION  IN  DOUBT 

Those  in  close  touch  with  Congress  are  of  the 
opinion  there  is  little  likelihood  of  adoption  of 
the  resolution  by  Congress  during  the  present 
session,  if  at  all.  It  has  been  said  that  the  pro- 
posal probably  was  introduced  to  get  the  views 
of  its  author  before  Congress  and  the  public. 

Time  alone  will  reveal  the  attitude  of  Congress 
on  the  question.  In  the  meantime  those  who  sense 
danger  in  the  proposal  offered  by  Senator  Lewis 
had  better  make  it  their  business  to  present  their 
views  to  Ohio  members  of  Congress  at  the  first 
opportunity  in  order  to  lay  the  groundwork  for 
later  developments,  if  any. 

The  Lewis  resolution,  which  was  referred  to 
the  Committee  on  Finance,  would  in  effect  re- 
lieve the  states  of  all  responsibility  and  expense 
for  the  medical  and  hospital  care  of  the  indigent 
sick  and  injured  within  their  respective  borders 
and  would  bring  the  medical  profession  and  all 
hospitals  under  Federal  control  so  far  as  might 
be  necessary  for  the  purposes  of  medical  and 
hospital  relief.  Rules  and  regulations  would  be 
promulgated  by  the  Social  Security  Board. 

WOULD  BE  erVIL  OFFICERS 
It  proposes  that  for  the  purposes  therein  set 
forth  every  physician  who  practices  medicine  in 
the  United  States  be  a civil  officer  of  the  United 
States  Government.  In  effect,  every  such  physi- 
cian would  be  drafted  into  a Federal  medical  re- 
lief service  whether  he  desires  it  or  not,  without 
regard  to  his  citizenship,  age,  infirmity,  educa- 
tion, training  or  experience.  His  term  of  office 
would  be  for  life,  regardless  of  good  or  bad  be- 
havior, for  no  provision  is  made  for  suspension 


or  removal  from  office  for  any  cause,  or  for 
resignation.  Any  person  in  need  of  medical  treat- 
ment and  unable  to  pay  for  it  would  be  em- 
powered to  demand  treatment  by  any  physician, 
and  the  physician  would  be  bound  to  respond. 

A physician  having  under  treatment  an  im- 
poverished patient  in  need  of  hospital  care  would 
have  authority,  in  event  of  the  enactment  of  the 
resolution,  to  order  his  patient’s  hospitalization 
by  any  hospital,  and  a hospital,  on  receipt  of 
such  an  order,  would  have  to  receive  and  care 
for  the  patient  in  a manner  best  adapted  to 
effect  his  recovery,  so  far  as  the  facilities  of  the 
hospital  would  permit. 

HEAVY  PENALTIES  PROVIDED 

Bills  for  medical  and  hospital  services  would 
be  sent  to  the  Social  Security  Board  and  would 
be  paid  if  the  board  found  them  reasonable  and 
just. 

Any  physician  and  any  hospital  official  or  em- 
ployee who  would  refuse  to  render  the  service 
required  of  him  would  be  liable  to  a fine  of  not 
more  than  $1,000  or  to  imprisonment  for  not  more 
than  three  months,  or  both.  Similar  penalties  are 
proposed  for  any  physician  or  hospital  official 
or  employee  making  exorbitant  charges,  for  any 
physician  or  hospital  charging  a patient  anything 
in  addition  to  the  amount  charged  the  Federal 
Government  for  the  same  services,  and  for  any 
person  who,  in  order  to  obtain  medical  and  hos- 
pital services  at  the  government’s  expense, 
falsely  represents  that  he  is  destitute  and  unable 
to  pay  for  medical  treatment. 

The  resolution  makes  no  provision  for  the  ser- 
vices of  dentists  or  of  nurses  or  for  medical  and 
surgical  supplies,  nor  does  it  provide  for  any  of 
the  other  needs  of  the  destitute  sick.  The  resolu- 
tion contains  no  indication  of  the  estimated  cost 
of  the  proposed  service  and  is  silent  as  to  the 
taxes  to  be  levied  by  the  Federal  Government  to 
raise  the  money  necessary  to  pay  that  cost. 

WARNING  FROM  VIENNA 

An  interesting  sidelight  on  the  Lewis  episode 
is  an  editorial  published  recently  in  Ars  Medici, 
official  journal  of  The  American  Medical  Associa- 
tion of  Vienna. 

The  editorial  entitled,  “An  Editorial  on  So- 
cialized Medicine”,  was  published  in  the  July, 
1937,  issue  of  Ars  Medici,  a copy  of  which  was 
sent  The  Ohio  State  Medical  Journal  by  Dr.  J. 
A.  Carnes,  Massillon,  Ohio,  now  studying  in 
Vienna. 

Because  it  reflects  the  reactions  of  American 
physicians  who  are  studying  in  Europe  and  who 
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are  in  a position  to  make  firsthand  observations 
of  medical  practice  as  it  is  carried  on  under  the 
socialized  systems  prevalent  in  European  coun- 
tries, The  Journal  is  reprinting  it  as  follows  for 
the  information  of  Ohio  physicians : 

The  shock  exnerienced  when  we  heard  the 
statement  of  J.  Hamilton  Lewis  at  the  A.M.A.  in 
Atlantic  City,  was  not  fully  ameliorated  when  we 
learned  that  Mr.  Lewis  was  not  officially  repre- 
senting the  government  because  we,  of  the 
A.M.A.  of  Vienna,  feel  that  his  speech  was  a 
trial-balloon. 

No  one  is  in  a better  position  to  observe  and 
judge  socialized  medicine  than  doctors  who  are 
studying  in  Europe — in  the  very  midst  of  this 
institution.  There  are  physicians  among  us  who 
have  studied  in  all  parts  of  the  world  and  have 
had  the  opportunity  to  study  socialized  medicine 
from  all  angles  as  well  as  elaborately  discuss  it 
with  authorities.  In  Austria  nearly  90  per  cent 
of  the  population  are  members  of  official  or 
private  sick-assecurance  companies.  As  a result 
private  practice  has  nearly  ceased  to  exist.  The 
compulsory  state-insurance  alone  comprises 
2,000,000  persons,  that  is  about  1/3  of  the  total 
population.  The  efforts  of  the  Austrian  physi- 
cians to  limit  state-insurance  to  a certain  higher 
income  group  ($160  a month)  yielded  no  result 
so  that  a situation  remains  allowing  directors  of 
industrial  enterprises,  banks,  the  highest  state 
employees  and  their  families,  etc.  medical  treat- 
ment, medicaments,  operations,  medicinal  baths, 
health  resorts,  etc.,  nearly  free  of  charge.  The 
insurances  cover  a maximum  income  of  $80 
monthly  regardless  of  the  actual  income,  so  that 
an  income  of  $400  leaves  320,  which  is  not  con- 
sidered by  this  method  of  insurance.  2014  per 
cent  of  the  income  of  employees  and  workers  is 
deducted  for  social  insurance,  that  means  an  in- 
come of  nearly  $100,000,000  for  the  company 
which  insures  the  merchant-manufacturer-pro- 
fessional group  alone. 

advantages  enumerated 

Advantages:  medical  help  is  assured  along  with 
medicaments,  operations,  hospital  fees,  bandages, 
apparatus,  spectacles,  care  of  teeth,  baths,  re- 
covery homes,  etc.,  and  in  case  of  inability,  finan- 
cial help  for  a certain  time,  i.e.,  the  above  in- 
sured, from  the  4th  week  of  illness  up  to  one 
year,  gets  a compensation,  and  if  ill  longer,  he  is 
declared  an  invalid  and  receives  a pension 
(Rente),  which  he  of  course  again  loses  on  get- 
ting well. 

MANY  BAD  FEATURES  LISTED 

Disadvantages:  A new  element  has  been  in- 

terposed between  patient  and  physician,  the 
bureaucratism,  which  destroys  the  essential  fac- 
tor in  the  relationship — the  confidence.  The  in- 
sureds have  the  tendency  to  get  as  much  as  pos- 
sible for  the  money  they  regularly  pay.  A phy- 
sician has  to  work  not  only  in  the  interest  of 
the  patient  (his  essential  duty)  but  also  to  pro- 
tect the  interests  of  his  company.  The  sick  fund 
creates  unwillingness  to  work  and  the  old  truth, 
“Cure  is  accelerated  by  the  will  to  work  and  earn 
again”,  goes  astray.  The  desire  for  recovery  is 
undermined  by  the  possibility  of  getting  money 
without  working.  In  periods  of  prosperity  the 
number  of  the  disabled  decreases  and,  conversely, 
during  a crisis,  it  rises  enormously.  The  patient 
prefers  the  physician  who  makes  the  least  diffi- 


culties for  him  in  his  effort  to  get  sunport  with- 
out working,  i.e.,  confirms  his  disability.  This  is 
best  realized  in  an  incident  which  occurred  a few 
years  ago  in  Germany.  The  government  ordered 
a re-oxamination  when  the  number  of  the  disabled 
had  risen  to  1.250,000;  before  the  examination, 
400,000  of  these  declared  themselves  able-bodied 
and  another  300.000  of  the  re-examined  were 
found  to  be  able-bodied.  Socialized  recovery  and 
accident  stations  are  breeding-places  for  ma- 
lingerers. Socialized  medicine  is  a fine  thing — in 
prosperous  times  for  a community  free  of  lazi- 
ness, lying  and  egotism. 

The  actually  sick  person  becomes  prejudiced  for 
numerous  reasons:  The  sick  fund  physician  is 
always  in  a hurry;  some  of  them  have  to  handle 
40 — 50  patients  in  two  to  three  office  hours  (how 
many  cancers  are  overlooked!)  and  visit  several 
dozens  in  the  morning  and  evening.  Payment  is 
bad:  about  22  cents  for  an  office  consultation,  36 
cents  for  a visit  to  the  patient,  of  which  again, 
after  deducting  street-car  fare,  only  22  cents  re- 
main. Of  course  this  “big  business”  of  a handful 
of  the  chosen  allows  the  vast  majority  a small 
number  of  patients  monthly,  which  makes  an  in- 
come of  about  $100  a month,  as  the  reader  can 
well  judge,  impossible.  Most  of  them  earn  only 
$40 — 60.  The  sick  funds  spend  for  physicians 
only  12  per  cent  of  the  money  taken  from  the 
insured;  that  is  not  more  than  for  their  own 
management;  some  spend  almost  as  much  for  the 
administration  as  for  the  doctors  and  medica- 
ments. In  order  to  enforce  economy  and  protect 
themselves  from  “overhealing”  (Uberarztung), 
the  sick  funds  allow  only  an  average  of  2%  con- 
sultations, 1 visit  and  46  cents  for  medicines  per 
case  monthly.  Therefore,  if  the  physician  has 
had  too  many  simulants  and  almost-sick  cases 
(Bagatellefalle)  in  the  current  month,  he  has  no 
more  paid-time  and  paid-medicaments,  i.e.,  time 
and  medicaments  which  the  insurance  company 
covers  for  serious  cases.  In  times  of  epidemics  a 
5 — 8 per  cent  increase  in  the  number  of  con- 
sultations and  visits  is  allowed.  All  this  results 
in  mistrust  being  the  leading  feature  in  the  re- 
lationship of  sick  fund — physican— patient.  In 
order  to  protect  themselves  from  the  reproach  of 
over-healing,  the  physicians  are  forced  to  turn 
over  to  the  hospital  even  patients  who  could 
easily  be  treated  at  home,  viz.,  pneumonia, 
pleurisy,  which  in  turn  implies  higher  costs,  but 
leaves  the  doctor  room  for  other  patients  and 
medicaments.  Visits  in  excess  of  the  prescribed 
maximum  are  not  paid  for  by  the  sick  fund,  and 
the  difference  between  the  permitted  maximum 
and  the  actual  expenses  for  medicaments  is  then 
deducted  from  the  physician’s  bill  so  that  the 
physician  is  often  forced  to  pay  for  the  drugs  of 
his  serious  cases.  It  is  therefore  clear  that  only  the 
simplest  and  cheapest  drugs  are  prescribed.  It  is 
also  clear  that  the  patient,  knowing  these  con- 
ditions, now  mistrusts  the  physician  and  the 
efficacy  of  the  prescription,  so  that  the  very  im- 
portant psychological  factor  in  the  prescription 
is  lost.  It  is  interesting  to  note  that,  owing  to 
the  above,  the  sick  fund  of  the  civil  employees  is 
enabled  to  earn  money  on  the  very  sickness  of 
the  insured.  Since  the  doctor  is  not  paid  for 
visits  in  excess  of  the  prescribed  minimum,  this 
company,  whose  form  of  insurance  requires  that 
every  patient  pay  10  cents  to  the  fund  for  a con- 
sultation, 16  cents  for  a visit  of  the  doctor,  30 
cents  for  a specialist’s  consultation,  regardless  of 
how  often  the  insured  has  had  to  resort  to  these 
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in  a month,  has  an  income  through  the  deduction 
of  the  doctor’s  fees  for  plus-visits. 

DOCTOR  BECOMES  POLICEMAN 

The  physician  tends  to  hold  the  patient  as  long 
as  possible,  within  the  limit  of  the  maximum  al- 
lowed, before  sending  him  to  a specialist  or  an 
institute.  This  is  only  possible  with  the  permis- 
sion of  the  chief  physician  of  the  sick  fund,  who 
protects  only  the  interests  of  his  institution  and 
thus  grants  as  little  as  possible,  even  if  he  has  to 
go  against  the  practitioner’s  advice — he’s  a 
policeman  rather  than  a physician.  And  as  pull 
generally  plays  an  important  role  in  every  in- 
stitution it  is  not  surprising  to  hear  from  gen- 
eral practitioners  that  they  are  unable  to  bring 
really  needy  patients  to  one  of  the  most  lux- 
uriant homes  of  the  sick  fund  or  health-resorts. 
The  perennial  answer  is  “all  places  are  occupied”. 

Almost  all  sick  funds  have  their  own  outpatient 
department  for  physical  therapy,  venereal  dis- 
eases, gynaecology,  pediatrics,  dentistry,  etc., 
where  a wholesale  treatment  is  discharged  upon 
the  masses  of  the  waiting  patients.  The  corre- 
sponding private  institute  and  specialist  therefore 
stand  helplessly  by  with  little  or  nothing  to  do. 
Thus  we  find  distress  and  discontent  on  the  part 
of  the  insured  and  despair  on  the  part  of  the 
physicians,  whose  very  existence  is  endangered. 
The  physicians  cannot  help  themselves  for,  in 
consequence  of  their  pauperization,  their  social 
organization  is  of  no  value.  They  have  become 
the  Chinese  coolies  of  the  sick  fund  companies, 
and  the  most  deplorable  thing  is  the  relative  loss 
of  their  reputations  and  the  confidence  of  their 
clients.  The  specialists  fare  even  worse  since 
they  cannot  get  any  patients  directly  but  only  on 
recommendation  of  the  practitioner  to  the  chief 
physician.  A few  days  ago  a renowned  Viennese 
professor  told  me  after  his  office  hours,  “Hodie 
nemo  fuit!”  (no  one  was  here  today).  I quote 
only  a few  figures  of  the  latest  schedule  to  show 
how  poorly  they  get  paid:  first  consultation  80 
cents,  the  following  ones  50  cents,  appendectomy 
$24,  treatment  of  dental  root  $1.00;  only  path- 
ological births  are  paid  for.  Not  paying  for  a 
normal  birth  induces  the  physician  at  times  ap- 
plying such  means  as  forceps,  only  in  order  to 
get  a fee.  The  surgeon  only  treats  minor  surgical 
cases  since  major  cases  are  treated  free  in  the 
hospitals. 

Wherever  the  State  goes  beyond  its  natural 
boundaries,  vast  disadvantages  result  for  the 
community. 

WHAT  OTHERS  THINK 

Dr.  E.  Liek  says  in  his  book,  Der  Arzt  und 
seine  Sendung  (the  Physician  and  his  Mission), 
“Nothing  has  fanned  the  embitterment  and  hatred 
of  the  workingman  against  the  State  more  than 
the  pernicious  system  of  social  insurance.  The 
reason  is  clear:  the  State  takes  away  1/5  of  his 
income  in  return  for  which  it  promises  protection 
in  all  accidents  of  life — illness,  invalidity,  old-age, 
unemployment,  etc. — and  cannot  keep  its  promise. 
An  atmosphere  impregnated  with  the  mania  for 
pensions  and  unwillingness  to  work  prevails  in 
the  recovery  homes  and  the  whole  vast  imposing 
edifice  of  social  insurance.” 

Dr.  Wagner,  official  leader  of  the  German 
physicians,  recommended  to  the  German  physi- 
cians at  a convention  the  following  method  for  the 
treatment  of  dental  roots:  Put  in  an  arsenic 

filling  and  order  the  patient  to  come  again  in  a 
few  days.  The  changes  (pains)  which  result  will 


induce  the  patient  to  have  the  tooth  extracted. 
In  this  way  the  treatment  of  the  root,  since  the 
sick  funds  refuse  to  pay  what  it  really  costs,  will 
be  avoided. 

In  Hungary  the  united  efforts  of  the  physicians, 
led  by  the  valiant  professors  of  the  medical 
faculty  of  Budapest,  have  protected  the  country 
from  a hypertrophy  of  socialized  medicine. 

The  U.  S.  A.  has  social  need  too;  there  are 
14,000,000  unemployed,  and  responsible  men  are 
seeking  a cure  by  introducing  this  European 
social  hypertrophy.  If  American  physicians  think 
that  this  system  will  be  of  advantage,  they  are 
grossly  mistaken.  90  per  cent  of  the  Austrian 
physicians  are  unable  to  make  a living  under  it; 
400  (10  per  cent)  Viennese  physicians  cannot 
even  afford  a telephone  and  have  to  resort  to 
charity.  The  socialized  insurance  did  more  harm 
to  the  physician  than  the  financial  crisis. 

The  American  people  have  trusted  the  politi- 
cians with  alcohol  control  with  its  resultant 
failure  and  graft.  To  put  the  care  of  the  sick 
under  the  direction  of  the  state  or  national  poli- 
tics and  their  medical  puppets,  would  certainly 
not  be  advantageous  to  the  patient  or  the  doctor. 
To  trust  the  care  of  the  sick  to  corporations  for 
profit  where  the  doctor  becomes  a chain  store 
clerk  under  the  direction  of  big  business  would 
not  help  the  patient. 

If  the  American  people  could  see  what  Ameri- 
can doctors  are  seeing  in  Europe,  they  would  cer- 
tainly join  their  forces  with  those  of  the  doctors 
to  prevent  State  Medicine  in  America. 

Physicians,  guard  those  possibilities  which  still 
enable  you  to  make  a living  and  to  give  your 
patient  careful,  honest  attention! 

Caveant  consules  ne  quid  detrimenti  capiat  res 
publica! 


Fail  to  Get  Enough  Signatures 

Proponents  of  five  proposed  constitutional 
amendments  having  failed  to  secure  the  necessary 
number  of  signatures  of  registered  voters  on 
their  petitions,  no  proposed  constitutional  amend- 
ments will  appear  on  Ohio  ballots  November  2. 
The  proposed  amendments  were:  To  provide  for 
the  establishment  of  a unicameral  legislature; 
legalizing  a state  lottery;  fixing  maximum  in- 
terest rate  on  loans  at  six  per  cent;  substituting 
the  Massachusetts  form  of  ballot  for  the  present 
one,  and  providing  for  the  appointment  of 
supreme  court  and  court  of  appeals  judges. 


Dr.  McClure  at  82  Still  in  Harness 

Dr.  James  A.  McClure,  oldest  practicing  phy- 
sician in  Columbus,  celebrated  his  82nd  birthday 
on  September  1.  A graduate  of  the  Medical  De- 
partment of  the  University  of  Wooster,  Cleve- 
land, in  1881,  Dr.  McClure  has  been  in  active 
practice  for  56  years,  44  years  in  Columbus,  and 
prior  to  that  time  in  Greene  County.  He  is  a 
member  of  the  Ohio  State  Medical  Association 
and  a Fellow  of  the  American  Medical  Associa- 
tion. His  son,  Dr.  Roy  D.  McClure,  is  chief  sur- 
geon at  Ford  Hospital,  Detroit,  Michigan. 


THE  PHYSICIAN’S  BOOKSHELF 

All  unsigned  reviews  are  from  the  pen  of  the  Editor. 


A Handbook  of  Ambulant  Proctology.  By  Charles 
E.  Blanchard,  M.  D.,  editor  of  The  Bulletin  of 
Office  Practice,  Youngstown,  Ohio.  Medical 
Success  Press,  1937. 

This  book  is  not  recommended  not  because  its 
author  is  admittedly  at  cross  purposes  with 
medical  organization  but  because  of  its  own  lack 
of  merit. 

The  Woman’s  Almanac,  1937.  By  Antionette  Don- 
nelly and  Allice  Archibald.  $1.00.  Oquaga 
Press,  Inc.,  New  York.  pp.  274. 

Packed  full  of  everything  for  and  about  women. 
Many  menu  and  reducing  diets  with  which  we 
cannot  quarrel.  Much  about  vitamins  and  ex- 
ercises all  which  seems  truthfully  presented.  A 
veritable  digest  of  facts  which  make  interesting 
reading  even  to  a mere  male. 

Clinical  Allergy.  By  Albert  H.  Rowe,  M.S.,  M.D., 
lecturer  in  medicine  in  the  University  of  Cali- 
fornia Medical  School.  Lea  and  Febiger,  1937; 

pp.  812. 

Here  is  the  best  book  on  the  subject  for  the 
general  medical  public  so  far  written.  In  the  last 
few  years  several  books  have  been  written  which 
cover  the  field  from  one  or  more  angles.  Here, 
however,  is  the  one  for  the  physician  who  is  not 
specializing  in  this  field,  but  who  has  heard  that 
10  per  cent  of  the  patients  in  his  waiting  room 
are  presenting  allergic  manifestations  in  their 
ill-health  and  would  like  to  check  up  on  the  situa- 
tion for  himself. 

Give  Your  Hair  a Chance.  By  John  W.  King, 
Sc.B.  $1.00.  The  Bradner  Publishing  Com- 
pany, Cambridge,  Mass.  pp.  71. 

A book  of  71  pages  in  five  chapters  on  the  care 
and  preservation  of  the  hair  written  apparently 
for  the  layman;  with  advice  to  see  a good  phy- 
sician about  state  of  health  on  the  first  appear- 
ance of  danger  signs  from  the  hair.  A nice  hand- 
book for  the  doctor’s  waiting  room  table. 

People  in  Cages.  By  Helen  Ashton.  $2.50.  The 
Macmillan  Company,  New  York,  1937.  pp.  323. 

This  book  is  brought  here  to  the  attention  of 
collectors  of  books  which  deal  with  doctors  and 
their  families.  Miss  Ashton  has  told  a most  in- 
teresting story  most  of  which  takes  place  one  hot 
July  afternoon  in  the  London  Zoo.  She  skillfully 
develops  the  theme  that  each  of  us  has  his  own 
cage  of  temperament  or  circumstance.  No  at- 
tempt will  be  made  to  spoil  the  story  for  you. 
Get  it  and  spend  a couple  of  pleasant  hours. 


Manual  of  the  Diseases  of  the  Eye.  By  Charles 
H.  May,  M.D.,  fifteenth  edition.  $4.00.  Wil- 
liam Wood  and  Co.,  Baltimore,  Md.,  1937. 
pp.  498. 

When  in  37  years  a book  has  gone  through  15 
editions  and  has  been  translated  into  Spanish, 
French,  Italian,  Dutch,  German,  Japanese,  and 
Chinese,  selling  over  a quarter  of  million  copies, 
it  needs  no  recommendation  from  me.  This 
edition  has  been  carefully  revised.  Although  no 
larger  than  formerly,  desirable  additions  have 
been  made,  such  as  dinitrophenol  cataract,  in- 
clusion bodies,  inclusion  blennorrhea,  acetylcho- 
line therapy,  “floaters”,  gonioscopy,  pontocaine, 
recumbent  spectacles,  polaroid  glasses,  etc. 
Also  the  chapters  on  the  Ophthalmoscope  and  on 
the  Ocular  Manifestations  of  General  Diseases 
have  been  rewritten. 

Digest  of  Treatment.  J.  B.  Lippincott  Company, 
Philadelphia,  publishers.  Subscription  price, 
$5.00  per  year. 

Here  is  a serious  attempt  to  bring  over  into 
professional  journalism  the  present  fad  of  pocket- 
sized  “digests”  of  current  literature.  Its  edi- 
torial board  sets  forth  the  reason  for  presenting 
the  monthly  periodical,  “Digest  of  Treatment” 
free  from  any  suggestion  of  advertising  as  three- 
fold: first,  to  bring  to  the  practitioner,  in  brief 
form,  the  newer  developments  in  the  technic  of 
treatment;  second,  to  stimulate  an  interest  in 
the  worthwhile  current  medical  literature  today; 
and  third,  to  bring  to  those  physicians  who  have 
become  specialists,  a well-rounded  viewpoint  re- 
garding branches  of  medicine  other  than  their 
own. 

Infantile  Paralysis  and  Cerebral  Diplegia.  Meth- 
ods used  for  the  restoration  of  function.  By 
Elizabeth  Kenny,  with  foreword  by  Herbert 
J.  Wilkinson,  professor  of  anatomy  and  dean 
of  the  faculty  of  medicine,  University  of 
Queensland.  Angus  and  Robertson,  Ltd.,  89 
Castlereach  St.,  Sydney,  Australia,  Blakis- 
tons.  pp.  125. 

In  this  book  Sister  Kenny  describes  her 
methods  in  treating  by  physical  therapy  the 
chronic  stage  of  Infantile  Paralysis  and  to  lesser 
extent  spastic  and  flacid  paralysis.  It  is  written 
in  easily  understandable  English.  She  speaks 
with  the  necessary  enthusiasm  but  her  results 
are  empirical.  From  this  book  we  do  not  know 
her  actual  results  and  one  is  reminded  of  that 
frequently  heard  statement  made  without  any 
analysis  of  their  cases,  “I’ve  had  good  results 
with  this  treatment”.  Her  “avoidance  of  the  gen- 


1046 


September,  1937 


Physician’s  Bookshelf 


1047 


erally  accepted  methods  of  immobilization”  is  a 
step  in  the  right  direction  when  carried  out  under 
supervision  but  should  not  be  interpreted  to  mean 
avoidance  of  support  for  weakened  muscles.  One 
might  get  the  erroneous  impression  from  the 
volume  that  the  only  treatment  for  the  chronic 
stage  of  this  disease  is  exercises  given  by  a phy- 
sical therapist  and  that  results  are  obtained  only 
by  its  use.  This  book  may  be  recommended  as  a 
handbook  for  the  practical  physical  therapist. 
The  foreword  by  Herbert  J.  Wilkinson  offers  the 
best  criticism  of  this  work. — H.  P.  Worstell,  M.D. 

Annual  Reprints  of  the  Reports  of  the  Council 
on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  1936,  with  the  Com- 
ments That  Have  Appeared  in  the  Journal. 
Cloth.  Price,  $1.00.  pp.  104.  Chicago;  Ameri- 
can Medical  Association. 

This  book  is  essentially  a record  of  the  nega- 
tive actions  of  that  distinguished  body,  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association;  that  is,  it  sets  forth  the 
findings  concerning  medicinal  preparations  which 
the  Council  has  voted  to  be  unacceptable  for 
recognition  and  use  by  the  medical  profession. 
Many  of  the  reports  record  out-right  rejection  or 
the  rescinding  of  previous  acceptances;  others  re- 
port in  a preliminary  way  on  products  which 
appear  to  have  promise  but  are  not  yet  suffi- 
icently  tested  or  controlled  to  be  ready  for  gen- 
eral use  by  the  profession. 

New  and  Nonofficial  Remedies,  1937.  Containing 
Descriptions  of  the  Articles  Which  Stand  Ac- 
cepted by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Associa- 
tion on  January  1,  1937.  Cloth.  Price,  $1.50. 
pp.  557,  LXIV.  Chicago:  American  Medical 

Association,  1937. 

The  annual  editions  of  this  volume  contain  all 
that  the  busy  physician  needs  to  know  concerning 
the  newer  preparations  which  he  is  daily  im- 
portuned by  the  detail  men  of  the  pharmaceutical 
manufacturers  to  use.  The  remedies  listed  and 
described  here  have  been  examined  and  found 
acceptable  by  the  Council  on  Pharmacy  and 
Chemistry,  the  deliberative  body  charged  by  the 
American  Medical  Association  with  the  perform- 
ance of  this  service  for  the  practitioner,  who  has 
not  the  time  or  means  to  make  the  determinations 
for  himself. 

The  Basis  of  Clinical  Neurology.  By  Samuel 
Brock,  M.D.  $4.76.  William  Wood  & Co., 
Baltimore,  1937.  pp.  360. 

Very  much  like  Cobb’s  “A  Preface  to  Nervous 
Disease”  in  motive  but  more  extensive  in  subject 
matter  and  bibliography  is  this  excellent  text  on 
applied  anatomy  and  physiology  of  the  nervous 
system. 

At  the  risk  of  being  accused  of  pedantry  and 
cant,  the  reviewer  offers  the  remark  that  many 


neurologists  are  wont  to  hie  themselves  into 
small  diverticuli  of  special  enthusiasms  before 
they  are  thoroughly  familiar  with  the  main 
stream  of  neuro-anatomy  and  neurophysiology. 
There  are  those  of  us  who  become  anchored  as 
neuropathologists,  students  of  brain  waves, 
psycho-analyists,  neurosurgeons  and  psychothera- 
pists, but  who  can  well  afford  to  drop  back  fre- 
quently into  the  main  current  of  neural  research, 
if  we  are  to  avoid  an  unhealthy  myopic  zeal. 
Particularly,  it  is  necessary  to  look  into  the  re- 
cent advances  in  brain  stem  physiology,  into 
phenomena  disclosed  by  decerebration  studies, 
into  the  newer  concepts  of  vegetative  nerve  func- 
tion, and  into  the  far-reaching  discoveries  made 
in  recent  years  of  the  functional  significance  of 
the  diencephalon. 

Too  many  books  of  the  type  produced  by  Dr. 
Brock  cannot  be  written  for  unfortunately  they 
shall  be  quickly  outmoded,  require  frequent  re- 
vision and  can  only  be  successfully  produced  by 
that  small  minority  who  labor  at  the  laboratory 
bench  as  ardently  as  they  do  at  the  bedside. — L. 
J.  Kamosh,  M.D. 

Shadow  on  the  Land.  Syphilis.  By  Thomas  Par- 
ran,  M.D.,  Surgeon  General  of  the  U.  S.  Pub- 
lic Health  Service.  $2.50.  Reynal  & Hitch- 
cock, New  York,  1937.  pp.  309. 

This  is  a book  that  every  physician  should  read 
and  will  enjoy  reading.  It  gives  us  the  back- 
ground to  the  present  drive  against  the  disease 
of  syphilis  because  it  is  from  the  pen  of  the 
man  who  started  it  and  who  has  done  so  much 
already.  While  the  book  is  well  written  in  sim- 
ple language  that  any  layman  can  understand, 
its  data  is  such  that  each  of  us  can  best  brush  up 
on  the  subject  by  reading  it.  Every  physician 
is  therefore  urged  to  get  this  book  and  loan  it  to 
proper  persons  among  his  patients  at  proper 
times  to  do  some  honestly  preventive  work. 

Marriage.  By  Leon  Blum.  $2.50.  J.  B.  Lippin- 
cott  Co.,  Philadelphia,  1937.  pp.  330. 

To  us  there  is  something  amazing  about  a book 
on  sex  by  a Prime  Minister.  But  formerly,  he 
was  a journalist.  Disregarding  this  feature,  the 
book  is  stimulating  to  thought  because  of  its 
practical  romantic  viewpoint.  The  author  stands 
on  the  principle  first  proposed  to  me  by  my 
teacher  of  English  in  college,  i.e.,  “One  can  only 
learn  by  doing”.  He  advances  further  to  recog- 
nize the  difference  between  love  at  first  sight 
and  that  which  develops  naturally.  There  is  no 
cant  in  the  book.  While  one  may  be  shocked  at 
the  use  of  some  terms  employed  and  may  not  be 
able  to  agree  with  the  author  in  many  of  his 
points,  nevertheless  it  is  the  work  of  a civilized 
mind  with  a desire  to  civilize  our  sex  relations.  It 
therefore  has  a place  in  the  library  of  every 
student  of  sex. 


IN  MEMORI AM 


Thomas  Judson  Allison,  M.D.,  Rio  Grande;  Bal- 
timore University  School  of  Medicine,  1897;  aged 
67;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association; 
died  August  3.  Dr.  Allison  had  practiced  in 
Gallia  and  Jackson  Counties  for  40  years,  the 
last  16  in  Rio  Grande.  He  was  formerly  located 
in  Centerpoint,  Centerville  and  Wellston.  Dr. 
Allison  was  president  of  the  Gallia  County  Board 
of  Health  and  a member  of  the  Republican  Cen- 
tral Committee,  in  which  he  was  active  for  many 
years.  Surviving  are  two  daughters;  two  sons — 
Dr.  Brinton  J.  Allison,  Oak  Hill,  and  Dr.  Ray- 
mond T.  Allison,  Gallipolis;  one  sister,  and  three 
brothers. 

James  Kester  Biddle,  M.D.,  Bend,  Oregon;  Col- 
lege of  Physicians  and  Surgeons,  Baltimore,  Md., 
1909;  aged  54;  former  member  of  the  Ohio  State 
Medical  Association  and  the  American  Medical 
Association;  died  July  25.  Dr.  Biddle  practiced  at 
Steubenville  until  the  World  War,  when  he  went 
overseas  as  a major  in  the  83rd  Division  Sani- 
tary Train.  After  the  war  he  practiced  in  Day- 
tona Beach,  Florida,  and  later  in  Mansfield.  Re- 
cently he  had  been  physician  in  C.C.C.  camps  in 
West  Virginia  and  Oregon.  His  widow,  a son, 
three  sisters,  and  six  brothers  (including  Dr.  T. 
R.  Biddle  and  Dr.  David  H.  Biddle,  Athens;  Dr. 
Victor  Biddle,  Steubenville;  Dr.  A.  C.  Biddle, 
Mansfield;  and  Dr.  B.  H.  Biddle,  Lancaster),  sur- 
vive. 

Charles  Milton  Clark,  M.D.,  Akron;  Medical 
College  of  Virginia,  1913;  aged  47;  member  of 
the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  July  22.  Dr. 
Clark  had  practiced  in  Akron  for  17  years.  He 
was  a member  of  the  staffs  of  the  Akron  City, 
Children’s  and  Peoples  Hospitals.  During  the 
World  War  he  was  a lieutenant  in  the  Medical 
Corps  of  the  United  States  Army.  His  widow,  a 
son  and  a daughter  survive. 

Frank  Jerome  Collison,  M.D.,  Bluefield,  W.  Va.; 
College  of  Physicians  and  Surgeons,  Baltimore, 
Md.,  1888;  aged  70;  member  of  the  West  Virginia 
State  Medical  Association  and  Fellow  of  the 
American  Medical  Association;  died  August  8. 
Dr.  Collison  had  been  chief  surgeon  for  the  Nor- 
folk and  Western  Railroad  since  1917.  He  began 
practice  in  Athens  County,  and  in  1891  located  in 
Columbus,  remaining  there  until  1917  when  he 
moved  to  Bluefield,  W.  Va.  Dr.  Collison  was  a 
member  of  the  Masonic  Order.  His  widow,  two 
sisters,  and  two  brothers,  including  Dr.  Dana 
W.  Collison,  Columbus,  survive. 


George  Young  Davis,  M.D.,  Youngstown;  Cleve- 
land College  of  Physicians  and  Surgeons,  1899; 
aged  70;  former  member  of  the  Ohio  State  Medi- 
cal Association  and  the  American  Medical  Asso- 
ciation; died  July  9.  Dr.  Davis  had  been  health 
commissioner  of  Mahoning  County  for  six  years, 
a post  which  he  relinquished  about  nine  months 
ago  because  of  ill  health.  He  had  formerly 
practiced  in  Cleveland,  Minerva  and  Sebring. 
Dr.  Davis  was  one  of  the  founders  of  the  Seb- 
ring Rotary  Club  and  the  Sebring  Country 
Club,  a former  member  of  the  Mahoning  County 
Board  of  Health,  a member  of  the  Masonic  Order 
and  the  Presbyterian  Church.  His  widow  and  a 
daughter  survive. 

Frederick  Edwards  Dilley,  M.D.,  Chefoo,  Shan- 
tung, China;  Western  Reserve  University  School 
of  Medicine;  1903;  aged  61;  Associate  Fellow  of 
the  American  Medical  Association  and  Fellow  of 
the  American  College  of  Surgeons;  died  August 
9.  Dr.  Dilley  was  a medical  missionary  in  China 
for  30  years.  In  1918  he  was  war  commissioner 
of  the  American  Red  Cross  in  Siberia.  He  re- 
turned to  Cleveland  in  1936  because  of  ill  health. 
His  widow,  three  sons  and  three  daughters  sur- 
vive. 

Eugene  Burdet.t  Dyson,  M.D.,  Akron;  Cleveland 
College  of  Physicians  and  Surgeons,  1898;  aged 
64;  member  of  the  Ohio  State  Medical  Associa- 
tion and  Fellow  of  the  American  Medical  Asso- 
ciation; died  August  13.  Dr.  Dyson  practiced  in 
Akron  for  20  years.  He  was  a member  of  the 
staff  of  Peoples  Hospital.  His  widow  and  a 
daughter  survive. 

Joseph  M.  Hanley,  M.D.,  Chillicothe;  Columbus 
Medical  College,  1877;  aged  82;  former  member 
of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  July  30.  Dr. 
Hanley  was  the  dean  of  the  medical  profession  in 
Chillicothe  and  Ross  County.  He  organized  the 
city’s  first  board  of  health  and  was  its  first  health 
commissioner.  A member  of  the  medical  staff  of 
the  Athens  State  Hospital  in  1877,  Dr.  Hanley 
was  named  major  surgeon  of  the  newly-formed 
Sixth  Regiment  of  the  Ohio  National  Guard.  In 
1878  he  opened  an  office  in  Chillicothe,  remaining 
in  active  practice  there  until  his  retirement  a few 
years  ago.  He  was  a member  of  the  Catholic 
Church,  the  Knights  of  Columbus  and  the  Elks 
Lodge.  Surviving  are  his  widow,  two  daughters 
and  two  sons. 

George  B.  Hansel,  M.D.,  Canton;  Jefferson 
Medical  College,  Philadelphia,  Pa.,  1906;  aged  62; 
member  of  the  Ohio  State  Medical  Association 
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and  Fellow  of  the  American  Medical  Association; 
died  August  12.  Dr.  Hansel  has  been  in  Canton 
since  1924.  He  formerly  practiced  in  Farm- 
ington, Pa.  He  was  a trustee  of  the  First 
Presbyterian  Church.  Surviving  are  his  widow, 
two  daughters,  two  sons,  three  sisters  and  four 
brothers. 

Jonas  Dabner  Hartzell,  M.D.,  North  Star; 
Medical  College  of  Ohio,  Cincinnati,  1893;  aged 
66;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
July  24.  Dr.  Hartzell  had  practiced  in  North 
Star  for  44  years.  His  widow  survives. 

Edwin  P.  Hawley,  M.D.,  Claremont,  California; 
Western  Reserve  University  Medical  Department, 
1884;  aged  81;  died  August  4.  Dr.  Hawley  was 
physician  for  the  Cleveland  Worsted  Mills  Com- 
pany for  many  years.  He  retired  because  of  ill 
health  in  1911  and  moved  to  California.  His 
widow,  a daughter,  a son  and  a sister  survive. 

Archie  Edelen  Hewitt,  M.D.,  Dayton;  Jefferson 
Medical  College,  Philadelphia,  Pa.,  1908;  aged  55; 
former  member  of  the  Ohio  State  Medical  Asso- 
ciation and  the  American  Medical  Association; 
died  July  31.  Dr.  Hewitt  practiced  in  Dayton  for 
25  years.  He  had  been  inactive  in  recent  months 
because  of  ill  health.  His  mother,  a sister  and  a 
brother  survive. 


Grace  Jones,  M.D.,  Toledo;  Toledo  Medical  Col- 
lege, 1900;  aged  72;  former  member  of  the  Ohio 
State  Medical  Association  and  the  American 
Medical  Association;  died  August  9.  Dr.  Jones 
had  practiced  in  Toledo,  and  in  Xenia,  where  she 
was  on  the  staff  of  the  Ohio  Soldiers  and  Sailors’ 
Orphans’  Home.  Her  brother  survives. 

Simeon  Kelly,  M.D.,  Zanesville;  Miami  Medical 
College,  Cincinnati,  1895;  aged  69;  member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association;  died  July  22.  Dr.  Kelly  had 
practiced  in  Zanesville  for  nearly  40  years,  and 
was  a former  secretary  of  the  Muskingum 
County  Academy  of  Medicine.  From  1914  to 
1916  he  was  city  health  commissioner.  Dr.  Kelly 
was  a member  of  the  Modern  Woodmen  of 
America  and  the  Presbyterian  Church.  Surviv- 
ing are  his  widow,  a son,  a daughter,  two  sisters 
and  a brother. 

George  Lincoln  King,  Sr.,  M.D.,  Alliance; 
Cleveland  Medical  College,  Homeopathic,  1895; 
member  of  the  Ohio  State  Medical  Association, 
the  American  Medical  Association  and  the 
American  Academy  of  Ophthalmology,  and  Oto- 
Laryngology;  died  July  8.  Dr.  King  had  practiced 
in  Alliance  for  42  years,  and  was  prominently 
identified  with  the  professional  and  cultural  life 
of  the  city.  He  was  a former  president  of  the 


INTERNATIONAL  MEDICAL  ASSEMBLY 


Interstate  Postgraduate  Medical  Association  of  North  America 
Public  Auditorium,  St.  Louis,  Mo.  OCTOBER  18-19-20-21-22,  1937 

Pre-assembly  Clinics,  October  16;  Post-assenbly  Clinics,  October  23.  St.  Louis  Hospitals 

» President,  Dr.  John  F.  Erdmann;  President-Elect,  Dr.  Elliott  P.  Joslin 

Chairman,  Program  Committee,  Dr.  George  Crile;  Managing-Director,  Dr.  William  B.  Peck 
Secretary,  Dr.  Tom  B.  Throckmorton;  Di  ector  of  Exhibits,  Dr.  Arthur  G.  Sullivan 
Treasurer  and  Director  Foundat  «.n  Fund,  Dr.  Henry  G.  Langworthy 
Chairman,  St.  Louis  Committees,  Dr.  Elsworth  Smith 
ALL  MEDICAL  MEN  AND  WOMEN  IN  GOOD  STANDING  CORDIALLY  INVITED 


Intensive  Clinical  and  Didactic  Program  by  World  Authorities 


The  following  is  a major  list  of  members  of  the  profession  who  will  take  part  on  the  program: 


Irvin  Abell.  Louisville,  Ky. 

Alfred  W.  Adson,  Rochester,  Minn. 
Walter  C.  Alvarez,  Rochester,  Minn. 
Charles  R.  Austrian,  Baltimore,  Md. 

W.  Wayne  Babcock,  Philadelphia,  Pa. 
Fred  W.  Bailey,  St.  Louis,  Mo. 

Donald  C.  Balfour,  Rochester,  Minn. 
David  P.  Barr,  St.  Louis,  Mo. 

James  H.  Black.  Dallas,  Texas 
Cyrus  E.  Burford,  St.  Louis.  Mo. 
Richard  B.  Cattell,  Boston,  Mass. 

John  R.  Caulk,  St.  Louis,  Mo. 

Russell  L.  Cecil,  New  York,  N.  Y. 
Frederick  P.  Coller,  Ann  Arbor,  Mich. 
Leon  H.  Cornwall.  New  York.  N.  \ 
William  T.  Coughlin.  St.  Louis,  Mo. 

W.  McK.  Craig.  Rochester.  Minn. 

George  W.  Crile,  Cleveland,  Ohio 
Bronson  Crothers,  Boston,  Mass. 

Elliott  C.  Cutler,  Boston,  Mass. 

Walter  E.  Dandy,  Baltimore,  Md. 

Loyal  Davis,  Chicago,  111. 

Claude  F.  Dixon,  Rochester,  Minn. 
Wells  P.  Eagleton,  Newark.  N.  J. 
Nicholson  J.  Eastman,  Baltimore,  Md. 
Joseph  Eller,  New  York,  N.  Y. 

Charles  A.  Elliott,  Chicago,  111. 

John  F.  Erdmann,  New  York,  N.  Y. 
Reginald  Fitz.  Boston,  Mass. 

John  R.  Fraser,  Montreal,  Canada 


Evarts  A.  Graham,  St.  Louis,  Mo. 
Russell  L.  Haden,  Cleveland,  Ohio 
William  D.  Haggard,  Nashville,  Tenn. 
Seale  Harris,  Birmingham,  Ala. 

Tinsley  R.  Harrison,  Nashville,  Tenn. 
Charles  G.  Heyd,  New  York,  N.  Y. 

J.  William  Hinton,  New  York.  N.  Y. 
Frederick  M.  Hodges,  Richmond.  Va. 
Thomas  E.  Jones,  Cleveland,  Ohio 
Elliott  P.  Joslin,  Boston,  Mass. 

Frederick  J.  Kalteyer,  Philadelphia.  Pa. 
William  J.  Kerr,  San  Francisco,  Calif. 
Ralph  A.  Kinsella,  St.  Louis,  Mo. 
Marion  L.  Klinefelter,  St.  Louis,  Mo. 
Herman  L.  Kretschmer,  Chicago.  111. 
Frank  H.  Lahey,  Boston,  Mass. 

Robert  L.  Levy,  New  York,  N.  Y. 

Dean  Lewis,  Boltimore,  Md. 

William  E.  Lower,  Cleveland,  Ohio 
Charles  H.  Mayo,  Rochester,  Minn. 
William  J.  Mayo,  Rochester,  Minn. 
Jonathon  C.  Meakins,  Montreal.  Canada 
John  J.  Moorhead,  New  York,  N.  Y. 

Emil  Novak,  Baltimore,  Md. 

Alton  Ochsner,  New  Orleans,  La. 

Eric  Oldberg,  Chicago.  111. 

Dallas  B.  Phemister,  Chicago.  111. 

Fred  W.  Rankin,  Lexington,  Ky. 

Leonard  G.  Rowntree,  Philadelphia,  Pa. 
Robert  D.  Rudolf,  Toronto,  Canada 


Otto  H.  Schwarz,  St.  Louis,  Mo. 

Roy  W.  Scott,  Cleveland,  Ohio 
Alan  deForest  Smith,  New  York,  N.  Y 
Charles  Hendee  Smith,  New  York.  N.  Y. 
Fred  M.  Smith,  Iowa  City,  Iowa 
Horace  W.  Soper,  St.  Louis,  Mo. 

Merrill  C.  Sosman,  Boston,  Mass. 

Charles  R.  Stockard,  New  York,  N.  Y. 
Cyrus  C.  Sturgis,  Ann  Arbor,  Mich. 
Harold  G.  Tobey,  Boston,  Mass. 

John  A.  Toomey,  Cleveland.  Ohio 
Gabriel  Tucker,  Philadelphia,  Pa. 

Maurice  B.  Visscher,  Minneapolis,  Minn. 
William  H.  Vogt,  St.  Louis,  Mo. 

Waltman  Walters,  Rochester,  Minn. 

Philip  D.  Wilson,  New  York,  N.  Y. 

Alan  C.  Woods,  Baltimore,  Md. 

Hugh  H.  Young,  Baltimore,  Md. 

FOREIGN  ACCEPTANCES  TO  DATE: 

Dr.  Thomas  C.  Hunt,  London,  England. 
Mr.  W.  Hugh  Cowie  Romanis,  F.R.C.S. 

London,  England. 

Mr.  Wilson  H.  Hey,  F.R.C.S., 
Manchester,  England. 

Professor  Nikolaj  Boordenko, 

University  Surgical  Clinic, 

Moscow,  USSR. 


HOTEL  HEADQUARTERS  t -r  ryurp  t ■p-riQT-^-pTT  a m t tit  q Hotel  Committee,  Dr.  Millard  F.  Arbuckle,  Ch. 

Jefferson  and  Statler  Hotels  nUlUjLj  KlLoiliK  V A 1 lUiN  O 537  n.  Grand  Blvd.,  St.  Louis,  Mo. 


Final  program  mailed  to  all  members  of  the  medical  profession  in  good  standing,  September  I 
If  you  do  not  receive  one,  write  the  Managing-Director 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


OBSTETRICS  AND 
GYNECOLOGY 

A full  time  course.  In  Obstetrics:  Lectures; 
prenatal  clinics;  witnessing  normal  and 
operative  deliveries;  operative  obstetrics 
(manikin).  In  Gynecology:  Lectures,  touch 
clinics;  witnessing  operations;  examination 
of  patients  preoperatively ; follow-up  in 
wards  postoperatively.  Obstetrical  and 
Gynecological  pathology;  regional  anes- 
thesia (cadaver).  Attendance  at  confer- 
ences in  Obstetrics  and  Gynecology. 


UROLOGY 


Surgical  Anatomy 
Urologic  Operations 
Diagnosis  and  Office 
Treatment 
Regional  Anesthesia 
Proctology 
Neurology 


Cystoscopy  and 
Endoscopy 
Dermatology  and 
Syphilology 
Diathermy 
Pathology 
Roentgenology 


Operative  Urology  (cadaver) 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 


Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

Tel.  Main  1537  University  5842 
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Stark  County  Medical  Society  and  the  City  Hos- 
pital Staff;  a charter  member  of  the  Kiwanis 
Club;  a former  member  of  the  Board  of  Educa- 
tion and  a member  of  the  official  board  of  the 
Methodist  Church.  Surviving  are  his  widow,  a 
daughter  and  two  sons,  one  of  whom  is  Dr. 
George  L.  King,  Jr.,  Alliance. 

Jesse  Thomas  McCartney,  M.D.,  Barnesville; 
Medical  College  of  Ohio,  Cincinnati,  1903;  aged 
64;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association.  Dr. 
McCartney  practiced  in  Barnesville  for  34  years. 
He  founded  the  General  Hospital,  was  prominent 
in  the  Masonic  Order  and  was  a charter  member 
of  the  Barnesville  Rotary  Club.  A son  survives. 

Charles  J.  Otto,  M.D.,  Dayton;  Eclectic  Medical 
College,  Cincinnati,  1905;  aged  57;  member  of 
the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  July  26.  Dr. 
Otto  had  practiced  in  Dayton  for  32  years,  and 
was  war-time  coroner  of  Montgomery  County. 
He  was  a member  of  the  Masonic  Order.  His 
widow,  two  daughters,  his  mother  and  a sister 
survive. 

Arthur  Otway  Peters,  M.D.,  Dayton;  North- 
western University  Medical  School,  1904;  age  60; 
member  of  the  Ohio  State  Medical  Association  and 
the  American  Medical  Association;  died  August  6. 
Dr.  Peters  was  widely  known  for  his  work  in 
public  health.  He  had  been  city  health  com- 
missioner of  Dayton  for  20  years.  A former 
president  of  the  Montgomery  County  Medical  So- 
ciety, Dr.  Peters  for  many  years  represented  the 
society  in  the  House  of  Delegates  of  the  State 
Association.  He  was  a member  of  the  Masonic 
Order,  the  Knights  of  Pythias,  and  the  Kiwanis 
Club.  Surviving  are  his  widow,  two  daughters 
and  a son. 

John  Stamm,  M.D.,  Toledo;  Ohio  Medical  Uni- 
versity, Columbus,  1898;  aged  68;  member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association;  died  August  13.  Dr.  Stamm 
practiced  in  Toledo  for  nearly  40  years.  His 
widow  and  a daughter  survive. 


Dr.  Cranch  Takes  N.  Y.  Position 

Dr.  Arthur  G.  Cranch,  medical  director  of  the 
National  Carbon  Company,  Cleveland,  will  leave 
soon  for  New  York  City,  where  he  will  have 
charge  of  a new  department  of  the  Union  Carbide 
Company,  a research  division  in  toxicology.  Dr. 
Cranch  has  long  been  active  in  organized  medi- 
cine. He  is  a member  of  the  Board  of  Directors 
of  the  Cleveland  Academy  of  Medicine  and  Chair- 
man of  the  Committee  on  Public  Health  of  the 
Academy.  Also  he  has  served  on  committees  of 
the  State  Association. 


—I \ 

COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  Cook  County  Hospital) 
Incorporated  not  for  profit 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course  first  of  every  week ; 
Intensive  Personal. 

SURGERY — General  Course  One,  Two,  Three  and  Six 
Months ; Two  Weeks’  Intensive  Course  Surgical 
Technique  (Operative  Surgery  with  Practice)  ; 
Clinical  Course.  Courses  available  every  week. 

GYNECOLOGY — Two  Weeks’  Intensive  Course,  start- 
ing September  20th  and  October  18th. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Ten  Day  Intensive 
Course  starting  October  11th. 

OPHTHALMOLOGY — Two  Weeks’  Intensive  Course 
starting  September  20th. 

OTOLARYNGOLOGY— Two  Weeks’  Intensive  Course 
starting  October  4th. 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks;  Special  Courses. 

CYSTOSCOPY — Ten  Day  Course  every  two  weeks. 

GENERAL,  INTENSIVE  AND  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 
SURGERY  starting  every  week. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  South  Honore  Street, 
CHICAGO,  ILLINOIS 

^ f 

CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 
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Outstanding  foreign  and  American 
authorities  will  present  the  most 
recent  advances  in 


PHYSICAL  THERAPY 

including  such  important  developments  as 

SHORT  WAVE  DIATHERMY— FEVER 
THERAPY— IONTOPHORESIS- 
EXERCISE— MASSAGE,  ETC. 

Well  organized  and  balanced  symposia  on 

PERIPHERAL  VASCULAR  DISEASE- 
FRACTURES  — HYPERPYREXIA  — 
ARTHRITIS  — LIGHT  THERAPY 


Sectional  meetings  in  the  following  specialties 

MEDICINE  — SURGERY— GASTROEN- 
TEROLOGY—UROLOGY  — GYNECOL- 
OGY—EYE,  EAR,  NOSE  and  THROAT 

Physicians  and  their  technicians  and  assist- 
ants properly  vouched  for  are  eligible 
to  attend. 

JOINT  SPECIAL  MEETING  WITH 
THE  ACADEMY  OF  MEDICINE  OF 
CINCINNATI — TUESDAY  EVENING, 
SEPTEMBER  21 

UNUSUAL  SCIENTIFIC  AND 
TECHNICAL  EXHIBITS 


Send  Coupon  for 
Detailed  Preliminary 
Program 

American  Congress 
of  Physical  Therapy 
30  N.  Michigan  Ave., 
Chicago 

Please  send  me  pre- 
liminary program  of 
Cincinnati  session. 


(Name) 


(Street  Address) 


(City  and  State) 


NOW  PATIENTS  CAN 

“DrM™ 

IMPORTANT  FOOD  ESSENTIALS 


DlETETICALLY,  Cocomalt,  being  fortified  with  Cal- 
cium, Phosphorus,  Iron  and  Vitamin  D,  is  a "protective 
food  drink’’  that  more  and  more  physicians  are  using 
for  expectant  and  nursing  mothers,  for  run-down  men 
and  women,  for  under-nourished  children. 

Each  ounce-serving  of  Cocomalt  provides  .15  gram 
of  Calcium,  .16  gram  of  Phosphorus.  And,  to  aid  in 
the  utilization  of  these  food  minerals,  each  ounce  of 
Cocomalt  also  contains  81  U.S.P.  Units  of  Vitamin  D, 
derived  from  natural  oils  and  biologically  tested  for 
potency. 

Each  ounce-serving  of  Cocomalt  is  enriched  with 
enough  Iron  to  supply  of  the  daily  nutritional  re- 
quirements of  the  normal  patient... 5 milligrams  of 
effective  Iron  biologically  tested  for  assimilation. 

Thus,  with  Cocomalt,  patients  can  truly  "drink"  im- 
portant food  essentials,  lacking  or  deficient  in  the  aver- 
age diet.  And  few  of  them,  young  or  old,  can  resist  the 
creamy  delicious  flavor  of  Cocomalt. 

Cocomalt  can  be  taken  Cold,  or  Hot,  as  you  pre- 
scribe. And  it  is  easy  to  obtain  at  drug  and  grocery  stores 
in  Vi-lb.  and  1-lb.  purity-sealed  cans.  Also  in  the  eco- 
nomical 5-lb.  hospital  size. 

Cocomalt  is  the  registered  trade-mark  of 
R.  B.  Davis  Co.,  Hoboken,  N.  J. 


★ Normally  Iron  and  Vita- 
min D are  present  in  Milk 
in  only  very  small  and  va- 
riable amounts. 

f Cocomalt,  the  protective 
food  dri?ik,  is  fortified  with 
these  amounts  of  Calcium, 
Phosphorus,  Iron  and  Vita- 
min D. 


FREE. ..TO  ALL 
DOCTORS 


R.  B.  Davis  Co., 

Hoboken,  N.  J.  Dept.  1 T-9. 
Please  send  me,  FREE, 
a sample  of  Cocomalt. 


Address . 


City. 


_ S' ate . 
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New  Organization  for  School  Physicians 
is  Formulated 

Attention  of  school  physicians,  physicians  act- 
ing- as  members  of  boards  of  education,  and  all 
physicians  especially  interested  in  the  health  of 
the  school  child,  is  called  to  the  organization  of 
the  American  Association  for  Health  and  Physi- 
cal Education — a department  of  the  National 
Education  Association.  This  association  repre- 
sents a union  of  two  previously  existing  groups — 
The  American  Physical  Education  Association, 
and  the  Department  of  Health  and  Physical  Edu- 
cation of  the  N.E.A.  The  new  association  has 
been  organized  into  three  divisions, — health,  phy- 
sical education  and  recreation.  In  the  division  of 
health,  a medical  section  has  been  organized 
with  Dr.  Don  W.  Gudakunst,  Director  of  School 
Health,  Detroit,  as  president  and  Dr.  W.  W. 
Bauer,  Director,  Bureau  of  Health  and  Public 
Instruction,  American  Medical  Association,  as 
secretary.  Membership  requirements  are  that  a 
physician  shall  be  a member  of  his  county  and 
state  medical  societies  and  of  the  A.M.A.  The 
only  other  prerequisite  for  membership  in  the 
section  is  membership  in  the  National  Education 
Association,  which  may  be  procured  by  sending 
$2.00  to  the  National  Education  Association,  1201 
Sixteenth  Street,  N.  W.,  Washington,  D.  C.,  and 
specifying  that  the  member  wishes  to  be  en- 
rolled in  the  Medical  Section,  Division  of  Health, 
of  the  American  Association  for  Health  and 
Physical  Education. 


Cited  by  Blue  Sky  Division 

Dan  T.  Moore,  chief  of  the  State  Division  of 
Securities,  has  recommended  to  the  prosecuting 
attorneys  of  Guernsey  and  Noble  counties  that 
they  prosecute  certain  officers  of  the  Ohio  In- 
stitute of  Oxygen  Therapy,  Inc.,  Cleveland,  for 
alleged  illegal  sale  of  stock.  The  corporation 
has  been  connected  with  the  Cunningham  Sani- 
tarium, Cleveland’s  “steel-ball”  hospital. 


Canadians  Vote  on  Health  Insurance 

A recent  plebiscite  in  British  Columbia  on  the 
subject  of  health  insurance  resulted  in  a vote  of 
110,508  for  and  77,189  against.  Over  100,000 
electors  did  not  vote.  The  question  to  be  voted 
upon  was:  “Are  you  in  favor  of  a comprehensive 
scheme  of  health  insurance,  progressively  ap- 
plied?” The  result  of  the  election  is  considered 
inconclusive  because  of  the  vague  wording  of  the 
question.  The  popular  vote  was  taken  following 
disapproval  by  a vote  of  612  to  13  of  the  College 
of  Physicians  and  Surgeons  of  British  Columbia, 
of  a health  insurance  scheme  passed  by  the 
province  legislature.  The  plan  was  explained  in 
the  May,  1937,  issue  of  The  Ohio  State  Medical 
Journal,  pages  568-569. 


URINE  DARK  FIELD— SPIROCHETA 

BLOOD  BASAL  METABOLISM 

BLOOD  CHEMISTRY  AUTOGENOUS  VACCINES 
SPUTUM  SURGICAL  PATHOLOGY 

FECES-VACCINES  MEDICO-LEGAL  AUTOPSIES 
EFFUSIONS  X-RAY  DIAGNOSIS 

STOMACH  CONTENTS  ALLERGY 
PREGNANCY  TEST  ELECTROCARDIOGRAPHY 
AGGLUTINATION  WASSERMANN  & KAHN 
TESTS  TESTS 

LABORATORY 

Clinical  and  Pathological 


Established  1904 

Approved  by  the  American  Medical  Association 

370  E.  Town  Street  Columbus,  Ohio 


J.  J.  COONS,  Director 
B.  Sc.,  M.D.,  D.  Sc.,  F.A.C.P. 

H.  M.  Brundage,  M.D. 

H.  A.  Baoghn,  A.B.,  M.D. 

M.  D.  Godfrey,  M.D. 

Robert  C.  Kirk,  B.Sc.,  M.D. 

Frances  Coup,  A.B. 

Marian  Guild,  A.B. 

Rosemary  Cartmell,  A.B.,  M.A. 

PROMPT  SERVICE 

Immediate  Report  on  Frozen  Sections  of  all  Tumors 


HOUSE  OF  CHILDHOOD 

Established  1929 

A Private  School 

for 

Mentally  Defective,  Crippled,  Problem 
Babies  and  Small  Children 

Limited  Number  of  Bed  Cases 
Rates  $10.00  and  up,  per  Week 

1582  Wayne  Ave.  LEAH  L.  KEYSER,  A.M., 

DAYTON,  OHIO  Director 


CLASSIFIED  ADVERTISEMENTS 

Rates  50  cents  per  line,  payable  in  advance.  Minimum 
charge  of  $1.00  for  each  insertion.  Price  covers  the  cost  of 
remailing  answers.  Forms  close  16th  of  the  month  pre- 
ceding publication. 


FOR  SALE — Office  equipment  and  drugs  ; no  real  estate. 
Small  town,  good  farming  community.  No  opposition.  Money 
from  first  day.  Specializing  October  1.  Address  T.  J.,  care 
Ohio  State  Medical  Journal. 


WANTED — Assistanceship  with  general  practitioner. 
Graduate  of  Ohio  Class  A medical  school  and  hospital  intern 
ship.  Address  J.  M.,  care  Ohio  State  Medical  Journal. 


FOR  SALE — McIntosh  electric  converter.  Converts  A. 
C.  to  D.C.  Operates  110  volts.  0.5  Amps.  Address  E.  B. 
Snyder,  M.D.,  Norwood,  Ohio. 
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ESTIMATED  HYPOTHETICAL  SALT  ANALYSIS 


Cow's 

Breast 

( Grams  per  100  c.c.  ) 

Milk 

Milk 

Similac 

Calcium  combined  with  Protein 

.054  gm. 

.024  gm. 

.030 

gm. 

Mono-Magnesium  Phosphates 

.103  gm. 

.027  gm. 

.027 

gm. 

Di-Calcium  Phosphates  

.175  gm. 

.000  gm. 

.000 

gm. 

Di-Potassium  Phosphates  

.230  gm. 

.000  gm. 

.000 

gm. 

Potassium  Citrates  

.052  gm. 

.103  gm. 

.103 

gm. 

Sodium  Citrates  

.222  gm. 

.055  gm. 

.055 

gm. 

Calcium  Citrates  

.119  gm. 

.059  gm. 

.059 

gm. 

Iron  

Trace 

Trace 

Trace 

Sulphur  with  Protein  

.022  gm. 

.001  gm. 

.001 

gm. 

Phosphorus  with  Protein  

.022  gm. 

.001  gm. 

.001 

gm. 

C.  W.  Martin,  M.  D„  New  York  State  Journal  of  Medicine, 
September  1,  1932. 


A SALT  BALANCE  OBTAINED  ONLY 
BY  LABORATORY  METHODS 

Fat  2%,  proteins  1.6%,  and  sugar  to  make  up  the  lack  of  calories 
that  results  from  dilution  — that,  roughly,  is  the  home  method  of 
"modifying"  cow's  milk  for  the  baby.  tf  And  what  of  the  minerals? 
Are  they  not  equally  as  important  as  the  other  food  substances? 
<|  The  laboratory  method  of  rearranging  cow's  milk,  by  which  Sinriilac 
is  prepared,  not  only  adjusts  the  percentages  of  fats,  proteins  and 
carbohydrates,  but  alters  the  salts  of  cow's  milk  in  character  and  in 
relation  to  each  other.  Similac  has  a salt  balance  that  cannot  be 
obtained  in  the  ordinary  milk  dilution  or  modification — one  of  the  rea~ 
sons  for  the  excellent  result  obtained  with  this  laboratory  modification. 


M & R DIETETIC  LABORATORIES,  INC.,  COLUMBUS,  OHIO 


Similac  is  not  advertised  to  the 
laity  and  no  directions  appear 
on  or  in  the  trade  package. 


Similac  is  made  from  fresh  skim  milk  (case- 
in modified)  with  added  lactose,  salts, 
milk  fat.  and  vegetable  and  cod-liver  oils. 
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Licensed  Through  Reciprocity 

Licenses  through  reciprocity  to  practice  medi- 
cine and  surgery  in  Ohio  were  granted  to  the  fol- 
lowing 45  physicians  by  the  State  Medical  Board, 
July  13: 

Dr.  Melvin  Brody,  Cleveland,  St.  Louis  University ; Dr. 
Noble  F.  Crandall,  Ashtabula,  Jefferson  Medical  College; 
Dr.  Charles  B.  Crow,  Racine,  Georgetown  Medical  School ; 
Dr.  Robert  J.  Deger,  Dayton,  St.  Louis  University;  Dr. 
James  J.  Del  Vecchio,  Martins  Ferry,  St.  Louis  University; 
Dr.  Hugh  S.  Elliott,  Pleasant  Hill,  St.  Louis  University; 
Dr.  Clyde  W.  Everett,  Cleveland,  University  of  Nebraska ; 
Dr.  Wilbur  E.  Flannery,  Cleveland,  Harvard  Medical  School ; 
Dr.  Mary  C,  Gatewood,  McConnelsville,  Rush  Medical  Col- 
lege; Dr.  Biagio  F.  Giganti,  Martins  Ferry,  University  of 
Rome;  Dr.  Paul  G.  Hansen,  Cleveland,  St.  Louis  University; 
Dr.  Edward  O.  Harper,  Cleveland,  University  of  Pennsyl- 
vania ; Dr.  Virgil  C.  Hart,  Oberlin,  Tufts  College ; Dr. 
William  F.  Hatcher,  Youngstown,  Medical  College  of  Vir- 
ginia ; Dr.  Fred  Haufreucht,  Cleveland,  University  of  Louis- 
ville; Dr.  Harold  O.  Jirsa,  Akron,  State  University  of  Iowa; 
Dr.  Richard  B.  Johns,  Springfield,  Indiana  University ; Dr. 
Lorand  V.  Johnson,  Cleveland,  Boston  University;  Dr.  Fran- 
cis T.  Kandrac,  Warren,  St.  Louis  University;  Dr.  Walter 
A.  Keitzer,  Akron,  University  of  Michigan ; Dr.  Virgil  H. 
Kemper,  Warren,  Emory  University  ; Dr.  Lorin  E.  Kerr,  Jr., 
Toledo,  University  of  Michigan  ; Dr.  Ralph  W.  Kraft,  Mt. 
Vernon,  Indiana  University;  Dr.  Lloyd  H.  Kest,  Cleveland, 
Georgetown  University;  Dr.  Gordon  R.  Lamb,  Toledo,  Uni- 
versity of  Michigan  ; Dr.  Winston  T.  La  Neave,  Jr.,  Ports- 
mouth, Medical  College  of  Virginia  ; Dr.  Chester  R. 
Lulenski,  Cleveland,  University  of  Michigan  ; Dr.  Herman 
W.  Mannhardt,  Custar,  Wayne  University;  Dr.  Carl  Douglas 
Marsh,  Springfield,  University  of  Michigan  ; Dr.  Robert  J. 
McClure,  Youngstown,  University  of  Michigan  ; Dr.  Stanley 
A.  Myers,  Youngstown,  University  of  Colorado;  Dr.  Wen- 
dell Parker,  Shaker  Heights,  St.  Louis  University;  Dr.  John 
R.  Peffer,  Middletown,  Loyola  University ; Dr.  Charles  G. 
Polan,  Cleveland,  Rush  Medical  College ; Dr.  Dale  E.  Put- 
nam, Westerville,  College  of  Medicine  Evangelists  ; Dr.  James 
J.  Redmond,  Youngstown,  State  University  of  Iowa;  Dr. 
Robert  C.  Rider,  Cleveland,  University  of  Western  Ontario  ; 
Dr.  William  E.  Russell,  Toledo,  University  of  Michigan  ; Dr. 
J.  Lawrence  Shepard,  Harrisburg,  Emory  University;  Dr. 
Glenn  W.  Stelzner,  Newcomerstown,  University  of  Iowa;  Dr. 
Carl  J.  Streicher,  Ashtabula,  University  of  Buffalo;  Dr. 
Stanley  E.  Turel,  Cleveland,  University  of  Pennsylvania  ; Dr. 
Warren  E.  Wheeler,  Canton,  Harvard  Medical  School ; Dr. 
Milton  M.  Yarmy,  Youngstown,  Wayne  University,  and  Dr. 
Walter  J.  Zeiter,  Cleveland,  University  of  Illinois. 


Dr.  Porter  Writes  About  Medical  and 
Hospital  Activities  in  Iceland 

Some  interesting  observations  on  medical  and 
hospital  practices  in  Reykjavik,  capital  of  Ice- 
land, are  contained  in  a letter  received  at  the 
State  Headquarters  Office  from  Dr.  E.  H.  Porter, 
Tiffin,  member  of  the  Sub-Committee  on  Public 
Health  Education  of  the  State  Association.  Ex- 
cerpts from  Dr.  Porter’s  letter  follow: 

“We  have  had  a most  interesting  experience  in 
this  city  of  21,000  people  here  on  this  Island  in 
the  North  Atlantic.  I was  greatly  surprised  to 
find  a modern  hospital  fully  equipped  in  all  de- 
partments and  functioning  as  perfectly  as  one 
in  our  great  cities. 

“The  building  is  plain — made  of  concrete,  four 
stories  high  with  a basement  excavated  from 
the  solid  lava  rock.  It  is  situated  on  the  brow 
of  a hill  overlooking  a very  charming  bay.  All  of 
the  rooms  are  fully  equipped  with  every  modern 
convenience  of  hospital  furniture — lighting — and 
every  part  of  the  building  completely  heated  with 
water  from  the  hot  springs  so  that  they  have 
plenty  of  heat  all  the  time  at  no  cost.  The  X-ray 
equipment  is  in  the  basement — three  large  com- 
plete machines  with  a modern  fluoroscope  and  a 
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JF  your  patients  need  an  allergic,  an 
obesity,  a ketogenic  or  a diabetic 
diet,  the  CURDOLAC  FOOD  CO.  has 
products  to  add  to  their  comfort,  con- 
tentment and  health. 

Will  you  allow  us  to  prove  it 
by  samples  for  clinical  trial? 

CURDOLAC  FOOD  CO. 

WAUKESHA,  WISCONSIN 


Replace  that  Leaky  valve 

,|  WITH  THE 

\|  v 

\ 


CONTROL 

An  Air-Flo  Control  on  your  bloodpressure  instrument 
means  perfect  functioning  instead  of  mediocre  or  no 
functioning  at  all.  100%  precision  air  control  is  assured 
with  the  Air-Flo  Control.  Unique  in  construction — needs 
practically  no  attention  or  adjustment.  Complete  with 
new  Baumanometer  Bulb  $2.00 


For  use  on  all  bloodpressure  instruments 


The  Baumanometer  bag  has  been  greatly  improved  by 
Anode  processed  Latex,  molded  in  one  piece  of  pure 
virgin  rubber- — no  seams  or  joints  to  open  up  and  leak. 
Its  greater  elasticity  assures  longer  life.  The  correct 
dimensions- — length,  thickness  of  side  walls  and  -tub- 
ing and  total  absence  of  preservative  powder  are 
consistently  maintained  in  the  Baumanometer  bag. 

Both  items  are  Standard  Equipment  - 
on  all  Lifetime  Baumanometers 

YOUR  SURGICAL  DEALER  CAN  SUPPLY 
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The  Seal  of  Acceptance  denotes  that 
the  educational  material  in  this  book 
is  acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 


INFORMATION  YOU  WILL  WANT  AT  HAND 


For  nearly  a generation  commercial  can- 
ning of  foods  lias  been  the  subject  of  inten- 
sive research  by  chemists,  biochemists  and 
bacteriologists.  You  know  many  of  the 
noteworthy  contributions  of  canned  foods, 
but  an  occasional  layman-consumer  still 
clings  to  some  old,  unfounded  prejudices. 

For  your  convenient  reference,  the  Nu- 


210  pages  of  author - 
itative  information, 
indexed  for  easy 
reference. 


f 


trition  Laboratories,  Research  Depart- 
ment, of  the  American  Can  Company,  have 
compiled  a complete  array  of  facts  about 
dietary  requirements,  nutritive  aspects  of 
canned  foods,  canning  procedures,  etc. 
A bibliography  of  scientific  literature  is 
included.  American  Can  Company, 
230  Park  Avenue,  New  York  City. 

For  your  copy  mail  this  coupon  to 

American  Can  Company, 

230  Park  Avenue,  New  York,  N.Y. 

Name  __ 

Address  

City State 
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new  portable  machine  which  is  the  last  word  in 
being-  up  to  date.  About  150  plates  a day  are 
made  and  the  doctors  were  examining  with  a 
great  deal  of  interest  a case  of  abscess  of  one  of 
the  vertebrae.  Several  new  wrinkles  of  light 
control  and  speaking  grills — I have  never  seen  in 
any  of  our  hospitals  in  the  States. 

“The  medical  wards  and  private  rooms  are  im- 
maculately kept  and  sound  proofed  by  double 
doors  into  the  corridors.  The  operating  rooms, 
four  in  number,  are  wonderfully  lighted  by  great 
north  windows  and  the  latest  type  of  spot  ray 
lights  over  the  operating  tables. 

“I  was  fortunate  in  being  invited  by  the  Chief 
of  the  Surgical  Staff — Prof.  Gudm-Thoroddsen — 
to  see  him  remove  a large  goitre  and  it  was  a 
beautiful  piece  of  work. 

“They  have  a medical  school  here  with  about 
60  students  and  here,  as  elsewhere,  the  medical 
profession  is  overcrowded — an  average  of  five 
medical  placements  being  all  that  is  necessary 
for  the  needs  of  the  population  yearly. 

“One  of  the  younger  surgeons  had  just  re- 
turned from  a six  months’  sojourn  at  the  Mayo 
Clinic  and  was  most  courteous  in  showing  me 
everything  of  interest  in  the  splendidly  equipped 
and  staffed  institution. 

“Never  in  any  part  of  the  world  have  I seen 
more  handsome  children — bright  eyed — well  fed 
and  apparently  glowing  with  health.  Every  day 
in  all  of  the  public  schools  they  are  given  cod- 
liver  oil  and  milk  and  that  perhaps  is  one  of  the 
reasons  for  their  vigor. 

“This  has  been  an  unexpected  experience  and 
I have  thoroughly  enjoyed  finding  out  at  first 
hand  that  our  colleagues  in  this  part  of  the  world 
are  doing  fine  work  in  medicine  and  surgery.” 


Eclectic  Physicians  Meet 

The  Seventy-Third  Annual  Convention  of  the 
Ohio  State  Eclectic  Medical  Association  was  held 
at  Cedar  Point,  August  10-11.  Speakers  appear- 
ing on  the  program  included:  Dr.  C.  G.  Smith, 
Marion;  Dr.  F.  L.  Thomas,  Marion;  Dr.  W.  N. 
Mundy,  Forest;  Dr.  W.  F.  Lehr,  Arlington;  Dr.  J. 
J.  Sutter,  Wooster;  Dr.  T.  D.  Hollingsworth, 
Akron;  Dr.  Florence  Stir-Smith,  Newark;  Dr. 
Thomas  T.  Sidener,  Lima;  Dr.  G.  E.  Jones,  Lima; 
Dr.  Z.  H.  Balmer,  Toledo;  Dr.  A.  H.  Kanter,  Co- 
lumbus; Dr.  P.  D.  Bixel,  Pandora;  Dr.  A.  S. 
Stemler,  Washington  C.  H.;  Dr.  A E.  King,  Mt. 
Cory;  Dr.  C.  W.  Beaman,  Cincinnati;  Dr.  H.  W. 
Lear,  Coshocton;  Dr.  A.  W.  Hobby,  Sidney;  Dr. 
C.  E.  Schrimpf,  Cincinnati;  Dr.  M.  R.  Bixel, 
Bluffton;  Dr.  Geo.  D.  Blume,  Portsmouth,  and  Dr. 
Carl  Sawyer,  Marion.  Officers  for  the  ensuing 
year  are:  Dr.  H.  W.  Lear,  Coshocton,  president; 
Dr.  M.  M.  Brubaker,  Troy,  president-elect;  Dr.  G. 
E.  Jones,  Lima,  recording  secretary,  and  Dr.  F. 
E.  Thomas,  Marion,  treasurer.  The  next  meeting 
will  be  in  Columbus  in  May,  1938. 


IN  PRESCRIBING... 


Evaporated  Milk 
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NOW— At  Last 


Because  Ry-Krisp  is  a perfect  and 
popular  food  for  those  who  would 
reduce — we  are  naturally  interested  in 
reducing  diets.  Three  major  factors, 
doctors  tell  us,  interfere  with  the  effi- 
ciency of  many  such  diets: 

1.  So  complicated  patient  abandons  them. 

2.  So  limited  hunger  soon  wins  out. 

3.  Cannot  be  followed  accurately  when 
"eating  out”.  Require  special  prepara- 
tion of  family  meals  at  home. 

With  this  new  Ry-Krisp  Reducing  Diet 
your  patient  can  choose  her  own  menus, 
eat  the  foods  she  likes  and  lose  about  Vi 
pound  a day  safely,  simply  and  without 
starvation. 

This  diet  states  exactly  what  foods 


and  what  quantity  your  patient  should 
eat  at  each  meal.  And  you’ll  be  amazed, 
we  think,  to  see  what  variety  it  offers. 
That  is  one  secret  of  its  success.  Another 
is  the  Ry-Krisp — low  in  calories,  high 
in  appetite  appeal.  These  whole  rye 
wafers  encourage  closer  adherence  to 
the  diet  because  they  taste  so  good! 

Each  copy  of  this  diet  provides  space 
for  you  to  fill  in  your  patient’s  name — 
the  date, your  personal  instructions  and 
signature.  There  is  also  a chart  for  ac- 
curate recording  of  weight  lost.  We  will 
gladly  send  you  copies  of  the  Ry-Krisp 
Reducing  Diet  and  samples  of  Ry-Krisp 
Whole  Rye  Wafers. 

Simply  use  the  coupon. 


RY-KRISP  Whole  Rye  Wafers 

For  professional  distribution  only.  None  to  the  laity. 
RALSTON  PURINA  COMPANY 

Department  OM,  1934  Checkerboard  Square,  Saint  Louis,  Missouri 

Without  obligation,  please  send  me  samples  of 
Ry-Krisp  and  copies  of  the  Ry-Krisp  Reducing  Diet. 


Name_ 


_M.  D.  Address _ 


City_ 


_State_ 


( This  offer  limited  to  residents  of  the  United  States  and  Canada) 


BASIC  FAMILY  PROBLEMS  NOW  CONFRONTING  NATION  CAUSE 
OF  SOME  OF  DIFFICULTIES  FACING  MEDICAL  PROFESSION 


THERE  is  some  confusion  in  the  minds  of 
many  persons,  including  physicians,  as  to 
why  the  economic  and  social  phases  of 
medical  practice  have  become  major  problems  in 
recent  years,  although  it  is  a situation  which  any- 
one who  has  given  it  serious  thought  can  readily 
understand. 

Many  of  the  factors  involved  are  cited  in  an 
article  in  a recent  issue  of  The  United  States 
News  on  the  growth  of  the  nation  and  its  effect 
on  the  complexity  of  governmental  problems. 

Because  the  subject  is  interestingly  covered, 
and  is  timely,  the  article  is  published  herewith 
for  readers  of  The  Journal. 

* * * 

THIS  nation  celebrated  its  161st  birthday  on 
July  4 at  a national  family  gathering  of 
130,000,000  people. 

At  the  time  of  the  first  celebration  in  1776 
barely  3,000,000  individuals,  fringing  the  edge  of 
what  now  is  a vast  domain,  were  in  any  way  con- 
cerned. In  a little  more  than  a century  and  one- 
half  the  nation  has  skyrocketed  to  the  eminence 
of  numbers  and  power. 

Yet  today,  the  genealogists  say,  the  American 


family  is  near  its  peak  in  size.  Births  are  fewer 
— barely  2,500,000  in  1936  as  contrasted  with 
3,000,000  in  1921 — and  adoptions  from  abroad 
have  dwindled  near  to  the  vanishing  point. 

Another  ten  or  fifteen  years  and  the  nation 
will  settle  down  to  adjust  itself  to  a rather 
permanent  and  stable  family  of  about  150,000,000. 

At  that,  things  won’t  be  so  crowded  as  com- 
pared with  other  nations,  many  of  whom  al- 
ready have  reached  their  peak  of  population  and 
are  declining. 

* * * 

WHEN  the  opening  celebration  was  held 
161  years  ago  there  were  just  over  four 
persons  to  the  square  mile  in  the  thir- 
teen colonies.  When  the  population  reached  its 
halfway  mark  in  1890  there  were  just  over  21 
persons  to  the  square  mile.  Today  with  the  do- 
main a bit  larger  and  the  number  of  people 
slightly  more  than  doubled,  the  density  of  popu- 
lation is  just  over  41  as  parcelled  out  on  a square 
mile  basis.  That  figure  will  not  be  changed  much 
by  the  time  the  family  stops  growing  around  1950. 

But  in  England  742  people  get  along  on  the 
same  amount  of  ground  that  41  people  occupy 


Have  You  an  Article  in  this  Issue? 

The  Stoneman  Press  will  still  have  the  type  standing  on 
the  September  Ohio  State  Medical  Journal  until  the  15th  of  the 
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^iVlien  acidosis  accompanies  anesthesia 
and  toxicity  follows  surgical  trauma  • • • . 

Their  effects  may  be  moderated  by  the  admin- 
istration of  Karo  before  and  after  operation 


JPhen  carbohydrates  are  indicated,  surgeons 
prepare  patients  pre-operatively  to  prevent  acid- 
osis and  post -operatively  to  protect  nutrition, 
Karo  serves  this  dual  purpose.  Given  with  a soft 
diet  before  operation  the  patient  will  bet- 
ter resist  surgical  acidosis.  And  Karo 
forced  with  fluids  after  operation  provides 
vital  energy  the  patient  craves. 


WATER  BALANCE 

(24  HOURS) 

Intake 

Outgo 

Drinking  Water 

Urine 

(600  cc.) 

(800  cc.) 

Beverages 

Skin 

(600  cc.) 

(700  cc.) 

Solid  Food 

Lungs 

(700  cc.) 

(600  cc.) 

Metabolic  Water 

Feces 

(300  cc.) 

(100  cc.) 

Karo  enriches  the  glycogen  reserves 
thereby  helping  to  prevent  surgical  acid- 
osis, decrease  post  - anesthetic  vomiting, 
stimulate  the  strained  heart  and  combat 
shock. 


y^FTER  operation  nutrition  wanes  when 
the  patient  cannot  tolerate  food.  Karo 
with  fluids  helps  maintain  the  water  bal- 
ance of  the  body  and  tides  the  patient 
over  with  basal  energy.  Karo  provides  60 
calories  per  tablespoon.  It  is  relished  added 
to  milk,  fruit  juices  and  vegetable  waters. 

Karo  is  a mixture  of  dextrins,  maltose 
and  dextrose  (with  a small  percentage  of 
sucrose  added  for  flavor),  well  tolerated, 
not  readily  fermentable,  and  effectively 
utilized. 


For  further  information,  write 

CORN  PRODUCTS  SALES  COMPANY 
Dept.  S.  J.  9,  17  Battery  Place,  New  York,  N.  Y. 


^ Infant  feeding  practice  is  primarily  the  concern  of  the  physician,  therefore, 
Karo  for  infant  feeding  is  advertised  to  the  Medical  Profession  exclusively. 
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here.  Germany  takes  care  of  360  people  in  the 
same  space  and  France  finds  room  for  197.  Hol- 
land has  610  persons  to  the  square  mile  of  her 
territory,  while  Canadians,  at  the  other  extreme, 
space  out  at  three  to  the  square  mile. 

In  none  of  these  countries  is  the  population 
spread  evenly  over  the  land. 

So  far  as  the  United  States  is  concerned,  Rhode 
Island  squeezes  645  persons  into  each  of  her 
square  miles  and  New  Jersey  finds  room  for  539 
in  the  same  space  while  Massachusetts  tucks  in 
480.  In  fact,  the  original  thirteen  colonies  which 
found  room  for  barely  four  persons  per  square 
mile  in  1776  now  take  care  of  237. 

All  in  all  it  is  a much  changed  nation — in  char- 
acteristics and  occupations  and  locations — that 
the  American  family  of  today  finds  as  contrasted 
with  that  of  the  forefathers. 

On  the  first  birthday  celebration,  19  out  of 
every  20  people  were  engaged  in  farming  and 
lived  on  the  land.  In  1890,  57  of  every  100 
persons  still  lived  on  farms  and  outside  villages 
or  cities  while  only  43  out  of  every  100  made 
their  living  in  communities.  But  today  64  out 
of  every  100  persons,  or  nearly  two-thirds,  are 
living  in  cities  and  towns  while  barely  36  out 
of  each  100  live  on  farms. 

* * * 

THIS  represents  a revolution  in  the  problems 
and  the  relationships  of  the  American 
family. 

When  nearly  everyone  worked  on  the  land, 
supporting  himself  and  his  family,  problems  were 
relatively  simple.  Government  was  concerned 
principally  with  police  duties  and  national  de- 
fense and  with  collecting  the  few  taxes  necessary 
to  pay  for  these  operations.  Property  rights  were 
simple.  There  were  no  unions  and  no  big  in- 
dustries and  no  high  finance  and  no  big  group  of 
“under-privileged.” 

All  of  that  has  changed  as  more  and  more 
Americans  were  concentrated  in  cities  and  as  a 
smaller  and  smaller  percentage  of  all  the  people 
was  needed  to  produce  the  food  and  the  clothing 
for  those  who  went  to  town. 

A rural  civilization,  simple  in  its  problems  and 
its  needs,  was  displaced  with  an  industrial  civili- 
zation, increasingly  complicated  and  increasingly 
difficult  to  operate.  Large  families — an  asset  in 
1776 — became  a liability  for  the  vast  city  popula- 
tion of  1937.  Government,  which  could  be  simple 
in  the  days  when  problems  of  human  relation- 
ships were  few,  became  highly  intricate  when 
called  upon  to  govern  a multitude  of  relation- 
ships. 

The  swift  change  in  the  make-up  of  the  great 
family  of  Americans  came  after  1870. 

Since  that  time,  while  the  population  was  more 
than  doubling,  the  number  of  farmers  increased 
by  little  more  than  one-half.  But  today  five  times 
as  many  people  are  engaged  in  manufacturing 


The  Wendt -Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons — and  the  many  people  they  serve 

Two  Prescription  Departments 

maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 
Other  Complete  Departments 
OFFICE  EQUIPMENT 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 

W-B  Pharmaceutical  Supplies 
JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 


Prompt  Service  on  Phone  Orders 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 

The  Rupp  & Bowman  Co. 
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CAN  BE/#  REDUCED 


“It  has  been  estimated1  that  in 
the  United  States  annually  one-half  million 
people  with  late  syphilis  seek  treatment  for 
the  first  time. ...”  It  is  hoped  that  these  fig- 
ures will  be  reduced  as  a result  of  the  many 
publicity  campaigns  now  under  way.  These 
patients  will  require  careful  supervision 
and  persistent  treatment. 

Two  Squibb  preparations  — Neoars- 
phenamine  and  Iodobismitol  with  Sali- 
genin — have  been  found  to  be  very  effective 
in  the  treatment  of  syphilis.  Neoarsphena- 
mine  Squibb  is  designed  to  produce  maxi- 
mum therapeutic  benefit.  It  is  subjected  to 
exacting  controls  to  assure  a high  margin  of 
safety,  uniform  strength,  ready  solubility 


and  high  spirocheticidal  activity.  Equally 
effective  when  indicated  are  Arsphenamine 
Squibb  and  Sulpharsphenamine  Squibb. 

Iodobismitol  with  Saligenin  is  a propy- 
lene glycol  solution  containing  6 per  cent 
sodium  iodobismuthite,  12  per  cent  sodium 
iodide  and  4 per  cent  saligenin  (a  local  an- 
esthetic). It  presents  bismuth  largely  in 
anionic  (electro-negative)  form.  Iodobis- 
mitol with  Saligenin  is  rapidly  and  com- 
pletely absorbed  and  slowly  excreted,  thus 
providing  a relatively  prolonged  bismuth 
effect.  Repeated  injections  are  well  toler- 
ated in  both  early  and  late  syphilis. 

For  literature  address  Professional  Service 
Dept.,  745  Fifth  Avenue,  New  York,  N.  Y. 


1 Cole,  Harold  N.,  et  al.;  J.  A.  M.  A.  108:22,  1937. 

rr~ — 


— 


ER: Squibb  & Sons,  Newark 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 
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and  mining,  eight  times  as  many  are  working  on 
the  railroads  and  other  transportation  agencies, 
ten  times  as  many  are  engaged  in  trade,  buying 
and  selling  goods,  ten  times  as  many  are  oc- 
cupied in  medicine,  in  the  law  and  in  the  govern- 
ment service,  while  nearly  twenty  times  as  many 
are  at  work  as  clerks. 

* * * 

AND  an  important  part  of  the  population  is 
without  occupation  of  any  kind. 

This  fact  of  city  unemployment  at  a 
time  when  agriculture  is  called  upon  to  provide 
for  about  a quarter  more  people  than  it  really 
needs,  shows  the  character  of  the  problem  that 
has  come  with  the  rapid  shift  away  from  the 
more  simple  civilization  of  the  past. 

Today  the  size  of  the  family  of  Americans  is 
about  as  large  as  it  is  going  to  get — if  the  ex- 
perts are  right — but  the  heads  of  the  family 
hardly  know  what  to  do  with  all  of  the  people  on 
hand.  There  is  the  problem  of  fitting  them  into 
a complex  pattern  of  modern  industrial  civiliza- 
tion. Yet  the  forefathers  had  no  such  worry  when 
the  population  was  growing  by  leaps  and  bounds 
both  due  to  a big  crop  of  babies  and  to  a big  in- 
flux of  immigrants. 

But  more  than  that. 

A larger  and  larger  proportion  of  the  family 
of  Americans  is  being  made  up  of  old  people. 
Fewer  and  fewer  children  are  being  added  to  the 
population  to  replenish  the  stock.  A more  and 
more  important  slice  of  the  population  is  being 
concentrated  in  cities. 

As  a consequence,  this  nation,  as  it  celebrated 
its  161st  birthday,  faced  basic  family  problems 
of  growing  magnitude  and  difficulty. 


Open  New  Offices 

Physicians  who  have  recently  opened  new 
offices  in  Ohio  include  the  following:  Dr.  A.  G. 
Allen,  Tippecanoe  City;  Dr.  Harold  O.  Ehrenbach, 
New  London;  Dr.  Ervin  B.  Wallace,  New  Phila- 
delphia; Dr.  Dale  Putnam,  Westerville;  Dr.  0.  A. 
Dearth,  Niles;  Dr.  Glenn  W.  Stelzner,  New- 
comerstown;  Dr.  J.  L.  Shepard,  Harrisburg;  Dr. 
Ross  M.  Zeller,  Greenville;  Dr.  E.  J.  Burrows, 
Cuyahoga  Falls;  Dr.  Richard  L.  Counts,  Chilli- 
cothe;  Dr.  Hugh  Elliott,  Pleasant  Hill;  Dr.  C.  C. 
Henrie,  West  Liberty;  Dr.  Carl  J.  Streicher, 
Ashtabula;  Dr.  James  Norris,  Lewisville;  Dr.  V. 
C.  Hart,  Oberlin;  Dr.  W.  D.  Nusbaum,  Chillicothe; 
Dr.  John  M.  Thompson,  Jr.,  Upper  Sandusky; 
Dr.  Earl  Rosenblum,  Steubenville;  Dr.  George  D. 
Faber,  Mt.  Sterling;  Dr.  Carl  D.  Marsh,  Spring- 
field;  Dr.  G.  E.  Marr,  Hamilton;  Dr.  E.  E.  Maine, 
Campbell;  and  Dr.  Walter  Matuska,  Gallipolis. 


Columbus — Dr.  and  Mrs.  E.  D.  Helfrich,  re- 
cently returned  from  a trip  to  Jasper  Park  and 
a circle  tour  of  Alaska,  Banff,  and  Lake  Louise. 


HYCLORITE 


Accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association  ( N.N.R .) 

ANTISEPTIC 

An  aid  for  the  prevention  of  ringworm 
infection 

For  irrigating,  swabbing  and  dressing 
infected  cases  wherever  an  anti- 
septic is  needed. 

For  Hand  and  Skin  Sterilization. 

To  Make  a Dakin’s  Solution  of  Correct 
Hypochlorite  Strength  and  Alkalinity. 

NON-FOISONOUS 

NON-IRRITATING 

Comprehensive  Literature  on  Request 

BETHELHEM  LABORATORIES 

INCORPORATED 
300  Century  Building 
PITTSBURGH,  PENNA. 


^'Behind 
Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

JP*  is  a background  of 

Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 

Extensive  clinical  application 

Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 

A booklet  summarizing  tbe  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 
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One  of  a series  of  advertisements  prepared  and  published  by  PARKE,  DAVIS  & CO,  in  behalf  of  the  medical  profession. 
This  “See  Your  Doctor’*  campaign  is  running  in  the  Saturday  Evening  Post  and  other  leading  magazines. 


Are  two  pairs  of  hands  enough  ? 


“Our  baby  will  have  every  ad- 
vantage.” 

Of  course.  But  are  affection,  the 
determination  to  give  children 
“every  advantage,”  parental  de- 
votion, enough? 

No,  frankly  they  are  not.  The 
two  pairs  of  hands  of  even  the  most 
conscientious  parents  are  not 
enough  to  guide  a child  safely 
past  the  hazards  that  confront  her. 
The  little  body  hasn’t  yet  built  up 
a very  sturdy  resistance  against 
many  of  the  disease-producing 
germs  we  all  encounter  every  day 
of  our  lives.  She  is  susceptible  to  a 
whole  group  of  illnesses  that  are 
visited  almost  solely  upon  children 
— the  so-called  “diseases  of  child- 


hood.” Her  diet,  her  hours  of  rest, 
her  health  habits — all  have  an 
important  bearing  on  her  future. 

That  is  why  two  pairs  of  paren- 
tal hands  are  not  enough.  A third 
'parent  should  be  added  to  the 
family  circle.  That  third  parent  is 
. . . the  doctor. 

To  be  sure,  you  are  quick  to  get 
in  touch  with  the  doctor  when  your 
child  is  ill.  But  isn’t  the  youngster 
really  entitled  to  more  than  that? 
Shouldn’t  she  see  the  family  doctor 
often  enough  to  regard  him  not  as 
a stranger  but  as  a friend?  And 
shouldn’t  he  know  about  her  pre- 
vious illnesses  and  be  familiar  with 
her  little  whims  and  how  to  get 
around  them? 


Then,  too,  the  doctor  should 
have  the  opportunity  of  giving  her 
full  benefit  of  modern  preventive 
medicine — consultations  about  her 
growth  and  development,  and  pro- 
tection against  such  diseases  as 
smallpox,  diphtheria,  and  whoop- 
ing cough. 

He,  too,  should  have  hold  of  her 
little  hand,  guiding  her  along  the 
road  of  health  that  is  every  child’s 
right. 

COPYRIGHT  1937 — PARKE  DAVIS  ft  CO. 


PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 

The  World's  Largest  Mahers  of 
Pharmaceutical  and  Biological  Products 


ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

HIGHLAND 

Dr.  H.  F.  Plaut,  Cincinnati,  spoke  on  “X-ray 
Diagnosis  of  the  Thorax”,  at  a meeting  of  the 
Highland  County  Medical  Society,  July  7,  at  the 
Parker  Hotel,  Hillsboro. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D..  YOUNGSTOWN) 

WAYNE 

At  a meeting  of  the  Wayne  County  Medical 
Society,  July  23,  in  its  library  rooms  at  the  Court 
House,  Wooster,  Dr.  A.  C.  Smith  led  an  interest- 
ing discussion  on  socialized  medicine,  contract 
practice,  health  insurance  and  group  hospitaliza- 
tion.— R.  C.  Paul,  M.D.,  secretary. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

TUSCARAWAS 

Plans  were  discussed  for  an  annual  postgrad- 
uate day  for  the  county  at  a meeting  of  the  Tus- 
carawas County  Medical  Society,  July  22,  at  the 


City  Hall,  New  Philadelphia. — W.  E.  Hudson, 
M.D.,  secretary. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  MD,  ZANESVILLE) 

GUERNSEY 

Senator  W.  F.  Garver,  Millersburg,  discussed 
legislative  problems  at  a meeting  of  professional 
men  sponsored  by  the  Guernsey  County  Medical 
Society,  July  15,  at  the  Berwick  Hotel,  Cam- 
bridge. The  meeting  was  attended  by  about  25 
members  of  the  society  and  a number  of  local 
dentists  and  attorneys. — News  clipping. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

LAWRENCE 

A resolution  requesting  that  no  physician  be 
appointed  to  the  board  of  trustees  of  the  new 
County  General  Hospital  was  adopted  at  a meet- 
ing of  the  Lawrence  County  Medical  Society,  at 
Ironton,  August  5.  It  was  suggested  that  the 
president  of  the  society  be  permitted  to  attend 
meetings  of  the  board  in  an  advisory  capacity. — 
News  clipping. 


TETANUS 


GAS  GANGRENE  ANTITOXIN 


Use  as  a prophylactic  agent  in  cases 
of  compound  fractures,  lacerated 
wounds,  and  post-operatively  when 
indicated,  etc. 

The  contents  of  one  syringe  is  in- 
jected at  weekly  intervals  until  the 
wound  is  healed. 

U.S.S.P.  Co.  Laboratories  are  noted  for 
the  production  of  highly  refined 
tetanus  antitoxin.  Only  young,  vigor- 
ous and  healthy  horses  are  used.  The 
antitoxin  is  sterile  and  free  from  toxic 
fractions.  Write  for  full  information. 

U.S.S.P.  Co.  Laboratories  are  operand  under  U.  S.  Government  License 
No.  65  in  compliance  with  all  regulations  of  the  U.  S.  Public  Health  Service. 


U.  S.  STANDARD  PRODUCTS  CO. 

WOODWORTH,  WISCONSIN 
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NEO-SYNEPHRIN 

HYDROCHLORIDE 

(levo-meta-methylaminoethanolphenol  hydrochloride) 

EMULSION 

effectively  constrict  the  engorged 
mucosa  without  sting  or  other  un- 
toward effects. 

SOME  OF  THE  ADVANTAGES  OF 
NEO-SYNEPHRIN  EMULSION  ARE: 

1.  No  sting 

2.  More  sustained  action  than  epinephrine 
or  ephedrine 

3.  Less  toxic  in  therapeutic  dosage  than 
epinephrine  or  ephedrine 

4.  So  stable  that  it  may  be  sterilized  by 
boiling 

5.  In  the  doses  recommended  Neo- 
Synephrin  usually  does  not  produce 
nervousness  or  insomnia. 


Reduces 
Nasal 

Engorgement 
in  Colds 

Neo-Synephrin  Emulsion  may  be 
used  in  children  as  well  as  adults 
for  relief  of  nasal  congestion  and 
discharge  in  colds,  rhinitis  and 
sinusitis. 

The  instillation  of  a few  drops  into 
the  nasal  cavities  will  quickly  and 


DOSAGE  FORMS: 

NEO-SYNEPHRIN  HYDROCHLORIDE  EMULSION,  '/4%-(i-oz.  bottle  with  dropper) 
NEO-SYNEPHRIN  HYDROCHLORIDE  SOLUTION,  Va%  tor  dropper  or  spray,  1%  for  resistant  cases 

( l-oz.  bottle) 

NEO-SYNEPHRIN  HYDROCHLORIDE  JELLY,  i/2% — (in  collapsible  tubes  with  applicator) 


FREDERICK  STEARNS  & COMPANY 

DETROIT  NEW  YORK  KANSAS  CITY  SAN  FRANCISCO 

WINDSOR,  CANADA  SYDNEY,  AUSTRALIA 
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NEWS  NOTES 


Bridgeport — Dr.  W.  B.  Bailey  was  recently 
named  health  commissioner  of  Belmont  County. 

Bucyrus — An  outline  of  public  health  activities 
in  Crawford  County  was  given  by  Dr.  W.  G. 
Wasson,  health  commissioner,  at  a recent  meet- 
of  the  Rotary  Club. 

Cincinnati — Dr.  E.  A.  Baber,  superintendent 
of  the  Longview  Hospital,  addressed  a recemt 
meeting  of  the  Optimist  Club  on  “Modern 
Methods  of  Psychiatry”. 

Cleveland — A vigorous  campaign  for  reform  in 
male  'summer  attire  was  urged  on  Rotary  Club 
members  recently  in  an  address  by  Dr.  Walter 
G.  Stern. 

Columbus — Dr.  John  Rausehkolb  celebrated  his 
79th  birthday  recently. 

Gallipolis — Dr.  Richard  A.  Niple,  Columbus,  and 
Dr.  Rufus  A.  Snyder,  Portsmouth,  have  been 
added  to  the  medical  staff  at  the  Ohio  Hospital 
for  Epileptics. 

Kenton — Announcement  was  recently  made  by 
the  McKitrick  Hospital  Board  that  Dr.  A.  S. 
McKitrick,  Elyria,  founder  of  the  institution,  has 
donated  $50,000  to  the  hospital  by  voluntarily  re- 
ducing by  that  amount  the  mortgage  which  he 
holds  on  it. 

Lima — Dr.  John  Lo  Cricchio,  Marion,  has  been 
appointed  pathologist  for  Memorial  and  St.  Rita’s 
Hospitals. 

Lyons — Dr.  Garfield  R.  Salsberry  was  injured 
in  an  automobile  accident  at  Seward  Corners  re- 
cently. 

Peebles — The  Adams  County  Board  of  Health 
has  named  Dr.  Robert  B.  Ellison  to  fill  the  board 
vacancy  created  some  years  ago  by  the  death  of 
Dr.  R.  A.  McAdow,  Peebles. 

Port  Clinton — Trustees  of  the  Howard  and 
Myra  N.  Magruder  estates,  which  were  recently 
left  in  trust  for  the  erection  of  a Magruder 
Memorial  Hospital  for  Ottawa  County,  have  taken 
a six  months’  option  on  a local  property  as  a 
possible  hospital  site.  Tentative  plans  call  for 
the  conversion  of  the  residence  on  the  property 
into  a nurses’  home  and  the  erection  of  a new 
hospital. 

Sandusky — Dr.  Firm  C.  Burket  lectured  on 
“The  Medical  Aspects  of  Police  Work”,  empha- 
sizing proper  first  aid  in  automobile  accidents,  at 
a recent  session  of  the  local  police  school. 

Toledo — Dr.  Lorin  Kerr,  Jr.,  has  been  selected 
to  fill  the  combined  positions  of  superintendent 
of  the  bureau  of  medical  relief  and  superin- 
tendent of  Municipal  Hospital. 
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USEFUL  HINTS  IN  THE  TREATMENT  OF  G A STR  O - 1 N TEST  INAL 

DISEASE 

By  WALTER  C.  ALVAREZ,  M.D.,  Rochester,  Minnesota 


THE  most  helpful  suggestion  that  I can  make 
in  regard  to  the  better  treatment  of  gas- 
trointestinal disease  is  that  we  all  spend 
more  time  in  making  a diagnosis  and  particularly 
in  taking  a good  history.  If  the  average  physician 
in  this  country  were  to  spend  an  extra  hour  at 
the  beginning,  getting  a full  history  perhaps  of 
bad  nervous  heredity  to  begin  with,  and  then 
great  fatigue,  nerve  strain,  misfortune,  sorrow, 
worry  or  domestic  infelicity,  he  would  realize,  in 
a considerable  percentage  of  cases,  that  no  mat- 
ter what  operation  might  be  performed  and  no 
matter  how  successful  it  might  be  in  remov- 
ing some  diseased  organ,  the  patient  would  still 
be  miserable  and  dissatisfied. 

In  many  cases  a more  carefully  taken  history 
would  show  that  the  abdominal  pain  complained 
of  is  not  related  in  the  slightest  to  the  taking 
of  food  or  to  the  emptying  of  the  bowel,  and  is 
therefore  probably  not  originating  in  any  part  of 
the  digestive  tract.  Further  questioning  would 
often  bring  out  such  facts  as  that  the  pain  is 
very  similar  to  that  of  lumbago  or  sciatica  or 
“cricks”  in  the  spine  which  crippled  the  patient 
on  several  occasions;  or  perhaps  it  comes  when 
he  tries  to  walk  fast  or  when  he  has  a tantrum  of 
temper. 

In  many  cases  also,  a series  of  useless  opera- 
tions and  expensive  treatments  could  be  avoided 
if  the  physician  would  only  find  out  just  when 
and  how  the  trouble  began.  Then  he  might  learn 
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that  an  elderly  man  or  woman  previously  always 
energetic  and  well  and  happy,  suddenly,  at  a 
certain  minute  of  a certain  day,  became  dizzy, 
nauseated,  weak,  and  perhaps  slightly  confused. 
With  this  there  came  abdominal  discomfort,  and, 
what  is  most  significant,  a character  change  with 
a loss  of  old  interests,  some  loss  of  memory,  a 
complete  inability  to  work,  and  perhaps  utter 
misery.  Once  such  a history  has  been  obtained,  it 
is  obvious  that  the  patient  had  an  intracranial 
vascular  accident  of  some  kind.  That  it  did  not 
involve  centers  for  the  movements  of  hand  or  leg 
should  not  surprise  anyone  who  will  stop  to 
think;  and  yet,  curiously,  because  this  type  of 
clinical  picture  was  seldom  if  ever  shown  us  phy- 
sicians in  college,  it  is  hard  for  us  to  recognize 
it  even  when  someone  elicits  the  story  in  all  its 
dramatic  clarity.  I am  sorry  to  say  that  usually, 
when  I make  this  diagnosis,  I cannot  “sell  it”  to 
the  family  physician  until  a few  years  have 
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passed  and  the  patient  has  had  time  to  suffer 
from  a more  typical  stroke. 

If  we  physicians  and  surgeons  were  to  take 
better  histories  or  if  more  often  we  were  to  take 
some  time  in  which  to  get  well  acquainted  with 
our  patients  we  would  certainly  refuse  operations 
to  hundreds  who  now  are  accepted  for  surgical 
treatment.  We  would  discover  that  many  of 
these  men  and  women  are  too  neurotic,  too  fussy, 
too  sensitive,  or  too  psychopathic  ever  to  recover 
well  and  be  satisfied,  even  granting  that  definite 
disease  could  he  found  in  the  abdomen  and  re- 
moved. Furthermore,  when  we  talk  to  them  for 
a while  we  discover  that  besides  the  pain  in  the 
right  side,  which  they  first  complained  about  and 
which  we  were  planning  to  cure  by  removing 
the  appendix,  they  have  pains  in  the  left  side  of 
the  abdomen,  pains  in  the  chest,  in  the  spine,  in 
the  left  thigh  and  in  the  back  of  the  head,  be- 
sides many  other  symptoms  which  couldn’t  pos- 
sibly be  due  to  chronic  appendicitis. 

AN  ILLUSTRATIVE  CASE 

To  show  the  ease  with  which  a puzzling  problem 
can  often  be  solved  by  a few  well  directed  ques- 
tions I will  briefly  describe  the  case  of  a woman 
brought  to  me  the  other  day  with  a pile  of  films 
and  laboratory  reports  which  had  failed  to  throw 
light  on  the  causation  of  very  troublesome  bloat- 
ing. Several  consultants  had  seen  her,  many  types 
of  diet  and  medicine  had  been  tried,  and  diagnoses 
had  been  made  of  possible  cholecystitis,  colitis, 
mild  intestinal  obstruction,  internal  hernia,  or 
food  allergy.  It  was  because  of  this  last  diag- 
nosis that  I was  consulted,  and  it  was  expected 
that  I would  immediately  repeat  the  large  series 
of  intradermal  tests  already  made. 

Now,  although  I am  enthusiastic  about  the  won- 
derful help  I can  often  get  from  the  roentgenolo- 
gists and  the  clinical  pathologists,  I try  always  to 
make  a diagnosis  first  without  their  help.  Taking 
a careful  history  helps  me  first  to  increase  my 
knowledge  of  disease  in  general;  second,  it  keeps 
me  thinking;  third,  it  enables  me  often  to  make  a 
diagnosis  when  this  cannot  be  done  from  labora- 
tory reports  alone;  fourth,  it  often  keeps  me  from 
being  led  astray  by  laboratory  reports,  as  when 
they  do  not  fit  at  all  with  the  history;  and  fifth, 
in  many  cases  it  gives  me  that  knowledge  of  my 
patient’s  psychic  problems  without  which  I cannot 
hope  to  grip  him  to  me,  to  gain  his  confidence, 
to  stop  his  constant  round  of  doctor’s  offices,  and 
start  him  on  the  road  to  recovery. 

So  I immediately  asked  if  the  woman’s  trouble 
was  constant  or  if  it  sometimes  disappeared  en- 
tirely. The  husband  answered  that  it  often  disap- 
peared for  two  weeks  at  a time.  On  a recent  va- 
cation the  patient  was  perfectly  well  for  a month. 
This  it  seemed  to  me  immediately  ruled  out  foods 
as  a cause.  The  fact  that  the  syndrome  had  ex- 
isted unchanged  for  years  ruled  out  most  of  the 
causes  of  intestinal  obstruction.  More  question- 


ing brought  out  the  fact  that  the  bloating  usually 
came  every  day  for  two  weeks  and  then  was 
absent  for  two  weeks.  With  difficulty  I then 
dragged  from  the  husband  the  admission  that 
while  during  the  two  good  weeks  the  patient  was 
wide  awake,  cheerful,  interested  in  everything  and 
a charming  companion,  during  the  two  bad  weeks 
she  was  depressed,  fault-finding,  impossible  to  get 
along  with,  and  a terrible  problem  to  him.  The 
next  question  revealed  the  fact  that  the  mother 
had  died  in  an  insane  asylum,  and  the  diagnosis 
was  made.  I recognized  a type  of  bloating  which 
I have  seen  before  in  women  with  a mild,  usually 
unrecognized  type  of  manic  depressive  insanity 
with  a short  cycle.  The  bloating  spells  seem  to  be 
due  to  some  sort  of  storm  in  the  autonomic  nerves. 
Usually  in  such  cases  repeated  operations  are  per- 
formed because  the  true  nature  of  the  psychic  un- 
balance is  not  recognized. 

I could  go  on  for  the  rest  of  the  evening  show- 
ing how  in  so  many  cases  the  diagnosis  can  be 
cleared  up  easily  by  a few  searching  questions, 
but  I must  hurry  on  to  the  main  topic.  The  point 
I want  to  make  is  that  we  physicians  must  spend 
more  time  on  history-taking  if  we  are  to  save 
thousands  of  patients  from  misdirected  and  worse 
than  useless  efforts  at  treatment.  Many  physicians 
today  tell  me  that  they  are  so  busy  they  cannot 
spend  more  than  ten  minutes  with  a patient,  and 
they  must  make  their  diagnoses  from  a hurried 
survey  of  reports  from  laboratories  and  from  phy- 
sicians who  specialize  in  examining  individual 
organs  of  the  body.  All  I can  say  to  this  is  that 
daily  I see  the  tragedies  that  follow  when  reliance 
is  placed  solely  in  this  supposedly  ultra-modern 
type  of  medical  practice.  In  a large  percentage 
of  cases  it  just  won’t  work. 

CHRONIC  APPENDICITIS 

One  of  the  most  commonly  performed  opera- 
tions today  is  that  for  the  removal  of  the  so-called 
chronically  diseased  appendix.  As  you  all  know, 
many  wise  old  physicians  have  been  disappointed 
so  often  at  the  results  obtained  from  this  opera- 
tion that  they  have  come  to  doubt  even  if  there  is 
such  a thing  as  a “chronic  appendix”.  Although 
my  own  experience  leads  me  to  believe  that  there 
is  such  a thing,  it  also  tells  me  that  the  disease 
must  be  rare.  A few  times  a year  I will  think 
that  I have  found  a case,  and  I will  let  the  patient 
be  operated  on.  Perhaps  he  does  well  after  the 
operation,  and  after  a few  months  I begin  to  think 
of  reporting  the  case  as  a rarity — and  then  the 
man  comes  back  with  all  his  old  indigestion  and 
perhaps  more  soreness  in  the  right  lower  quadrant 
of  the  abdomen  than  he  had  before. 

Well,  then,  how  are  we  going  to  distinguish  the 
occasional  case  in  which  it  will  pay  to  operate 
from  the  many  in  which  it  will  not?  For  years  I 
have  been  keeping  records  in  an  effort  to  find  an 
answer  to  this  most  important  question  and  now  I 
think  I have  it.  I have  been  asking  every  patient 
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who  comes  in  with  the  scar  of  an  appendectomy 
why  the  organ  was  removed,  and  what  were  the 
symptoms  before  operation  and  what  relief  was 
obtained  afterward?  And  I find  this,  that  in 
nearly  all  of  the  cases  in  which  the  patient  had 
one  or  more  attacks  which,  from  the  description, 
appeared  to  be  due  to  acute  appendicitis,  with 
severe  pain  which  kept  the  patient  awake  most  of 
the  night,  the  operation  brought  permanent  relief. 
When,  however,  I can  get  no  history  of  any  such 
attacks  but  only  a tale  of  vague  indigestion,  fa- 
tigue, nervousness,  malaise,  or  abdominal  discom- 
fort, I find  that  the  results  of  the  operation  were 
either  nil  or  else  only  temporarily  good;  in  prac- 
tically every  such  case  reviewed  by  me  the  end  re- 
sults were  unsatisfactory.  It  would  be  bad  enough 
if  these  patients  simply  lost  time  and  money,  but 
unfortunately  many  were  decidedly  the  worse  for 
their  trip  to  the  hospital. 

As  I often  say,  if  we  could  be  sure  of  doing  no 
harm  by  going  into  the  abdomen,  we  could  more 
often  operate  because  the  patient  would  have 
everything  to  gain  and  nothing  to  lose,  but  we 
cannot  be  sure  of  this. 

Finally  let  me  urge  that  when  you  do  operate 
hopefully  for  a supposed  chronic  appendicitis, 
make  a good  sized  incision  and  explore  the 
abdomen  so  thoroughly  that  it  will  not  have  to  be 
opened  again.  Furthermore,  give  the  patient  a 
detailed  report  of  this  exploration. 

HOW  TO  FIT  A DIET  TO  A PATIENT 

How  many  patients  there  are  who  ask  for  a 
diet  slip,  and  how  many  there  are  who  could  be 
helped  or  cured  if  we  were  only  to  teach  them 
how  to  find  the  foods  which  are  causing  their 
indigestion  or  gas  or  headache  or  abdominal  pain. 
At  last  we  physicians  are  coming  to  see  that 
about  a fourth  of  the  patients  who  consult  us 
with  indigestion  are  specifically  sensitive  to  one 
or  more  foods,  and  that  among  the  commonest  of 
the  trouble-makers  are  items  such  as  milk  and 
eggs  which  we  have  always  looked  upon  as  par- 
ticularly safe  for  the  tray  of  the  invalid.  Ob- 
viously, then,  we  can  no  longer  hand  out  printed 
diet  slips;  instead  we  must  study  the  patient  and 
learn  what  are  his  particular  idiosyncrasies.  By 
so  doing  we  can  often  work  miracles  of  healing. 

There  are  two  main  ways  of  finding  out  which 
are  the  offending  foods  that  are  causing  the 
patient’s  distress.  When  the  indigestion  or  pain 
or  migraine  comes  in  attacks  at  intervals  of 
weeks  or  months  the  cause  may  be  found  by 
making  each  time  a written  record  of  the  un- 
usual foods,  not  eaten  every  day,  which  were  con- 
sumed in  the  24  hours  preceding  the  upset.  Sus- 
picion should  fall  particularly  on  foods  eaten  at 
the  preceding  meal.  After  three  or  four  attacks 
have  passed,  the  record  should  be  examined  to 
see  if  there  was  any  one  food  that  was  eaten 
before  each  upset.  If  there  was,  this  food  should 


be  left  alone  for  a while  to  see  if  relief  is  ob- 
tained. 

When,  however,  the  distress  is  present  every 
day  or  after  almost  every  meal  the  problem  of 
finding  the  offending  food  or  foods  must  be  sim- 
plified by  reducing  the  number  of  possibilities. 
The  simplest  method  would  be  to  eat  nothing  for 
a few  days  because  if  then  the  distress  were  to 
continue  it  would  be  clear  that  food  could  not  be 
blamed.  If  the  distress  were  to  cease,  then  the 
patient  could  try  out  one  new  food  each  day, 
keeping  the  good  ones  and  rejecting  the  bad  ones, 
until  at  last  he  had  enough  food  to  eat  and  yet 
a diet  which  would  give  no  distress. 

Ordinarily,  since  most  patients  hate  fasting, 
and  many  are  thin  when  they  come,  I begin  with 
a few  foods  such  as  lamb,  rice,  butter,  sugar  and 
canned  pears  which  seldom  cause  trouble.  If  on 
this  diet  the  patient  is  comfortable  I begin  test- 
ing out  one  new  food  after  another.  In  order  to 
avoid  upsets  and  discouragement  at  the  start  I 
generally  begin  adding  foods  which  are  not  high 
in  the  list  of  trouble  makers.  Among  these  are 
beef,  potato,  gelatine,  carrots,  turnips,  asparagus, 
string  beans,  arrowroot  cookies,  rye  krisps,  thin 
toast,  and  oatmeal. 

I wish  to  protest  strenuously  against  what 
seems  today  to  be  becoming  a not  uncommon 
practice  in  America,  and  that  is  the  leaving  of  a 
patient  on  a semi-starvation  elimination  diet  for 
weeks  or  months,  and  this  even  when  he  shows  no 
decided  improvement.  During  the  last  few 
months  I have  seen  three  patients — one  who  lost 
80  pounds,  another  60  pounds,  and  another  40 
pounds.  This  would  have  been  bad  enough  if  the 
emaciation  and  weakness  had  brought  relief  from 
the  troubles  for  which  the  patient  sought  relief, 
but,  ironically,  in  each  one  of  these  three  cases 
no  benefit  accrued  from  the  semi-starvation.  But 
even  if  the  disease  had  been  allergic  in  nature 
and  the  patient  had  secured  relief,  it  would  have 
been  at  too  great  a cost.  One  patient  actually  had 
to  take  to  her  bed  because  of  weakness. 

The  point  that  must  always  be  remembered 
then  is  that  a narrow  elimination  diet  is  to  be 
used  for  diagnosis  and  not  for  extended  treat- 
ment. If  I put  a patient  on  a diet  of  lamb  and 
rice  and  he  or  she  is  no  better  next  day  I 
promptly  conclude  that  the  chances  are  that 
either  the  symptoms  are  not  due  to  food  or  else 
lamb  or  rice  or  both  foods  are  injurious  to  the 
patient,  and  I immediately  institute  experiments 
to  see  which  of  these  possibilities  is  the  correct 
one.  Similarly  if  after  two  days  of  lamb  and  rice 
the  patient  is  well,  I immediately  start  experi- 
mentation with  other  foods  and,  as  rapidly  as 
possible,  I get  the  patient  back  onto  a balanced 
and  adequate  diet. 

THE  FIRST  ATTACK  ON  A DIFFICULT  PROBLEM 

When  we  see  a poor,  constitutionally  inade- 
quate, frail  woman  who  has  perhaps  brought  up 
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five  or  six  children  without  the  help  of  a servant, 
and  who  now  is  suffering  with  migraine,  indiges- 
tion, abdominal  pains,  backaches,  pelvic  troubles, 
sinusitis,  palpitations,  insomnia  and  a few  other 
troubles,  where  are  we  to  begin  in  our  efforts  to 
get  her  back  to  health  ? Shall  we  start  by  extract- 
ing her  remaining  teeth,  scraping  out  the  stubs 
of  her  tonsils,  opening  up  her  sinuses,  repairing 
her  perineum,  removing  her  gallbladder,  or  fit- 
ting a back  brace,  or  shall  we  fill  her  up  with 
bromides  and  pepsin  and  bismuth  and  a high 
vitamin  diet? 

My  own  experience  with  these  tired  women  has 
led  me  to  avoid  even  minor  operations  until  they 
have  had  a chance  to  rest.  In  their  jittery  con- 
dition an  operation  is  likely  to  be  the  straw  that 
breaks  the  camel’s  back.  When  I see  a poor 
woman  with  a dozen  complaints  I often  think  of 
the  old  log  jams  which  used  to  form  in  the  rivers 
up  north.  I have  heard  that  an  expert,  after  ex- 
amining such  a jam,  would  place  a stick  of 
dynamite  under  one  key  log,  and  when  that  was 
blown  out  the  whole  pile  would  go  on  down  the 
river.  I believe  that  we  physicians  must  often 
act  much  like  that  logger;  we  must  hunt  for  the 
key  log — some  one  complaint  which,  when  at- 
tended to,  will  allow  Nature  to  clear  up  the  other 
troubles.  After  years  of  study  of  this  problem  I 
have  come  to  the  conclusion  that  most  often  the 
key  log  is  fatigue  with  its  partner  insomnia. 
Hence  it  has  come  about  that  in  my  practice 
among  people  with  indigestion  my  favorite  drugs 
are  not  bismuth  and  pepsin,  but  the  sleep-makers. 
I am  particularly  fond  of  those  two  mild  and  ap- 
parently safe  drugs,  adalin  and  bromural.  The 
first  is  good  when  the  patient  needs  quieting  for 
eight  hours  or  so  and  the  second  is  good  for  the 
patient  whose  only  difficulty  is  to  get  to  sleep  or 
who  wakes  about  three  in  the  morning  and  can’t 
get  to  sleep  again.  It  is  good  also  for  jitteriness 
during  the  day. 

Some  physicians  greatly  fear  these  sleep- 
makers,  and  scold  and  threaten  with  habituation 
the  patient  who  uses  them,  but  I feel  sure  they 
are  wrong.  I cannot  get  up  any  excitement  over 
a type  of  habituation  which  I have  seen  only  half 
a dozen  times  in  30  years  of  practice — and  then 
it  was  not  a true  habituation  because  the  patients 
all  gave  up  the  drug  easily  without  painful  symp- 
toms of  withdrawal.  From  personal  experience 
with  insomnia  I know  that  at  times  in  this 
strenuous  life  of  ours  we  must  get  help  from 
sedatives  if  we  are  to  get  to  sleep  before  three  in 
the  morning.  And  the  less  sleep  we  get  one  night 
the  more  difficult  it  is  to  fall  asleep  the  next 
evening. 

My  other  favorite  prescription  for  tired  women 
is  rest  in  bed  in  the  mornings.  It  would  be  won- 
derful if  we  could  tell  all  tired  mothers  and 
school  teachers  to  spend  the  winter  in  Florida  or 
Southern  California  or  Bermuda,  but  for  most 
patients  such  advice  would  be  a mockery.  We 


must  advise  something  that  can  be  done,  and  for- 
tunately most  housewives  can  manage  to  get  back 
to  bed  after  breakfast  and  stay  there  until  noon. 
The  patient  may  have  to  mend  and  darn  and  do 
other  such  chores,  but  if  she  doesn’t  fret,  she  can 
get  much  rest,  and  it  is  wonderful  how  much  good 
can  come  then  from  a few  weeks  of  such  treat- 
ment. 

CONSTIPATION 

In  a considerable  percentage  of  the  patients 
whom  I see  with  vague  indigestion,  the  key  log 
is  constipation  and  the  cause  of  this  is  nervous 
tension  in  the  muscles  about  the  rectum.  Often 
the  patient  says,  “If  I could  only  empty  my  bowel 
without  at  the  same  time  getting  it  upset  with  a 
rough  diet  or  purgative  I would  be  well,  and  my 
flatulence  would  disappear,”  and  she  is  right. 
Often,  then,  the  problem  of  curing  her  is  simple: 
just  have  her  wash  out  the  lower  bowel  once  a 
day  with  an  enema.  “But,”  says  she  perhaps,  “an 
enema  is  too  troublesome,  or  it  is  too  hard  to 
get  in,  or  too  hard  to  get  out,  or  too  irritating.” 
Inquire  and  you  may  find  that  she  does  not  know 
how  to  take  an  enema — perhaps  she  has  been 
told  to  go  through  a long  and  complicated  ritual 
— tipping  up  into  the  knee-chest  position  or 
rolling  on  the  floor.  Usually  also  she  is  using 
irritant  solutions  or  plain  water,  and  often  she 
has  been  told  to  hold  the  enema  in  so  long  that 
the  bowel  becomes  accustomed  to  retaining  most 
of  it  and  she  cannot  expel  it,  or  perhaps  she  has 
been  so  frightened  with  the  threat  that  enemas 
will  stretch  her  colon  out  of  shape  that  she  dares 
run  in  only  a few  ounces  of  water  at  a time.  One 
must  tell  such  a woman  how  to  take  an  enema 
simply  and  quickly,  while  seated  on  the  toilet. 
She  must  run  in  a quart  or  more  of  warm 
physiologic  saline  solution  and  must  let  it  right 
out  again. 

Other  patients  will  say,  “Yes,  I know  I can  get 
perfect  relief  with  enemas  but  my  physician  al- 
ways scolds  me  for  taking  them  and  tells  me  that 
I will  get  a habit  and  will  i-uin  myself.”  Now  I 
cannot  find  out  why  so  many  physicians  do  this. 
For  20  years  I have  been  trying  to  find  a woman 
with  her  colon  definitely  stretched  out  of  shape 
and  scarred  from  the  taking  of  many  enemas, 
and  I am  still  looking.  I fear  now  that  I never 
will  find  such  a case  because  last  summer  I saw  a 
nervous  woman  who  had  taken  several  enemas  a 
day  for  10  years.  She  brought  with  her  a pile  of 
films  of  her  colon  taken  at  intervals  during  this 
time,  and  the  one  that  was  taken  last,  when 
superimposed  on  the  one  taken  10  years  ago, 
showed  no  difference  in  the  size  or  shape  of 
the  organ.  Furthermore,  when  a sigmoidoscope 
was  passed  far  up  into  the  bowel,  no  sign  of  ab- 
normality in  the  mucosa  could  be  seen.  This  was 
the  more  impressive  since  this  woman  had  not 
been  injecting  harmless  physiologic  salien  solution 
but  soapy  water  and  other  somewhat  irritant 
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liquids.  It  seems,  then,  that  until  someone  can  ac- 
cumulate much  good  proof  to  show  that  enemas 
commonly  injure  people  we  should  not  be  scar- 
ing our  patients  and  telling  them  that  they  must 
not  use  this  ancient  and  valuable  and  logical 
therapeutic  measure.  It  seems  to  me  to  be  the 
most  logical  of  all  treatments  for  constipation 
because  it  cleans  out  the  last  foot  of  bowel  where 
the  stagnation  usually  is,  without  upsetting  the 
whole  long  tract  above. 

Today  it  is  the  custom  to  forbid  laxatives  and 
enemas  and  to  use  only  bulk-producing  diets,  but 
I am  not  sure  that  this  is  based  on  any  sound 
scientific  reasoning.  I fear  that  we  who  do  this 
are  following  the  dictates  of  fashion  rather  than 
those  of  thought  and  reason.  Personally,  I would 
rather  individualize  my  treatment,  and  when  I 
find  a person  who  does  better  with  laxatives 
than  with  a rough  diet  I can  see  no  reason  for 
ordering  her  to  change.  In  many  cases  the  giving 
of  a rough  bulky  diet  only  adds  to  the  patient’s 
troubles,  while  in  others  it  works  well  for  a few 
days  or  weeks  and  then  fails  entirely.  Commonly 
the  colon  adjusts  itself  to  the  new  situation.  A 
helpful  hint  therefore  is  to  ask  patients  to  change 
every  two  weeks  or  so  from  one  laxative  or 
bulk-producing  substance  to  another.  Another 
helpful  hint  sometimes  is  to  give  the  laxative 
which  works  well,  only  every  other  day  or  twice 
a week.  Then  there  will  be  less  chance  of  habitua- 
tion with  the  attendant  need  for  increasing  the 
dose. 

MIGRAINE 

Every  physician  who  sees  patients  with  in- 
digestion should  know  migraine  well,  with  all  its 
variants.  He  should  know  abdominal  migraine  in 
all  its  bizarre  forms  because  such  knowledge  will 
enable  him  to  save  many  patients  from  useless 
operations.  He  should  also  learn  early  in  his 
career  that  one  cannot  cure  migraine  by  operat- 
ing on  one  or  more  of  the  abdominal  organs.  I 
have  yet  to  see  migraine  really  cured  by  the  re- 
moval of  gallstones  or  a diseased  appendix. 

One  of  the  most  important  facts  about  migraine 
is  that  whatever  the  treatment  used,  it  must  be 
begun  as  soon  as  possible  after  the  first  symp- 
toms appear.  Commonly  the  patient  wakes  in 
the  morning  with  the  headache  and  the  awful 
misery,  and  if  she  has  to  wait  until  nearly  noon 
before  her  physician  can  reach  her,  the  chances 
are  that  his  ministrations  will  have  little  effect, 
and  she  will  have  to  go  on  suffering  for  a day 
or  two.  Another  tremendously  important  fact 
which  is  not  known  to  patients  or  always  thought 
of  by  physicians  is  that  once  nausea  sets  in,  the 
functions  of  the  digestive  tract,  both  absorptive 
and  motor,  have  stopped,  and  after  this,  medicine 
taken  by  mouth  is  as  useless  as  so  much  water. 
Even  under  normal  conditions  there  is  almost  no 
absorption  from  the  stomach,  hence  if  a drug 


isn’t  moved  on  into  the  small  bowel  it  is  of  no 
value  to  the  patient. 

Fortunately,  during  the  last  few  years  the 
medical  profession  has  been  supplied  with  a most 
useful  drug,  ergotamine  tartrate  or  “gynergen,” 
which  when  injected  early  in  an  attack  will 
usually  abort  it,  often  within  an  hour  or  two. 
When  I find  that  a patient  reacts  well  to  this 
drug  I teach  her  or  someone  in  the  home  how  to 
use  a hypodermic  syringe  so  that  the  sufferer 
will  not  have  to  wait  until  a physician  can  ar- 
rive. 

In  a few  cases  spectacular  relief  can  be  ob- 
tained by  the  elimination  of  certain  foods  such  as 
chocolate  from  the  diet.  Always,  however,  it 
must  be  remembered  that  there  are  usually  sev- 
eral ways  in  which  the  irritable  spot  in  the  brain 
or  in  the  blood  vessels  of  the  brain  can  be 
stimulated  to  produce  an  attack.  Actually  in 
many  cases  the  brain  seems  to  become  so  irrit- 
able at  times  because  of  fatigue  or  worry  or 
excitement  that  no  outside  stimulus  is  needed, 
and  the  little  center  “explodes”  all  by  itself.  Ac- 
cordingly, in  many  cases  the  best  treatment  for 
migraine  consists  of  getting  a bossy  mother-in- 
law  out  of  the  house,  of  deciding  for  or  against 
a divorce,  or  of  inducing  a husband  to  give  up 
his  lady  friends  and  his  liquor. 

DUODENAL  ULCER 

Because  of  the  complete  lack  of  any  training 
in  regard  to  the  treatment  of  peptic  ulcer  in  our 
colleges  in  the  years  before  1910  many  physicians 
today  have  but  a vague  idea  of  what  constitutes 
the  essentials  of  a medical  treatment  for  this  dis- 
ease. Still  more  unfortunate  is  the  fact  that  until 
perhaps  10  years  ago  most  of  us  physicians  had 
been  led  to  believe  that  we  could  heal  and  perma- 
nently cure  ulcers  without  paying  much  atten- 
tion to  the  patient.  Today  most  of  us  who  deal 
with  duodenal  ulcer  several  times  a week  look 
upon  it  as  the  result  of  a psychic  peculiarity 
which  is  probably  going  to  stay  with  the  patient 
all  his  days.  We  know  that  we  can  often  secure 
healing  of  the  particular  ulcer  that  happens  to 
be  present  when  the  patient  consults  us  but  we 
feel  fairly  certain  that  if  he  does  not  change  from 
his  harrowing  job  or  mend  his  worrying  ways 
he  will  soon  be  back  with  a new  ulcer.  If  his 
brain  is  going  to  be  active  all  night  planning 
work  for  the  next  day,  it  will  probably  keep  send- 
ing messages  down  the  vagus  nerves,  messages 
which  will  keep  the  stomach  full  of  strongly  acid 
juice,  and  when  there  is  no  food  there  for  it  to 
digest,  it  is  likely  to  start  eating  into  the  mucous 
membranes. 

To  my  mind  the  essential  feature  of  any  dietetic 
treatment  of  ulcer  is  the  keeping  of  food  in  the 
stomach  at  all  hours  of  the  day  and  as  late  into 
the  night  as  possible.  This  food  must  be  such  as 
can  combine  with  and  buffer  the  acid  that  is 
being  produced  in  excess.  Experiments  have 
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shown  also  that  the  split  products  of  such  food 
soak  into  the  mucous  membrane  of  the  stomach 
and  duodenum  to  protect  it  from  deleterious 
action  by  the  acid.  More  experiments  on  animals 
have  shown  that  ulcers  will  heal  better  when  a 
smooth  diet  is  given;  one  which  is  not  likely  to 
scrape  away  the  delicate  film  of  cells  which  first 
grows  over  the  surface  of  the  ulcer  as  it  starts  to 
heal. 

It  has  always  seemed  to  me  a great  misfor- 
tune that  in  their  articles  on  ulcer  therapy  the 
writers  of  textbooks  have  usually  described  only 
the  Sippy  type  of  hospital  treatment.  There  is 
no  question  but  that  this  regimen  with  rest  in  bed 
and  strenuous  efforts  to  control  acidity  is  the 
best  available,  but  we  should  face  the  fact  that 
it  is  only  the  unusual  patient  with  some  financial 
means  who  can  afFord  to  go  or  who  will  be 
willing  to  go  into  a hospital  for  a month  each 
time  he  has  a recurrence  of  his  ulcer.  Most  of 
the  hundreds  of  thousands  of  patients  with  ulcer 
must  keep  at  work  just  as  we  physicians  do  when 
we  have  a bout  with  the  disease,  and  hence  I 
feel  that  gastro-enterologists  should  make  the 
greatest  effort  to  provide  as  satisfactory  an 
ambulant  treatment  as  can  be  devised.  It  may 
not  be  the  best  treatment  but  it  will  be  the  best 
available  to  millions  of  sufferers,  and  it  can  be 
made  much  better  than  that  which  most  of  them 
are  now  getting. 

All  patients  with  ulcer  who  have  to  be  up  and 
about  at  work  should  get  three  good  meals  a day 
so  that  they  can  maintain  their  strength  and 
weight.  Between  these  meals  they  should  (if  not 
sensitive  to  milk  or  eggs)  take  milk  or  a milk- 
egg-yolk-cream  mixture.  In  many  of  the  milder 
cases  a few  days  in  bed  or  a short  vacation,  per- 
haps even  a week  end  in  the  country,  will  be 
enough  to  bring  a remission  in  the  symptoms 
and  what  may  perhaps  be  the  beginning  of  heal- 
ing in  the  ulcer. 

A few  years  ago  I discovered  that  one  of  the 
most  important  secrets  about  the  relief  of  hun- 
ger pain  is  not  to  wait  long  for  food  after  the 
pain  appears.  Here,  let  us  say,  is  a man  in  an 
assembly  line  in  a factory.  Suddenly  at  10:30 
A.M.  he  feels  the  pain  coming  in  the  epigastrium. 
By  noon,  when,  at  last  he  can  get  away  to  his 
lunch  box,  the  pain  will  be  so  bad  that  the  food 
will  not  bring  good  relief;  he  will  be  distressed 
all  afternoon,  and  next  day  he  will  find  himself 
in  a spell  which  will  last  a month  or  more.  If 
however  this  man  has  in  a pocket  of  his  overalls 
a small  bottle  of  malted  milk  tablets  so  that  he 
can  immediately  slip  a half  dozen  into  his  mouth, 
the  pain  will  probably  disappear,  and  if  he  takes 
the  tablets  between  meals  for  a few  more  days 
he  will  stand  a good  chance  of  avoiding  a month’s 
discomfort. 

One  sad  feature  about  the  present-day  treat- 
ment of  ulcer  in  these  United  States  is  the  ten- 
dency of  some  physicians  to  forget,  and  leave  a 


patient  for  months  on  a diet  of  milk  and  eggs 
which  is  not  sufficient  to  maintain  health  or  to 
bring  back  blood  which  has  been  lost  through 
hemorrhage.  The  other  day  I saw  a man  who 
several  months  before  had  bled  severely  from  his 
ulcer.  He  had  been  put  on  a diet  of  milk,  gruel 
and  crackers,  and  left  on  it.  I do  not  know  who 
was  at  fault — perhaps  the  patient  who  wanted  to 
be  very  very  good,  or  perhaps  the  physician  who 
feared  to  do  harm  with  food,  but  what  happened 
was  that  the  patient  could  not  regenerate  any  of 
the  lost  blood;  he  lost  weight  and  strength,  and 
when  I saw  him  he  was  ghastly  white.  On  a full 
diet  with  plenty  of  red  meat  and  other  blood- 
forming  foods  he  promptly  began  to  pick  up. 
Dr.  Eusterman  and  I have  seen  a number  of 
cases  in  which  pellagra  developed  when  the  pa- 
tient was  left  too  long  on  a narrow  ulcer  diet. 
This  would  be  sad  enough  if  the  restricted  diet 
would  commonly  insure  patients  against  a re- 
currence of  ulcer  symptoms,  but  it  does  not. 
Many  is  the  time  that  I have  seen  a return  of 
hemorrhage  or  pain  while  the  patient  was  still  on 
a .strict  regimen  with  a very  scanty  diet.  There 
is  every  reason  then  why  we  should  give  these 
patients  all  the  food  they  need  to  maintain  their 
nutrition. 

Nowadays  I think  most  experienced  abdominal 
surgeons  are  reserving  operation  for  the  type  of 
patient  who  can  no  longer  control  his  pain  by 
medical  means  or  who  has  a certain  degree  of 
pyloric  obstruction  or  who  has  bled  at  least  three 
times.  If  he  can  the  surgeon  sidesteps  operation 
in  the  case  of  the  man  who  is  so  nervous  or 
psychopathic  or  undisciplined  that  the  chances 
are  that  if  one  ulcer  is  cut  out  he  will  soon  re- 
turn with  another. 

Today  it  is  fashionable  to  inject  foreign  pro- 
tein or  amino-acids  or  other  substances  into  pa- 
tients with  ulcer.  In  some  cases  pain  appears  to 
be  relieved  by  these  measures  but  often  it  is  im- 
possible to  tell  how  much,  if  any,  of  the  improve- 
ment noted  is  due  to  the  treatment.  To  show 
what  I mean,  I recently  saw  a man  with  a bad, 
disabling  ulcer.  I sent  him  to  the  hospital  for  a 
Sippy  type  of  treatment,  but  the  nurses  reported 
later  that  as  soon  as  he  discovered  that  his 
liberties  were  going  to  be  curtailed  he  left.  When 
he  also  checked  out  of  the  clinic  I assumed  that 
he  had  gone  home,  so  what  was  my  surprise,  two 
weeks  later,  when  I ran  into  him  on  the  train  to 
Chicago.  He  told  me  that  seeing  that  I had  as- 
sured him  that  one  of  the  main  things  he  needed 
was  rest  and  peace  of  mind  and  some  freedom 
from  the  demands  of  a harassing  business,  he  de- 
cided that  he  might  as  well  get  this  at  the  hotel 
where  he  could  have  his  wife  with  him  and  be 
his  own  boss.  Apparently  he  was  right  because 
he  looked  like  a different  man;  he  had  eaten 
three  square  meals  a day,  and  from  the  hour  he 
began  to  rest,  hadn’t  had  a single  sensation  from 
the  pit  of  his  stomach.  Now  if  I had  only  been 
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giving  this  man  daily  injections  of  someone’s 
patented  curative  how  easy  it  would  have  been  to 
conclude  that  it  was  marvelous  stuff.  Actually, 
most  of  the  investigators  who  have  made  a care- 
ful study  of  the  hypodermic  treatments  for  ulcer 
agree  that  although  it  appears  that  they  some- 
times help  in  relieving  pain  they  do  not  produce 
any  better  or  more  permanent  healing  than  is 
obtainable  with  ordinary  rest  and  diet.  Further- 
more, they  do  not  have  any  influence  on  the 
healing  of  chronic  peptic  ulcers  in  dogs. 

GALLBLADDER  DISEASE 

So  far  as  I know  there  isn’t  much  medical  treat- 
ment for  serious  gallbladder  disease.  I have  never 
been  able  to  see  enough  benefit  from  duodenal 
drainages  to  make  me  feel  justified  in  putting  my 
patients  to  all  the  trouble  and  expense  and  dis- 
comfort involved.  I know  many  patients  who  feel 
better  for  a few  hours  or  a day  or  two  after  a 
“drainage,”  but  I can’t  see  how  the  disease  in  the 
gallbladder  and  liver  can  be  much  influenced  in 
this  way. 

When  the  gallbladder  is  definitely  diseased, 
when  it  does  not  fill  with  the  dye,  when  it  con- 
tains stones,  and  particularly  when  there  have 
been  definite  colics,  I think  the  sooner  the  organ 
is  out  the  better.  Occasionally  one  finds  one  or 
two  large  cholesterol  stones  in  the  “normally 
functioning”  gallbladder  of  a patient  who  has  not 
had  colics  or  any  bothersome  indigestion,  and 
then  I believe  in  leaving  a “sleeping  dog”  alone. 
I think  this  is  particularly  wise  when  any  in- 
digestion present  is  obviously  due  to  a neurosis. 

When  the  stones  are  small  enough  to  get  into 
the  common  bile  duct  I believe  it  is  wise  to  re- 
move them  because  if  one  should  move  down  and 
get  stuck  in  the  papilla  and  the  patient  should 
become  severely  jaundiced,  she  would  then  be  a 
much  poorer  operative  risk. 

I think  we  physicians  in  America  should  be- 
come more  conservative  about  the  removal  of  the 
gallbladder.  There  is  no  question  that  occasion- 
ally, when  there  is  a clear-cut  history  of  colics 
one  must  explore  the  gallbladder  even  when  it 
has  filled  well  with  the  dye  and  when  stones  have 
not  been  found,  but  our  experience  at  The  Mayo 
Clinic  with  this  type  of  patient  has  been  unsatis- 
factory. There  are  too  many  who,  after  cholecys- 
tectomy, go  on  just  as  they  were  before,  suffer- 
ing with  flatulence  and  pain. 

We  have  found  also  that  it  does  not  pay  to 
operate  simply  because  the  gallbladder  empties  a 
little  slowly  or  because  some  roentgenologist 
thinks  it  might  have  an  adhesion  or  two  about  it. 
The  only  reliable  indications  for  operation  are 
typical  colics  plus  the  type  of  flatulence  which 
follows  dinner  and  keeps  the  patient  from  getting 
to  sleep. 

In  all  cases  in  which  the  patient  with  a fairly 
typical  syndrome  of  cholecystitis  or  cholelithiasis 


has  a roentgenographically  normal  gallbladder, 
operation  should  always  be  delayed  until  the  phy- 
sician has  made  sure  that  the  colics  are  not  due 
either  to  specific  food  sensitiveness  or  to  emo- 
tional debauches.  There  is  no  question  but  that 
these  two  factors  can  produce  colics  so  typical 
that  they  can  deceive  the  most  experienced  ob- 
server. 

FLATULENCE 

One  of  the  commonest  symptoms  complained 
of  by  patients  is  flatulence,  and  it  often  is  diffi- 
cult to  treat.  First,  of  course,  one  must  be  sure 
that  there  is  gas  in  the  bowel;  many  of  the  pa- 
tients who  complain  of  “gas”  are  only  air  swal- 
lowers who  have  no  indigestion  and  who  never 
pass  wind.  One  must  also  rule  out  the  presence 
of  cholecystitis. 

Since  much  of  the  gas  that  troubles  patients 
with  true  flatulence  is  swallowed  air  it  some- 
times helps  if  patients  will  drink  no  water  with 
meals.  A “dry  dinner”  will  sometimes  give  a 
much  more  comfortable  night.  For  reasons  yet 
unknown  some  persons  swallow  much  air  as  they 
drink. 

Another  point  to  remember  is  that  flatulence 
is  often  due  to  the  eating  of  one  or  more  foods  to 
which  the  patient  is  sensitive.  Another  common 
cause  is  the  presence  of  a fecal  plug  in  the  rec- 
tum. So  long  as  this  plug  is  there,  gases  seem 
to  keep  passing  from  the  blood  into  the  bowel. 
On  removing  the  feces  with  an  enema,  the  forma- 
tion of  gas  immediately  stops. 

Another  common  cause  of  flatulence  is  the 
taking  of  laxatives  and  hydrocarbon  oil  and  the 
many  substances  now  prescribed  for  the  adding 
of  bulk  to  the  stools.  Still  another  common  cause 
is  nervous  excitement. 

“MUCOUS  COLITIS” 

The  more  I see  of  persons  with  a sensitive 
colon  the  less  I want  to  treat  the  bowel  and  the 
more  I want  to  treat  the  patient.  One  of  the 
most  important  things  in  these  cases  is  not  to 
make  the  patient  more  apprehensive  and  fearful 
than  she  was  before  by  telling  her  she  has 
“colitis.”  These  women  do  not  have  any  demon- 
strable disease  in  the  bowel,  and  we  should  tell 
them  so  most  emphatically.  We  should  reserve 
the  term  “colitis”  for  those  cases  in  which  the 
bowel  is  ulcerated  and  inflamed.  We  should  tell 
the  patient  with  a sensitive  colon  that  she  will 
probably  always  have  it,  that  it  will  never  injure 
her  or  kill  her,  and  it  is  up  to  her  to  learn  to 
live  with  it  and  to  avoid  the  things  that  make  it 
more  irritable. 

There  is  one  little  trick  which,  if  taught  to 
some  of  these  women,  will  cause  them  to  rise  up 
and  call  you  blessed,  and  this  is  to  have  them  take 
a quarter  of  a grain  of  codeine  or  a teaspoonful 
of  paregoric  before  they  go  out  to  dinner  or  a 
party.  Especially  when  the  bowel  is  a bit  upset 
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before  they  leave  the  house,  they  can  be  fairly 
certain  that  they  will  be  bloated  and  miserable 
all  evening,  with  an  oft  recurring  desire  to  pass 
gas  and  a little  mucus.  The  mere  knowledge  that 
they  cannot  easily  reach  a toilet  seems  often  to 
fill  them  with  gas.  Because  of  this  type  of  suffer- 
ing some  of  these  women  become  recluses  and 
some  even  remain  celibate,  fearing  to  go  out 
anywhere  with  a beau.  Sometimes  it  helps  to 
have  the  patient  first  empty  the  rectum  with  a 
small  enema  of  physiologic  saline  solution,  before 
taking  the  opiate.  An  occasional  small  dose  of 
codeine  is  obviously  never  going  to  produce  a 
habit  in  a sensible  person. 

SUMMARY 

The  writer  has  pointed  out  the  dangers  of  at- 
tempting to  make  diagnoses  solely  from  the  re- 
ports of  laboratories  and  specialists,  and  has 
pleaded  for  the  taking  of  better  histories  which 
in  many  cases  will  reveal  the  nature  of  the  tre- 
mendous strain  which  has  broken  the  patient’s 
health. 

Operations  for  chronic  appendicitis  are  rarely 
helpful  unless  the  patient  has  had  one  or  more 
fairly  definite  acute  attacks.  Most  operations 
now  done  for  chronic  appendicitis  would  be  much 
more  helpful  if  undertaken  as  abdominal  ex- 
plorations. 

Many  patients  are  suffering  with  idiosyncrasies 
to  certain  foods  and  suggestions  are  given  as  to 
how  these  foods  may  be  identified. 

Commonly,  when  a woman  comes  with  a com- 
plicated group  of  troubles  it  is  best  to  begin 
treatment  by  giving  sleep  and  rest  in  bed. 

Certain  types  of  indigestion  can  be  cured  by 
relieving  constipation,  and  often  this  can  best  be 
done  with  the  help  of  enemas  of  physiologic 
saline  solution.  The  present  custom  of  prescrib- 
ing bulky  diets  in  the  treatment  of  constipation 
to  the  exclusion  of  laxatives  and  enemas  does  not 
seem  to  have  any  scientific  basis.  Treatment  of 
disease  should  always  be  modified  to  suit  the 
idiosyncrasies  of  the  individual. 

In  cases  of  migraine  it  seldom  helps  to  eradi- 
cate foci  of  infection  or  to  operate  on  any  ab- 
dominal organ.  The  new  drug,  ergotamine  tar- 
trate, or  gynergen,  when  injected  hypodermically 
at;  the  very  beginning  of  an  attack,  will  bring 
relief  to  thousands  of  these  sufferers. 

In  the  case  of  duodenal  ulcer  one  must  treat 
the  patient  rather  than  the  disease.  The  essen- 
tial factor  in  any  dietetic  treatment  is  the  giving 
of  food  between  meals.  Since  most  patients  can- 
not afford  to  go  to  bed  with  each  attack  one 
must  often  use  an  ambulant  type  of  treatment. 
Tablets  of  malted  milk  are  a great  help  to  many 
patients.  The  writer  warns  against  leaving  pa- 
tients too  long  on  a starvation  diet. 

There  does  not  seem  to  be  any  efficient  medical 


treatment  for  cholecystitis.  Some  indications 
have  been  given  for  operation  in  cases  of  this 
disease. 

Suggestions  have  been  made  for  the  relief  of 
flatulence  and  for  the  handling  of  the  patient 
with  a sensitive  colon. 


Girth  and  Death 

Certain  serious  physical  defects  are  generally 
more  common  among  overweights  than  those  of 
slighter  build.  High  blood  pressure,  for  example, 
is  over  two  and  one-half  times  as  common  among 
overweights  as  among  persons  of  average  weight. 
Albuminuria  and  glycosuria  in  significant 
amounts  are  nearly  twice  as  frequent. 

The  death  rate  of  overweights  from  diabetes  is 
two  and  one-half  times  that  among  average 
weights  and  four  times  that  among  underweights. 
The  respiratory  diseases  are  the  only  important 
ones  that  cause  higher  mortality  among  under- 
weights. This  is  particularly  true  of  pulmonary 
tuberculosis. 

Fatal  accidents  are  more  common  among  over- 
weights than  underweights,  and  their  incidence 
varies  directly  with  the  degree  of  overweight. 

It  is  interesting  also  that  the  suicide  rate  is 
greater  among  overweights  than  among  those 
of  average  weight.  The  reason  for  this  excess 
is  not  clear,  but  possibly  psychological  malad- 
justments related  either  to  overweight,  itself,  or 
to  defects  associated  with  overweight,  play  a 
part. 

It  is  clear  that  great  gains  in  individual  and 
community  health  are  to  be  achieved  by  reducing 
the  incidence  of  overweight.  But  in  working  to- 
wards this  goal,  care  must  be  taken  not  to  make 
the  cure  worse  than  the  disease.  Ill-advised  and 
haphazard  methods  of  weight  reduction  may  do 
more  harm  than  overweight  itself.  It  is  im- 
portant to  insist  more  particularly  on  the  neces- 
sity for  medical  supervision,  the  use  of  sensible 
and  balanced  diets,  and  the  avoidance  of  self- 
prescribed  drugs  and  of  too-rapid  loss  of  weight. 
A slight  degree  of  overweight  is  not  harmful  and 
may  be  beneficial  at  the  younger  ages,  par- 
ticularly in  girls  and  young  women.  Conse- 
quently, they  should  not  reduce  unless  they  are 
actually  overweight  and  unless  they  have  the  per- 
mission and  guidance  of  a physician.  Young 
women  have  suffered  most  seriously  from  the 
fantastic  reducing  diets  and  reducing  drugs  that 
have  been  in  vogue  in  recent  years.  It  is  note- 
worthy that  the  tuberculosis  death  rate  has  de- 
clined least  among  young  women  in  the  late 
’teens  and  early  twenties.  There  is  good  founda- 
tion for  the  view  that  much  of  this  is  the  result 
of  poor  resistance  to  disease  in  young  women  who 
have  been  weakened  by  foolish  and  unnecessary 
dieting. — Statistical  Bulletin,  Metropolitan  Life 
Ins.  Co.,  Vol.  18,  No.  5,  May,  1937. 
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THE  spleen  is  involved  in  many  disorders  of 
the  blood  and  the  advisability  of  splenec- 
tomy must  often  be  considered.  The  re- 
moval of  a diseased  spleen  is  a valuable  thera- 
peutic measure  in  some  cases;  operation  is  cura- 
tive in  only  a small  number.  Satisfactory  results 
with  splenectomy  depend  largely  on  the  care 
with  which  patients  are  selected  for  operation. 
The  more  important  relations  of  the  spleen  to  the 
hematopoietic  system  are: 

1.  Disposal  of  old,  fragmenting  erythrocytes 
and  abnormal  erythrocytes  and  conversion  of 
hemoglobin  into  bilirubin  by  the  reticulo-en- 
dothelial  cells.  In  congenital  hemolytic  icterus 
(congenital  spherocytosis),  sickle  cell  anemia 
(congenital  sicklocytosis)  and  oval  cell  anemia 
(congenital  ovalocytosis),  the  spleen  enlarges  from 
overactivity  in  filtering  out  the  many  congeni- 
tally malformed  cells.  In  other  blood  diseases 
with  abnormal  erythrocytes  in  the  circulation, 
hypertrophy  of  the  spleen  may  also  take  place. 
This  overactivity  probably  explains  the  splenic 
enlargement  found  in  megaloblastic  anemia  and 
some  cases  of  pernicious  anemia.  The  spleen  for 
some  unknown  reason  may  take  on  a perverted 
hemolytic  activity,  destroy  cells  which  are  seem- 
ingly normal,  and  produce  a hemolytic  anemia. 
If  erythrocytes  are  produced  in  sufficient  numbers 
even  though  congenitally  deformed  and  function 
normally  if  allowed  to  remain  in  the  circulation, 
removal  of  the  spleen  may  cure  an  anemia  with- 
out changing  the  fundamental  defect.  Such  is  the 
result  with  splenectomy  in  congenital  hemolytic 
icterus.  An  anemia  may  be  only  partly  due  to  an 
excessive  phagocytosis  of  abnormally  shaped  red 
cells  so  can  be  only  partly  relieved  by  splenec- 
tomy as  in  sickle  cell  anemia.  If  the  excessive 
hemolysis  is  due  solely  to  perverted  activity  of 
the  spleen,  removal  should  be  curative.  In  per- 
nicious anemia  even  with  some  excessive  hemoly- 
sis and  hypertrophy  of  the  spleen  from  excessive 
phagocytosis  of  abnormal  red  cells,  the  disease  is 
fundamentally  in  the  bone  marrow  in  that  it  is 
unable  to  deliver  an  adequate  number  of  cells. 
Before  the  use  of  liver,  numerous  splenectomies 
were  done  for  pernicious  anemia  without  im- 
provement. 

2.  Action  as  storehouse  for  red  blood  cells. 
Normally  this  function  does  not  lead  to  hyper- 
trophy of  the  spleen  but  in  polycythemia  vera, 
with  the  excessive  formation  of  red  cells,  the 
spleen  becomes  greatly  enlarged  to  store  some 
of  the  excess  erythrocytes.  Here  splenectomy  is 
not  indicated  and  is  of  no  value  as  the  enlarge- 
ment is  only  an  incident  in  the  disease. 

3.  Depression  of  bone  marrow  activity  pre- 


venting the  formation  of  erythrocytes,  leukocytes 
and  platelets.  In  many  diseases  of  the  spleen, 
usually  with  enlargement,  the  bone  marrow  is 
depressed.  The  depresson  may  affect  all  elements 
normally  formed  in  the  marrow  and  so  cause  an 
anemia,  leukopenia,  and  thrombopenia,  such  as  is 
seen  characteristically  in  Banti’s  syndrome  or 
only  single  elements  as  the  platelets  in  essential 
thrombocytopenia.  At  times  the  depressant  action 
of  the  spleen  may  be  evident  without  enlarge- 
ment. In  essential  thrombocytopenia  there  is  a 
marked  decrease  in  platelets  without  splenic  en- 
largement or  a significant  disturbance  in  red  or 
white  cell  formation.  Splenectomy  must  always 
be  considered  with  a depression  of  the  marrow 
due  to  splenic  activity,  provided  the  disease  does 
not  respond  to  radiation. 

4.  Abnormal  formation  of  lymphocytes,  granu- 
locytes, monocytes,  and  erythrocytes.  In  leukemia 
the  spleen  becomes  a site  for  the  excessive  form- 
ation of  all  types  of  white  cells  and  in  certain 
conditions  as  erythroblastic  anemia  of  red  cells 
also.  The  hyperplasia  in  the  spleen,  however,  is 
always  a part  of  a general  process  so  only  under 
exceptional  circumstances  is  splenectomy  indi- 
cated. 

The  blood  dyscrasias  in  which  splenectomy 
must  be  considered  are: 

1.  Congenital  hemolytic  icterus 

2.  Essential  thrombocytopenia 

3.  Banti’s  syndrome 

4.  Sickle  cell  anemia 

5.  Anemia,  thrombopenia  or  leukopenia  due  to 
primary  disease  of  the  spleen. 

Splenectomy  is  contraindicated  in: 

1.  All  types  of  leukemia 

2.  Polycythemia  vera 

3.  Aplastic  anemia. 

It  is  often  difficult  to  exclude  the  diagnosis  of 
leukemia  when  the  spleen  is  enlarged  and  the 
blood  examination  does  not  suggest  leukemia. 
Splenectomy  is  also  contraindicated  if  the  splenic 
disease  is  due  to  Hodgkin’s  disease  where  the 
diagnosis  cannot  be  made  by  a blood  study.  In  such 
cases  radiation  should  always  be  tried  and  if  the 
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splenic  enlargement  is  due  to  leukemia  or  Hodg- 
kin’s disease,  the  size  of  the  spleen  decreases, 
the  anemia  improves  and  operation  is  obviated. 
Improvement  does  not  follow  radiation  if  the  en- 
largement is  due  to  Banti’s  disease  or  some  other 
condition  for  which  operation  is  indicated. 

The  proper  diagnosis  of  a splenic  enlargement 
can  almost  always  be  made  from  the  history, 
clinical  examination,  blood  study  and  response 
to  radiation.  Likewise,  the  need  for  the  remqval 
of  a normal  sized  spleen  as  in  essential  throm- 
bocytopenia (purpura  hemorrhagica)  can  usually 
be  determined  from  a careful  examination.  Often 
a most  difficult  diagnosis  to  make  is  that  of  a 
leukopenic  (aleukemic)  leukemia.  Here  the  use  of 
concentrated  specimens  of  leukocytes  may  help 
greatly.  It  may  also  be  difficult  to  differentiate 
an  essential  thrombocytopenia  from  a primary 
aplastic  anemia. 

Everyone  is  interested  in  knowing  the  results 
of  splenectomy.  With  this  point  in  mind,  I have 
reviewed  the  final  results  in  44  patients  observed 
in  the  Cleveland  Clinic  who  have  had  a splenec- 
tomy in  relation  to  a blood  disorder.  Numerous 
other  reports  have  been  made.  Whipple1  and  his 
coworkers  have  recently  recorded  the  studies 
carried  out  in  his  spleen  clinic.  Our  largest  group 
(17  patients)  had  Banti’s  disease.  The  patients 
quite  uniformly  had  an  anemia  and  leukopenia, 
and  often  a thrombopenia.  The  spleen  was  always 
large  and  hard.  Twelve  patients  had  hematemesis 
before  operation  which  accentuated  the  anemia. 
Four  patients  died  as  an  immediate  result  of 
operation;  three  died  of  gastric  hemorrhage  5,  5, 
and  6 years  after  splenectomy;  one  died  of  pul- 
monary embolism  following  delivery  seven 
months  after  operation;  one  died  of  cerebral 
hemorrhage  1 year  after  splenectomy.  Of  the  re- 
maining patients,  six  were  alive  and  well  5,  5, 
7,  7,  7,  and  14  years  after  operation;  one  was 
well  for  10  years  and  died  by  suicide;  one  was 
alive  13  years  after  operation  but  continued  to 
have  gastric  hemorrhages.  Of  the  11  patients 
who  survived  splenectomy  more  than  a year, 
seven  had  suffered  from  hematemesis  before 
operation.  Only  two  of  the  seven  were  relieved 
of  symptoms  by  operation.  Four  of  the  five  pa- 
tients who  had  not  had  gastric  bleeding  before 
operation  recovered  entirely;  one  died  of  pul- 
monary embolism  in  the  hospital.  Only  three  of 
the  12  patients  who  had  gastric  bleeding  before 
operation  were  entirely  relieved.  The  complete 
end  results  are  summarized  in  Table  1. 

The  frequency  of  embolic  phenomena  after 
splenectomy  for  Banti’s  disease  has  been  noted 
by  many  observers.  Rosenthal2  emphasized  the 
importance  of  the  platelet  count  before  operation. 
The  platelet  count  rises  after  any  splenectomy 
but  does  not  rise  any  higher  after  splenectomy 
for  Banti’s  disease  than  after  operation  for  con- 
genital hemolytic  icterus  or  essential  thrombocy- 


topenia. Rousselot3  stresses  the  etiologic  import- 
ance of  portal  hypertension,  the  one  condition  in 
common  to  the  group  of  cases  included  in  the 
clinical  syndrome  of  Banti’s  disease.  It  seems 
most  probable  that  the  reason  for  the  frequency 
of  embolic  phenomena  after  splenectomy  for 
Banti’s  disease  is  the  characteristic  high  platelet 
count  and  congestion  in  the  portal  system.  The 
decreased  blood  flow  and  marked  rise  in  platelets 
provide  ideal  conditions  for  intravascular  clot 
formation. 

The  clinical  results  with  splenectomy  for  con- 
genital hemolytic  icterus  on  the  other  hand  are 
brilliant.  We  have  observed  12  patients  after 
splenectomy  for  this  disease.  All  patients  before 
operation  suffered  from  anemia  of  the  hemolytic 
type,  increased  fragility  and  reticulocytosis.  In 
every  instance  the  anemia  was  relieved  and  all 
symptoms  cleared  up.  There  were  no  deaths  or 
embolic  phenomena  following  operation  despite 
the  fact  that  the  platelet  count  often  rose  to  a 
very  high  level  after  operation.  The  spleen  re- 
moved was  often  very  large  and  the  operative 
risk  equally  great  as  in  Banti’s  disease. 

Congenital  hemolytic  icterus  is  fundamentally 
a congenital  abnormality,  a spherocytosis  of  the 
red  cells.  The  spleen  filters  out  the  abnormally 
shaped  cells  and  enlarges  as  a result  of  this 
overactivity.  If  the  filter  is  removed  by  splenec- 
tomy the  cells  remaining  function  as  normal  red 
cells,  although  the  spherocytosis  persists,  and 
all  symptoms  are  relieved.  If  the  cells  are  no 
longer  rapidly  removed  from  the  circulation, 
jaundice  clears  up.  The  bone  marrow  no  longer 
needs  to  be  hyperplastic  so  the  reticulocytosis 
disappears  also. 

Every  patient  with  congenital  hemolytic  icterus 
which  is  producing  symptoms  should  have  the 
spleen  removed  unless  there  is  some  contraindica- 
tion. The  mortality  from  operation  should  be  very 
low  and  the  results  brilliant. 

Six  patients  have  been  followed  after  operation 
for  essential  thrombocytopenia.  These  patients 
all  had  petechiae  and  bleeding  from  mucous  mem- 
branes with  a low  platelet  count,  prolonged  bleed- 
ing time,  absence  of  clot  retraction  and  a positive 
tourniquet  test.  One  patient  who  was  very  ill 
died  a few  hours  after  operation.  Five  were  well 
after  splenectomy  although  some  continued  to 
have  a slightly  increased  tendency  to  bleed  with 
a low  platelet  count  below  the  normal  level. 
During  the  period  covered  by  this  report  a num- 
ber of  other  patients  with  essential  thrombocy- 
topenia were  observed.  Often  the  symptoms  wei  e 
mild  and  in  many  were  transient.  I have  advised 
splenectomy  for  essential  thrombocytopenia  only 
when  the  disease  was  obviously  chronic  and  pro- 
duced symptoms  of  clinical  importance  such  as 
menorrhagia  or  other  serious  bleeding.  Except 
in  very  seriously  ill  patients  the  mortality  should 
be  very  low  and  the  results  excellent.  In  the 
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TABLE  I 


End  Results  with  Splenectomy  In  Banti’s  Disease 


No. 

Age 

Hematemesis 
Before  After 

splenectomy  splenectomy 

Final  Results 

1 

23 

+ 

— 

Died  4th  postoperative  day  of  pulmonary 
embolism 

2 

21 

+ 

— 

Died  16th  postoperative  day  of  thrombosis 
and  infection 

3 

43 

0 

— 

Died  16th  postoperative  day  of  pulmonary 
embolism 

4 

68 

+ 

— 

Thrombosis  after  operation.  Died  suddenly  1 week 
after  leaving  hospital,  pulmonary  embolism  ? 

5 

22 

+ 

— 

Died  pulmonary  embolism  following  delivery 
seven  months  after  operation 

6 

8 

+ 

+ 

Died  5 years  after  splenectomy  of  gastric 
hemorrhage 

7 

19 

+ 

+ 

Died  6 years  after  splenectomy  of  gastric 
hemorrhage 

8 

5 

4- 

Died  5 years  after  splenectomy  of  gastric 
hemorrhage 

9 

52 

+ 

0 

Died  cerebral  hemorrhage  1 year  after 
operation 

10 

20 

+ 

+ 

One  gastric  hemorrhage  7 months  after 
splenectomy;  well  for  past  14  years 

11 

7 

4- 

+ 

Well  for  8 years — severe  gastric  hemorrhages 
past  5 years 

12 

35 

0 

0 

Probable  pulmonary  embolism  after  operation. 
Death  by  suicide  10  years  later 

13 

41 

0 

0 

Well  5 years  after  operation 

14 

35 

0 

0 

Well  7 years  after  operation 

15 

9 

+ 

0 

Well  7 years  after  operation 

16 

21 

0 

0 

Well  7 years  after  operation 

17 

26 

+ 

0 

Well  5 years  after  operation 

seriously  ill  acute  cases  splenectomy  should 
probably  usually  be  done.  Although  the  mortality 
is  high  with  operation,  death  is  usually  inevitable 
without  splenectomy. 

The  advisability  of  splenectomy  in  sickle  cell 
anemia  has  been  much  debated.  Haden  and 
Evans4  have  recently  reported  two  cases  with 
splenomegaly  who  were  much  improved  by 
splenectomy.  While  sickle  cell  anemia  (sickloey- 
tosis)  belongs  in  the  group  of  congenital  ab- 
normalities of  the  erythrocyte,  the  results  of 
splenectomy  are  not  as  consistent  as  they  are 
with  congenital  hemolytic  icterus  (spherocytosis) 
since  the  sickle  cells  remaining  do  not  live  and 
function  normally  as  do  the  spherocytes.  In  the 
early  cases,  however,  with  splenomegaly  the 
spleen  should  be  removed. 

The  spleen  has  been  removed  in  seven  miscel- 
laneous blood  dyscrasias  without  improvement. 
Three  patients  with  lymphoid  leukemia  and  one 


with  myeloid  leukemia  had  a splenectomy.  In 
each  instance  the  clinical  diagnosis  was  incorrect. 
These  patients  were  operated  on  before  the  use 
of  radiation  as  a therapeutic  test  for  a splenome- 
galy of  undetermined  origin.  In  two  patients  the 
preoperative  diagnosis  was  Banti’s  disease  as  the 
blood  picture  did  not  reveal  leukemia;  in  another 
there  was  a well  marked  hemolytic  anemia,  with 
jaundice,  reticulocytosis,  and  normal  differential 
count.  The  fourth  patient  was  a child  with  en- 
larged liver  and  spleen,  anemia  and  fever  but  no 
blood  findings  suggesting  leukemia.  In  no  case 
did  the  splenectomy  influence  the  course  of  the 
disease.  Two  patients  had  a marked  thrombo- 
penia  without  splenomegaly,  abnormal  bleeding, 
anemia  and  leukopenia.  The  spleen  was  removed 
in  each  instance  with  the  hope  of  raising  the 
platelet  count  sufficiently  to  favorably  influence 
the  bleeding.  There  was  some  elevation  of  the 
platelet  count  and  temporary  improvement  but 
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both  patients  died  with  the  picture  of  an  aplastic 
anemia.  One  patient  had  an  immense  spleen,  a 
marked  hemolytic  anemia  and  syphilis  of  long 
standing.  Improvement  after  splenectomy  was 
only  temporary  and  the  patient  died  from  anemia. 

COMMENT 

The  three  blood  dyscrasias  for  which  splenec- 
tomy should  be  regularly  advised  are  (1)  Banti’s 
disease,  (2)  congenital  hemolytic  icterus  and  (3) 
essential  thrombocytopenia.  If  the  diagnosis  of 
Banti’s  disease  is  correct  and  hematemesis  has 
occurred,  splenectomy  is  the  best  treatment.  The 
chances  are  about  even,  however,  that  gastric 


TABLE  2 

End  Results  With  Splenectomy  in  Disorders 
of  the  Blood 


Disease 

Number 

of 

cases 

Deaths 

from 

operation 

Final 
result 
good  in 

Banti’s  disease 

17 

4 

7 

Congenital  hemolytic  icterus 

12 

0 

12 

Essential  thrombocytopenia 

6 

1 

5 

Sickle  cell  anemia 

2 

0 

2 

Leukemia 

4 

0 

0 

Aplastic  anemia 

2 

0 

0 

Splenic  anemia 

i 

0 

0 

Total 

44 

5 

26 

bleeding  will  continue.  A good  final  result  was 
obtained  in  only  one-fourth  of  the  patients  if 
hematemesis  had  occurred  before  operation.  The 
prognosis  is  good  in  the  absence  of  hematemesis. 
The  characteristic  increased  portal  pressure  is 
uninfluenced  by  operation.  Embolic  phenomena 
occurs  frequently. 

The  results  of  splenectomy  in  congenital  hemo- 
lytic icterus  are  so  brilliant  and  the  risk  of  opera- 
tion is  so  small,  that  splenectomy  should  always 
be  advised.  The  disease  is  frequently  manifest 
from  childhood  and  usually  prevents  normal 
growth  and  development.  An  anemia  is  almost 
constantly  present  and  a hemolytic  crisis  may 
endanger  life  at  any  time. 

Splenectomy  is  necessary  in  essential  thrombo- 
penia  only  in  selected  cases.  Often  the  disease  is 
mild  or  tiansient  so  operation  is  necessary  only 
in  the  chronic  cases  if  serious  bleeding  occurs  as 
a result  of  the  platelet  deficiency.  The  seriously 
ill  acute  case  seldom  responds  to  any  other  meas- 
ure so  splenectomy  is  usually  the  one  hope  al- 
though the  mortality  following  operation  is  high. 

There  has  been  no  satisfactory  treatment  for 
sickle  cell  anemia.  If  the  disease  is  early  and  the 
spleen  large,  splenectomy  should  be  tried  al- 
though not  enough  cases  have  been  done  to  de- 
termine the  frequency  of  improvement.  The  two 


cases  we  have  followed  have  been  markedly  im- 
proved. 

Splenectomy  is  contraindicated  in  polycythemia 
vera  and  all  types  of  leukemia.  If  the  rule  is 
followed  of  radiating  all  enlarged  spleens  in 
which  the  diagnosis  is  in  doubt,  a leukemic  spleen 
should  never  be  removed  since  it  becomes  smaller 
after  radiation.  A definite  aplastic  anemia  is  also 
a contraindication  for  splenectomy.  In  cases 
bordering  on  essential  thrombocytopenia,  the 
patient  may  be  given  the  benefit  of  the  doubt  and 
splenectomy  tried.  A diseased  spleen  may  pro- 
duce a marked  anemia  and  this  is  an  indication 
for  removal  if  the  disease  is  not  such  as  would 
respond  to  radiation. 

CONCLUSIONS 

Forty-four  cases  of  disorders  of  the  blood  for 
which  splenectomy  was  done  are  reported. 

The  largest  number  (17)  fall  in  the  Banti’s 
syndrome  group. 

The  operative  mortality  with  splenectomy  for 
Banti’s  disease  is  high.  Hematemesis  may  be  un- 
influenced by  operation.  Only  a small  proportion 
of  cases  having  gastric  hemorrhage  before  opera- 
tion are  entirely  relieved.  If  hematemesis  has 
not  occurred  the  results  of  splenectomy  are  good. 

The  end  results  of  splenectomy  for  congenital 
hemolytic  icterus  are  brilliant.  The  patients  are 
entirely  well  after  operation  although  the 
spherocytosis  of  the  erythrocytes  persists.  There 
were  no  deaths  in  12  successive  cases. 

The  clinical  results  of  operation  for  chronic 
essential  thrombocytopenia  are  excellent.  In  the 
acute  cases  the  mortality  from  operation  is 
high. 

Two  patients  with  sickle  cell  anemia  were  much 
improved  by  removal  of  the  spleen. 

There  is  no  indication  for  splenectomy  in  leuke- 
mia, aplastic  anemia,  or  polycythemia  vera. 
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While  the  tuberculosis  rate  among  the  colored 
is  three  and  one-half  times  that  of  the  whites, 
their  rate  likewise  is  declining,  dropping  65  per 
cent  from  1910  to  1934.  The  white  rate  in  the 
same  period  declined  70  per  cent.  We  have  only 
begun  to  supply  any  kind  of  special  sanatorium 
or  clinic  care  for  Negroes.  As  they  constitute  11 
per  cent  of  our  United  States  population,  it  is 
vital  to  control  the  high  rate  among  them  if  we 
hope  to  eliminate  tuberculosis. — A Resume  of 
Recent  Tuberculosis  Figures,  Jessamine  S.  Whit- 
ney, Statistician,  National  Tuberculosis  Associa- 
tion, 50  West  50th  Street,  New  York,  N.  Y. 


ARTIFICIAL  FEVER  THERAPY  OF  SYDENHAM’S  CHOREA 

By  H.  WORLEY  KENDELL,  M.D.,  and  WALTER  M.  SIMPSON,  M.D.,  Dayton,  Ohio 


The  Authors 

• Dr.  Kendell  is  a graduate  of  the  University 
of  Cincinnati  College  of  Medicine,  1932;  assis- 
tant director,  department  of  fever  therapy  re- 
search, Kettering  Institute  for  Medical  Re- 
search, Miami  Valley  Hospital,  Dayton. 

• Dr.  Simpson  is  a graduate  of  the  University 
of  Michigan  School  of  Medicine,  1924;  member 
Central  Society  for  Clinical  Research;  fellow 
American  College  of  Physicians,  American  So- 
ciety of  Clinical  Pathologists;  director,  diag- 
nostic laboratories  and  Kettering  Institute  for 
Medical  Research,  Miami  Valley  Hospital, 
Dayton. 


THE  outlook  for  patients  suffering  from 
Sydenham’s  chorea  has  improved  remark- 
ably during  the  past  five  years.  New 
therapeutic  procedures  have  been  introduced 
which  indicate  that  it  may  be  possible  not 
only  to  relieve  the  patient  of  the  distressing 
choreic  symptoms,  but  also  to  overcome  other 
manifestations  of  the  rheumatic  state. 

Since  chorea  was  first  described  by  Thomas 
Sydenham,  in  1686,  many  causative  agents  have 
been  considered.  Its  close  association  with  rheu- 
matic fever  has  led  to  the  classification  of  chorea 
as  one  phase  of  the  rheumatic  state.  Strepto- 
cocci are  generally  believed  to  be  the  exciting 
agent.  Toxins  from  this  organism,  or  from  some 
unascertained  source,  act  upon  the  brain  and  basal 
ganglia  to  produce  the  characteristic  symptom 
complex.  The  disease  is  a non-epidemic  encepha- 
litis. 

Chorea  may  occur  alone  or  with  other  manifes- 
tations of  rheumatic  fever,  chiefly  arthritis  and 
endocarditis.  Some  consider  it  a disease  in  it- 
self; others  regard  it  as  a symptom  of  rheumatic 
fever.  Still  others  believe  it  may  be  the  symptom 
of  several  diseases.  The  close  relationship  of 
chorea  and  rheumatic  fever  is  very  often  appar- 
ent. Considering  chorea  a single  manifestation 
of  rheumatic  fever,  Jones  and  Bland1  of  Boston 
found  that  of  1000  cases  of  rheumatic  fever  nearly 
80  per  cent  had  frank  chorea;  the  rest  had  other 
symptoms  of  rheumatic  fever  without  chorea.  If 
chorea  is  a separate  disease,  as  considered  by 
some,  one  should  expect  the  end  of  choreic  mo- 
tions to  signify  the  end  of  the  disease,  but  if  it 
is  a part  of  rheumatic  fever,  one  may  expect 
proof  in  the  form  of  associated  or  subsequent 
carditis.  In  many  cases  the  carditis  develops  in- 
sidiously subsequent  to  the  initial  attack,  often 
without  further  choreic  seizures. 

The  abrupt  cessation  of  symptoms  when  a 
choreic  child  contracts  an  intercurrent  acute 
febrile  disease  has  been  commented  upon  occa- 
sionally. It  was  mentioned  as  early  as  1818  by 
Nathaniel  Chapman2.  Turnovsky2,  3,  in  1930,  wit- 
nessed a case  of  chorea  which  was  cured  by  inter- 
current typhoid  fever.  There  have  been  several 
reports  on  the  treatment  of  chorea  by  intramus- 
cular milk  injections  and  relapsing  fever  with 
varying  degrees  of  success. 

Nirvanol  therapy  of  chorea  was  introduced  in 
1919  by  Roeder2,  4.  It  has  since  been  subjected  to 
extensive  clinical  trial,  principally  in  Germany, 
England  and  the  United  States.  There  has  been 
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considerable  disagreement  about  its  virtues  and 
its  dangers.  Unfortunately,  the  available  reports 
contain  somewhat  incomplete  statistical  analyses, 
thus  making  comparison  with  the  other  methods 
difficult.  In  a series  of  178  reported  cases2, 
there  were  two  deaths;  77  per  cent  were  reported 
as  cured,  6 per  cent  improved  and  17  per  cent 
unimproved.  The  duration  of  symptoms  for  all 
observers  quoted  averaged  25.4  days  per  case. 
It  is  a matter  of  interest  to  observe  that  at  least 
60  per  cent  of  the  children  treated  with  nirvanol 
developed  fever  of  102  to  104°  F.  for  a few  days. 
In  view  of  recent  observations,  it  seems  likely 
that  the  hyperpyrexia  is  largely  responsible  for 
the  beneficial  effects  of  nirvanol. 

Nirvanol  is  a proprietary  drug  imported  from 
Germany.  The  different  lots  received  often  seem 
to  vary  greatly  in  toxicity.  While  administering 
nirvanol  it  is  necessary  to  do  white  blood  cell 
counts  and  differential  studies  at  least  every  other 
day.  The  effect  of  the  drug  is  cumulative  and  nir- 
vanol poisoning  is  the  end-point  desired.  This  end- 
point seems  perilously  close  to  the  development  of 
agranulocytosis.  The  variable  potency  of  the  drug, 
the  necessity  for  frequent  blood  counts,  the  longer 
duration  of  symptoms  and  the  longer  hospital  stay 
are  factors  to  be  considered  when  comparing  this 
method  of  treatment  to  the  vaccine  or  artificial 
fever  methods. 

Other  drugs  have  been  used2,  such  as  calcium- 
aspirin,  sedatives,  salicylates,  pyramidon,  arsenic, 
or  stramonium,  with  no  appreciable  effect  on  the 
course  of  the  disease.  Antistreptococcus  serums 
and  streptococcal  vaccines  have  been  used  with  no 
success. 

Tonsillectomy  has  been  considei'ed  as  a reme- 
dial measure5.  In  reviewing  the  literature  it  seems 
to  be  the  concensus  of  opinion  that  it  has  no  effect 
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on  the  course,  duration  or  tendency  to  recurrence 
of  chorea,  but  the  tonsillectomized  patient  with 
chorea  seems  somewhat  less  likely  to  develop  en- 
docarditis. If  tonsillectomy  is  performed,  it  is  felt 
that  it  should  be  done  when  the  disease  is  quies- 
cent. 

The  treatment  of  Sydenham’s  chorea  by  means 
of  the  intravenous  injection  of  typhoid-paratyphoid 
vaccine  was  introduced  by  Sutton  and  DodgeB  in 
1930.  They  reported  24  cases  treated  by  this 
method  with  good  results.  Their  attention  was 
directed  to  applying  this  method  of  fever  therapy 
after  observing  the  favorable  response  of  a choreic 
patient  who  had  accidental  phenobarbital  poison- 
ing with  associated  high  febrile  episodes.  In  their 
first  report  on  150  patients7  treated  by  fever  pro- 
duced by  vaccine  they  stated  that  the  average 
duration  of  attacks  was  8.5  days,  while  the  dura- 
tion for  150  patients  treated  in  previous  years  by 
other  methods  was  42.6  days.  Since  that  time 
they  have  treated  over  350  attacks  with  the  vac- 
cine therapy8. 

Weisman  and  Leslie2  of  New  York  used  intra- 
venous typhoid-paratyphoid  vaccine  therapy  in  50 
cases,  of  which  92  per  cent  were  cured;  10  per  cent 
had  a total  of  six  recurrences  from  one  to  three 
years  following  treatment.  They  stress  the  fact 
that  meticulous  care  in  dosage  and  nursing  is 
essential. 

The  advent  of  artificial  fever  therapy  by  phy- 
sical methods  in  the  treatment  of  Sydenham’s 
chorea  has  provided  a controllable  method  of  giv- 
ing therapeutic  fever.  It  is  apparent  that  other 
methods,  such  as  foreign  proteins,  chemotherapy 
and  vaccines,  have  produced  good  results  in  those 
instances  where  the  method  used  produced  suffi- 
ciently high  fever  over  a sufficiently  long  period. 
However,  we  feel  that  the  method  of  producing 
general  fever  artificially,  which  can  be  controlled, 
will  afford  greater  safety  and  comfort  than  did 
any  of  the  methods  employed  in  the  past,  with  a 
greater  likelihood  of  more  uniformly  favorable  re- 
sults. No  one  will  disagree  that  the  excellent 
pioneer  work  of  Sutton  and  Dodge  with  triple 
typhoid-paratyphoid  vaccine  showed  considerable 
advancement  over  the  methods  used  prior  to  that 
time.  These  investigators9,  however,  state  that 
there  are  disadvantages  in  producing  fever  by  in- 
travenous injections  of  triple  vaccine,  such  as  the 
occurrence  of  protein  shock  (which  may  be  very 
severe  following  the  first  two  or  three  injections) 
and  the  inability  to  control  the  height  of  the  fever 
or  to  maintain  it  at  the  desired  high  level  for  any 
appreciable  length  of  time. 

During  the  past  two  years  Sutton  and  Dodge9 
have  been  employing  a physical  method  of  induc- 
ing fever,  utilizing  a radiant-heat  cabinet  devised 
by  Warren,  which  they  state  has  certain  distinct 
advantages  over  the  vaccine  method.  The  primary 
advantages  are:  (1)  the  fever  is  controllable,  (2) 
one  or  two  treatments  take  the  place  of  daily  in- 


jections of  foreign  protein  for  a week  or  more,  (3) 
the  patients  appear  distinctly  less  uncomfortable 
during  treatment  with  artificial  fever  than  during 
treatment  with  foreign  protein  shock,  and  (4)  ex- 
cept for  the  day  of  treatment  the  burden  on  the 
nursing  staff  is  much  diminished.  In  March,  1936, 
they  reported  16  cases  treated  with  physically-in- 
duced artificial  fever.  The  results  were  compar- 
able to  those  achieved  with  the  use  of  triple 
typhoid  vaccine  except  that  no  complications  were 
encountered  similar  to  those  found  with  vaccine 
therapy. 

Since  that  time  34  additional  cases  have  been 
treated  by  Sutton  and  Dodge8  with  artificial  fever. 
The  temperatures  in  these  cases  were  kept  be- 
tween 105  and  106°  F.  for  from  four  to  five  hours. 
The  majority  received  one  to  two  treatments,  in 
only  one  case  as  many  as  five.  The  results,  in 
terms  of  duration  of  the  attacks,  after  one  or  two 
artificial  fever  treatments  have  been  practically 
the  same  as  those  obtained  with  a longer  course 
of  vaccine  therapy.  In  general,  they  found  that 
those  who  respond  most  quickly  to  fever  therapy 
are  those  treated  early  in  the  attack,  regardless 
of  the  severity  of  the  disease. 

Others  who  have  been  investigating  the  appli- 
cation of  artificial  fever  therapy  to  certain  dis- 
eases during  the  past  two  years  have  reported 
highly  favorable  results  in  the  treatment  of 
chorea.  Neymann10,  working  at  the  Cook  County 
Hospital,  in  Chicago,  has  reported  25  cases.  Nine 
were  considered  very  severe,  six  moderately  se- 
vere, while  ten  presented  a comparatively  mild 
form  of  the  disease.  The  average  period  of  hos- 
pitalization for  all  cases  was  less  than  16  days, 
and  the  average  number  of  treatments  was 
slightly  less  than  four.  Choreiform  movements 
ceased  in  88  per  cent  of  the  cases  treated  with 
artificial  fever.  The  movements  stopped  after  an 
average  of  four  sessions.  The  length  of  treatment 
was  from  five  to  eight  hours  of  temperature  at 
approximately  105°  F. 

At  the  Fifth  Annual  Fever  Conference  held  at 
Dayton  in  May,  1935,  workers  at  the  Mayo  Clinic 
reported  nine  cases  of  chorea  with  marked  im- 
provement in  all.  Hefke,  of  Milwaukee  Hospital, 
reported  treatment  of  two  cases  of  chronic  chorea 
with  marked  improvement.  Six  patients  with  se- 
vere chorea  were  treated  with  fever  therapy  by 
Benjamin,  at  the  University  of  Cincinnati.  With 
an  average  of  five  treatments  complete  alleviation 
of  the  choreiform  movements  was  obtained,  and 
only  one  had  a recurrence  of  symptoms  after  six 
months  of  complete  freedom  from  abnormal  mo- 
tions. Bennett,  of  Omaha,  reported  three  cases 
associated  with  endocarditis  with  complete  relief 
from  their  choreiform  movements. 

Ebaugh,  Barnacle  and  Ewalt11,  of  the  University 
of  Colorado,  Denver,  have  subjected  45  patients 
with  Sydenham’s  chorea  to  artificial  fever  ther- 
apy. In  this  series  were  14  severe,  29  moderately 
severe  and  two  mild  cases.  Fever  sessions  of  two 
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and  one-half  hours’  duration  at  temperatures  of 
105-105.4°  F.  were  found  to  be  most  effective  if 
given  daily.  The  average  number  of  treatments 
was  12.6,  average  hours  of  fever  32.9,  and  the  av- 
erage time  under  treatment  was  22  days.  The 
immediate  results  have  been  excellent  with  recov- 
ery in  the  great  majority  of  cases.  There  have 
been  three  recurrences  during  their  two-year 
study.  Most  cases  have  been  followed  closely 
since  treatment,  and  the  results  indicate  that  arti- 
ficial fever  therapy  is  of  lasting  benefit.  They 
state  that  all  cases  of  Sydenham’s  chorea  treated 
in  their  clinic  responded  to  fever  therapy  regard- 
less of  whether  the  etiology  was  infectious,  psy- 
chogenic, or  a combination  of  the  two. 

From  many  parts  of  the  country  reports  of 
good  results  following  artificial  fever  therapy  of 
Sydenham’s  chorea  are  now  appearing.  In  ana- 
lyzing the  methods  of  producing  artificial  fever, 
it  seems  to  make  little  difference  which  physical 
mechanism  is  employed  so  long  as  the  desired 
height  and  duration  of  fever  is  obtained. 

The  first  experience  with  Sydenham’s  chorea  in 
the  Department  of  Fever  Therapy  Research  at  the 
Miami  Valley  Hospital  was  in  December,  1932. 
The  patient  received  only  one  treatment  of  five 
hours’  duration  of  fever  between  103  and  105.6°  F. 
The  evening  after  treatment  there  was  a mild  sec- 
ondary rise  of  fever  which  continued  until  the  fol- 
lowing morning.  Within  24  hours  the  choreiform 
movements  had  been  markedly  reduced  and  within 
one  week  had  entirely  disappeared.  The  patient 
has  remained  asymptomatic  since  that  time.  Our 
interest  in  chorea  was  stimulated  when  these  re- 
sults were  noted.  Five  patients  have  been  sub- 
jected to  artificial  fever  therapy.  All  experienced 
prompt  cessation  of  choreiform  movements.  None 
has  had  recurrence.  Their  ages  ranged  from  11 
to  14  years.  There  were  four  females  and  one 
male.  The  duration  of  chorea  prior  to  administra- 
tion of  artificial  fever  ranged  from  ten  days  to 
three  weeks  in  the  four  severe  cases,  and  in  one 
mild  case  there  had  been  repeated  attacks  for  one 
year  before  artificial  fever  therapy  was  given. 
These  patients  were  given  from  one  to  eleven 
treatments,  the  average  single  fever  session  being 
three  hours  between  104  and  105°  F.  The  period 
of  observation  extends  from  six  weeks  to  four  and 
one-half  years.  In  addition  to  the  choreiform 
movements,  three  patients  showed  evidence  of 
carditis  as  demonstrated  by  mitral  murmurs,  elec- 
trocardiographic changes  and  tachycardia.  The 
mitral  murmurs  disappeared  in  all  following 
treatment.  The  normal  cardiac  rate  and  rhythm 
was  restored  in  all.  Two  of  the  patients  had  poly- 
articular arthritis,  which  also  responded  promptly 
to  artificial  fever.  No  other  form  of  treatment 
was  employed  in  these  cases.  All  of  the  children 
tolerated  the  treatments  well;  none  was  injured 
in  any  way  by  the  artificial  fever  treatments. 

It  is  interesting  to  note  that  there  has  been  very 
little  difference  in  the  clinical  results  in  the  arti- 


ficial fever  therapy  patients  treated  at  varying 
heights  of  fever,  intervals  between  treatment  and 
number  of  hours  at  each  session.  There  has  been 
no  uniformity  in  the  number  of  hours  of  fever 
given  to  produce  cessation  of  choreiform  move- 
ments. In  our  experience  the  number  of  hours 
of  fever  varied  from  three  to  thirty-three  hours. 
Ebaugh,  Barnacle  and  Ewalt11  feel  that  shorter 
treatments  at  more  frequent  intervals  are  more 
effective. 

The  interesting  question  regarding  the  advisa- 
bility of  subjecting  patients  with  chorea  and  com- 
plicating carditis  to  artificial  fever  therapy  has 
been  a subject  for  debate  for  the  past  five  years. 
This  problem  is  now  quite  well  understood  and 
we  feel  justified  in  stating  that  there  is  no  defi- 
nite contraindication  to  artificial  fever  treatment 
in  such  cases.  It  is  the  belief  of  several  in- 
vestigators using  this  type  of  therapy  that  the 
carditis  as  well  as  the  chorea  is  often  benefited. 
Sutton  and  Dodge8  report  that  of  the  first  150 
patients  given  fever  therapy  produced  by  foreign 
protein  16  had  definite  evidence  of  active  rheu- 
matic carditis.  Of  these,  the  clinical  evidence  of 
carditis  had  disappeared  in  nine  at  the  conclusion 
of  the  course  of  vaccine  treatment.  The  others 
were  clinically  inactive  within  seven  to  ten  days 
after  the  end  of  treatment.  They  state  that  al- 
though they  are  not  entirely  convinced  that  the 
treatment  was  necessarily  a factor,  the  responses 
were  sufficiently  striking  to  lead  them  to  treat 
with  artificial  fever  three  children  who  had  sub- 
acute rheumatic  carditis  without  chorea.  All  of 
these  children  showed  decreasing  signs  of  active 
infection  immediately  or  very  soon  after  treat- 
ment. Ebaugh,  Barnacle  and  Ewalt11  .state  that 
of  the  45  cases  treated  for  Sydenham’s  chorea  42 
per  cent,  or  19  patients,  had  evidence  of  carditis. 
They  state  that  it  did  not  interfere  with  the  treat- 
ment and  that  two-thirds  of  the  cases  showed  a 
lasting  improvement  in  cardiac  function.  Sim- 
mons and  Dunn13  report  15  cases  of  acute  rheu- 
matic fever,  13  of  which  received  complete  relief 
from  joint  pain  and  swelling.  Their  results  in- 
dicate that  fever  therapy  does  produce  definite 
symptomatic  improvement,  usually  evident  after 
the  first  treatment.  The  results  obtained  were 
commensurate  with  those  obtained  by  other 
authors  in  cases  of  chorea  complicated  by  rheu- 
matic carditis  and  polyarthritis. 

Prior  to  the  advent  of  fever  therapy,  chorea 
would  continue  for  a period  of  four  to  six  and 
sometimes  ten  or  more  weeks  before  spontaneous 
remission  occurred.  It  is  quite  obvious  that  the 
reduction  from  a matter  of  weeks  to  days  in  the 
period  of  treatment  and  duration  of  symptoms 
is  a distinct  advantage  over  the  older  methods  of 
therapy.  It  seems  quite  likely  also  that  the 
longer  the  choreic  process  is  active  the  greater  is 
the  likelihood  that  other  complications  of  the 
rheumatic  state  will  occur.  Wiseman  and  Leslie2 
state  “it  may  be  possible  that  by  aborting  chorea 
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we  are  reducing  the  duration  of  the  rheumatic  in- 
fection and  the  possibility  of  more  serious  rheu- 
matic episodes,  as  well  as  benefiting  existing 
rheumatic  heart  disease,  as  claimed  by  Sutton 
and  Dodge.”  Therefore,  every  effort  should  be 
exerted  towards  early  diagnosis  and  treatment 
of  Sydenham’s  chorea  since  we  now  have  avail- 
able a method  of  therapy  which  produces  promis- 
ing results  in  minimizing  or  abolishing  the  mani- 
festations of  the  rheumatic  state  other  than 
chorea. 

It  is  impossible  at  the  present  time  to  draw 
any  conclusions  as  to  the  permanent  effect  of 
artificial  fever  in  the  different  manifestations  of 
rheumatic  infections.  Sutton  and  Dodge  state 
that  a longer  follow-up  period  than  the  six  years 
which  has  elapsed  since  they  first  started  to  use 
fever  therapy  is  necessary  before  any  conclusions 
can  be  drawn  as  to  the  influence  of  this  form 
of  treatment  on  the  course  of  the  disease.  How- 
ever, a preliminary  analysis  of  95  patients  treated 
with  fever  therapy,  compared  to  75  untreated,  all 
of  whom  were  under  careful  observation,  shows 
a definitely  lower  instance  of  rheumatic  manifes- 
tations, including  polyarthritis,  carditis  and 
chorea  in  the  cases  treated  with  fever  therapy. 
They  state  that  they  feel  certain  that  fever  is 
capable  of  cutting  short  an  attack  of  chorea, 
that  the  presence  of  active  carditis  is  not  a con- 
traindication and  that  it  is  perhaps  a valuable 
therapeutic  measure  in  rheumatic  carditis. 

SUMMARY  AND  CONCLUSIONS 

1.  Controlled,  adequate  artificial  fever  ther- 
apy provides  a new  and  promising  method  for 
the  treatment  of  Sydenham’s  chorea. 

2.  The  common  factor  in  those  methods  of 
treatment  which  have  proved  effective  in  over- 
coming the  symptoms  of  Sydenham’s  chorea,  such 
as  typhoid-paratyphoid  vaccine  and  nirvanol,  has 
been  the  production  of  fever. 

3.  Artificial  fever  induced  by  physical  methods 
has  the  advantage  of  providing  a means  by  which 
the  height  and  duration  of  fever  can  be  controlled. 
Furthermore,  the  untoward  reactions  which  often 
accompany  foreign  protein  shock  therapy  can  be 
avoided. 

4.  Of  five  children  with  Sydenham’s  chorea, 
treated  with  artificial  fever  at  the  Miami  Valley 
Hospital,  utilizing  the  Kettering  hypertherm, 
three  presented  evidence  of  rheumatic  carditis. 
The  choreic  symptoms  and  signs  disappeared 
promptly  and  have  not  recurred  during  observa- 
tion periods  of  six  weeks  to  four  and  one-half 
years.  The  evidence  of  rheumatic  carditis  dis- 
appeared in  the  three  patients  exhibiting  this 
complication. 

5.  The  presence  of  rheumatic  carditis  does 
not  appear  to  be  a contraindication  to  artificial 
fever  therapy.  There  is  evidence  that  complica- 
tions such  as  rheumatic  carditis  and  arthritis 
are  often  benefited. 


6.  The  growth  of  interest  in  the  new  form  of 
therapy  is  manifested  by  the  many  favorable  re- 
ports appearing  in  medical  literature  during  the 
past  few  years. 

7.  Artificial  fever  therapy  seems  worthy  of 
more  extensive  use  in  the  management  of  Syden- 
ham’s chorea.  This  form  of  treatment  should  be 
carried  out  only  in  adequately  equipped  hospitals 
by  thoroughly  trained,  devoted  physicians  and 
nurse-technicians.  Artificial  fever  therapy  is  not 
adapted  to  use  in  the  office  or  home. 
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In  a recent  study  of  death  rates  by  occupation, 
the  employed  men  were  divided  into  groups  ac- 
cording to  social  and  economic  status.  The  fig- 
ures show  that  for  the  highest  economic  group, 
including  lawyers,  physicians,  surgeons,  etc.,  the 
death  rate  from  tuberculosis  was  only  26.2,  while 
the  rate  considerably  increased  through  the  other 
groups,  such  as  clerks,  agricultural  workers, 
reaching  the  very  high  figure  of  184.9  for  the  un- 
skilled group.  Also,  the  same  study  showed  that 
while  the  tuberculosis  death  rate  in  the  general 
population  was  71  per  100,000  in  1930,  the  tuber- 
culosis rate  for  men  15  to  64  years  of  age  gain- 
fully employed  was  87  per  100,000,  being  23  per 
cent  higher  than  the  average.  All  these  facts 
point  to  the  necessity  for  some  strenuous  efforts 
to  be  put  into  the  field  of  industry. — Jessamine  S. 
Whitney,  Statistician  Nat’l  Tuberculosis  Assn., 
50  W.  50th  St.,  New  York. 


RUPTURE  OF  THE  UTERUS 

By  DANIEL  J.  DAVIES,  M.D.,  Cincinnati,  Ohio 


RUPTURE  of  the  uterus  is  among  one  of  the 
gravest  accidents  of  obstetric  practice  for 
both  mother  and  child.  It  constitutes  one 
of  the  most  fatal,  as  well  as  most  alarming  com- 
plications. There  is  scarcely  an  emergency  which 
calls  for  more  rapidity  of  judgment  and  action. 
The  accident,  fortunately,  is  an  infrequent  one 
and  no  doubt  that  many  physicians  with  a large 
maternity  practice  may  never  see  a case.  The 
frequency  of  ruptured  uteri  varies  very  greatly 
according  to  different  statistics  and  is  very  in- 
accurate. Many  cases  undoubtedly  are  not  re- 
ported— some  because  not  diagnosed,  death  being 
attributed  to  hemorrhage  and  shock. 

It  is  much  more  frequent  in  multiparae  than 
primipara  because  of  a weakening  of  the  ab- 
dominal wall  and  a deterioration  of  the  uterine 
muscle  in  women  who  have  borne  a number  of 
children.  By  some  it  is  estimated  to  occur  once 
in  every  500  cases  while  others  give  the  frequency 
as  one  in  every  4000  or  5000  cases.  According  to 
Dutch  statistics  there  was  one  case  in  2333  con- 
finements, in  France  one  in  3400  and  in  London 
one  in  5495. 

A recent  report  from  Los  Angeles  County  Gen- 
eral Hospital  gives  30  cases  in  17,350  obstetric 
patients,  or  one  in  578  cases.  Our  experience  at 
the  Cincinnati  General  Hospital  during  the  last 
five  years  has  been  one  in  4000  cases. 

According  to  Guarrigues,  rupture  of  the  uterus 
in  America  is  not  as  frequent  as  in  Europe  which 
must  be  attributed  partly  to  the  comparative 
rarity  of  the  higher  degrees  of  pelvic  distortion 
and  partly  due  to  the  fact  that  more  confinements 
in  this  country  are  in  the  hands  of  physicians 
who  know  how  to  avert  this  terrible  lesion  by 
timely  interference.  In  countries  where  rickets 
and  osteomalacia  are  prevalent,  the  percentage  is 
large  because  pelvic  deformity  is  often  the  pri- 
mary cause  of  uterine  rupture. 

Spontaneous  rupture  during  pregnancy  and 
before  labor  has  started  may  occur,  but  it  is 
much  more  frequent  during  labor.  Pre-partum 
rupture  takes  place  in  the  upper  portion  of  the 
uterus  in  contrast  to  rupture  occurring  during 
labor  which  is  invariably  in  the  lower  uterine 
segment.  It  may  be  traumatic  or  spontaneous. 
There  may  be  some  pathological  changes  of  the 
walls  of  the  uterus  that  cause  it  to  rupture  even 
under  the  ordinary  conditions  of  labor.  Such 
cases  however  constitute  a very  small  per  cent 
of  the  number. 

The  uterine  wall  may  be  so  thin  that  a very 
little  strain  or  trauma  may  cause  it  to  give  way. 
The  traumatic  rupture  may  be  the  result  of  in- 
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jury  due  to  instrumental  delivery  or  to  the  force 
of  the  operator’s  hand  in  doing  a podalic  version, 
or  in  removing  an  adherent  placenta.  Trauma 
from  external  violence,  as  a fall,  or  a blow  on  the 
abdomen,  may  cause  the  muscle  to  separate. 

Many  predisposing  causes  are  suggested  and 
the  clinical  and  pathological  findings  will  in  many 
cases  bear  out  these  evidences.  Fatty  degenera- 
tion of  the  uterine  muscle,  syphilis,  scars  from 
previous  operations,  especially  scars  of  Cesarean 
section,  old  inflammation  of  puerperal  sepsis, 
fibroid  tumors,  carcinoma,  overdistention  of  the 
uterus  due  to  hydramnios  or  multiple  pregnancies, 
placenta  previa  and  oedema  of  the  lower  segment 
are  some  of  the  contributary  causes.  Obstruction 
in  the  birth  canal,  contracted  pelvis,  over  size 
foetus,  monstrosities,  especially  hydrocephalus, 
pressure  of  abnormal  presentation,  particularly 
shoulder  presentation  or  persistent  octipito-pos- 
terior  may  play  a very  great  part  in  the  causation 
of  this  accident. 

Too  forceful  strain  of  the  cervix  by  manual 
dilatation  may  cause  a laceration  of  the  cervix 
and  it  may  extend  high  up  into  the  body  of  the 
uterus.  The  injudicious  use  of  any  medication  to 
hasten  the  progress  of  labor  is  dangerous  and 
should  not  be  given  for  these  may  be  the  causing 
factor  in  some  cases.  Even  small  doses  of  ergot 
should  not  be  given  until  the  uterus  is  empty. 
Some  authors  have  collected  a group  of  cases  in 
which  the  cause  of  a rupture  was  due  to  this 
drug. 

The  late  Dr.  Withrow  reported  a case  in  the 
Cincinnati  Lancet-Clinic  in  December  1891  of  a 
ruptured  uterus  in  which  a dose  of  ergot  had  been 
given  during  labor.  Pituitary  extract  causes 
strong  uterine  contractions  which  may  become 
very  tetanic  or  spastic  and  this  severe  strain  may 
cause  a rupture.  Even  in  the  absence  of  predis- 
posing causes  such  spastic  conditions  may  be  very 
dangerous. 

Pituitrin  is  said  to  be  safe  if  there  is  no  dis- 
proportion, the  cervix  fully  dilated  and  a normal 
presentation  and  position.  In  spite  of  these  rules 
and  precautions,  many  cases  of  ruptured  uteri 
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have  been  reported.  Surprising  it  is  that  more 
cases  are  not  found  due  to  the  use  of  this  drug. 
Small  doses  under  favorable  conditions  where  we 
have  uterine  inertia  may  save  the  patient  hours 
of  suffering.  It  must  always  be  borne  in  mind 
however  that  even  in  minute  doses  the  uterus 
may  i-upture  due  to  its  powerful  effect. 

Rupture  may  occur  during  pregnancy  from 
over-stretching  of  the  uterine  walls  when  there  is 
some  degeneration  of  the  tissues.  Intrapartum 
rupture  is  much  more  frequent  and  is  usually  the 
true  or  complete  rupture  and  is  more  apt  to  occur 
in  the  cervix  or  in  the  lower  part  of  the  fundus. 
Cases  are  sometimes  encountered  during  the 
puerperium,  but  these  are  due  to  a metritis  in 
septic  conditions  or  from  sloughing  following 
prolonged  pressure  of  the  presenting  part  during 
labor.  These  are  also  rare  and  are  complicated 
with  peritonitis.  The  diagnosis  of  such  a case 
would  be  difficult  and  perhaps  would  not  be  made 
except  at  autopsy. 

The  muscle  of  the  uterus  may  be  torn  with  the 
peritoneal  covering  intact.  This  constitutes  an 
incomplete  tear,  while  if  the  peritoneal  cavity  is 
opened  it  is  classed  as  a complete  tear.  The 
rupture  may  be  longitudinal,  oblique,  transverse 
or  sometimes  irregular,  while  the  edges  of  the 
tear  are  usually  ragged.  The  rupture  may  be 
found  on  the  anterior  wall  or  the  posterior  wall. 
The  degree  of  rupture  may  vary  from  a small 
opening  to  one  large  enough  to  allow  the  fetus  to 
pass  out  into  the  abdominal  cavity. 

Clinical  observations  have  led  most  authors  to 
believe  that  complete  ruptures  are  by  far  the 
most  frequent,  yet  incomplete  rupture  is  more 
likely  to  pass  unrecognized.  In  complete  rupture 
loops  of  intestine  or  omentum  may  prolapse  into 
the  uterus  and  even  into  the  vagina.  Frequently 
large  quantities  of  blood  escapes  into  the  peri- 
toneal cavity.  Hemorrhage  is  the  primary  and 
principal  danger  and  is  usually  the  cause  of  death. 
The  escape  of  liquor  amnii,  meconium,  or  placenta 
into  the  abdomen  may  very  soon  cause  an  in- 
fective peritonitis. 

Complete  rupture  is  almost  always  fatal  to  the 
fetus,  yet  cases  have  been  reported  in  which  a 
living  child  has  been  delivered  after  its  expulsion 
into  the  peritoneal  cavity,  the  fetal  sac  unrup- 
tured and  the  placenta  retaining  its  uterine  at- 
tachment sufficiently  to  keep  up  the  blood  supply 
for  the  baby.  There  may  be  some  impending 
symptoms  that  are  quite  characteristic  as  the 
ascent  of  the  contraction  ring  and  the  tension 
and  tenderness  of  the  round  ligaments. 

Thickening  of  the  upper  portion  of  the  uterus 
and  a transverse  groove  across  the  lower  portion 
can  sometimes  be  recognized  through  the  abdomi- 
nal wall  just  above  the  pubes.  The  uterine  con- 
tractions are  usually  very  strong  or  even  tetanic 
and  accompanied  by  intense  pains.  If  there  is  a 
complete  tear  the  symptoms  are  also  quite  char- 
acteristic, a sharp,  acute,  cutting  pain  with  cessa- 


tion of  the  labor  pains  will  occur  and  the  patient 
may  give  a sudden  out-cry.  The  usual  signs  of 
loss  of  blood — cold  and  clammy  skin,  pallor, 
dyspnoea,  faintness,  weak  thready  pulse  and  air- 
hunger  may  develop.  The  fetus  may  be  felt 
through  the  abdominal  wall,  lying  in  the  abdomi- 
nal cavity,  side  by  side  with  the  contracted  uterus. 
By  vaginal  examination  the  tear  itself  can  some- 
times be  felt.  The  presenting  part  if  already 
engaged,  may  recede  from  the  pelvis.  Many  of 
the  symptoms  resemble  other  complications  and 
no  doubt  that  in  some  cases  the  real  condition  has 
been  overlooked  and  a wrong  diagnosis  made.  We 
have  already  mentioned  the  seriousness  of  this 
complication  which  is  due  especially  to  hemor- 
rhage and  which  is  usually  accompanied  by  shock. 
A differential  diagnosis  must  then  be  made  from 
other  forms  or  causes  of  hemorrhage. 

The  one  that  is  most  likely  to  be  confused  with 
rupture  is  “abruptio  placentae”  with  concealed 
hemorrhage,  but  in  such  a case  there  is  usually  a 
history  of  injury,  perhaps  a blow  on  the  abdomen 
and  the  patient  may  not  be  in  labor.  The  uterus 
enlarges  and  there  is  a spastic  condition  of  the 
abdominal  muscles,  giving  it  a board-like  rigidity. 

To  differentiate  from  the  hemorrhage  of  pla- 
centa praevia  we  usually  have  a history  of  slight 
or  profuse  bleeding  without  labor  pains.  With 
pelvic  examination  in  placenta  praevia  we  may 
feel  a soft  boggy  mass  below  the  presenting  part 
of  the  fetus. 

Prognosis  for  the  fetus  is  almost  always  bad. 
It  bleeds  to  death  or  becomes  asphyxiated  by  de- 
tachment of  the  placenta.  Mortality  rate  for  the 
mothers  is  also  very  high.  Death  is  due  to  hemor- 
rhage and  shock,  or  from  sepsis  or  perhaps  all 
three  causes  combined.  Careful  watching  of  the 
abdomen  is  important  as  the  high  position  of  the 
contraction  may  be  a warning  of  impending  dan- 
ger. Pendulous  abdomen  should  be  held  in  posi- 
tion with  a binder.  If  the  hemorrhage  is  not  too 
profuse  and  the  shock  not  severe  we  may  try  to 
tampon  the  uterus  with  sterile  gauze.  We  thus 
compress  the  bleeding  point  and  perhaps  check 
further  loss  of  blood.  A few  cases  have  been  re- 
ported with  recovery  with  this  method  of  treat- 
ment. This  form  of  treatment  is  recommended  in 
the  cases  of  incomplete  rupture. 

A full  dose  of  morphine  hypodermically  is  al- 
ways indicated  in  shock.  Saline  infusion  sub- 
cutaneously or  intravenously  should  always  be 
borne  in  mind.  Acacia  solution  intravenously  in 
some  cases  gives  excellent  results  and  finally 
blood  transfusion  as  early  as  a suitable  donor  can 
be  found.  The  labor  should  be  terminated  as 
soon  as  possible,  the  method  of  delivery  depend- 
ing upon  the  individual  case. 

Laparotomy  is  the  best  treatment  in  most 
cases  and  should  be  done  as  promptly  as  possible. 
If  the  wound  is  clean  and  not  traumatized,  it  may 
be  repaired.  Deep  sutures  may  be  sufficient  to 
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control  the  bleeding.  Drainage  in  some  cases  may 
be  necessary. 

With  extensive  or  ragged  lacerations,  or  when 
there  is  reason  to  believe  that  the  uterus  is  in- 
fected, partial  or  total  hysterectomy  is  the  only 
safe  procedure. 

I wish  to  present  to  you  a few  cases  which  have 
come  under  my  observation. 

Mrs.  P.,  age  38,  para  VII.  Her  previous  preg- 
nanices  and  deliveries  were  normal.  General 
health  had  always  been  good  with  no  history  of 
any  uterine  disorders  . She  had  some  bleeding  for 
several  days  before  labor  began.  She  had  been 
given  prenatal  care  by  her  family  physician. 
After  labor  began  her  physician  was  called  to 
her  home  and  found  patient  having  a profuse 
hemorrhage  and  he  made  a diagnosis  of  placenta 
previa  and  sent  the  case  to  the  Good  Samaritan 
Hospital  and  I was  called  in  consultation.  On 
examination  it  was  found  that  the  placenta  was 
almost  directly  over  the  os  which  was  partly 
dilated  and  which  was  so  soft  that  it  could  be 
completely  dilated  with  very  little  difficulty.  It 
was  a breech  presentation,  so  a rapid  breech  ex- 
traction was  made  of  a stillborn  baby.  No  fetal 
heart  tones  could  be  heard  when  patient  came  to 
hospital.  The  uterus  did  not  contract  well  and 
the  patient  showed  marked  evidence  of  hemor- 
rhage and  shock.  Pituitrin,  ergot  and  caffeine 
sodium  benzoate  were  given,  followed  as  soon  as 
possible  with  subcutaneous  solution  of  1000  cc.  5 
per  cent  glucose  in  normal  saline.  This  was  fol- 
lowed a little  later  with  700  cc.  acacia  and  1 cc. 
adrenalin  intravenously.  Patient  seemed  to  have 
improved  slightly,  but  at  no  time  after  the  de- 
livery did  we  feel  that  there  was  much  chance  for 
recovery  Blood  transfusions  were  given,  but  all 
to  no  avail  and  the  patient  died  in  about  60  hours 
after  delivery  from  what  we  thought  was  shock 
and  hemorrhage  with  peritonitis. 

An  autopsy  was  obtained  and  the  pathologist’s 
report  was  a gangrenous  endometritis  in  an  in- 
voluting uterus  with  perforation  through  the 
uterine  wall,  producing  an  acute  fibro-purulent 
peritonitis.. 

Mrs.  S,  age  29,  gravida  III,  para  II.  First  and 
second  pregnancies  were  normal  and  normal  de- 
liveries, but  a postpartum  hemorrhage  occurred 
both  times.  A puerperal  infection  developed 
after  the  second  delivery  with  a marked  pelvic 
inflammation. 

The  patient  made  a fair  recovery,  but  always 
complained  of  tachycardia  and  nervousness  and 
was  usually  anaemic.  Expected  date  of  her  con- 
finement was  July  8.  On  June  24  the  membrane 
ruptured  and  patient  came  to  the  hospital,  but 
did  not  go  into  active  labor  and  after  a few  hours 
was  advised  to  go  home.  Four  days  later  she 
developed  a slight  fever  with  a mild  chill. 
Twenty-four  hours  after  the  chill  she  had  two  or 
three  hard  uterine  contractions  while  she  was 
still  at  home.  She  came  to  the  hospital  giving  this 
history  and  stating  that  her  pains  had  stopped. 
She  was  quite  profoundly  shocked  with  slight 
amount  of  bleeding.  On  examination  it  was  quite 
evident  that  fetal  parts  could  be  outlined  just 
beneath  the  abdominal  wall.  No  fetal  heart  tones 
could  be  heard.  Our  first  impression  was  that  we 
had  a case  of  ruptured  uterus.  To  confirm  the 
diagnosis  a sterile  vaginal  examination  was  made 
when  a hand  was  found  in  the  birth  canal. 
Carrying  the  fingers  a little  higher  I soon  dis- 
covered a tear  in  the  lower  segment.  Patient 


was  prepared  for  a laporatomy  as  quickly  as 
possible.  The  abdomen  was  filled  with  blood 
clots  and  the  body  of  the  fetus  was  lying  in  the 
abdominal  cavity  with  one  arm  still  in  the  uterus 
and  the  hand  in  the  vagina.  The  uterus  was  al- 
most completely  inverted  with  the  placenta  ad- 
herent and  intact.  Hysterectomy  was  performed 
and  the  abdomen  closed  with  drainage.  Subcut- 
aneous solution  of  glucose  and  saline  and  an  in- 
travenous solution  of  acacia  was  given  followed 
later  with  blood  transfusion.  This  patient  died 
on  the  fifth  day  after  operation.  The  following 
report  of  the  autopsy  was  given  by  the  path- 
ologist. 

Anatomical  Diagnosis:  Pulmonary  oedema  and 
congestion;  acute  toxic  hepatitis;  splenitis  and 
nephritis;  acute  generalized  fibrino-purulent  peri- 
tonitis; acute  ileus;  bilateral  septic  iliac  throm- 
bosis; septic  thrombosis  of  right  pampiniform 
plexus;  recent  hysterectomy  and  left  salpingo- 
oophorectomy;  infected  laparotomy  wound. 

Mrs.  R,  age  23,  para  I,  gravida  II.  This  was  a 
case  of  hyperemesis  gravidarum  about  four 
months  gestation  in  which  all  forms  of  medica- 
tion and  treatment  had  failed  to  give  patient  any 
relief  and  it  was  decided  that  a therapeutic 
abortion  was  the  only  hope  for  saving  her  life. 
Labor  was  induced  by  the  use  of  a very  small 
hydrostatic  bag.  When  the  os  was  fairly  well 
dilated  we  began  to  empty  the  uterus  with  a 
placenta  forceps,  when  to  our  great  surprise  a 
small  fold  of  omentum  came  through  the  cervix 
and  it  was  very  evident  that  we  had  a tear  in  the 
uterus.  The  patient  was  prepared  as  rapidly  as 
possible  for  a laparotomy.  A small  opening  was 
found  just  above  the  internal  os  on  the  posterior 
wall.  This  opening  was  enlarged  sufficiently  to 
deliver  the  fetus  and  placenta  and  the  uterine  in- 
cision was  closed  with  three  layers  of  cat  gut. 
Abdomen  was  closed  with  drainage.  She  did  well 
for  a few  days,  then  she  developed  a postopera- 
tive psychosis.  This  complication  was  fairly  well 
controlled,  patient  was  improving,  but  she  de- 
veloped a hypostatic  pneumonia  and . died  two 
weeks  after  the  operation.  We  were  unable  to 
obtain  an  autopsy  in  this  case. 

Mrs.  A.,  28  years  old,  white,  fairly  obese  pa- 
tient, grav.  VII,  para  VI,  entered  the  hospital 
in  the  afternoon  of  August  27,  1932,  at  term,  in 
labor,  pains  hard  and  2.10  minutes  apart,  3/4  to  1 
minute  duration.  Membranes  were  intact  upon  ad- 
mission. Labor  onset  12  hours  before  admission. 
There  were  no  acute  pre-natal  symptoms;  moder- 
ate dyspnea,  nausea  in  first  third  of  pregnancy, 
and  edema  at  night  of  legs  and  ankles,  and  hands. 

Rectal  examination  and  manual  palpation 
showed  head  presenting  and  in  L.O.A.  position, 
on  admission  was  138  in  L.L.Q. 

Rectal  anesthesia,  quinetheroil,  120  cc.,  was 
given  at  1:30  P.M.,  3 finger  dilatation,  at  this 
time  patient  was  having  continuous,  acute  pains, 
apparently  very  intense.  There  was  a slight 
bloody  show  at  3 P.M.  Frequent  involuntary  uri- 
nation. At  4:45  P.M.  patient  was  seen  and  in 
good  condition.  At  5 P.M.  membranes  were  rup- 
tured artificially  with  no  abnormal  findings  at 
that  time.  Five  finger  dilatation.  At  5:30  P.M. 
patient  was  found  (another  delivery,  a primipara 
was  on  the  table  since  5 P.M.)  with  symptoms  of 
shock,  namely  cold,  moist,  clammy  skin;  rapid 
respirations,  pupils  dilated;  dyspnoeic;  cyanotic 
tinge  to  lips  and  nail  beds.  Blood  pressure  was 
60/46.  500  cc.  intravenous  10  per  cent  glucose 
was  given.  Blood  pressure  rose  to  100/72.  Pa- 
tient was  moved  to  delivery  room  and  delivered 
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by  high  forceps.  Infant  was  a very  large,  still- 
born white  male. 

After  delivery  patient  sank  rapidly.  Caffeine 
intra-muscularly  and  intravenously  were  given. 
Intravenous  administration  of  10  per  cent  glucose 
was  started  by  cutting  down  on  vein  of  left  arm. 
Patient  sank  rapidly  and  went  bad  at  7:15  P.M. 
Adrenalin  given  into  heart  with  little  benefit. 

Post-mortem  was  refused  by  husband. 

Vaginal  examination  showed  a left  lateral, 
longitudinal  rupture  of  the  uterus,  approximately 
four  inches  long.  Abdominal  cavity  had  large 
quantity  of  blood,  many  large  clots.  Rent  in 
uterus  was  felt  by  two  doctors.  In  making  the 
vaginal  examination  it  was  noted  that  there  was 
a very  firm,  hard,  tight  ring  inside  the  cervical 
canal  which  may  have  been  the  uterine  segment. 
No  proof  of  this  was  available  without  post- 
mortem. 

Note  made  at  time  was  that  uterus  failed  to 
contract  down  after  delivery  as  was  to  be  ex- 
pected normally. 

The  mortality  rate  in  all  of  the  cases  that  have 
come  under  my  care  and  observation  has  been  ex- 
ceedingly high  for  both  mother  and  the  baby. 

In  closing,  I want  to  emphasize  again  the  ser- 
iousness of  this  complication  and  the  importance 
of  an  early  diagnosis,  if  possible,  for  none  other 
calls  for  more  immediate  treatment. 

2500  Melrose  Avenue. 


The  Tuberculin  Reactor  and  Tuberculosis 
Control 

Tuberculin  sensitivity  is  occasionally  of  use  in 
the  diagnosis  of  tuberculosis,  but  more  often  its 
absence  is  a means  of  excluding  tuberculosis  in 
the  presence  of  other  evidence  of  disease.  Elimi- 
nation of  sources  of  bovine  infection  and  the 
purification  and  standardization  of  tuberculin  has 
made  tuberculin  testing  more  reliable  as  a diag- 
nostic aid.  However,  the  frequency  of  tuberculin 
sensitivity  in  the  population  compared  to  the 
number  of  cases  of  clinical  tuberculosis,  demon- 
strates the  fact  that  the  tuberculin  reaction  in- 
dicates tuberculosis  exposure,  but  not  necessarily 
disease  of  clinical  importance.  Fifty  per  cent  of 
our  population  would  react  to  tuberculin,  while 
no  more  than  1 per  cent  have  demonstrable  tuber- 
culosis. Therefore,  the  outstanding  value  of  the 
tuberculin  reaction  in  a child  is  that  of  leading  to 
unknown  sources  of  infection.  The  fact  that  the 
child  is  a positive  reactor  is  sure  evidence  that 
sometime  since  birth  he  has  been  in  contact  with 
an  open  case  of  pulmonary  tuberculosis. 

Tuberculosis,  by  nature  a mild  low  grade  in- 
fection, provides  carriers  as  truly  as  diphtheria 
or  typhoid.  Any  complete  program  for  tuber- 
culosis control  or  elimination  must  include  means 
of  detecting  these  carriers.  Occasional  or  ac- 
cidental infection  rarely  produces  disease  of 
clinical  importance,  but  continued  or  repeated 
and  massive  infection,  such  as  occurs  from  an 
unsuspected  source  within  the  household,  is  very 


likely  to  break  down  normal  defense.  In  spite  of 
a consistent  follow-up  program  of  tuberculosis 
contacts  in  Cleveland  over  a period  of  years,  it  is 
still  true  that  a large  proportion  of  cases  are 
unknown  only  a few  days  before  death.  In  1930, 
49  per  cent  unknown  more  than  30  days.  In  1936, 
40  per  cent  were  known  only  a month  or  less  be- 
fore death.  This  is  mainly  due  to  a common 
absence  of  definite  signs  of  the  disease.  If  this 
is  true,  it  is  inevitably  probable  that  the  popula- 
tion, particularly  the  rising  generation  is  likely 
to  be  infected  by  these  unknown  cases. 

Those  who  have  within  their  hands  the  physical 
care  of  children,  for  instance,  the  Health  service 
in  public  and  parochial  schools,  have  the  oppor- 
tunity by  means  of  tuberculin  testing  to  find 
these  unknown  sources.  If  the  tuberculin  test  is 
given  to  children  on  entering  school,  and  if  those 
found  negative  are  re-tested  occasionally  during 
the  grade  school  period,  the  reactors  thus  found 
give  the  clue  to  the  presence  of  open  cases  of 
tuberculosis  in  the  child’s  environment.  The  fact 
of  infection  can  then  be  known  soon  after  it 
occurs.  This  procedure  carried  out  consistently 
and  followed  by  fluoroscopic  examination  of  the 
adults  in  the  child’s  home,  or  of  any  suspects 
with  whom  he  may  come  in  frequent  contact  will 
slowly  but  surely  prevent  the  infection  of  chil- 
dren. The  transmission  of  the  disease  to  adults 
is  possible,  but  must  be  less  common  than  in  the 
case  of  children. 

In  case  finding  procedures,  X-ray  examination 
of  the  child  under  12  found  to  be  a reactor,  as  a 
rule  reveals  no  evidence  of  tuberculosis.  If  tuber- 
culosis of  importance  is  found,  a child  usually 
shows  clinical  evidence  of  it.  During  the  period 
of  most  active  growth  the  adult  type  of  the  dis- 
ease of  the  lung  is  relatively  rare,  and  deaths 
from  tuberculosis  are  very  uncommon  between 
the  fifth  and  the  twelfth  year.  Adult  disease  be- 
gins to  appear  at  puberty,  and  routine  use  of 
X-ray  or  fluoroscope  should  be  begun  at  that  time 
without  regard  to  the  clinical  findings,  or  the 
time  that  has  elapsed  since  known  exposure. 

Routine  use  of  the  X-ray  in  children  of  high 
school  age,  even  those  not  known  as  contacts,  but 
reacting  to  tuberculin  is  often  the  means  of  dis- 
covering important  disease  even  before  clinical 
symptoms  or  signs  can  be  made  out.  Early  diag- 
nosis of  tuberculosis  in  its  practical  form  consists 
of  such  procedure  carried  out  consistently,  year 
by  year  through  the  high  school  period  and  col- 
lege. As  tuberculosis  becomes  less  common  the 
routine  use  of  tuberculin  is  more  imperative,  in 
order  that  the  services  of  the  health  department 
may  be  directed  only  toward  those  who  are 
likely  to  have  the  disease.  The  important  use  of 
tuberculin  is  to  find  tuberculosis  in  the  child’s 
environment  rather  than  in  the  child. — E.  P.  Ed- 
wards, M.D.,  Cleveland,  Ohio. 


PNEUMOCOCCIC  MENINGITIS,  TYPE  II  WITH  RECOVERY.  DUE 

TO  HYPERTHERMIA? 
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IN  reporting  and  discussing  this  case,  we  are 
not  attempting  to  rush  forward  with  a new 
therapeutic  procedure  for  such  conditions, 
but  merely  wish  to  stimulate  further  investiga- 
tions along  these  lines  since  clinical  material  is 
not  plentiful. 

The  clinical  aspect  of  this  case  rightfully  began 
with  an  illness  on  December  8.  At  that  time  the 
patient  was  seen  following  a “cold”  of  three 
days’  duration  and  about  four  hours  before  seen, 
he  complained  of  pain  in  his  abdomen  and  vomit- 
ing. A diagnosis  of  acute  appendicitis  was  made, 
and  the  patient  was  admitted  to  the  hospital. 
The  blood  count  was  found  to  be  23,000  with 
polymorphs  predominating.  A surgeon  was  con- 
sulted and  the  diagnosis  of  appendicitis  was  con- 
firmed. 

The  patient’s  history,  obtained  at  that  time, 
was  a normal  full  term  delivery,  measles  at  three 
years  of  age,  tonsillectomy  at  three  years  of  age, 
frequent  colds  with  cough,  several  attacks  of 
vomiting  and  diarrhea  lasting  two  or  three  weeks 
during  the  past  two  summers  but  without  pain. 

The  family  history:  The  father  and  mother 

living  and  well.  A brother,  aged  3%,  ruptured 
appendix,  October,  1936.  Operated  with  good  re- 
sults. 

Examination  at  that  time  revealed  a male 
child  five  years  of  age.  The  temperature  was 
101.8  R and  the  patient  was  vomiting  and  com- 
plaining of  pain  in  abdomen.  There  were  a few 
moist  rales  throughout  both  lungs.  The  cervical 
glands  were  enlarged  to  about  the  size  of  a small 
bean  on  both  sides.  The  abdomen  was  tender 
throughout  and  extremely  so  in  the  right  lower 
quadrant.  There  were  no  other  pathological  find- 
ings. 

The  patient  was  operated,  a gangrenous  rup- 
tured appendix  was  removed,  and  the  wound  was 
closed  with  drainage.  The  patient’s  temperature 
range  was  from  100  to  101  the  first  two  days 
postoperative  then  settled  to  99  to  100  for  five 
days  then  from  the  eighth  to  twelfth  varied  from 
99  to  103  with  daily  remissions.  During  this 
time  the  patient  had  rather  marked  bronchitis 
which  responded  to  treatment.  The  temperature 
fell  by  lysis  and  remained  below  99.2  for  three 
days  when  the  patient  was  discharged  from  the 
hospital  on  December  23. 

On  the  day  of  discharge  he  complained  of  a 
slight  pain  in  the  right  ear.  Examination  re- 
vealed a slight  marginal  redness  with  no  bulging 
and  normal  light  reflex.  The  otitis  responded  to 
instillations  of  warm  glycerine  and  the  redness 
disappeared. 

About  six  days  later  on  January  1 the  patient 
again  complained  of  ear  ache  and  the  drum  was 
found  to  be  red  and  bulging.  A paracentesis 
was  done  and  a large  amount  of  purulent  drain- 
age obtained.  The  tip  of  the  mastoid  was  slightly 
tender  at  this  time.  Consultation  was  requested 
with  an  otolaryngologist,  who  felt  that  while 
there  was  a slight  involvement  of  the  mastoid,  a 
mastoidectomy  was  not  advisable  because  of  the 
patient’s  lowered  resistance  and  also  the  patient 
had  adequate  enough  drainage  to  contradict  early 


operative  intervention.  The  patient’s  temperature 
receded,  mastoid  tenderness  disappeared,  drain- 
age continued  to  be  profuse.  About  10  or  12 
days  later  on  January  21  the  temperature  again 
became  elevated  and  the  patient  complained  of 
severe  pain  over  the  mastoid  region.  Tenderness 
over  mastoid  was  marked  and  it  was  felt  that 
further  operative  delay  would  be  unwise.  Owing 
to  illness,  the  attending  otolaryngologist  was 
unable  to  do  the  surgery  and  it  was  at  this  point 
that  Dr.  Stewart  first  saw  this  child.  Both  he 
and  the  roentgenologist  confirmed  the  diagnosis 
of  mastoiditis. 

Mastoidectomy  was  done  with  following  find- 
ings. The  mastoid  was  large  pneumatic  type. 
The  cells  were  filled  with  granulation  tissue  and 
pus;  many  of  the  cells  were  completely  broken 
down.  The  lateral  sinus  was  exposed  by  the 
disease  over  the  region  of  the  lower  knee  by 
about  % x 1 cm.  and  was  covered  by  granulation 
tissues.  The  sinus  pulsation  was  palpable,  so  the 
sinus  wall  was  not  disturbed.  The  dura  was  not 
exposed.  There  was  an  extension  of  the  disease 
into  the  zygomatic  cells  which  were  cleaned  with 
the  mastoid  curet.  The  antrum  was  entered  and 
cleaned.  The  tip  of  the  mastoid  was  almost  en- 
tirely destroyed  by  the  disease.  A rubber  cigar- 
ette drain  was  inserted  and  the  periostium  was 
approximated  with  one  plain  catgut  suture.  The 
wound  was  closed  with  skin  clips  and  mastoid 
bandage  applied. 

A smear  made  from  the  mastoid  at  the  time 
showed  a short  chain  streptococci.  The  discharge 
from  the  ear  was  light  green  in  color.  The  post 
operative  course  was  uneventful.  There  was  a 
slight  temperature  rise  to  101  R on  the  sixth  day. 
The  ear  canal  was  dry,  there  was  no  discharge 
from  the  wound  and  the  child  was  discharged  on 
February  2. 

After  returning  home  from  the  hospital,  the 
patient  was  in  good  spirits,  without  complaint, 
and  had  an  excellent  appetite  until  the  evening 
of  February  3 when  he  complained  of  a slight 
frontal  headache.  He  was  seen  at  midnight  by 
one  of  us  and  the  following  morning  by  the 
other.  While  a diligent  search  was  made,  neither 
of  us  found  any  evidence  of  meningeal  irritation. 
About  5:00  that  evening,  February  4,  we  both 
saw  the  child.  The  headache  had  become  more 
severe,  he  had  twice  vomited  projectilly  and  his 
temperature  was  elevated  to  103  R.  At  that  time 


1105 


1106 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  10 


there  was  slight  rigidity  of  neck,  slightly  posi- 
tive bilateral  Kernig’s  and  a bilateral  increased 
patellar  reflex.  A diagnosis  of  meningitis  was 
made  and  the  patient  was  readmitted  to  the  hos- 
pital. 

A lumbar  puncture  was  done  under  ethyl 
chloride  and  35  cc.  of  opalescent  fluid  were  re- 
moved under  increased  pressure.  The  cell  count 
was  450,  globulin  was  positive,  a pellicle  formed, 
trace  of  sugar  was  present.  A direct  smear  of 
fluid  showed  type  II  pneumococci  and  these  or- 
ganisms were  also  present  in  the  culture.  Dr. 
Stewart  was  confident  that  the  dural  plate  was 
not  involved  at  time  of  mastoidectomy  and  he 
felt  that  mode  of  entry  might  be  through  petrous 
portion  of  bone.  Extensive  X-ray  studies  failed 
to  show  any  evidence  of  petrositis  and  no  re- 
maining cells  were  seen  in  the  operated  mastoid. 


Both  of  us  had  previously  seen  cases  of  pneu- 
mococcic  meningitis  treated  by  the  use  of  Felton’s 
serum  intravenously,  Pregyl’s  iodine  intraven- 
ously, Gentian  violet  and  other  quasi-specifics 
without  result  except  in  cases  where  there  was 
some  localization  of  pus.  It  was  our  united 
opinion  that  the  lad  should  not  be  subjected  to 
any  further  treatment  unless  they  bore  a pre- 
ponderance of  chance  in  his  favor.  The  procedure 
chosen  to  be  followed  was  to  alleviate  any  un- 
toward symptoms  by  lumbar  drainage  and  to 
build  up  the  resistance  with  transfusions.  A 
search  through  the  available  pediatric  text  books 
(Abt,  Mitchell,  Holt,  Porter,  Sheffield,  Kerley 
and  Morse)  failed  to  reveal  any  accepted  pro- 
cedure of  therapy  for  this  condition  and  all  gave 
extremely  grave  prognosis.  While  a few  cases 
were  reported  as  cured,  many  of  these  were  re- 
ported as  of  doubtful  etiology. 


The  case  record  and  temperature,  pulse  and 
respiration  chart  follow. 

2/5/37.  8:00  A.  M.  The  temperature  104,  head- 
ache more  pronounced,  patient  perspiring  freely, 
neck  rigidity  increased,  patellar  reflex  more  pro- 
nounced, lumbar  puncture  under  ethyl  chloride 
17  cc.  fluid,  cell  count  695.  Blood  culture  taken 
at  this  time  revealed  no  growth  in  seven  days. 

5:00  P.  M.  Patient  had  a short  remission  of 
symptoms  this  morning  following  lumbar  punc- 
ture but  again  complained  of  headache.  Lumbar 
puncture  repeated  15  cc.,  cloudy  fluid,  cell  count 
850. 

2/6/37.  Patient  slightly  improved  since  last 
lumbar  puncture  but  do  not  feel  that  a repetition 
of  lumbar  puncture  is  warranted  at  this  time. 
A transfusion  of  350  cc.  matched  and  cross- 
matched  blood,  obtained  from  father,  given  by 
citrate  gravity  method.  Following  transfusion 
temperature  rose  rapidly  to  106.4,  the  rise  was 
preceded  by  slight  chill.  Temperature  responded 
to  hydrotherapy  and  at  4:00  P.  M.  receded  to 
99.8. 

10:00  P.  M.  Although  the  child  had  no  head- 
ache, the  temperature  was  normal,  neck  rigidity 
less,  it  was  felt  that  a sufficient  interval  of  time 
had  passed  between  the  lumbar  puncture  and  ac- 
cordingly one  was  done  at  this  time.  About  10 
cc.  of  fluid  were  obtained.  This  fluid  was  clear 
but  suspended  throughout  were  small  shreds  of 
material  resembling  the  cooked  white  of  an 
egg.  The  cell  count  at  that  time  was  380. 

2/7/37.  Patient  had  interval  of  12  hours  of 
normal  temperature  and  practically  free  of  symp- 
toms until  noon  when  temperature  rose  to  102 
although  pulse  did  not  exceed  120.  The  neck 
rigidity  is  much  less  and  patient  is  quite  alert. 

2/8/37.  General  condition  is  good  but  it  is 
deemed  wise  to  continue  the  drainage  and  25  cc. 
clear  fluid  removed,  cell  count  180  with  lymph- 
ocytes predominating.  Examination  of  smear 
showed  no  pneumococci  and  there  was  no  growth 
from  the  culture. 

2/9/37.  Temperature  this  morning  is  normal, 
99  R having  fallen  by  lysis  from  102  at  4:00 
P.  M.  on  the  7th.  Patient’s  general  condition  is 
markedly  improved  and  he  is  symptom-free  ex- 
cept for  a slight  cough  accompanied  by  a few 
moist  rales  in  both  lungs. 

2/10/37.  Condition  continues  good. 

2/12/37.  General  condition  continues  good. 

2/14/37.  Patient  is  playing,  eats  well,  sleeps 
well  and  appears  better  than  at  any  time  since 
appendectomy  was  done  in  early  December. 

2/16/37.  Patient  has  been  afebrile  and  asymp- 
tomatic for  one  week.  Color  is  markedly  im- 
proved. Discharged. 

DISCUSSION 

In  reviewing  this  case  two  points  are  of  in- 
terest: first,  the  mode  of  entry  of  the  pneu- 
mococci into  the  spinal  fluid,  and  second,  the 
recovery  of  the  patient  immediately  following  a 
hyperthermia  unwittingly  produced  by  trans- 
fusion. 

That  the  pneumococci  did  not  enter  directly 
from  the  mastoid  is  evidenced  by  the  intact  dural 
plate,  and  by  the  presence  of  chain  streptococci 
in  the  mastoid  smear  while  the  direct  smear  and 
culture  from  spinal  fluid  showed  type  II  pneu- 
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mococci.  The  transmission  through  the  blood 
stream  is  ruled  out  by  negative  blood  cultures. 

That  the  recovery  was  due  to  hyperthermic  de- 
struction of  the  organisms  is  our  assumption 
because;  first,  the  alleviation  of  the  symptoms 
and  agglutination  of  the  organisms  so  closely 
followed  the  hyperpyrexia;  second,  a careful  in- 
terrogation of  the  donor  failed  to  produce  any 
history  of  his  having  had  pneumococcic  infection; 
third,  a review  of  textbooks  of  bacteriology  defi- 
nitely classified  the  pneumococci  as  being  ex- 
tremely thermolabile. 

LITERATURE 

Review  of  the  cases  in  the  local  hospital  during 
the  past  four  or  five  years  showed  no  recovery  of 
definitely  proved  cases  and  the  initial  tempera- 
tures were  relatively  low  (101  to  103)  at  the  on- 
set with  hyperthermia  appearing  only  as  termi- 
nal manifestation  probably  due  to  exudates 
about  the  base  of  the  brain  involving  the  thermal 
center. 

A review  of  literature  is  rather  difficult  be- 
cause so  many  writers  include  pneumococcic 
meningitis  with  all  other  types  of  non-meningi- 
coccic  meningitis  except  tuberculous  meningitis. 
The  paucity  of  the  literature  on  this  subject  is 
well  evidenced  by  its  entire  lack  of  mention  in 
1936  Year  Book  of  Pediatrics  and  only  one  men- 
tion (J.  M.  Ravid  reviewed  below)  in  the  1935 
Year  Book  of  Pediatrics. 

P.  R.  Meyer1  carefully  reviewed  the  literature 
on  reported  cases  of  recovery  from  pneumococcic 
meningitis  and  reports  a case  which  responded 
to  repeated  lumbar  puncture  and  transfusions. 
His  assumption  is  that  meningitis  of  this  type 
like  pneumococcic  infection  elsewhere  is  a self- 
limited disease  and  that  the  patient  will  recover 
if  his  resistance  is  able  to  weather  the  time 
needed  for  self-limitation.  However,  in  his  case 
the  child  had  also  received  anti-meningicoccic 
serum  and  also  contamination  was  not  excluded 
in  the  laboratory  findings  which  did  not  show 
pneumococci  until  after  the  second  lumbar  punc- 
ture. In  his  case,  we  were  unable  to  correlate 
hyperthermia  with  improvement  because  of 
limited  progress  record. 

Clarence  Weil2  reviewed  the  literature  and  re- 
ported recovery  in  13  cases  of  typed  pneumococcic 
meningitis.  The  treatments  were  varied;  Fel- 
ton’s serum  being  the  favorite,  others  included 
potassium  permanganate  and  Pregyl’s  solution. 
In  his  series  nor  in  any  other  series  did  we  find 
type  II  reported. 

J.  T.  Baur  and  St.  Clair  Huston3  report  13 
cases  divided  nine  type  III  and  two  each  of 
type  I and  IV  all  terminated  fatally. 

Bennett  et  al4  recognizing  the  morphologic  and 
biologic  kinship  between  gonococci  and  meningi- 
cocci  and  the  value  of  artificial  hyperthermia  in 
treating  the  former  applied  this  form  of  therapy 


to  several  cases  of  chronic  meningicoccic  menin- 
gitis and  found  that  at  a temperature  of  106.8  the 
meningicocci  die  lavishly.  They  felt  that  arti- 
ficial hyperthermia  was  a valuable  adjuvant  and 
warranted  further  clinical  trial  in  the  treatment 
of  chronic  meningicoccic  meningitis  but  that  the 
danger  of  severe  cerebral  edema  contradicted  its 
use  in  the  acute  forms. 

J.  M.  Ravid5  reviewed  various  types  of  therapy 
of  meningicocci  and  non-meningicoccic  meningitis 
and  states  that  treatment  of  latter  is  little  en- 
couraging but  there  are  nevertheless  some  in- 
dications that  new  methods  of  treatment  fore- 
cast more  favorable  results  in  this  variety  also. 

CONCLUSIONS 

A case  of  type  II  pneumococcic  meningitis  re- 
covered following  frequent  lumbar  drainage  and 
a transfusion  with  non-anti-gentic  blood  pro- 
ducing hyperthermia. 

Further  studies  along  this  line  would  be  of 
great  interest. 
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Puerperal  Psychoses 

When  the  modern  methods  of  investigating  dis- 
eases were  developed  though,  it  soon  became  ap- 
parent that  the  child  bearing  was  only  one  of  the 
factors  having  to  do  with  the  mental  disturbance 
and  with  its  production.  Continuous  investigation 
along  these  newer  lines  of  diagnosis  has  definitely 
brought  out  the  fact  that  child  bearing  is  simply 
an  incident  in  the  entire  affair.  That  the  so- 
called  “puerperal  insanities”  are  usual  and  com- 
monly occuring  mental  disorders,  which  in  this 
instance  are  only  casually  associated  with  the 
puerperium.  As  a result  of  these  disclosures,  we 
no  longer  call  these  mental  disorders  “puerperal 
psychoses”,  or  “puerperal  insanities”,  or  “puer- 
peral hysterias”,  but  designate  them  under  their 
correct  mental  terminologies. 

Likewise,  as  a result  of  these  investigations,  in 
the  treatment  of  these  disorders  we  are  not 
guided  by  the  puerperal  factors  in  the  case, 
solely,  but  more  by  the  actual  pathological  con- 
ditions that  exist  in  the  individual. — Carl  W. 
Sawyer,  M.D.,  Marion,  Ohio:  Extract  from  paper 
presented  before  Lorain  County  Med.  Society. 
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SOME  CLINICAL  ASPECTS  OF  ARTHRITIS 

By  W.  A.  McCONKEY,  M.D.,  Canton,  Ohio 


THE  history  of  arthritis  extends  farther 
back  into  the  mists  of  antiquity  than  that 
of  any  other  disease  recorded  in  the  an- 
nals of  medicine.  Scientifically  trained  medical 
men  adhere  to  the  view  that  it  antedated  man. 
They  base  their  conclusions  upon  the  results 
obtained  through  work  accomplished  by  arche- 
ologists, paleontologists  and  biologists  which 
has  been  carefully  considered  relative  to  the 
existence  of  this  disease  in  prehistoric  times. 
Therefore,  whatever  history  we  have  of  arthritis, 
it  long  precedes  the  science  of  medicine. 

Evidence  has  been  found  that  it  existed  in  the 
bones  of  prehistoric  animals  of  the  Mesozoic 
period,  in  bones  of  man  of  the  Stone  Age,  in  re- 
mains of  early  Egyptians  and  so  on  down  through 
the  ages  of  man’s  history  and  remaining  at  the 
present  time  one  of  the  unsolved  medical  prob- 
lems, notwithstanding  the  marvelous  advances 
made  in  many  other  departments  of  pathology. 
In  this  paper,  I will  devote  more  time  to  a con- 
sideration of  etiological  agencies  which  play  a 
dominant  role  and  will  record  impressions  ob- 
tained through  a long  clinical  experience  in  the 
care  and  treatment  of  this  disease,  and  will  limit 
the  description  of  its  observable  pathology  which 
has  advanced  to  a higher  degree  of  understand- 
ing than  other  phases  of  the  condition.  In  the 
past,  more  effort  and  care  had  been  employed  in 
that  department  and  less  attention  given  to  the 
fundamental  factors  which  are  continuously  ac- 
tive in  its  progressive  chronicity.  However,  there 
is  now,  and  has  been  for  the  past  few  years,  more 
attention  given  to  causative  agencies  so  that 
more  optimism  prevails  regarding  better  manage- 
ment and  treatment. 

CLASSIFICATION 

Chronic  arthritis  is  not  made  up  of  one  single 
type  of  morbidity  or  as  commonly  regarded  a 
single  special  disease  but  there  are  several  forms 
of  the  condition  three  of  which  are  important 
and  all  that  can  be  considered  in  such  a limited 
presentation  as  this.  These  are  chronic  infectious, 
atrophic  and  hypertrophic  forms. 

Chronic  infectious  arthritis  may  in  a measure 
show  some  of  the  same  pathological  lesions  as 
found  in  atrophic  and  hypertrophic  types  but 
clinically  and  roentgenologically  shows  a les- 
sened tendency  to  bone  atrophy  and  reveals  a 
pari-articular  thickening  instead  of  cartilage  de- 
struction. There  is  a slower  tendency  toward 
ankylosis  and  shows  a better  response  after  the 
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removal  of  focal  infections.  It  is  found  in  the 
slender  anatomical  as  well  as  in  the  heavy  type  of 
individual.  This  disease  may  occur  at  any  age 
and  while  particular  joints  may  be  affected  gen- 
eral crippling  rarely  occurs. 

The  atrophic  type  is  found  in  the  slender  in- 
dividual with  low  vitality  or  low  bodily  resistance 
and  frequent  instability  of  the  nervous  system. 
Joint  characteristics  shown  in  this  type  reveal 
more  severe  and  rapid  changes  of  cartilage  ab- 
sorption, Panus  formation  or  proliferation  of 
synovial  membrane  with  its  layers  of  granula- 
tion tissue  and  terminates  in  ankylosis,  destruc- 
tion of  cartilage  taking  place  at  the  periphera. 
This  type  is  characterized  by  atrophy  of  prac- 
tically all  the  tissues  of  the  body  including  the 
vascular  system,  muscles,  joint  structures  and 
the  bones.  Swelling  is  characteristic  in  the  early 
stages  with  continuous  degeneration  of  articulat- 
ing surfaces,  ligaments  and  other  structures  as 
the  disease  progresses. 

The  entire  oseous  system  continues  to  atrophy 
through  the  different  stages  of  the  disease.  In 
this  type  there  is  more  rapid  change  in  bone  pro- 
cesses and  a greater  and  more  rapid  degree  of 
inflammatory  reaction  with  pain  and  destruction 
of  cartilage.  The  special  type  known  as  Strumple 
Marie  form  of  spinal  arthritis  is  only  a mani- 
festation of  localized  anatomical  form  of  atrophic 
arthritis. 

The  hypertrophic  type  occurs  chiefly  in  the 
heavy  anatomical  build  and  more  often  past 
middle  life,  is  characterized  by  degeneration  of 
the  articular  cartilage  with  proliferation  about 
joint  margins.  The  central  portion  of  the  car- 
tilage degenerates  first  in  contrast  to  the  atrophic 
type  where  degeneration  takes  place  at  the 
periphera.  Loose  bodies  are  sometimes  formed 
due  to  synovial  projections  with  osteochondral 
proliferation.  Rapid  deformity  is  rare  on  account 
of  the  slow  changes  that  take  place  both  in  bone 
and  the  softer  tissues. 

The  use  of  the  term  arthritis  as  applied  to  the 
two  great  types  namely  atrophic  and  hyper- 
trophic has  been  used  to  cover  both  forms  but 
later  classification  which  is  based  on  a clearer 
understanding  of  the  differential  diagnoses  be- 
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tween  the  two  types  shows  that  there  are  two 
distinct  forms  of  vascular  reaction  in  the  joint 
pathology,  one  form  in  atrophic  and  the  other  in 
the  hypertrophic  type.  In  the  atrophic  form 
there  is  a more  rapid  and  active  ischemia  while 
in  the  hypertrophic  there  is  on  account  of  ple- 
thora a more  progressive  course  with  later  evi- 
dences of  ischemia.  In  both  conditions  the  types 
of  vascular  reaction  must  be  considered  for  in 
the  case  of  the  atrophic  type  there  is  a neuro- 
vascular ischemia  and  in  the  hypertrophic  there 
is  an  arterio-sclerotic  ischemia.  In  the  atrophic 
there  is  a more  rapid  emptying  of  the  capillary 
bed  while  in  the  hypertrophic  there  is  a slower 
emptying  of  the  capillary  space.  Gradual  tissue 
death  is  characteristic  of  hypertrophic  and  acute 
tissue  death  in  the  atrophic  type.  The  atrophic 
form  usually  appears  between  20  and  40  years, 
hypertrophic  between  40  and  60  years  of  age. 

The  pathologic  differentiation  conforms  to  the 
physical  or  anatomical  type  of  plethora  in  the 
hypertrophic  and  slender  build  in  the  atrophic 
form.  These  pathologic  changes  found  in  the 
joints  related  to  the  vascular  system  are  not  only 
local  but  are  also  observed  in  nearly  every  tissue 
in  the  body.  The  disturbed  mechanism  found  in 
the  study  of  the  pathology  of  joint  lesions  in 
these  two  types  of  the  disease  clearly  presents  to 
us  the  changes  going  on  and  which  undoubtedly 
precedes  as  early  systemic  manifestations  in  the 
neuro-vascular  and  vicero-vascular  systems.  This 
evidence  leads  us  to  the  consideration  of  the 
metabolic  phase  of  etiology  as  one  of  the  factors 
of  cause.  In  the  differential  diagnosis  among 
the  different  types  of  arthritis  the  erythrocyte 
sedimentation  rate  is  a matter  of  importance. 
This  diagnostic  feature  has  been  brought  out  by 
Sia  Dawson  and  Boots.  They  find  the  sedimenta- 
tion rate  for  red  blood  cells  greatly  increased  even 
to  30  and  more  millimeters  per  hour  and  that  this 
feature  parallels  the  severity  and  extent  of  the 
process  in  atrophic  arthritis  and  in  arrested  cases 
the  rate  falls  to  within  normal  limits.  In  hyper- 
trophic arthritis  the  values  rarely  ever  attain 
more  than  30  millimeters  per  hour  while  in  non- 
articular  forms  as  neuritis,  myositis  of  acute  in- 
fectious origin  there  is  a very  slightly  elevated 
sedimentation. 

ETIOLOGY 

The  intensive  laboratory  research  methods  in- 
cluding the  knowledge  of  bacteriology  and  im- 
munology in  the  past  decades  led  to  the  recog- 
nition of  the  importance  of  local  infection  in  the 
etiology  of  the  disease.  As  to  the  manner  in 
which  these  agencies  affect  the  progress  of 
arthritis  many  conflicting  views  have  been  pre- 
sented. So  far  as  localized  infection  is  concerned 
as  a dominant  etiological  factor  recent  investiga- 
tion has  brought  about  an  accumulation  of  evi- 
dence and  a coordination  of  facts  universally  ac- 
cepted by  foremost  investigators  regarding  the 


relationship  of  such  infection  to  the  different 
types  of  arthritis. 

Nothing  is  more  evident  today  than  the  fact 
that  the  removal  of  local  infection  does  not  neces- 
sarily bring  about  a normal  state  in  the  arthritic. 
If  we  are  to  prevent  countless  victims  of  arthritis 
from  continuing  on  to  helpless  crippledom  we 
will  have  to  meet  numerous  other  contributing 
factors  that  enter  into  its  eiology.  There  are 
many  cases  where  local  infection  has  been  posi- 
tively known  to  exist  and  every  method  of  clini- 
cal, pathological,  chemico-physiological  and  ex- 
perimental research  has  failed  to  find  even  a 
potential  background  for  arthritis  and  no  mani- 
festations of  its  existence,  while  on  the  other 
hand  where  the  disease  was  known  to  exist  and 
was  active  millions  of  teeth  and  thousands  of 
tonsils  have  been  removed  with  no  improvement 
in  the  disease.  However  in  these  conditions  the 
particular  type  had  not  been  considered. 

Wonderful  results  have  been  obtained  where 
the  relationship  was  direct  as  in  the  early  in- 
fectious forms.  In  atrophic  and  hypertrophic 
types  there  has  been  miserable  disappointment 
on  account  of  the  amount  of  trauma,  increased 
area  of  tissue  and  vascular  injury  with  greater 
increase  of  toxins  suddenly  absorbed  into  the 
system  already  depleted  of  forces  needed  for 
necessary  reaction. 

The  American  committee  which  has  been  study- 
ing the  problems  of  arthritis  for  the  past  few 
years  has  reached  the  conclusion  that  the  much 
exploited  focal  infection  factor  does  not  meet 
the  requirements  of  cause  and  as  Pemberton 
states  is  only  an  episode  in  its  etiojogy.  They 
find  that  in  a state  of  chronicity  where  the  in- 
fection is  locally  removed  physiologic  inefficiency 
and  functional  deficiency  continues  and  too  fre- 
quently is  increased  and  followed  by  depletion 
and  greater  lowering  of  resistance.  Known 
localized  areas  should  be  cared  for  and  if  pos- 
sible be  eliminated  but  constructive  treatment 
should  be  employed  to  bring  about  a coordination 
of  physiological  processes  with  a higher  level  of 
potential  before  surgical  methods  are  attempted. 
Goldshwait,  Knaggs,  Osgood  and  Cecil  do  not 
accept  the  bacterial  origin  for  the  hypertrophic 
type.  Pemberton  and  Pierce  are  convinced  that 
ancestral  type,  constitution,  disturbed  equilibrium 
of  the  nervous  system,  toxemia,  environmental 
factors,  chemical  influences  are  all  to  be  con- 
sidered as  active  in  cause  and  as  supporting  the 
continuous  progress  of  the  disease.  The  chemical 
action  of  the  correlated  internal  secretions  must 
not  be  overlooked  in  the  etiology  of  this  trouble. 

From  an  experience  of  near  37  years  in  the 
treatment  of  this  disease,  to  me  it  has  been  con- 
clusively demonstrated  that  deficient  incretory 
function  must  be  considered  as  one  of  the  funda- 
mentally associated  factors  ever  prevalent  in  this 
condition.  The  normal  oxidation  reduction  mech- 
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anism  must  be  restored  to  proper  balance  no 
matter  what  may  be  the  degree  of  or  the  location 
of  the  infection  which  may  be  held  as  an  under- 
lying agency.  The  endocrine  system  is  the  im- 
munity regulating  and  protective  mechanism  of 
the  body  against  toxins.  The  hormones  of  the 
suprarenal  and  thyroid  glands  namely  adrenalin 
and  thyroxin  act  as  oxidizing  agents  in  destroy- 
ing toxins  and  maintain  with  the  aid  of  the 
pituitary  and  other  incretory  glands  what  is  com- 
monly called  body  resistance. 

Heretofore  it  had  been  regarded  that  the  nerv- 
ous system  was  the  essential  mechanism  where- 
by the  functions  of  the  different  bodily  units 
were  harmonized.  Now  we  know  that  other 
organs  and  perhaps  all  mutually  influence  one 
another  in  a chemical  way  by  means  of  glandular 
substances  but  a state  of  equilibrium  of  incretory 
function  cannot  exist  in  a condition  where  prog- 
ressive morbid  changes  continue  as  in  arthritis. 
This  phase  must  be  considered  not  only  as  an 
etiological  factor  but  also  must  be  recognized  in 
the  treatment  of  the  disease.  The  basic  oxidizing 
agencies  are  thyroxin  and  adrenalin  in  coordina- 
tion with  hormones  of  other  incretory  glands  and 
this  oxidizing  mechanism  is  continuously  lowered 
where  a condition  of  progressive  chronicity  ex- 
ists. 

The  endocrine  glands  are  part  and  parcel  of 
the  vegetative  nervous  system.  The  vegetative 
nervous  system  is  made  up  of  two  great  sub- 
divisions which  are  antagonistic  in  function. 
Anatomically  they  are  distinct  and  in  the  normal 
state  they  are  in  counter-balance.  These  two  sub- 
divisions are  the  sympathetic  and  the  para- 
sympathetic or  extended  pneumogastric  or  vagus. 
While  the  sympathetic  division  supplies  nerve 
fibers  to  all  parts  of  the  body  the  parasym- 
pathetic supplies  nerve  fibers  to  special  regions 
only.  Both  nervous  divisions  have  centers  in  the 
thalamencephalon  at  the  base  of  the  brain  accord- 
ing to  Bard  & Keller.  The  center  for  the  sym- 
pathetic division  is  situated  in  the  posterior 
hypothalamus  in  the  wall  of  the  third  ventricle 
and  is  controlled  by  suprarenal  medulla,  ac- 
cording to  Cushing.  The  center  for  the  para 
sympathetic  division  is  located  in  the  hypothala- 
mus in  the  floor  and  anterior  wall  of  the  third 
ventricle  and  is  controlled  by  the  pituitary  gland. 
Throughout  the  course  of  arthirtis  there  are 
variations  in  the  activities  of  the  two  divisions 
of  the  vegetative  nervous  system  due  to  emo- 
tional shocks  resulting  from  fear,  anxiety,  grief, 
despair  and  loss  of  hope.  These  variations  ac- 
cording to  Cannon  extend  from  an  extreme  dis- 
turbance to  one  branch  of  the  vegetative  nervous 
system  and  again  can  produce  varying  dis- 
turbances to  the  other  branch  of  this  system, 
while  at  times  there  can  be  such  disorder  as  con- 
flicting nerve  systems  acting  abnormal  simul- 
taneously due  to  various  forms  of  emotional 
shocks  producing  at  one  time  sympathicotonia 


and  at  another  vegatonia  until  finally  in  the 
course  of  the  disease  as  Garrettson  states  vaga- 
tonia  results  due  to  exhaustion  of  adrenalin  and 
thyroxin  or  the  oxidizing  mechanism  which  is 
characterized  by  such  end  results  in  arthritis  as 
spastic  bowel  and  other  neuro-visceral  and  neuro- 
vascular disturbances. 

Another  feature  for  the  consideration  of  an 
important  etiological  factor  is  sedimentation  rate 
which  has  already  been  referred  to.  It  might  be 
well  to  explain  this  phenomenon  and  its  relation- 
ship to  the  deviation  from  normal  body  mechan- 
ism, that  we  may  understand  one  of  the  im- 
portant phases  of  the  causitive  agencies  of  this 
disease  and  also  a factor  for  its  continued 
chronicity. 

There  are  two  inorganic  elements  which  affect 
the  erythrocyte  sedimentation  and  which  are  in- 
dispensible  to  the  vitalizing  forces  of  the  system, 
one  is  phosphorus  which  is  poorly  supplied  in  the 
average  diet  and  must  be  present  for  the  im- 
portant part  it  plays  in  the  chemistry  of  the 
nucleus  of  the  cell  and  in  the  lecithin  of  the 
suprarenal  glands. 

The  other  element  is  iodine  which  is  supplied 
rather  plentifully  in  plants  and  green  vegetables 
and  other  sources  giving  sufficient  amount  usually 
to  maintain  a phosphorus  iodin  balance,  providing 
phosphorus  can  be  sufficiently  supplied  and 
metabolized.  Now  as  state  of  health  depends 
among  other  balanced  conditions  upon  an  even 
working  balance  between  thyroid  and  suprarenal 
activities  and  since  phosphorus  improves  a 
hypoadrenal  state  and  iodine  regulates  a hyper- 
thyroid condition  these  two  inorganic  elements 
must  be  considered  in  the  treatment  of  chronic 
arthritis  and  to  improve  the  condition  there  must 
be  produced  an  autonomy  in  suprarenal  and  thy- 
roid function  and  as  the  hypo-adrenal  state  im- 
proves, the  erythrocyte  sedimentation  rate  shows 
a return  to  normal.  Sedimentation  rate  is  not 
affected  by  acute  infection  direct  and  only  by  the 
effect  of  such  infection  in  producing  a disturbed 
autonomy  by  creating  a hypo-adrenalism.  Both 
sedimentation  rate  and  metabolic  rate  give  evi- 
dence of  hypo-adrenia  relative  to  chronicity  in 
progressive  arthritis. 

There  are  two  factors  in  the  blood  serum  which 
determine  the  rate  of  erythrocyte  sedimentation. 
The  first  factor  A which  is  related  to  the  serum 
albumen  and  contains  phosphorus.  This  factor  is 
either  produced  or  is  controlled  by  the  suprarenal 
glands  and  its  excess  in  the  blood  tends  to  stim- 
ulate the  sympathetic  nervous  system  and  is 
electrically  positive.  The  second  factor  B is  re- 
lated to  the  globulin  of  the  blood  serum  and  con- 
tains iodin.  It  is  either  produced  or  is  controlled 
by  the  thyroid  gland  and  excess  in  the  blood  of 
this  factor  tends  to  stimulate  the  para-sympa- 
thetic nervous  system  and  is  electrically  negative. 
In  chronic  arthritis  the  positive  and  negative  re- 
action between  these  two  factors  are  not  in  a 
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state  of  equilibrium,  hence  the  characteristic 
nervous  instability  in  this  disease. 

Another  factor  that  manifests  itself  in  the 
etiology  and  is  an  active  agent  in  precipitating 
an  attack  in  the  more  acute  phases  of  the  disease 
and  increases  the  severity  where  chronicity  ex- 
ists is  the  exposure  to  the  influences  of  the  rapid 
changes  and  extremes  of  climate.  However, 
meteorologic  changes  are  only  influential  and 
many  other  factors  must  be  present  especially  a 
suitable  soil  of  susceptibility  associated  with  the 
lack  of  resistance.  On  the  other  hand  many  fac- 
tors can  be  responsible  for  lowered  bodily  re- 
sistance as  noted  in  the  history  of  many  case  re- 
ports where  we  find  besides  exposure  to  atmos- 
pheric changes  of  heat  or  cold  especially  sudden 
shifts  of  air  pressure  associated  with  dampness 
and  moisture,  such  factors  as  anxiety,  worry  and 
care,  also  emotional  shocks  and  shocks  from  in- 
jury, exhaustion  from  overwork  or  strain,  postural 
changes  and  continuous  strain  due  to  certain 
positions  of  the  body  to  meet  requirements  of 
occupation. 

Pemberton  and  Fletcher  both  state  that  pa- 
tients with  chronic  arthritis  may  be  suffering 
from  latent  chronic  deficiency  disease  which  is 
not  incompatible  with  an  infection  etiology  as 
deficiently  fed  individuals  readily  develop  both 
acute  and  chronic  infections.  However,  it  is  a 
question  whether  or  not  an  adequate  diet  is  all 
sufficient  without  a consideration  of  mechanism 
for  the  proper  care  and  metabolism  of  food  values 
to  act  as  constructive  replacement  elements  where 
a chronic  process  as  arthritis  exists. 

A further  explanation  of  the  relationship  of 
hypo-adrenia  to  active  arthritis  is  given  by  Wm. 
V.  P.  Garrettson  who  states  that  since  proto- 
plasm is  radio-active  and  that  radiation  is  alter- 
nately increased  and  decreased  by  the  hormones 
of  the  thyroid  and  suprarenal  glands  namely 
thyroxin  and  adrenalin  both  of  which  increase 
short  wave  radiations  by  oxidation  there  is  in  a 
state  of  progressive  arthritis  a conflict  going  on 
between  the  incompatible  wave  length  com- 
ponents of  foreign  protein  substances  and  blood 
serum  protein  due  to  radio-active  variations 
which  are  consistently  lowered  or  reduced  in 
hypo-adrenic  states.  This  condition  exists  to  a 
greater  or  less  extent  in  progressive  arthritis. 

TREATMENT 

In  the  treatment  of  the  various  types  of  this 
disease  from  what  we  have  already  discovered, 
one  thing  is  self  evident  and  that  is  there  is  no 
single  method  that  can  cope  with  the  disease.  It 
must  be  cared  for  by  considering  every  phase  of 
the  variety  of  agencies  that  are  responsible  for 
initiating  such  an  abnormal  state  and  also  all 
factors  that  contribute  to  its  continued  progress. 
The  element  that  is  of  paramount  importance  in 
every  form  of  this  trouble  is  constructive  treat- 


ment at  all  times  to  attempt  if  possible  the  ad- 
justment of  every  deviation  from  normal  within 
the  system  and  correction  and  control  of  all  ad- 
verse influential  factors.  An  attempt  has  been 
made  to  describe  these  agencies  both  endogenous 
and  exogenous  in  nature  and  all  must  be  met  and 
properly  cared  for.  The  removal  of  infection  sur- 
gically should  be  in  accordance  with  the  under- 
standing of  the  various  types  of  this  trouble  after 
a careful  study  of  the  resisting  powers  of  the 
particular  case  and  only  when  this  method  of 
treatment  is  indicated  which  should  be  governed 
by  a positive  diagnosis  of  the  particular  con- 
dition. The  enthusiasm  created  from  occasional 
results  obtained  in  removing  dental  and  other 
foci  of  infection  on  the  one  hand  and  the  dis- 
couraging results  following  from  the  same  pro- 
cedure in  other  numerous  cases  arises  from  the 
fact  that  the  diagnosis  has  too  often  been  made 
without  a complete  consideration  of  the  various 
classes  of  the  disease. 

Most  pathologists  and  able  clinicians  have  be- 
come skeptical  in  regard  to  the  part  infection 
plays  in  atrophic  and  hypertrophic  arthritis  and 
do  not  accept  the  principle  by  Rosenow,  Billings 
and  Wilcox  relative  to  these  two  types,  while  in 
the  infectious  type  there  has  been  better  clinical 
evidence  for  the  acceptance  of  their  views.  How- 
ever, there  has  not  been  evidence  produced  to 
show  that  the  continuance  of  a degree  of  infection 
does  not  prevail  throughout  the  course  of 
arthritis.  A careful  study  of  Rosenow’s  principle 
of  elective  and  selective  action  of  bacteria,  their 
changeability  through  mutations  taking  on  new 
types  of  behavior  although  morphologically  re- 
maining the  same,  and  also  the  changes  in  tissue 
reaction  taking  on  new  soil  characteristics  makes 
the  serological  plan  a speculative  and  uncertain 
form  of  treatment.  This  characteristic  of  bacterial 
action  is  a concomitant  in  a chronic  arthritic  pro- 
cess. Through  this  change  in  behavior  on  the 
part  of  infective  organisms  and  also  in  the  soil 
in  which  infection  exists  the  degree  of  virulence 
is  reduced  through  continued  tissue  reaction  and 
there  is  already  supplied  sufficient  antibodies  so 
that  inoculations  only  further  deplete  the  sys- 
tems through  forced  reactions  where  progressive 
chronicity  exists. 

Before  outlining  a treatment  to  meet  these  con- 
ditions it  is  advantageous  to  acquire  a complete 
history.  This  should  include  the  patient’s  ex- 
perience of  symptoms,  factors  in  the  cause  of  his 
trouble,  subjective  nervous  symptoms,  gastro- 
intestinal history,  habits  as  to  sleeping,  eating, 
manner  and  kind  of  occupation,  social  relation- 
ships, facts  concerning  nervous  and  circulatory 
symptoms  as  cold  hands  and  feet,  sweating,  ver- 
tigo, muscle  spasm  and  paresthesias. 

The  physical  examination  should  embrace  the 
skin,  pupils,  throat,  teeth,  lungs,  heart,  abdomen, 
reflexes,  blood  pressure,  genitourinary  organs, 
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observation  of  anatomical  build  and  posture, 
flexibility  of  spine  and  curves;  flexibility  of  and 
form  of  arch  of  feet,  joint  observation  and  diag- 
nosis by  roentgen  ray  if  necessary,  urinary  and 
blood  examination,  examination  in  the  special  de- 
partment of  eye  particularly  the  state  of  the 
vascular  system  by  the  use  of  the  ophthalmoscope, 
examination  of  nose  and  throat,  sinuses  and  in 
every  manner  for  a complete  survey  of  the  case. 

Patient  should  be  advised  to  follow  periods  of 
rest  in  recumbent  position  on  account  of  the 
characteristic  ptosed  intestine  in  the  arthritic 
and  for  muscular  relaxation  which  reduces  the 
stimulation  to  the  sympathetic  nervous  system. 
In  the  atrophic  form  frequent  mobilization  of  the 
joints  is  necessary  to  avoid  ankylosis.  Gastro- 
intestinal dysfunction  should  receive  attention 
regularly  and  aim  to  improve  general  atony 
which  exists  with  low  gastric  acidity.  In  this 
phase  of  the  trouble  the  simple  bitter  tonics  have 
shown  good  results  when  combined  with  dilute 
hydrochloric  acid.  Favorable  mental  states  should 
be  encouraged  and  create  as  much  as  possible  a 
mental  state  of  feeling  of  well  being,  in  other 
words,  the  hopeful  state,  that  there  may  be  main- 
tained the  highest  degree  of  autonomic  balance. 
Vaccines  and  foreign  proteins  especially  used  in- 
travenously are  not  advantageous  in  the  long 
standing  chronic  types,  however,  there  is  a better 
response  in  the  primary  inflammatory  arthro- 
pathies. There  appears  in  a degree  to  exist  an 
immunological  state  acquired  through  the  long 
course  of  the  disease  and  little  deficiency  of  anti- 
bodies in  the  chronic  types  and  stimulation  by 
serologic  methods  does  not  improve  but  rather 
lowers  resistance  in  this  stage. 

The  activating  forces  of  heliotherapy  has 
shown  good  effect  on  the  metabolism  of  the  gen- 
eral system  and  used  with  proper  thex-apeutic 
consideration  is  a valuable  adjunct  to  treatment. 
Pemberton  states  that  arthritis  in  the  absence  of 
fever  is  associated  with  slight  lowering  of  basal 
metabolic  rate  due  to  lessened  circulation  in  tis- 
sues and  muscles  which  carry  the  powers  of 
oxidation  and  on  account  of  the  sluggish  blood 
flow  in  the  capillary  bed,  he  advises  heat,  exer- 
cise, massage,  careful  use  of  diathermy  and  vaso- 
dilator drugs.  Considering  drug  therapy  the  dif- 
ferent forms  of  the  salicylates  are  of  value  if 
associated  with  an  alkali  base  but  should  not  be 
prescribed  without  the  supporting  effect  of  the 
bitter  tonics  to  increase  the  secretory  function 
of  the  entire  mechanism  of  digestion  and  elimina- 
tion, at  all  times  maintaining  as  high  as  possible 
the  tonicity  of  gastro-enteric  function. 

To  avoid  any  upset  in  the  metabolism  Fletcher 
of  Toronto  states  the  diet  should  be  reduced  in 
carbohydrates  and  contain  an  abundance  of  vita- 
min A B and  D,  plenty  of  protein  and  sufficient 
fat  to  supply  every  requirement.  The  metabolic 
factor  must  always  be  considered  in  treatment 


for  if  there  is  an  acid  base  equilibrium  or  normal 
alkali  range  the  resistance  of  the  body  is  raised. 
Clinical  evidence  shows  that  ultra  violet  rays  as- 
sist in  maintaining  this  range  and  supports  the 
metabolic  balance  of  the  body  and  in  skillful 
hands  should  frequently  be  employed. 

Archer  states  that  the  chief  use  of  all  the 
modalites  of  physical  therapy  is  the  effect  they 
have  in  producing  vasodilatation  thus  improving 
the  circulation  of  the  joints  and  muscle  tone  and 
also  that  orthopedic  care  is  definitely  needed  to 
prevent  and  correct  joint  deformities  especially  in 
the  moderately  advanced  cases  and  in  the  early 
cases  where  there  are  postural  abnormalities, 
knock  knees,  coxa  vara  or  pes  planar. 

The  experimental  work  relative  to  creatin  de- 
ficiency in  the  nails  of  the  fingers  indicates  low 
sulphur  metabolism  and  is  worthy  of  note  on 
account  of  treatment  by  the  use  of  sulphur  which 
recently  has  been  advised  to  meet  requirements 
in  the  care  of  this  disease.  Sulphur  is  necessary 
for  indol  detoxification  but  the  detoxifying  func- 
tion of  the  liver  is  low  when  indoluria  exists,  and 
associated  with  this  disturbance  there  are  putre- 
factive conditions  in  the  cecum  and  other  parts  of 
the  intestinal  tract.  If  the  liver  allows  indol  to 
pass  without  detoxification,  it  is  evident  that 
other  known  or  unknown  forms  of  bacterial  toxic 
substances  may  also  pass  unchanged.  Thus,  the 
sulphur  problem  is  only  another  evidence  of  dis- 
turbed mechanism  which  primarily  must  be  cor- 
rected in  this  trouble.  The  same  is  true  for  mas- 
sive doses  of  vitamin  D which  too  frequently 
have  led  to  a condition  of  vitaminosis  associated 
with  extreme  sickness  and  lowering  of  resistance 
through  too  great  an  activation  and  consequent 
over-stimulation  which  always  results  in  depres- 
sion. 

Constructive  treatment  is  required  in  connec- 
tion with  a consideration  of  all  foci  of  infection 
whether  in  the  form  of  bacterial  toxins  from  the 
teeth,  sinuses,  tonsils,  gall  bladder,  prostate  gland 
in  the  male  and  uterine  cervix  in  the  female  or 
chemical  toxins  which  are  found  in  the  intestinal 
tract.  A complete  urinalysis,  blood  chemistry, 
blood  count,  blood  test  and  stool  examination 
should  be  made.  Treatment  and'  care  of  arthritis 
is  difficult  on  account  of  the  multiplicity  of 
agencies  directly  responsible  and  the  many  other 
factors  having  influential  reactions  throughout 
its  course. 

It  is  purely  a coloidal  chemical  problem  whether 
considered  from  a standpoint  of  infection  or  the 
nature  of  the  body  soil  in  which  infection  exists 
and  treatment  must  be  employed  that  will  care 
for  fundamental  deviations  instead  of  end  re- 
sults. 

Nature  did  not  intend  that  there  should  exist 
a condition  knowm  as  arthritis.  The  victimized 
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individual  should  have  had  a license  to  live  as  his 
neighbor — free  from  its  devastating  effects. 

Medical  science  must  solve  this  problem  and 
remove  one  of  the  great  scientific  enigmas  from 
its  history. 

411  Third  Street,  N.W. 
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Hypothyroidism 

In  children  we  find  many  symptoms:  delayed 
dentition;  delayed  bone  development,  especially 
of  the  flat  bones;  crowded  teeth,  lower  maxillary 
as  well  as  upper.  The  so-called  “adenoid  types” 
have  dry  skin,  are  underweight  and  undergrown, 
they  catch  cold  easily,  have  poor  appetite,  are 
irritable,  do  not  play  well  with  other  children, 
have  leg  ache  and  headaches.  Some  have  enuresis. 
X-ray  of  the  teeth  in  both  young  children  and 
young  adults  show  root  resorbtion. 

Hypothyroidism  can  be  diagnosed  in  the  new- 
born in  the  first  week  of  life  by  X-ray  of  the 
elbow  and  knee.  One  nucleus  is  missing  where 
there  should  be  two  normally.  Englebach  be- 
lieves that  most  all  babies  that  weigh  over  nine 


pounds  at  birth  are  hypothyroids.  The  hypothy- 
roid baby  is  usually  over-weight,  lies  quiet  in  his 
crib,  catches  cold,  sleeps,  and  is  usually  a good 
baby.  There  will  be  delayed  eruption  of  teeth, 
walking  and  talking  and,  if  hypothyroidism  is 
marked,  he  will  be  backward  in  school. 

In  hypothyroidism  we  rarely  find  leanness  in 
the  adult,  but  when  we  do  they  present  the 
symptoms  of  nervous  instability,  tremor,  tachy- 
cardia and  restlessness,  disturbed  sleep  which 
arouses  suspicion  of  hyperthyroidism.  Presence 
of  a goiter  is  additional  reason  to  make  the 
diagnostic  error  which  is  almost  unavoidable,  if 
the  configuration  of  the  orbit  suggests  exoph- 
thalmous  or  stare.  Yet  these  patients  reveal  a 
low  basal  metabolic  rate  which  often  falls  away 
below  prediction.  Their  thyroid  state  is  in- 
dicated to  the  physician  by  dryness  of  hair  and 
skin,  complaints  of  constipation  and  occasionally 
by  hypothyroid  stigmata  of  skeletal  development 
and  dentition.  This  type  of  hypothyroidism  was 
classified  by  Englebach  and  others  as  “skinny 
cretins”.  The  clinical  improvement  of  these 
patients  on  small  doses  of  thyroid  carefully  given 
prove  the  diagnosis.  Caution  is  the  watchword 
and  small  doses  of  thyroid  in  this  type  of  patient 
is  the  rule;  overdosage  often  causes  a further 
loss  of  weight  and  an  exaggeration  of  symptoms. 
Hypothyroidism  is  one  of  the  most  common 
causes  of  hypoglycemia;  as  deficient  activity  of 
the  thyroid  is  quite  often  associated  with  dis- 
turbed liver  function,  decreased  storage  of 
glycogen  in  the  liver  may  account  for  low  blood 
sugar.  Hypothyroidism,  however,  also  infers  a 
decreased  state  of  sympathetic  tonus,  which  is 
another  essential  factor  in  depression  of  the  blood 
sugar  level.  One  should  always  ascertain  the 
function  of  thyroid  in  hypoglycemia  before  we 
direct  our  thoughts  to  other  endocrinopathies. 

In  disturbance  of  salt  and  water  metabolism, 
the  thyroid  is  one  of  the  main  factors.  The 
thyroid  hormone  decreases  the  water  affinity  of 
tissues  and  liberates  the  water,  thereby  causing 
diuresis  and  an  increase  in  output  of  salt.  Thy- 
roid feeding  increases  the  output  in  normal  per- 
sons, but  it  is  tremendous  in  hypothyroidism, 
especially  in  myxedema.  Water  retention  and 
oliguria  is  just  as  typical  of  the  hypothyroid  as 
dehydration  thirst,  and  polyuria  in  hyperthyroid- 
ism. Dry  skin  is  characteristic  of  hypothyroidism, 
and  moist  perspiring  skin  of  hyperthyroidism. 
It  is  quite  characteristic  for  the  hypothyroids  to 
put  on  weight  suddenly  and  to  lose  it  just  as 
quickly.  Temporary  increases  in  water  and 
oliguria  accounts  for  the  former,  accentuated 
diuresis  for  the  latter. — Paul  J.  Conner,  M.D., 
and  F.  Julian  Ivtaier,  M.D.,  Denver;  Colorado 
Med.,  34:6,  June,  1937. 
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A DISCUSSION  of  pyuria,  or  pus  in  the 
urine,  may  seem  like  a time  worn  subject; 
nevertheless,  it  is  amazing  how  many 
practitioners  of  medicine  pass  up  such  a finding 
without  much  thought  of  its  significance. 

Various  confused  statements  have  been  given 
concerning  the  number  of  pus  cells  that  are  to  be 
considered  pathogenic.  Since  pus  cells  anywhere 
are  recognized  as  dead  leukocytes  which  have 
lost  their  lives  by  an  overwhelming  force,  it  is 
reasonable  to  assert  that  pus  cells  in  any  num- 
bers at  all  do  not  represent  a normal  physio- 
logical condition  in  the  urine,  and  are  to  be 
considered  a positive  indication  that  a patho- 
logical process  is  at  work  somewhere  in  the 
urinary  tract.  If  they  are  present  in  very  small 
amounts  it  may  be  that  nothing  more  than  an 
irritation  exists;  if  more  numerous  we  may  be 
sure  that  we  are  dealing  with  an  inflammation; 
while  the  presence  of  a great  quantity  points 
postively  to  a diagnosis  of  ulceration  or  sup- 
puration in  some  part  of  the  urinary  tract. 

The  importance  of  carefully  repeated  urine  ex- 
aminations cannot  be  overemphasized.  Many 
cases  with  predominately  extraurological  symp- 
toms could  be  handled  more  accurately  if  closer 
observance  was  given  to  these  examinations. 
Almost  as  many  cases  of  primary  urological 
pathology  are  overlooked  as  there  are  cases  with 
secondary  involvement  of  this  tract,  merely  be- 
cause pus  is  not  found  in  a single  specimen  or 
perhaps  the  presence  of  just  a few  cells  do  not 
prompt  enough  consideration. 

The  urologist  merits  no  special  praise  because 
he  gives  so  much  consideration  to  the  presence 
of  pus  in  the  urine,  but  perhaps  so  frequently  his 
associates  in  medicine  give  too  little  attention 
to  these  findings.  There  is  a cause  in  every  case, 
and  it  is  the  problem  of  the  examining  physician 
to  analyze  all  of  the  possible  sources.  It  must 
not  be  assumed  that  all  cases  of  pyuria  have  their 
primary  cause  within  the  urinary  tract,  ignoring 
other  potential  foci  in  the  body.  There  is  a wide 
systemic  field  that  approximates  or  is  drained  by 
the  same  vascular  and  lymphatic  fluids  that  pass 
through  the  urinary  tract,  thus  perhaps  pro- 
moting only  secondary  trouble  in  these  organs. 

A carefully  taken  history  with  due  evaluation 
of  all  urinary  tract  symptoms,  and  points  along 
this  tract  from  which  pus  cells  might  reach  the 
urine,  will  aid  materially  in  tracing  the  source 
of  trouble.  Then,  to  follow  the  simplest,  least 
disturbing  and  logical  course  of  procedure  in 
locating  this  source,  should  be  the  mode  of  at- 
tack. However  it  may  be  safely  stated  that  the 
most  logical  procedure  may  not  be  the  least  dis- 
turbing, thus,  in  many  cases  all  the  less  indicated 


methods  have  been  exhausted  before  the  more 
accurate  procedures  are  begun. 

We  might  well  discuss  first  the  gross  or 
macroscopic  examination  of  the  urine,  sometimes 
eluded  to  as  a “lost  art”.  The  modern  methods 
for  diagnostic  investigation  often  induces  neglect 
of  a once  honored  practice.  Augustus  Harris 
once  said  “To  remind  the  urologist  of  the  prac- 
tical value  of  the  two  glass  test,  or  the  visual 
examination  of  the  freshly  passed  urine,  would 
be  like  presuming  to  teach  a half  grown  child 
his  A,  B,  C’s.  The  value  of  the  clinical  impres- 
sion gained  in  the  diagnosis  and  progress  under 
treatment  of  a given  case  of  genital  or  urinary 
tract  infection  is,  I believe,  conceded”.  There 
can  be  no  argument  with  the  statement  that  the 
microscopic  eye  presents  findings  that  the  naked 
eye  cannot  discern,  and  this  mode  of  examina- 
tion should  always  be  used  as  a positive  check. 
However,  with  a little  training  and  the  use  of 
a few  simple  methods,  a presumptive  diagnosis 
or  check-up  on  the  progress  of  a case  can  be 
made  quite  accurately. 

A general  working  knowledge  of  practical 
urology  and  uroscopy  will  prove  highly  satis- 
factory in  the  care  of  any  patient.  I believe  it  is 
an  inexcusable  omission  on  the  part  of  any  phy- 
sician to  give  urinary  antiseptics  and  sedatives 
when  pus  cells  are  found  in  the  urine  even  though 
associated  with  symptoms  that  indicate  urinary 
tract  disturbances.  True  enough,  such  treatment 
may  be  all  that  is  indicated.  However,  no  credit 
can  be  given  to  the  doctor  unless  he  has  thor- 
oughly examined  the  patient  and  located  the 
causative  factor. 

To  begin  with  an  examination,  both  manual 
and  visual,  should  be  made  of  the  genitalia  and 
adjacent  potentially  contributing  structures.  A 
two  glass  urine  specimen  might  easily  limit  the 
soux’ce  of  infection  to  the  more  distal  portion  of 
the  urinary  tract  in  the  male,  and  a small  voided 
sample  from  the  female  immediately  before 
catheterization  may  likewise  offer  valuable  sug- 
gestion. 

A freshly  voided  urine  specimen  heated  that 
remains  cloudy  when  acetic  acid  has  been  added 
signifies  the  presence  of  pus  or  blood  cells,  per- 
haps both.  Heating  the  specimen  will  cause  the 
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disappearance  of  urates  and  it  will  increase  the 
denseness  if  the  cloudiness  be  due  to  carbonates, 
phosphates  or  pus.  When  acetic  acid  is  added  the 
carbonates  disappear  with  bubbles  of  gas  and  the 
phosphates  disappear  without  gas  formation. 
The  cloudiness  or  turbidity  will  not  change  on  the 
addition  of  acetic  acid  if  it  is  due  to  pus.  This 
of  course  is  a macroscopic  examination  but  it 
may  afford  some  very  helpful  data. 

If  the  second  glass  specimen  is  cloudy  and 
shows  the  same  characteristics  as  the  first,  fur- 
ther evidence  is  added  to  justify  a presumption 
that  the  case  is  one  with  an  upper  urinary  tract 
infection  and  thus  leads  one  further  in  the  search 
for  such  causes. 

It  should  be  remembered  that  primary  cystitis 
occurs  very  rarely.  The  infection  may  reach  the 
bladder  from  the  upper  urinary  tract  directly,  it 
may  migrate  by  way  of  the  lymphatics,  or 
through  direct  contact  with  adjacent  inflamma- 
tions. Also,  there  is  a chance  that  a tumor,  cal- 
culous or  foreign  body  in  the  bladder  itself  may 
be  the  irritating  offender.  A carefully  taken  his- 
tory is  invaluable  in  differentiating  these  causes. 
One  must  take  into  acount  the  age  of  the  patient, 
the  possibility  of  urethral  infection,  stricture, 
prostatic  obstruction,  prostovesiculitis,  vaginitis, 
endocervicitis,  appendiceal  or  a diverticular  ab- 
scess, all  of  which  may  produce  an  inflammatory 
reaction  in  the  bladder. 

In  the  upper  urinary  tract  pus  cells  may  have 
their  origin  as  a result  of  a pyelonephritis,  pyone- 
phrosis, tuberculosis,  tumor,  calculi,  nephritis, 
stricture  of  the  ureter,  etc.  and  the  only  clue  to 
such  a condition  may  be  the  presence  of  pus  cells 
in  the  urine. 

Mention  must  be  made  of  the  silent  or  symp- 
tomless infections.  There  are  cases  in  which  the 
urinary  findings  give  the  only  clue  to  the  source 
of  trouble.  Perinephritis  or  a perinephritic  ab- 
scess may  frequently  advance  to  a rather  marked 
degree  before  changes  occur  in  the  urine  to  sug- 
gets  their  presence.  The  urine  in  these  cases  will 
be  characteristically  negative  until  late  when 
there  may  be  some  escape  of  infection  into  the 
kidney  pelvis. 

It  is  well  to  make  repeated  urine  examinations 
in  every  individual  that  presents  any  suspicious 
evidence  from  the  urinary  tract.  This  fact  is 
substantiated  by  the  large  number  of  cases  that 
present  very  confusing  symptoms;  in  fact  the 
symptoms  may  suggest  with  magnification  path- 
ology in  some  other  system  of  organs  by  means 
of  associated  reflex  paths. 

In  many  instances  the  appendix  has  been  re- 
moved largely  because  the  urinary  findings  sug- 
gested less  evidence  of  acute  urinary  tract  dis- 
ease. Many  of  these  cases  have  produced  rather 
an  innocent  specimen  for  the  pathologist,  and  in 
due  time  renal  or  ureteral  calculi  have  been 
found.  Likewise  hydronephrosis,  pyelonephritis, 
ureteral  stricture  and  other  urinary  tract  lesions 


have  been  found  subsequent  to  gall  bladder  opera- 
tions, pelvic  operations,  exploratory  surgery,  or 
medical  treatment  for  gastro-intestinal  symptoms. 

There  is  a tendency  among  many  practitioners 
to  evaluate  the  importance  of  pyuria  on  a quanti- 
tative basis,  and  assume  that  a few  pus  cells  are 
the  result  of  contamination  or  do  not  signify  sig- 
nificant physiological  changes.  It  is  quite  inter- 
esting however  to  note  that  gross  lesions  of  the 
urinary  tract  have  been  discovered  in  cases  that 
showed  even  less  than  five  to  seven  cells  per  high 
power  field. 

This  tendency  to  evaluate  the  importance  of 
pyuria  on  a quantitative  basis  is  especially  true 
in  the  care  of  children.  Hepler  and  Scott  (A.M.A. 
August  17,  1935)  found  in  the  examination  of  694 
children  that  99  per  cent  showed  pus  in  voided 
specimens  while  only  13  per  cent  showed  pus  if 
catheterized  specimens  were  used.  These  men  also 
demonstrated  that  the  cell  counts  varied  from  less 
than  one  to  more  than  twenty  per  high  power  field 
in  cases  that  had  exactly  similar  urinary  tract 
lesions;  this  proving  in  their  opinion  that  the 
amount  of  pus  in  properly  collected  specimens 
was  not  a true  indication  at  all  of  the  severity  of 
the  lesion. 

The  so-called  “silent”  urinary  tract  lesions  may 
be  very  misleading.  Quite  often  a few  pus  cells 
in  the  urine  may  be  the  only  indication  of  a 
rather  serious  pathogenic  process.  As  mentioned 
before  such  a lesion  may  be  very  silent  in  the 
urinary  tract  while  it  is  producing  quite  a noisy 
disturbance  in  the  region  of  the  pelvis,  appendix, 
gallbladder  or  general  gastro-intestinal  tract. 

In  conclusion  may  I again  stress  the  import- 
ance of  a complete  and  thorough  urological  in- 
vestigation in  all  cases  where  pus  cells  are  found 
in  the  urine.  The  majority  of  these  cases  either 
medical  or  surgical,  if  diagnosed  early,  can  be 
corrected  without  much  difficulty.  However,  if 
allowed  to  run  along  marked  destruction  and  pos- 
sibly serious  consequences  may  result. 

44  E.  Church  Street. 


The  Tobacco  Heart 

From  the  literature  we  glean  the  following  out- 
standing effects  on  circulation,  resulting  from 
tobacco: 

Vasoconstriction— as  a contributing  cause  of 
death  in  organic  arterial  disease,  (a)  Not  shown 
to  be  a cause  of  hypertension,  although  the  blood 
pressure  may  be  temporarily  slightly  elevated, 
and  thus  not  necessarily  forbidden,  (b)  Coronary 
sclerosis  and  angina  pectoris  not  significant  ex- 
cept in  those  showing  cutaneous  reaction  to  nico- 
tine free  tobacco,  or  a toxic  manifestation. 

In  peripheral  vascular  diseases,  such  as 
thrombo  angiitis  obliterans,  Reynaud’s  disease  and 
intermittent  claudication,  tobacco  is  forbidden. — 
Harry  Goldston,  M.D.,  Roanoke,  Va.;  Va.  Med. 
Monthly,  64:6;  Sept.,  1937. 
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THE  results  in  the  treatment  of  carcinoma 
of  the  bladder  by  any  of  the  present  day 
methods  are  not  encouraging.  Of  658  cases 
reviewed  by  the  Committee  of  the  Carcinoma 
Registry  of  the  American  Urological  Association1 
which  were  treated  prior  to  January  1,  1931, 
only  104  or  15.9  per  cent  were  free  of  signs  and 
symptoms  of  the  disease  after  five  years.  Of 
these  658  cases  only  15  hopeless  patients  received 
roentgen  therapy.  This  is  certainly  indicative  of 
the  rather  general  belief  that  external  radiation 
is  of  little  value  and  only  palliative. 

During  the  past  few  years,  however,  favorable 
reports  following  roentgen  therapy  in  this  dis- 
ease are  becoming  more  and  more  frequent. 
Ferguson2  reports  48  cases  in  which  complete 
regression  of  the  tumor  was  obtained  in  20  cases. 
Nisbet3,  in  reporting  eight  cases,  deplores  the 
fact  that  all  were  very  far  advanced  when  re- 
ferred for  treatment  but  states  that  in  spite  of 
this  three  were  alive  after  roentgen  therapy; 
one  for  two  years  and  nine  months  and  two  for 
six  months  after  treatment.  Pfahler4  in  an 
enthusiastic  report  states  that  he  has  patients 
who  have  remained  well  after  seven  years.  A 22 
per  cent  five  year  survival  in  27  patients  treated 
by  combined  surgery  and  roentgen  therapy  com- 
pared to  a 1 per  cent  five  year  survival  in  15 
cases  treated  by  surgery  alone  is  reported  by 
Andrews  and  Uhle5.  Dean0  cites  a far  advanced 
case  treated  only  by  means  of  700  kv.  roentgen 
therapy,  the  patient  being  well  after  30  months. 
It  is  encouraging  to  note  that  Lower7  believes 
that  roentgen  therapy  offers  excellent  palliation 
and  states  that  the  introduction  of  higher  vol- 
tages might  possibly  produce  results  overshadow- 
ing all  other  methods  in  the  treatment  of  malig- 
nant tumors  of  the  bladder. 

Other  writers  are  inclined  to  be  more  pessi- 
mistic. Smith8  dismisses  the  subject  by  stating 
that  roentgen  therapy  is  of  little  value  except 
occasionally  to  control  hemorrhage  in  far  ad- 
vanced cases.  Gouverneur  and  Dossot9  express 
a similar  opinion  and  state  that  it  cannot  be 
hoped  to  produce  complete  and  definite  destruc- 
tion of  the  tumor  by  roentgen  therapy.  It  is 
believed  by  O’Crowley10  that  the  consensus  of 
opinion  among  urologists  is  that  the  roentgen 
ray  is  valuable  only  for  the  control  of  symptoms 
after  operation,  and  for  the  inhibition  of  the 
growth  of  new  tumors  of  low  grading  after 
operation. 

It  is  not  the  object  of  this  presentation  to 
propose  any  one  method  in  preference  to  an- 


other but  to  state  our  results  and  method  in  15 
cases  treated  since  February,  1935,  at  which  time 
a 400  kv.  constant  potential  X-ray  machine  was 
installed  as  part  of  our  equipment.  In  spite  of 
this  small  series  we  feel  that  the  results  have- 
been  quite  encouraging,  even  if  the  palliation 
alone  is  considered.  The  following  factors  have 
been  employed  in  all  15  cases:  400  kv.  constant 
potential,  5 ma.,  80  cm.  distance,  and  a constant 
filter  composed  of  0.93  mm.  tin  plus  0.27  mm. 
copper  plus  an  iometer  chamber  plus  bakelite 
plus  2 mm.  copper  built  into  the  tube,  giving  a 
filter  having  the  equivalent  of  6.5  mm.  of  copper. 
The  output  is  14  r per  minute  under  these  con- 
ditions, as  measured  in  air.  Four  portals  are 
used,  two  anteriorly  and  two  posteriorly,  cross- 
firing the  bladder  area.  Two  fields  are  used  daily 
and  140  r are  given  to  each  field,  making  the 
total  daily  dose  280  r units.  The  patients  are 
treated  daily  except  Sundays  and  the  dosage  is 
carried  as  high  as  the  skin  tolerance  or  bladder 
tolerance  will  permit,  which  is  usually  in 
the  neighborhood  of  2,500  r to  3,000  r to  each  of 
the  four  portals  or  a total  dose  of  10,000  to  12,000 
r,  as  measured  in  air.  Further  radiation  is  added 
after  a period  of  6 to  12  weeks  or  as  the  symp- 
toms and  cystoscopic  findings  indicate. 

Of  the  15  cases  treated,  two  very  far  advanced 
cases  died  within  10  days  after  treatment  was  in- 
stituted and  each  received  only  980  r.  A third 
hopeless  case  died  after  receiving  only  3,360  r. 
Certainly  these  three  cases  did  not  receive  enough 
therapy  to  be  of  material  benefit.  Of  the  remain- 
ing 12  cases  the  total  dose  varied  from  7,280  r to 
16,480  r and  of  these  nine  are  living  and  three  are 
dead.  Two  are  living  after  one  year  and  ten 
months;  one  after  one  year  and  nine  months;  two 
after  slightly  longer  than  one  year,  and  the  re- 
maining four  cases  are  living  after  periods 
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TABLE  I 


No. 

Name 

Date  First 
Treatment 

Type  of  Tumor 

Total  dose  r 
units  in  air 

Results 

i. 

H.  C. 

3-  4-35 

Infiltrating.  Very 
extensive. 

980 

Died,  3-19-35,  8 days  after 
treatment  was  discontinued. 

2. 

F.  T. 

5-22-35 

Extensive  infiltrating 

980 

Died  after  7 days 
of  treatment. 

3. 

W.  S. 

6-17-35 

Multiple  (2).  Infiltra- 
ting transition  cell. 
Each  2 cm.  in  dia. 

7,280 

Well. 

4. 

M.  G. 

6-13-35 

Extensive  infiltrating. 

7,320 

Well. 

5. 

A.  M. 

7-  2-35 

Large  papillary.  En- 
tire left  side  of 
bladder  involved. 

3,360 

Died,  10-1-35. 

6. 

W.  C. 

7-29-35 

Papillary,  single. 

7,440 

Well.  Cystoscopic  on 
7-6-36  showed  lesion 
healed. 

7. 

A.  J. 

1-  7-36 

Papillary,  single, 

size  small  hen’s  egg. 

8,600 

Well. 

8. 

L.  E. 

4-14-36 

Papillary,  single, 
size  of  golf  ball. 

12,480 

Well.  Cystoscopic  on 
7-24-36  showed  lesion 
healed. 

9. 

C.  F. 

4-17-36 

Multiple  infiltrating, 
involving  entire 
left  wall. 

7,840 

Died,  5-31-36. 

10. 

A.D. 

5-  7-36 

Infiltrating,  involving 
base,  neck,  and 
right  wall. 

8,400 

Died,  6-22-36. 

11. 

S.  B. 

5-11-36 

10-20-36 

Infiltrating,  involving 
entire  floor. 

10,640 

2,000 

Incomplete  regression 
and  is  dying. 

12. 

F.  B. 

5-18-36 

Single  papillary,  size 
of  silver  dollar,  in 
left  base. 

11,820 

Well. 

13. 

H.  A. 

6-15-36 

10-19-36 

Extensive  infiltrating, 
involving  base  and 
left  wall. 

10,640 

5,840 

Died,  1-20-37,  after  figura- 
tion of  remainder 
of  tumor. 

14. 

H.  N. 

6-30-36 

8-31-36 

Extensive  infiltrating, 
transitional  cell,  4.5  cm. 
in  dia. 

7,840 

6,160 

Cystoscopic  on  4-6-37 

showed  extension  of  tumor. 

15. 

C.  S. 

12-21-36 

Single  papillary, 
3.5  cm.  in  dia. 

9,240 

Well. 

ranging-  between  five  months  to  one  year.  There 
are,  however,  two  recurrences  and  one  of  these  is 
dying.  There  are,  then,  seven  cases  without 
clinical  signs  of  the  disease.  All  of  the  cases 
that  died  were  far  advanced,  only  one  having 
lived  as  long  as  six  weeks  after  treatment  was 
discontinued.  Unfortunately,  the  diagnosis  was 
verified  by  microscopic  section  in  only  10  of  the 
cases.  Six  of  the  cases  had  had  previous  sur- 
gical procedures,  and  all  of  these  either  had 
recurrences  or  the  urologist  had  found  it  im- 
possible to  fulgurate  the  entire  tumor.  An 
analysis  of  the  entire  group  of  cases  is  shown  in 
Table  I. 

The  patients  that  are  ambulatory  are  able  to 
remain  so  throughout  the  course  of  treatment, 
there  being  surprisingly  little  discomfort.  An 
increased  frequency  usually  occurs  toward  the 


end  of  the  series  and  subsides  a short  time 
after  the  course  is  completed.  It  is  only  the 
cases  that  already  have  a marked  cystitis  when 
referred  for  treatment  that  develop  a marked 
dysuria  and  frequency.  In  several  cases  this 
has  been  so  severe  that  treatments  have  had 
to  be  interrupted  for  a short  time  until  the 
bladder  infection  could  be  cleared  up,  or  at  least 
improved.  Rectal  mucositis  sometimes  occurs 
but  the  accompanying  diarrhea  is  easily  con- 
trolled by  paregoric.  None  have  complained  of 
tenesmus.  X-ray  sickness  is  seldom  encountered 
and,  when  it  does  occur,  the  nausea  is  rarely  ac- 
companied by  vomiting.  Most  cases  are  now 
successfully  controlled  by  the  Wilson  Respi- 
rator11. The  skin  shows  a well  marked  epithe- 
litis  at  the  end  of  the  series  but  this  subsides  in 
about  ten  days  to  two  weeks  and  leaves  no  resi- 
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dual  with  the  exception  of  varying  degrees  of 
pigmentation.  Hematuria  usually  subsides  within 
one  to  three  weeks  after  treatment  is  started 
and  sometimes  sooner.  Those  that  do  well  rapidly 
become  symptom-free.  It  is  of  interest  to  note 
that  the  follow-up  cystoscopic  examinations 
showed  no  remarkable  changes  in  the  bladder 
mucosa  in  spite  of  the  large  dosages  employed. 
The  urologists  have  reported  the  bladder  mucosa 
normal  in  some  cases,  and  in  others  smooth,  a 
rather  deep  red,  but  otherwise  normal.  In  the 
cases  that  had  a complete  regression,  the  site 
of  the  tumor  was  marked  only  by  a smooth  pale 
scar. 

The  following  two  rather  typical  case  reports 
are  given,  one  as  an  example  of  a case  that  did 
well  and  the  other  of  a case  in  which  only  pallia- 
tive results  were  obtained: 

Case  1.  Mr.  L.  E.,  age  50,  a locomotive  engi- 
neer, was  first  admitted  to  the  hospital  on  3-28-36 
on  the  service  of  Dr.  J.  A.  Sommer.  He  was  com- 
plaining of  frequency  of  urination  and  hema- 
turia of  about  six  weeks  duration.  There  was  no 
pain  and  no  burning.  He  had  lost  about  15 
pounds  in  weight  during  the  preceding  two 
months.  The  urine  contained  many  red  blood 
cells  and  pus  cells.  The  past  history  was  not 
significant. 

Cystoscopic  examination  on  3-28-36  revealed  a 
round  pedunculated  tumor,  about  golf  ball  size, 
projecting  from  a point  just  above  the  right 
ureteral  orifice.  The  surrounding  mucosa  was 
red  and  edematous.  Only  part  of  the  tumor  could 
be  removed  by  the  resectoscope.  The  report  on 
the  microscopic  sections  was  as  follows:  “Sec- 
tion composed  of  masses  of  atypical  transitional 
cells  separated  by  thin  vascular  cores.  The  cells 
are  irregular,  hyperchromatic  and  show  abundant 
mitotic  figures.  Diagnosis:  papillary  carcinoma 
of  the  bladder.” 

Roentgen  therapy  with  the  400  kv.  constant 
potential,  using  the  technique  outlined  above, 
was  started  on  4-14-36.  The  usual  four  fields 
were  used,  two  front  and  two  back,  and  two 
fields  were  treated  daily,  each  receiving  140  r, 
as  measured  in  air.  Each  anterior  field  received 
a total  dose  of  3,080  r and  each  posterior  field 
received  a total  dose  of  3,120  r.  Bleeding  stopped 
on  about  the  tenth  day.  A mild  blistering  of  the 
skin  was  present  when  the  treatment  was  dis- 
continued on  6-5-36  and  when  seen  three  weeks 
later  this  had  completely  subsided.  There  were 
no  untoward  symptoms.  On  7-24-36  Dr.  Sommer 
made  the  following  report  on  the  cystoscopic 
examination:  “Bladder  capacity  normal.  Blad- 

der neck  normal.  No  diverticuli.  Ureteral  orifices 
readily  seen.  The  bladder  mucosa  is  of  normal 
pinkish  hue  throughout  the  entire  viscus.  There 
is  no  evidence  of  any  new  growth.  The  site  of 
the  former  growth  is  covered  with  normal 
mucosa.  There  is  no  evidence  of  any  recurrence. 
The  bladder  mucosa  is  absolutely  negative.” 

The  patient  has  remained  entirely  symptom- 
free  to  the  present  time. 

Case  2.  Mr.  H.  W.,  age  73,  was  referred  for 
treatment  on  5-30-36  by  Dr.  H.  B.  Wright.  He 
was  complaining  of  frequency  of  urination  of 
three  years  duration,  dysuria  for  four  months, 
and  hematuria  for  one  month.  He  had  lost  10 
pounds  in  weight  during  the  preceding  six 
months.  Cystoscopic  examination  on  5-25-36  re- 


vealed a large  tumor  mass  on  the  right  side 
about  the  bladder  neck  and  extending  about  the 
right  ureteral  orifice.  It  measured  approximately 
414  cm.  in  diameter  and  an  area  of  ulceration 
about  2 cm.  in  diameter  was  noted.  It  was  par- 
tially fulgurated.  The  pathological  diagnosis  was 
transitional  cell  carcinoma. 

Each  of  four  fields  received  3,500  r,  giving  a 
total  dose  of  14,000  r,  measured  in  air.  The 
period  of  treatment  extended  from  6-30-36  to 
10-5-36  with  the  exception  of  a rest  period  of  24 
days  from  8-7-36  to  8-31-36,  after  a dosage  of 
7,840  r had  been  given.  His  general  condition 
improved  somewhat  and  he  gained  a few  pounds 
in  weight  and  was  free  from  discomfort  except 
for  the  complaint  of  passing  some  urine  per 
rectum,  this  symptom  having  made  its  appear- 
ance about  8-7-36.  The  patient  remained  fairly 
well  until  early  in  1937  when  bleeding  recurred. 
On  4-6-37  a cystoscopic  examination  showed  the 
growth  at  the  original  site  to  have  extended  con- 
siderably with  many  reddened  punctate  areas 
about  the  periphery  of  the  tumor,  apparently 
representing  further  extension.  The  tumor  was 
partially  fulgurated  at  this  time.  The  patholog- 
ical report  on  this  tissue  was:  “Section  made  up 
of  irregular  masses  of  closely  packed,  deeply 
stained,  large  and  small  transitional  cells.  In 
numerous  areas  there  are  foci  of  necrosis,  hemor- 
rhage, and  edema.  Diagnosis:  transitional  cell 
carcinoma.”  The  prognosis  at  the  present  time 
appears  hopeless. 

SUMMARY 

1.  A method  of  treating  carcinoma  of  the 
bladder  by  higher  voltage  (400  kv.)  roentgen 
rays  is  described. 

2.  A series  of  15  cases  is  reviewed,  nine  of 
which  are  living  and  six  are  dead.  Two  cases 
show  extension  and  are  regarded  as  hopeless. 

3.  It  is  felt  that  this  type  of  therapy  offers 
great  hope,  either  alone  or  in  conjunction  with 
other  forms  of  treatment. 

4.  The  low  morbidity  relative  to  this  form  of 
therapy  is  significant. 

5.  As  a palliative  measure  in  far  advanced  and 
hopeless  cases  it  offers  a means  of  controlling 
hemorrhage  and  alleviating  pain  in  many  in- 
stances. 
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PROTAMINE  INSULIN  AND  DIABETIC  CHILDREN 

By  SAMUEL  D.  EDELMAN,  M.D.,  and  R.  I.  FRIED,  M.D.,  Columbus,  Ohio 


THE  many  favorable  reports  that  have  ap- 
peared in  the  literature  on  the  use  of 
Protamine  Insulin  influenced  us  to  attempt 
to  give  our  diabetic  patients  the  benefits  of  this 
advance  in  therapy.  We  did  not  feel  that  these 
patients  could  use  Protamine  Insulin  as  long  as 
it  was  an  unstable  mixture  but  when  the  addition 
of  zinc  made  a stable  preparation  we  felt  that 
our  patients  would  be  able  to  make  the  change. 

The  homes  in  which  these  children  live  present 
sociological  as  well  as  medical  problems,  hence, 
we  deemed  it  advisable  to  hospitalize  all  of  our 
patients  during  the  shift  to  the  new  insulin. 
We  did  not  try  to  make  a scientific  investigation 
into  the  properties  of  Protamine  Zinc  Insulin, 
or  its  effect  on  metabolism  but  we  did  try  to 
change  our  patients  to  a new  form  of  therapy 
as  quickly  as  possible  and  with  no  serious  ac- 
cidents. We  believe  a report  on  our  work  will 
be  of  interest  to  the  general  practitioner  as  to 
the  use  and  benefits  of  Protamine  Zinc  Insulin 
therapy  in  children. 

CASE  1 

This  was  the  case  of  a white  boy  age  11,  who 
had  been  diagnosed  diabetes  mellitus  by  a rural 
practitioner  ten  days  prior  to  admission.  He  was 
referred  to  us  for  regulation  of  diet  and  insulin 
dosage.  A glucose  tolerance  test  made  at  this 
hospital  showed  him  to  be  a moderately  severe 
diabetic.  We  calculated  a diet  for  him  as  fol- 
lows: 

protein  90  grams 

carbohydrate  165  grams 

fat  100  grams 

We  first  used  regular  insulin  and  found  that 
he  required  54  units  of  insulin  divided  into  three 
equal  doses  to  render  him  sugar  free  for  a 24- 
hour  period.  The  change  to  Protamine  Zinc  In- 
sulin was  made  quite  gradually.  When  we  had 
reached  the  point  where  he  was  getting  only  a 
very  little  regular  insulin  he  developed  a severe 
pharyngitis  and  tonsillitis  with  a temperature  of 
105  degrees.  Yet  the  Protamine  insulin  func- 
tioned so  well  that  there  appeared  to  be  only  a 
slight  derangement  of  his  metabolism.  When 
the  change  to  Protamine  Zinc  Insulin  had  been 
completed  we  were  gratified  to  find  that  he 
spilled  less  than  two  grams  of  sugar  in  his 
twenty-four  hour  specimen,  when  he  received 
only  twenty-five  units  of  Protamine  Zinc  Insulin. 
The  dosage  was  administered  in  the  morning 
about  forty-five  minutes  before  breakfast.  He 
gained  nine  pounds  during  his  hospital  stay,  his 
sense  of  well  being  improved  immensely.  His 
fasting  blood  sugar  was  123  mg./lOO  cc.  and  his 
post-prandial  10:00  P.M.  specimen  was  190 
mg./lOO  cc. 

CASE  2 

This  young  white  male  was  found  to  be  a 
diabetic  in  1935  when  he  was  three  years  old. 
At  that  time  a limitation  of  his  carbohydrates 
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was  sufficient  to  control  the  disease.  He  did  not 
return  to  the  clinic  until  one  year  later  when  his 
mother  brought  him  in  because  he  had  been 
listless  and  apathetic  for  about  two  weeks.  He 
was  found  to  be  in  impending  coma  with  four 
plus  sugar,  acetone  and  diactic  acid  in  his  urine. 
Treatment  was  instituted  and  he  was  discharged 
from  the  hospital  some  weeks  later  on  an  in- 
sulin dosage  of  12-0-8.  He  appeared  to  be  fairly 
well  regulated  except  that  his  blood  sugar  ranged 
from  a high  of  263  mg./lOO  cc.  to  a low  of  a 
100  mg./lOO  cc. 

In  January  of  1937  the  boy  contracted  per- 
tussis and  after  his  recovery  from  this  his  mother 
reported  that  his  urine  contained  appreciable 
amounts  of  sugar  even  when  the  insulin  dosage 
was  raised  to  13-0-13.  He  was  then  admitted  to 
the  hospital  for  regulation  and  transition  to 
protamine  zinc  insulin.  His  diet  consisted  of 

protein  80  grams 

carbohydrate  110  grams 

fat  75  grams 

In  a minimum  amount  of  time  the  change  had 
been  made  and  he  was  discharged  on  an  insulin 
dosage  of  seventeen  units  of  protamine  zinc  in- 
sulin taken  in  the  morning.  His  blood  sugar  re- 
mained very  unstable  on  this  unitage  although 
his  twenty-four  hour  urine  contained  less  than 
one  gram  sugar. 

CASE  3 

This  patient  was  a fifteen  year  ol&  white  boy 
who  had  been  a diabetic  for  six  years.  His  case 
was  extremely  difficult  to  manage  from  every 
point  of  view.  He  required  large  amounts  of  in- 
sulin, being  a very  severe  diabetic,  his  home  life 
left  much  to  be  desired.  Because  of  a lack  of  a 
sympathetic  understanding  at  home  and  because 
of  the  boy’s  own  carelessness  he  had  been  in  in- 
sulin shock  innumerable  times  and  in  diabetic 
coma  three  times.  We  felt  that  even  with  the 
best  of  home  care  he  would  be  an  extremely 
difficult  case  to  handle  from  the  medical  view- 
point also.  This  year  the  lad  had  matured 
enough  to  realize  more  fully  the  responsibilities 
his  disease  entailed  and  we  felt  it  would  be 


1119 


1120 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  10 


worth  the  effort  to  change  him  over  to  a Prota- 
mine Zinc  Insulin  regime. 

His  insulin  dosage  at  the  time  of  admission 
was  39-13-36.  His  diet  was  prescribed  as  fol- 
lows: 

protein  80  grams 

carbohydrate  200  grams 

fat  130  grams 

The  change  was  completed  without  an  un- 
toward incident.  He  was  discharged  from  the 
hospital  on  a unitage  of  Protamine  Zinc  Insulin 
consisting  of  forty  units  in  the  morning  and 
twenty-five  units  in  the  evening.  Since  Prota- 
mine Zinc  Insulin  is  made  only  as  a U 40  in- 
sulin, one  cc.  is  the  largest  convenient  dose.  A 
patient,  such  as  this  one,  who  requires  more  than 
forty  units  daily  must  then  necessarily  submit  to 
two  hypodermics.  It  is  a purely  arbitrary  matter 
whether  both  are  taken  in  the  morning  or  one 
in  the  morning  and  the  other  in  the  evening.  We 
selected  the  latter  procedure  for  psychological 
reasons.  On  sixty-five  units  of  Protamine  Zinc 
Insulin  he  spilled  approximately  2.5  grams  of 
sugar  in  a twenty-four  hour  specimen.  His  fast- 
ing blood  sugar  was  104  mg./lOO  cc.  and  the 
post-prandial  10:00  P.M.  specimen  was  125 
mg/100  cc. 

CASE  4 

A twelve  year  old  white  boy  was  brought  into 
the  hospital  complaining  of  drowsiness,  polyuria, 
polyphagia  and  polydipsia.  An  urinanalysis  re- 
vealed four  plus  sugar,  acetone  and  diacetic  acid. 
We  judged  the  duration  of  the  disease  from  the 
history  as  about  three  months.  We  used  both 
regular  and  protamine  insulin  in  combating  the 
acidosis  and  in  thirty-six  hours  all  traces  of  the 
abnormal  products  of  metabolism  had  disap- 
peared from  the  urine.  He  was  then  placed  on  a 
diet  consisting  of 

protein  100  grams 

carbohydrate  150  grams 

fat  100  grams 

Eventually,  we  determined  that  a dose  of 
Protamine  Zinc  Insulin  of  35  units  administered 
before  breakfast  was  sufficient  exogenous  in- 

sulin to  supplement  the  endogenous  supply.  His 
blood  sugar  at  10:00  P.M.  was  61  mg.,  and  fast- 
ing sugar  at  7:00  A.M.  was  90  mg./lOO  cc. 

DISCUSSION 

As  we  stated  in  the  introduction  our  purpose 
was  not  a scientific  evaluation  of  the  properties 
of  Protamine  Zinc  Insulin  but  rather  a practical 
application  of  the  work  already  done.  Children  are 
very  critical  and  are  particularly  sensitive  to 
improvement  or  the  lack  of  it.  From  their  stand- 
point alone  we  accomplished  a great  deal. 

First  of  all,  a greater  sense  of  well  being  was 
the  experience  of  all  four  of  the  boys.  They 
looked  brighter,  felt  better  and  indeed  this  rather 
intangible  improvement  was  also  immediately 
appreciated  by  the  parents.  Secondly,  the  num- 
ber of  injections  that  each  child  had  to  take  was 
reduced.  The  three  that  require  only  one  in- 
jection in  the  morning  perform  this  duty  as 
routinely  as  their  other  matutinal  obligations 
of  washing  their  faces  and  brushing  their  teeth. 


The  one  boy  who  still  requires  two  injections 
daily  formerly  missed  much  school  because  when 
he  required  three  doses  of  insulin  he  was  forced 
to  come  home  at  noon.  As  likely  as  not  school 
never  saw  him  again  that  day.  This  has  not  been 
the  case  under  the  new  regime. 

Our  experience  leads  us  to  believe  that  the 
distribution  of  the  carbohydrates  during  the  day 
ceases  to  be  of  prime  importance  in  the  use  of 
this  new  insulin.  As  long  as  the  carbohydrate 
prescription  is  not  exceeded  it  makes  little  dif- 
ference whether  the  meals  are  divided  equally  or 
distributed  according  to  some  other  ratio.  We 
adjusted  the  meals  to  the  individual  taste  depend- 
ing on  whether  they  enjoyed  a hearty  or  moder- 
ate breakfast. 

We  were  convinced  by  the  reports  of  others 
and  our  own  experience  that  the  cumulative  ef- 
fects of  protamine  insulin  are  important.  The 
daily  dose  of  insulin  we  gave  was  never  intended 
solely  to  metabolize  the  sugar  for  that  twenty- 
four  hours  but  that  only  part  of  it  would  be 
utilized  while  in  the  meantime  the  cumulative 
effect  of  the  Protamine  Zinc  Insulin  was  build- 
ing up  a reserve  reservoir  in  the  tissues.  For 
this  reason  it  seemed  to  make  very  little  dif- 
ference when  the  insulin  was  given  in  the  twenty- 
four  hours  or  how  the  carbohydrate  for  the 
period  was  distributed. 

As  with  all  new  things  it  is  too  soon  to  place 
the  final  stamp  of  approval  but  with  the  evi- 
dence at  hand  we  are  sure  that  Protamine  Zinc 
Insulin  will  prove  to  be  a great  boon  to  most 
diabetics. 
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Pyelitis 

Pyelitis  is  a more  serious  complication  of  preg- 
nancy as  a cause  of  immediate  puerperal  death 
than  is  generally  appreciated.  It  is  difficult  to 
estimate  the  number  of  patients  who  ultimately 
die  as  a result  of  permanently  damaged  kidneys. 
Immediate  study  and  adequate  therapy  with  close 
cooperation  of  urologist  and  obstetrician  will  do 
much  to  reduce  the  number  of  deaths.  Pyelitis  of 
pregnancy  is  a factor  in  our  Maternal  Welfare 
Problem. — James  R.  Reinberger,  M.D.  and  Ross 
E.  Anderson,  M.D.,  Memphis,  Tenn.  Neb.  State 
Med.  Jour.  Vol.  22,  Sept.,  1937. 


INTERPRETATION  OF  SERUM  TESTS  IN  ARTIFICALLY  SENSITIZED 

MAN 
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MY  purpose  in  reporting  these  saveral 
cases  is  to  point  out  the  necessity  of 
modifying  our  conceptions,  as  reflected  in 
the  current  literature,  regarding  the  interpreta- 
tion of  sensitivity  tests.  It  has  been  stated  that, 
if  the  various  tests,  ophthalmic,  scratch,  and  in- 
tradermal,  are  negative  in  one-half  hour,  it  is 
safe  to  proceed  with  the  administration  of  the 
prophylactic  or  therapeutic  serum;  such  also  is 
the  instruction  in  the  bulletins  accompanying  the 
trade  packages.  That  this  is  not  always  a safe 
and  uncomplicated  procedure  is  demonstrated  by 
the  present  cases.  It  is  not  amiss  here  to  em- 
phasize again  the  importance  of  obtaining  a de- 
tailed allergic  history  before  the  testing  with  or 
the  administration  of  any  serum. 

CASE  REPORTS 

Case  1.  F.  L.,  white  male,  age  20.  Allergic 
history  entirely  negative;  received  diphtheria 
toxin-antitoxin  ten  years  ago.  For  his  injury 
sustained  9-23-36  tetanus  antitoxin  was  indicated. 
On  9-26  a preliminary  intradermal  test  with  un- 
diluted tetanus  antitoxin,  0.1  cc.,  gave  a negative 
reading  in  one-half  hour,  following  which  a full 
prophylactic  dose  was  given  in  the  left  deltoid. 
The  next  morning,  12  hours  later,  he  experienced 
pain  in  the  left  shoulder  girdle  and  left  side  of 
the  neck;  he  was  given  0.5  cc.  adrenalin  after 
which  he  continued  to  have  vague  pains  in  these 
regions;  in  addition  three  days  after  the  serum- 
injection  an  accelerated  serum  sickness  developed 
with  urticaria,  fever,  puffiness  of  eye-lids,  and 
severe  joint  pains.  These  symptoms  were  severe 
enough  to  confine  the  patient  to  bed  for  three 
days  and  to  keep  him  from  work  for  six  days,  an 
economic  factor  of  importance.  In  relation  to 
this  case  it  is  to  be  noted  that  the  testing  was 
done  with  undiluted  tetanus  antitoxin,  a point  to 
be  appraised  in  considering  the  other  cases. 

Case  2.  L.  S.,  white  male,  age  19.  Past  history 
negative  save  for  sensitivity  to  poison  ivy  and 
history  of  recurrent  aches  posteriorly  in  both 
knees  for  the  past  six  years.  He  had  received 
nine  years  ago  diphtheria  toxin-antitoxin,  pre- 
sumably horse-serum.  For  his  injury  of  3-29-37 
tetanus  antitoxin  was  indicated.  On  3-30  he  was 
tested  with  antitetanic  serum  globulin,  1/10 
dilution;  ophthalmic  and  scratch  tests  being  nega- 
tive, the  intradermal  test  was  given  and  was 
likewise  negative  after  one-half  hour.  With  Case 
1 in  mind  it  was  decided  to  postpone  the  adminis- 
tration of  serum  in  order  to  await  any  possible 
developments  in  the  tests  given.  In  twelve  hours 
a delayed  positive  reaction  began  to  appear;  at 
first,  localized  itching  at  the  intradermal  site;  48 
hours  after  the  test  a two-inch  area  of  erythema, 
similar  in  appearance  to  the  positive  reaction  of 
the  Schick  and  Mantoux  tests.  (It  is  recognized 
that  in  the  latter  tests  toxin  is  used,  whereas  in 
the  present  cases  antitoxin  was  used.)  At  this 


time  an  intradermal  milk  test  was  given;  it  gave 
a positive  reaction,  a pseudopodal  wheal,  in  five 
minutes,  vanishing  in  two  hours.  Given  this  de- 
layed nositivity  to  serum,  interpreted  with  the 
patient’s  history  in  mind  as  a remnant  of  ac- 
quired sensitivity  in  an  artificially  anaphylactic 
man,  what  reaction  was  to  be  expected  from  the 
administration  of  horse  serum  to  this  individual? 

Presumably  there  was  no  danger  of  an  im- 
mediate shock  reaction.  The  possibilities  were 
presented  to  the  patient,  who  consented  to  sub- 
mit to  any  procedure  decided  upon.  Four  (4)  days 
after  the  test,  the  local  reaction  subsiding,  it  was 
decided  to  “desensitize”:  0.1  cc.  antitoxin,  then 
0.2  cc.  and  0.4  cc.  were  given  at  one-half  hour 
intervals;  then  after  one  and  one-half  hours  the 
remainder  of  the  prophylactic  dose  was  given. 
No  reaction  of  any  sort  developed  until  70  hours 
after  the  first  “desensitizing”  dose,  when  a local 
reaction  appeared  in  the  form  of  itching,  ery- 
thema, and  warmth.  In  twelve  more  hours  an 
accelerated  serum  sickness  had  developed  with 
chill,  anorexia,  cramps  in  calves,  temperature  of 
100.4,  pulse  92,  and  bilateral  axillary  adenopathy. 
For  the  following  24  hours  the  local  reaction  in- 
creased in  intensity;  then  for  another  period  of 
24  hours  the  intensity  diminished  while  the 
periphery  increased;  at  the  height  of  intensity 
the  area  measured  5"x6";  at  its  greatest  peri- 
phei'y  the  length  was  8",  from  shoulder  to  elbow; 
at  the  time  of  greatest  intensity  the  temperature 
was  102.3  and  the  pulse  110;  the  local  lesion  did 
not  become  necrotic;  arthralgia  was  most  marked 
this  second  day  of  reaction. 

By  the  third  day  the  reaction  showed  more  the 
picture  of  the  usual  serum  sickness  with  gen- 
eralized urticarial  rash,  most  marked  over  the 
left  side  of  the  chest  and  under  the  axilla,  being 
diffuse  over  face,  neck,  and  chest,  and  less 
marked  over  the  extremities;  eyelids  were  swol- 
len markedly,  the  patient  presenting  a generally 
bloated  appearance.  Twelve  hours  later  the  gen- 
eral reaction  was  fading;  in  another  12  hours 
the  local  reaction  had  passed  to  the  posterior 
arm,  and  the  next  day  had  passed  down  to  the 
elbow  and  forearm.  The  general  reaction  lasted 
six  days,  being  over  nine  days  after  the  injection 
of  the  serum.  Because  of  the  delayed  positive 
test-reaction  such  a severe  constitutional  reaction 
was  not  expected  though  the  possibility  had  been 
presented.  It  is  to  be  noted  that  in  this  case  the 
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testing  was  done  with  tetanus  antitoxin  diluted 
1/10  in  physiological  saline,  further  described  as 
globulin  1/10  diluted. 

Case  3.  D.  C.:  white  male,  age  16.  Personal 
history  was  negative  as  to  allergy.  He  likewise 
had  received  diphtheria  toxin-antitoxin,  10  years 
ago.  On  April  14,  1937,  he  presented  himself  for 
prophylactic  tetanus  antitoxin  after  having 
pierced  his  foot  with  a pitchfork.  Sensitivity 
testing  was  done  as  follows:  on  the  left  forearm 
scratch  and  intradermal  with  1/10  cc.,  normal 
horse  serum,  diluted  1/10  (no  antitoxin  factor  in 
this  serum);  0.03  cc.  undiluted  tetanus  antitoxin 
was  given  intradermally  in  the  right  forearm. 
Readings  in  one-half  hour  were  negative.  Cevi- 
tamic acid  in  0.1  gram  doses  q.i.d.  was  given  as 
prophylaxis  against  reaction.  In  six  hours  the 
delayed  positive  reaction  began  to  develop,  there 
being  swelling  and  slight  erythema,  in  the  right 
arm,  the  site  of  the  undiluted  tetanus  antitoxin; 
itching  was  present  42  hours  after  the  test,  and 
in  48  hours  a two  inch  area  of  erythema  had 
formed  in  the  right  forearm.  Again  it  was  de- 
cided to  “desensitize”:  48  hours  after  the  tests 
1500  units  tetanus  antitoxin  were  given  in  divided 
doses  as  follows:  0.25  cc.  with  0.5  cc.  adrenalin; 
after  three-fourths  hour,  0.5  cc.  antitoxin,  and  one 
and  one-half  hour  later  the  balance  of  the  dose; 
these  fractions  of  the  dose  were  injected  three 
inches  and  two  and  one-half  inches  apart.  The 
cevitamic  acid  was  continued. 

The  local  reaction  was  more  prompt  in  appear- 
ing in  this  case;  in  three  hours  there  was  sting- 
ing, burning,  and  warmth  around  each  site  of 
injection;  In  12  hours  an  ache  around  each  site; 
diffuse  erythema  and  anorexia  developed  in  24 
hours.  In  60  hours  there  was  axillary  adenitis 
with  pain  and  tenderness.  In  72  hours  there  was 
a diffuse  area  of  erythema,  5"  x 814"  over  pos- 
tero-lateral  arm  with  urticarial  wheals  and  hot 
to  the  touch.  The  intradermal  test  site  on  the 
right  forearm  was  surrounded  by  an  area  of 
erythema  2"  x 4"  with  a blanched  center  1"  in 
diameter  with  intense  itching  and  warm  to  touch. 
There  was  itching,  fever  (101.8),  and  rapid  pulse. 
Four  days  after  the  serum-injection  the  ac- 
celerated serum  sickness  was  full-blown;  after 
three  days  it  had  largely  cleared  away. 

It  is  noteworthy  that  in  Case  3 there  was  after 
48  hours  a positive  reaction  to  the  tetanus  anti- 
toxin (right  forearm)  intradermal  test  (as  in 
Case  2)  but  that  the  test  with  normal  horse 
serum  (left  forearm)  was  negative.  The  differ- 
ence in  the  two  tests  was  the  protein  factor 
present  in  the  tetanus  antitoxin,  the  local  re- 
action being  distinctly  not  due  to  horse  serum 
itself.  We  point  again  to  the  similarity  to  the 
Schick  and  Mantoux  reactions. 

In  conclusion,  these  cases  illustrate  that  it  is 
not  a safely  uncomplicated  procedure  to  admin- 
ister serum  after  sensitivity  tests  negative  in  one- 
half  hour,  especially  in  those  artificially  sensi- 
tized as  with  diphtheria  toxin-antitoxin.  And  it 
is  in  relation  to  this  diphtheria  toximantitoxin 
that  the  problem  is  of  importance  today,  where 
we  have  a whole  generation  of  young  people  com- 
ing up  in  industry,  who  were  given  toxin-anti- 
toxin in  childhood.  The  standard  testing  pro- 
cedures do  not  reveal  in  one-half  hour  the  sensi- 
tivity to  serums  which  these  patients  exemplify. 


That  they  have  lost  some  large  part  of  their  ac- 
quired sensitivity  seems  to  be  indicated  by  the  de- 
layed positive  tests;  however,  this  delayed  reac- 
tion does  not  mean  that  the  serum  sickness  that 
will  probably  develop  will  be  of  proportionately 
less  severity;  the  delay  in  reaction  appears  to 
make  no  difference  in  the  severity  of  the  serum 
sickness.  Short  of  giving  no  serum  at  all,  there 
is  apparently  no  method  of  avoiding  the  general 
reaction.  Perhaps,  the  further  developments  with 
the  use  in  prophylaxis  of  tetanus  toxoid  may 
point  the  solution. 

606  Broadway. 
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Ages  of  Brides  and  Grooms 

The  young  bride  chooses  her  partner  over  a 
wider  range  of  ages  than  does  the  young  groom 
in  taking  his  wife.  Furthermore,  the  range  of 
ages  from  which  a husband  or  wife  is  chosen  in- 
creases with  advancing  age,  more  so  in  the  case 
of  grooms  taking  wives  than  in  the  case  of 
brides  taking  husbands.  Among  the  younger 
brides,  there  is  a markedly  greater  concentration 
of  grooms  in  ages  below  the  median  than  in  ages 
above  the  median;  this  tendency  appears  at  all 
ages  here  observed.  Among  grooms,  this  con- 
centration of  consorts  in  ages  below  the  median 
is  not  so  distinct,  and  disappears  by  about  age  35. 

The  characteristics  in  ages  of  bride  and  groom 
set  forth  above,  which  arise  primarily  from  our 
biological  make-up,  are  also  the  source  of  many 
social  problems.  When  there  is  a wide  difference 
between  the  age  of  husband  and  wife,  the  risk  of 
widowhood  and  orphanhood  become  more  acute; 
the  changes  of  these  unfortunate  states  become 
greater  not  only  because  it  is  the  husband  who 
is  usually  several  years  older  than  the  wife,  but 
also  because  the  male  suffers  from  a higher  mor- 
tality than  the  female.  This  situation  would  be 
accentuated  in  a population  in  which  there  were 
a substantial  amount  of  postponement  of  mar- 
riage, particularly  on  the  part  of  the  male,  for, 
as  has  just  been  shown,  the  difference  between 
his  age  and  that  of  his  bride  tends  to  become 
greater  as  the  age  of  the  groom  increases.  To 
the  social  agencies  that  have  been  developd  to 
deal  with  the  problems  of  widowhood  and  orphan- 
hood, the  marital  habits  and  tendencies  of  the 
country  are  thus  matters  of  paramount  interest. 
— Statistical  Bulletin,  Metropolitan  Life  Ins.  Co., 
Vol.  18,  No.  5,  May,  1937. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

Male,  While,  49  complains  of  a cough  and  blood  streaked  sputum.  Death  on  ninth  day  in  residence 

By  HARRY  L.  REINHART,  M.D. 


A WHITE  male,  49  years  old,  entered  Uni- 
versity Hospital  with  the  complaint  of  a 
cough  productive  of  blood  streaked  sputum. 
During  the  past  18  months  he  had  been 
troubled  by  dyspnoea,  chronic  dry  cough  and 
wheezing  respiration.  He  had  been  treated  for 
six  months  for  bronchial  asthma  without 
noticeable  improvement.  His  cough  became  pro- 
ductive of  a thick  yellow  sputum  and  he  attended 
a chest  clinic  for  the  next  six  months.  In  spite  of 
repeated  X-rays,  physical  examinations  and 
search  for  tubercle  bacilli  the  diagnosis  of  tuber- 
culosis was  not  established.  He  was  hospitalized 
for  more  complete  observations.  Bronchoscopical 
examination  revealed  a tumor  of  the  right  main 
stem  bronchus  from  which  tissue  was  removed 
for  microscopical  study.  During  the  last  eight 
months  his  cough  became  more  severe,  worse  at 
night  and  productive  of  blood  tinged  sputum.  He 
has  lost  approximately  40  pounds  of  weight  and 
was  easily  fatigued. 

He  had  G.  C.  at  18,  and  developed  a primary 
penile  sore  at  24.  Nine  years  ago  he  had  a 
“positive  blood  test’’  and  was  intensively  treated. 

Physical  examination  revealed  a slightly 
emaciated  white  male,  T.  986,  P.  76,  R.  24,  B.P. 
140/81.  The  mouth  was  edentulous.  The  right 
pupil  was  slightly  larger  than  the  left,  both  pupils 
accommodated  and  reacted  to  light  through  a 
small  excursion.  There  was  a slight  congestion 
of  the  pharyngeal  mucosa  and  noticeable  deviation 
of  the  trachea  to  the  right  side.  The  chest  was 
asymmetrical,  the  left  being  better  developed 
than  the  right,  particularly  in  the  upper  portion. 
The  left  chest  and  right  base  were  not  remark- 
able, but  dullness  to  percussion,  a decrease  in 
breath  sounds  and  increased  vocal  fremitus  were 
present  in  the  right  chest  from  apex  down  to  the 
third  rib  anteriorly  and  the  sixth  rib  posteriorly. 
Moist  coarse  rales  were  found  in  the  same  area. 
Examination  of  the  heart  revealed  a soft  systolic 
aortic  murmur  with  A2>P2.  Heart  rate  and 
rhythm  were  normal.  The  liver  was  palpable  two 
fingers  breadth  below  the  right  costal  margin  and 
was  slightly  tender  on  palpation.  There  was  a 
healed -scar  on  the  coronal  portion  of  penis.  Re- 
flexes were  hyperactive,  but  equal  bilaterally. 

Laboratory  Examinations:  Blood  Count:  Hbg. 
85  per  cent,  R.B.C.  4,090,000;  W.B.C.  10,550; 
PMN : Segs  73,  bands  1,  lymphocytes  20,  mono- 
cytes 1,  eosinophiles  5.  Blood  Wassermann — • 
negative.  Urine — not  remarkable.  Sputum- 
Two  examinations  of  sputum  revealed  no  acid 
fast  bacilli.  Vital  capacity — 2872  cc.  X-ray  chest 
— “Bronchiogenic  carcinoma  lung,  aorta  drawn 
out  to  right  side”. 

Course  in  Hospital:  Pneumothorax  of  right 

chest  was  instituted.  He  received  50  cc.  of  air  on 
second  hospital  day  and  100  cc.  on  fourth  hos- 
pital day,  174  cc.  on  seventh  hospital  day,  200 
cc.  on  eighth  hospital  day,  and  200  cc.  on  ninth 


This  is  the  twenty-second  of  a series  of  cases  to  be  pub- 
lished under  the  heading,  “Case  Record  Presenting  Clinical 
Problems.”  The  cases  presented  are  selected  by  Dr.  Harry 
L.  Reinhart  as  the  most  instructive  among  those  discussed 
at  the  weekly  pathologic  conferences  at  Starling-Loving 
Hospital,  Ohio  State  University,  Columbus,  Ohio. 


hospital  day.  On  the  ninth  hospital  day  he  de- 
veloped slight  cyanosis,  increased  respiratory  rate 
and  dyspnoea.  During  a coughing  episode  a mas- 
sive pulmonary  hemorrhage  appeared  and  he 
expired. 

Dr.  Carl  V.  Moore,  Commentator: 

The  history  given  by  this  patient  is  so  classi- 
cal for  bronchiogenic  carcinoma  that  it  should 
have  directed  attention  to  the  possibility  of  the 
presence  of  the  disease  at  least  a year  before  the 
special  diagnostic  procedures  necessary  for  the 
establishment  of  the  diagnosis  were  actually  in- 
stituted. When  one  considers  that  5 to  10  per 
cent  of  all  carcinomata  are  primary  in  the 
bronchial  tree,  that  60  to  80  per  cent  of  all 
primary  bronchiogenic  carcinomata  occur  in 
males,  and  that  the  incidence  is  greatest  between 
the  ages  of  40  and  70  years,  it  is  difficult  to  under- 
stand why  the  diagnosis  was  not  given  serious 
consideration  just  as  soon  as  the  presence  of 
bronchial  asthma  or  of  pulmonary  tuberculosis 
could  not  be  proved. 

Eight  months  before  admission  to  the  hospital, 
the  patient  began  to  lose  weight  and  noticed  an 
increasing  fatiguability.  His  cough  was  more 
severe  and  productive  of  sputum  which  was  oc- 
casionally tinged  with  blood.  The  five  cardinal 
symptoms  of  primary  bronchiogenic  carcinoma 
are:  1)  an  almost  invariably  present  cough,  2) 
dyspnoea,  3)  loss  of  weight,  4)  hemoptysis,  and 
5)  pain.  Four  of  these  five  cardinal  symptoms 
were  present  in  this  instance  for  at  least  six 
months  before  death. 

The  physical  examination  was  of  value  in  that 
it  fairly  well  defined  the  lesion  as  one  of  the 
upper  right  chest,  the  physical  signs  being  those 
of  either  atelectasis  or  pulmonary  fibrosis.  The 
trachea  was  deviated  to  the  right  as  one  would 
expect  with  either  of  the  above  two  lesions.  The 
dilatation  of  the  right  pupil  suggested  pressure 
on  one  of  the  right  cervical  sympathetic  ganglia, 
possibly  the  result  of  the  deviated  trachea  or  of 
an  enlarged  regional  lymph  node. 

The  routine  laboratory  examinations  yielded  no' 
data  of  differential  diagnostic  value,  except  the 
relatively  normal  blood  picture  tended  to  elimi- 
nate inflammatory  pulmonary  lesions  from  con- 
sideration. Repeated  examinations  of  the  blood 
streaked  sputum  failed  to  demonstrate  the  pres- 
ence of  tubercle  bacilli.  A flat  plate  of  the  chest 
showed  a rather  marked  deviation  of  the  trachea 
to  the  right  and  a fibrosis  of  the  right  upper  lobe 
which  seemed  to  emanate  radially  from  the  hilus. 
The  rest  of  the  lung  field  was  clear  of  roent- 
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genologically  evident  pathology  and  the  hilar 
lymph  nodes  were  not  remarkably  enlarged. 
With  lipiodol  instillation  and  fluoroscopy,  it  was 
possible  to  demonstrate  a total  occlusion  of  the 
right  main  bronchus.  (Examination  of  film  at 
conference!)  The  patient  was  then  subjected  to 
bronchoscopy  and  a small  piece  of  tissue  from  an 
ulcerated  area  of  the  mucosa  near  the  site  of 
occlusion  was  removed. 

Since  pneumonectomy  is  the  only  therapeutic 
measure  available  at  the  present  time  which 
offers  any  hope  for  the  cure  of  bronchiogenic 
carcinoma,  the  patient  was  subjected,  in  spite  of 
the  fact  that  the  lesion  was  of  at  least  18  months’ 
duration,  to  the  usual  investigations  to  determine 
the  operative  maneuverability  of  the  affected  lung. 
This  procedure  was  justified  because  no  clinical 
evidence  of  the  probably  present  metastatic 
lesions  was  ascertainable.  Pneumothorax  was 
very  cautiously  given,  small  amounts  of  air  being 
injected  at  appropriate  intervals.  Satisfactory 
collapse  of  the  lower  and  middle  lobes  of  the  right 
lung  was  obtained,  but  separation  of  the  upper 
lobe  from  the  parietal  pleura  was  not  complete. 
The  massive  pulmonary  hemorrhage  with  sub- 
sequent demise  which  occurrred  on  the  ninth  hos- 
pital day,  following  the  fifth  air  injection,  was 
undoubtedly  due  to  rupture  of  one  of  the  arteries 
running  through  the  carcinomatous  tissue,  the 
walls  of  which  had  been  placed  under  increased 
tension  by  the  altered  position  of  the  lung. 

With  pneumonectomy  the  only  possible  curative 
therapeutic  attack  to  the  problem  of  primary  car- 
cinoma of  the  bronchus,  it  becomes  imperative  that 
the  diagnosis  be  made  early — before  metastasis 
has  occurred,  before  pleural  adhesions  have  oc- 
curred, before  the  patient  has  become  so  wasted 
that  he  is  a poor  operative  risk.  Fortunately, 
those  malignancies  which  arise  in  a large  bron- 
chus usually  give  symptoms  of  bronchial  ob- 
struction early:  chronic  cough,  dyspnoea,  wheez- 
ing. These  three  symptoms  are  exactly  those 
which  made  their  appearance  first  in  the  case 
under  discussion  and  which  gave  rise  to  the  clini- 
cal impression  that  the  patient  was  suffering 
from  the  more  generalized  partial  bronchial  ob- 
struction of  bronchial  asthma.  The  obstruction 
at  that  time,  one  to  one  and  a half  years  before 
the  diagnostic  biopsy  was  obtained  was  probably 
great  enough  to  have  been  demonstrated  by 
bronchography  and  bronchoscopy. 

The  opportunity  to  attempt  a clinical  manage- 
ment that  offers  any  hope  for  these  patients  may 
only  be  made  available  by:  1,  becoming  “bronch- 
iogenic carcinoma  minded”  (i.e.  removing  it  from 
the  realm  of  rare  and  hopeless  diseases)  and  2, 
appreciation  of  the  indications  for  bronchoscopic 
investigations,  which  are  necessary  for  early 
diagnosis. 


Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Hemorrhage  into  trachea  and  left  bronchus. 

2.  Bronchiogenic  carcinoma  of  right  main  stem 
bronchus. 

3.  Atelectasis  of  right  lung. 

4.  Chronic  adhesive  pleuritis,  right  apex. 

5.  Chronic  passive  congestion  of  left  lung. 

6.  Cholelithiasis. 

7.  Chronic  passive  congestion  of  liver  and 
spleen. 

The  cause  of  death  was  asphyxia,  literally  from 
drowning  by  the  hemorrhage  into  the  trachea  and 
bronchi.  The  bronchiogenic  carcinoma  was  of 
epidermoid  or  squamous  cell  type  without  metas- 
tasis to  other  organs.  This  type  of  carcinoma  is 
of  a relatively  low  degree  of  histological  malig- 
nancy (Grade  Two),  and  metastasizes  relatively 
late.  The  same  symptomatology  may  occur  with 
either  a benign  papilloma  or  a carcinoma  and  is 
largely  due  to  the  location  of  the  tumor  and  com- 
plications as  bronchiectasis,  lung  abscess  and  pul- 
t monary  hemorrhage.  Bronchiogenic  carcinomata 
are  more  common  than  bronchiogenic  papillomata. 
Benign  papillomata  of  the  bronchi  have  been  suc- 
cessfully removed  by  bronchoscopy  and  diathermy 
but  such  treatment  is  of  little  value  in  bronchio- 
genic carcinomata.  Therefore,  accurate  differen- 
tial diagnosis  of  biopsied  tissue  is  one  of  the 
essential  factors  not  only  in  diagnosis  but  also  in 
the  management  and  evaluation  of  treatment. 

Primary  bronchiogenic  carcinomata  of  the  type 
illustrated  by  this  case  are  the  most  frequent  of 
the  primary  pulmonary  carcinomata  and  stand 
out  in  marked  contrast  clinically  and  in  thera- 
peutic potentialities  to  the  latent  small  pul- 
monary carcinomata  with  few  or  no  pulmonary 
symptoms,  but  with  metastasis  to  any  organ  of 
the  body,  the  symptomatology  being  dependent 
upon  the  involved  organ. 


Anemias  in  Children 

The  constitutional  hemolytic  anemias  of  chil- 
dren, hemolytic  jaundice,  sickle  cell  anemia,  and 
erythroblastic  anemia,  according  to  Coaly,  be- 
long in  a common  group.  They  have  a racial, 
hereditary  and  familial  incidence.  They  are  all 
hemolytic  in  that  excessive  destruction  of  ery- 
throcytes is  important  in  all  three  although  the 
type  of  hemolysis  is  not  the  same  in  all. 

Hemolytic  jaundice  is  a comparatively  mild 
disease.  It  is  associated  with  an  enlarged  spleen 
and  there  are  many  reticulocytes  and  normo- 
blasts in  the  blood  stream.  There  is  urobilin  in 
the  urine  and  a high  icteric  index  with  a positive 
indirect  van  den  Bergh  reaction.  A point  of 
great  diagnostic  importance  is  the  low  resistance 
of  the  red  cells  to  hemolysis  by  hypotonic  salt 
solution.  Removal  of  the  spleen  is  of  decided 
benefit  as  hemolysis  apparently  takes  place 
largely  there. — R.  Bruce  Eldredge,  M.D.,  Omaha, 
Neb. — Neb.  State  Med.  Jour.,  Vol.  22,  Sept.,  1937. 
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TRANSIENCY— A PUBLIC  HEALTH  MENACE 

AT  LEAST  one  type  of  citizen  in  the  United 
States  stubbornly  defies  regimentation, 
classification,  or  control.  He  is  the  tuber- 
culous transient  who  has  come  west  seeking  a 
climatic  cure,  exhausted  his  resources  and  now 
wanders  from  place  to  place  on  foot,  on  brake 
rods,  or  in  a dilapidated  auto.  In  jungles,  shacks 
and  flophouses  he  pauses  when  he  must.  He  has 
lost  his  claim  as  a resident  of  the  home  town  he 
deserted,  and  is  not  welcomed  as  a resident  else- 
where, since  he  is  regarded  as  a “bum”  without 
visible  means  of  support,  but  with  a very  visible 
need  of  relief.  He  is  not,  in  the  main,  getting 
well  of  his  consumption — salubrious  climate  not- 
withstanding. In  many  instances  he  is  accom- 
panied by  his  worried  wife  and  half-starved  chil- 
dren. Worst  of  all,  he  is  a prolific  sower  of  the 
seed  that  causes  tuberculosis,  for  even  the  re- 
spectable, cautious  resident  cannot  escape  contact 
with  him  directly  or  indirectly  at  the  filling  sta- 
tion, restaurant,  tourist  camp  or  lodging-house. 

No  census  has  been  taken  of  tuberculous  wan- 
derers, but  a conservative  estimate,  based  on  ob- 
servations of  transient  officers,  is  that  their  num- 
ber exceeds  1,000  in  the  states  of  Colorado,  Ari- 
zona, New  Mexico,  western  Texas  and  southern 
California.  This  number,  however,  includes  only 
the  obvious  consumptives — obvious,  that  is,  to  the 
non-medical  social  worker.  If  a more  thorough 
and  precise  case-finding  search  were  made,  in- 
cluding X-ray  examinations,  the  army  of  indigent 
tuberculous  in  the  Southwest  would  doubtless  ex- 
ceed 5,000. 

Sooner  or  later  these  wanderers  will  lose  their 
legal  residence  acquired  in  the  communities 
whence  they  came  and  very  many  of  them  will 
not  gain  citizenship  in  a new  locality.  Oppor- 
tunities to  earn  a livelihood  are  scanty  or  non- 
existent. Indigence  is  added  to  their  invalidism 
and  with  no  settled  residence  they  are  nobody’s 
responsibility.  This  is  calamity  enough  for  the 
unfortunate  victim,  but  it  is  very  bad  in  another 
sense.  In  his  extremity  the  patient  moves  on,  per- 
haps crossing  state  boundaries,  but  surely  spread- 
ing his  disease  in  the  new  regions  he  visits  in  the 
hope  of  finding  some  relief. 

The  recent  business  depression  has  noticeably 
aggravated  the  problem  of  the  migrant  tubercu- 
lous. Failure  to  make  a living  at  home  has 
started  a vast  number  of  new  transients  on  the 
road,  many  known  and  occult  cases  of  tuber- 
clulosis  among  them.  At  the  same  time  state  and 
community  resources  for  public  health  and  wel- 
fare work  have  dwindled. 

Recognizing  the  gravity  of  this  situation  the 


National  Tuberculosis  Association  called  a con- 
ference last  year  at  Santa  Fe  to  which  public 
health  and  welfare  workers  from  the  South- 
western States  were  invited.  The  conclusion 
reached  was  that  the  problem  was  too  great  for 
solution  locally  and  the  recommendation  was  made 
that  organized  federal  aid  be  requested. 

Already  the  Emergency  Relief  Administration 
had  provided  its  transient  shelters,  hastily  con- 
structed concentration  camps  set  up  in  an  effort 
to  “freeze”  the  army  of  aimless  wanderers.  Pro- 
vision was  made  for  those  who  were  ill,  and  of 
this  number  about  a third  were  found  to  be  suf- 
fering from  tuberculosis.  These  were  segregated 
and  heroic  service  was  rendered  by  local  doctors 
and  all  available  nurses  working  under  serious 
limitation  because  of  inadequate  room  and  equip- 
ment. 

Hard  times  will  always  emphasize  the  problem 
of  the  sick,  indigent,  homeless  transient,  but  the 
problem  itself  antedates  hard  times  and  will  per- 
sist through  prosperous  ones  as  well.  The  menac- 
ing public  health  aspects  of  the  situation  are  still 
to  be  faced.  The  medical  profession  can  render 
incalculable  aid  toward  lessening  this  evil  by 
damming  up  the  transient  stream  at  its  source. 
The  advantages  of  certain  climates  in  the  treat- 
ment of  pulmonary  disease  are  readily  admitted. 
But  climate  is  only  one  of  the  essentials  in  recov- 
ery from  pulmonary  tuberculosis  and  by  no  means 
the  most  important.  Comfortable  living,  with 
rest,  peace  of  mind,  adequate  nutrition  and  skilled 
medical  care  are  the  prior  requisites.  If  phy- 
sicians will  preach  these  doctrines  in  their  com- 
munities as  well  as  to  their  patients  the  melan- 
choly hegira  of  unsuitable  cases  will  diminish. 
If  they  will  with  insistence  point  out  the  increas- 
ing provision  of  excellent  sanatoria  near  at  hand 
in  their  own  localities,  at  the  same  time  demon- 
strating the  growing  percentage  of  arrested  cases 
discharged  from  these  institutions,  they  will  make 
a contribution  to  public  health  protection  of  gen- 
uine significance. 

But  the  tide  will  recede  slowly  and  meanwhile 
there  is  the  army  already  enlisted  in  this  great 
migration.  How  to  prevent  its  continuing  to 
spread  disease  is  a question  that  is  perplexing  the 
most  experienced  health  and  social  workers. 
Forcible  detention  is  in  bad  odor — tuberculosis  is 
not  yet  regarded  by  the  public  as  seriously  as 
leprosy,  for  example.  Deportation  to  point  of 
origin  would  not  solve  the  larger  problem  and 
for  some  patients  who  have  the  fixed  idea  that 
their  very  lives  depend  upon  living  in  this  or  that 
climate,  it  would  be  inhumanly  cruel  to  send  them 
home,  wrong  though  they  might  be.  To  erect 
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sanatoria  in  resort  areas  would  result  in  luring 
persons  from  all  parts  of  the  country,  and  thus 
aggravate  the  evil.  Families  would  come  with 
them  and,  not  being  eligible  as  patients,  would 
be  dumped  upon  the  mercy  of  social  agencies  in 
cities  and  towns  nearby,  already  swamped  with 
appeals  from  their  own  people. 

One  proposal  made  is  that  colonies  be  estab- 
lished in  the  great  open  spaces  for  entire  fami- 
lies. But  the  states  where  they  would  be  most 
likely  to  settle  are  least  able  to  support  such  an 
enterprise  and  the  federal  government  can  hardly 
be  expected  to  finance  it,  at  least  not  until  the 
broad  problem  of  transiency  is  tackled  through 
sweeping  legislation  such  as  that  proposed  in  the 
Trammell-Wilcox  bill  recently  before  Congress. 
Self-support  of  such  a colony  is  a fatuous  hope, 
and  it  seems  unlikely  that  many  families  would 
consent  to  be  herded  together  in  that  manner. 
And  if  such  colonies,  because  of  good  manage- 
ment and  by  providing  attractive  living  condi- 
tions, should  succeed,  we  would  again  be  con- 
fronted by  the  problem  of  preventing  the  influx 
of  families  from  all  over  the  country  who  had 
better  remain  where  they  are. 

At  present  the  United  States  Public  Health 
Service  is  studying  the  situation  to  see  what  fa- 
cilities are  available.  The  situation  is  probably 
not  as  hopeless  as  it  might  have  been  a few  years 
ago.  One  advantage  is  that  the  country  generally 
is  now  better  equipped  to  care  for  its  tuberculous 
residents  near  at  home.  Another  advantage  not 
to  be  had  a few  years  ago  are  modern  weapons 
that  are  now  used  to  combat  tuberculosis.  Isola- 
tion of  the  carriers  in  sanatoria  is,  of  course,  the 
crux  of  the  situation,  but  there  are  also  new  de- 
velopments in  diagnosis  and  treatment  which 
make  the  control  of  tuberculous  transients,  even 
in  the  absence  of  adequate  beds,  more  workable 
than  some  years  ago.  For  example,  collapse  sur- 
gery enables  the  otherwise  bedridden  patient  to 
carry  on  light  work,  and  this  treatment  also  ren- 
ders him  bacillus-free  which  means  that  he 
promptly  ceases  to  be  a danger  to  others.  Fifty 
per  cent  or  more  of  all  tuberculous  patients  can 
be  successfully  “collapsed,”  and  so-called  ambu- 
latory pneumothorax  treatment  is  now  an  ac- 
cepted procedure.  There  are  furthermore  better 
methods  of  case-finding.  It  would  not  be  Utopian 
to  propose  that  all  transients  be  X-rayed,  which 
would  lead  to  the  discovery  not  only  of  obvious 
cases,  but  also  of  those  in  the  earlier  stages  who 
by  prompt  action  could  be  restored  to  health. 

“No  home  is  safe  until  every  home  is  safe,” 
is  an  old  slogan  used  by  tuberculosis  associations. 
Until  we  have  come  to  grips  with  the  tuberculous 
transient,  we  cannot  hope  to  guarantee  safety  to 
the  rest  of  American  citizens. 

Sick,  Broke  and  Footloose,  H.  E.  Kleinschmidt, 
M.D.  The  Journal-Lancet,  Minneapolis,  April, 
1937. 


We  Sometimes  Forget --- 

1.  Many  people  are  rejected  for  life  insurance 
each  year,  and  others  are  being  treated  for  a 
non-existing  pyelitis  or  cystitis,  because  of  pus 
being  found  in  a voided  specimen.  When  this  con- 
dition is  discovered  make  a careful  examination 
to  rule  out  a non-specific  urethritis.  Always  ex- 
amine the  second  glass  in  a male  and  a catheter  - 
ized  specimen  in  the  female. 

2.  The  diagnosis  of  “irritable  bladder”  or  too 
much  acid  in  the  urine  as  a cause  of  too  frequent 
urination,  in  most  instances  means  either  a lazy 
physician  or  an  incompetent  one.  If  the  urinary 
findings  are  negative,  be  suspicious  of  a granular 
urethritis.  This  condition  is  more  often  the  cause 
of  frequency  and  sometimes  incontinence  in  the 
female  than  is  commonly  believed.  Do  not  use 
the  term  “vesical  neuralgia”.  If  you  hunt  dili- 
gently enough  you  will  be  able  to  find  the  cause 
of  the  painful  bladder. 

3.  In  hematuria,  of  whatever  character  or  de- 
gree, the  paramount  issue  is  to  determine  its 
source.  Do  not  treat  the  patient  until  the  bleed- 
ing stops  before  referring  them  for  diagnosis. 
The  physician  who  attempts  to  find  the  cause  of 
a hematuria  in  “a  cold  of  the  kidneys  or  bladder” 
is  not  giving  the  patient  his  best  chance.  Re- 
member that  you  have  not  cured  the  patient  when 
you  have  stopped  the  bleeding. 

4.  If  urotropin  is  being  used  as  a urinary 
antiseptic,  make  frequent  P.  H.  determinations  of 
the  urine.  Acidulate  the  urine  to  a P.  H.  of  5.5 
or  less  if  you  want  to  get  the  best  results. 

5.  Once  retentions  occur  in  a case  of  prostatic 
hypertrophy,  operation  is  definitely  indicated  and 
should  not  be  deferred.  The  degree  of  urinary 
retention  does  not  of  necessity  bear  a fixed  re- 
lation to  the  size  of  the  prostate  as  felt  per  rec- 
tum. A small  prostate  per  rectum  may  cause 
great  obstruction  to  the  stream.  A small  fibrous 
prostate  frequently  causes  a large  amount  of 
residual  urine. 

6.  Do  not  tell  your  prostatics  that  a trans- 
urethral resection  is  a minor  procedure.  The 
hazards  of  infection  and  hemorrhage  are  just  as 
great  as  in  prostatectomy,  with  the  additional 
hazard  of  explosion  of  accumulated  gases  ruptur- 
ing the  bladder. — N.  L.  Burrell,  M.D.,  Springfield, 
Ohio. 


A survey  of  250  patients  equally  distributed 
between  children  and  adults  does  not  support 
the  assumption  that  food  is  an  etiologic  factor  in 
the  child  more  often  than  in  the  adult.  In  fact, 
the  reverse  seems  to  be  true. — Herbert  J.  Rinkel, 
M.D.,  Kansas  City,  Mo.  Jour.  Mo.  State  Med. 
Assn.  34:9;  Sept.,  1937. 


Kept  by  David  A.  Tucker,  Jr.,  M.D.,  Cincinnati,  Ohio 

AN  ACT  TO  INCORPORATE  THE  LEBANON  MEDICAL  SOCIETY 


Section  1.  Be  it  enacted  by  the  General  As- 
sembly of  the  State  of  Ohio  “That  Joshua 
Stevens,  Henry  Baker,  A.  McAllister,  John  Van 
Harlingen,  Aaron  Wright,  William  M.  Charters, 
Lewis  Drake,  John  Cottle,  Elias  Fisher  and 
Moses  H.  Keever,  and  their  associates,  together 
with  such  as  may  hereafter  be  associated  with 
them,  be  and  they  are  hereby  created  a body 
corporate  and  politic,  with  perpetual  succession 
by  the  name  and  style  of  the  ‘Lebanon  Medical 
Society’  and  by  that  name  may  sue  and  be  sued, 
plead  and  be  empleaded,  in  all  courts  of  law  and 
equity,  may  have  a common  seal,  and  the  same 
to  alter  at  pleasure,  shall  be  capable  of  holding 
personal  and  real  estate  by  gift,  grant  or  devise, 
and  may  sell,  dispose  of  and  convey  the  same. 
Provided,  the  value  thereof  shall  not  exceed 
twenty  thousand  dollars,  and  the  same  shall  be 
devoted  exclusively  to  the  object  or  promoting 
and  elevating  the  cause  of  medical  science  and  its 
collateral  branches.” 

This  Charter  was  granted  at  the  Session  of 
1836-37. 

CONSTITUTION  AND  BY-LAWS 
of  the 

LEBANON  MEDICAL  SOCIETY 

Art.  1st.  This  association  shall  be  denominated 
“The  Lebanon  Medical  Society.” 

Art.  2nd.  Its  officers  shall  be  a President, 
Vice  President,  a Recording  and  a Corresponding 
Secretary,  Treasurer,  Librarian,  and  a Board  of 
three  Censors,  who  shall  be  chosen  by  ballot  and 
hold  their  respective  offices  for  one  year,  and 
until  their  successors  are  elected. 

Art.  3rd.  Any  regular  practitioner  of  Medi- 
cine in  good  standing  may  become  a member  of 
this  Society  by  signing  this  constitution,  paying 
into  the  treasury  the  sum  of  one  dollar,  and 
complying  with  such  other  regulations  as  may  be 
hereafter  provided  by  law. 

Art.  4th.  Any  distinguished  literary  or  scien- 
tific gentleman  may  become  an  honorary  member 
of  this  society  by  a vote  of  two  thirds  of  the 
members  present  at  any  regular  meeting;  pro- 


The  Editor  is  indebted  to  Dr.  Edward  Blair  of  Lebanon 
for  the  privilege  of  publishing  these  extracts  from  the 
minutes  of  the  Lebanon  Medical  Society. 


vided,  that  notice  to  that  effect  has  been  given  at 
any  previous  meeting  of  the  Society. 

Art.  5th.  This  Society  shall  have  power  to 
form  a library  and  a cabinet  of  specimens  in  the 
various  departments  of  natural  science,  both 
from  the  donations  of  individuals  and  other  as- 
sociations, and  by  the  levying  of  fines  and  taxes 
agreeable  to  regulations  which  may  be  provided. 

Art.  6th.  It  shall  be  the  duty  of  this  Society 
to  open  a correspondence  with  similar  associa- 
tions in  this  state,  and  such  others  as  it  may 
from  time  to  time  direct. 

Art.  7th.  The  Society  shall  hold  at  least  three 
meetings  in  each  year.  The  annual  meeting  shall 
be  holden  on  the  last  Tuesday  in  October  and  the 
others  on  the  last  Tuesdays  of  January  and  May. 

Art.  8th.  The  Society  shall  appoint  three 
standing  committees — 1st  On  Quackery — 2nd  On 
Improvements  in  the  Science  of  Medicine — 3rd 
On  Collateral  Sciences — and  such  other  com- 
mittees as  the  interests  of  the  Society  may  re- 
quire. 

Art.  9th.  This  constitution  may  be  altered  or 
amended  at  the  annual  meeting  only  by  a con- 
currence of  three  fourths  of  the  members  of  the 
Society,  and  when  notice  of  the  intended  amend- 
ment has  been  given  at  the  next  preceeding 
meeting. 

BY-LAWS 

Section  1st.  It  shall  be  the  duty  of  the  Presi- 
dent on  first  taking  to  deliver  an  inaugural  ad- 
drys. 

Section  2nd.  The  President  shall  take  the 
chair  and  call  the  meeting  to  order  at  the  time 
appointed;  call  and  declare  all  votes,  and  decide 
questions  of  order,  subject  to  an  appeal,  preserve 
decorum,  and  have  a casting  vote  only,  except,  in 
elections,  and  perform  such  duties  as  may  be 
hereinafter  specified. 

Section  3rd.  The  Vice  President  shall,  in  the 
absence  of  the  President,  perform  the  ordinary 
duties  assigned  to  that  officer,  and  shall  deliver  a 
written  addrys  the  second  meeting  after  his 
election. 

Section  4th.  The  recording  secretary  shall  keep 
a fair  and  legible  record  of  the  proceedings  of 
the  Society — a list  of  the  members  names,  with  a 
specification  of  such  as  fail  to  pay  their  fines, 
preserve  all  papers  belonging  to  the  Society,  sub- 
ject at  all  times  to  the  inspection  of  members 
and  perform  all  other  duties  belonging  to  the 
office. 

Section  5th.  The  Corresponding  Secretary  shall 
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conduct  the  correspondence  of  the  Society,  under 
its  direction,  and  make  a report  of  such  things 
as  he  may  deem  proper. 

Section  6th.  The  Treasurer  shall  keep  an  oc- 
count  of  all  monies  received  into  the  treasury, 
pay  them  out  by  order  of  the  Society,  make  an 
annual  report  of  the  condition  of  the  funds  with 
the  amount  due  from  members. 

Section  7th.  The  Librarian  shall  keep  a list 
of  the  books  and  periodicles,  take  charge  of  the 
cabinet  of  specimens  in  natural  science,  and  per- 
form such  other  duties  as  may  be  hereafter 
directed  by  law. 

Section  8th.  The  Censors  shall  examine  any 
person  who  may  make  application  for  license, 
and  if  in  their  opinion  such  applicant  is  worthy 
to  be  admitted  to  practice,  they  shall  give  him  a 
certificate  to  that  effect;  and  for  each  certificate 
so  granted,  they  shall  severally  be  entitled  to  the 
sum  of  two  dollars. 

Section  9th.  No  person  shall  be  admitted  to 
an  examination  until  he  produces  satisfactory  evi- 
dence to  the  Censors  that  he  sustains  a good 
moral  character,  and  had  studied  medicine  and 
surgery,  with  some  regularly  authorized  prac- 
titioner, at  least  three  years  previous  to  his  ap- 
plication, unless  he  has  graduated  at  some  col- 
lege or  university,  in  which  case  two  years  shall 
be  sufficient. 

Section  10th.  Any  person  having  passed  an 
examination  before  the  Board  of  Censors,  may 
present  his  certificate  to  the  President  who  shall 
thereupon  grant  him  a diploma  in  due  form 
signed  by  himself  and  countersigned  by  the 
Secretary,  and  for  each  diploma  so  granted,  he 
shall  receive  the  sum  of  ten  dollars  to  be  paid 
into  the  treasury  of  the  Society. 

ART.  2:  DUTIES  OF  MEMBERS 

Section  1st.  Every  member  of  this  Society 
shall  pay  an  annual  tax  of  at  least  one  dollar; 
and  any  member  who  shall  neglect  or  refuse  to 
pay  the  same  or  any  fine  that  may  be  levied 
agreeable  to  the  provisions  of  this  act,  three 
months  after  being  notified  by  the  Secretary,  or 
Treasurer,  of  such  delinquency,  shall  forfeit  his 
membership,  nor  shall  he  enjoy  any  immunities 
belonging  to  the  Society  until  all  arrearages  be 
paid. 

Section  2nd.  Every  member  who  neglects  to  at- 
tend a regular  meeting  of  this  Society,  shall  for- 
feit and  pay  into  the  treasury  the  sum  of  three 
dollars,  unless  his  absence  is  occasioned  by  the 
sickness  of  himself  or  his  family. 

Section  3rd.  The  Society  shall  appoint  at  every 
meeting  at  least  one  person  to  deliver  a dis- 
sertation at  the  next  meeting,  and  no  person 
shall  be  required  to  write  such  dissertation,  un- 
less he  be  notified  of  his  appointment  by  the 
secretary  three  months  previous  to  the  time  at 
Which  it  is  to  be  delivered,  and  shall  accept  such 
appointment. 

Section  4th.  If  the  President,  or  Vice  Presi- 
dent, shall  either  neglect  or  refuse  to  deliver 
their  respective  addresses  at  the  time  specified 
or  if  any  member  appointed  agreeably  to  the  pro- 
vision of  the  preceeding  section  of  this  act 
neglect  to  deliver  his  dissertation  at  the  time 
specified,  each  person  so  offending  shall  forfeit 
and  pay  into  the  treasury  of  this  Society  the  sum 
of  five  dollars  for  each  offence,  unless  prevented 
by  sickness  of  himself  or  family. 

Section  5th.  At  any  regular  meeting  of  this 


Society  every  member  shall  have  the  privilege  of 
reporting  such  cases  (that  have  come  under  his 
own  observation)  as  he  may  deem  important. 

Section  6th.  The  standing  committees  shall 
make  an  annual  report  on  the  subjects  for  which 
they  were  appointed;  and  all  other  committees 
shall  report  at  the  time  designated,  on  the  var- 
ious subjects  submitted  to  their  care,  and  a 
neglect  to  perform  the  duties  herein  specified 
shall  subject  the  persons  so  offending  to  the 
penalties  mentioned  in  section  fourth  of  this  act 
except  as  there  excepted. 

Section  7th.  All  addresses,  dissertations,  or  re- 
ports delivered  or  read  before  the  Society  shall 
be  written  in  a neat,  legible  hand  on  good  paper, 
and  shall  be  the  property  of  the  Society  to  dis- 
pose of  as  it  may  think  proper. 

ART.  3:  ORDER  OF  PROCEEDING  WHEN  IN  SESSION 

Section  1st.  The  meeting  shall  be  called  to 
order  by  the  presiding  officer  at  the  time  ap- 
pointed, the  names  of  the  members  called  by  the 
Secretary,  the  absentees  noted,  the  proceedings 
of  the  last  meeting  read  and  approved. 

Section  2nd.  The  inaugural  of  the  President 
and  the  official  address  of  the  Vice  President,  and 
dissertations  shall  be  next  in  order;  after  which 
reports  of  committees  and  of  cases  may  be  re- 
ceived and  disposed  of. 

Section  3rd.  When  any  paper  is  read  before 
the  Society  it  shall  be  proper,  at  the  conclusion, 
for  any  member  to  offer  such  remarks  and 
criticisms  either  approbatory  or  otherwise  as  he 
may  think  proper.  And  a full  and  free  discussion 
shall  be  permitted,  on  all  subjects  of  general  in- 
terest, agreeable  to  the  parliamentary  regula- 
tions usually  adopted  in  deliberative  assemblies. 

Section  4th.  Resolutions,  the  appointment  of 
committees  and  orators  shall  be  next  in  order. 

Section  5th.  At  the  close  of  each  meeting  the 
Secretary  shall  furnish  the  Treasurer  with  a list 
of  absentees  and  the  amount  of  fines  or  taxes 
due  from  each.  And  it  shall  be  the  duty  of  the 
Treasurer  to  attend  to  the  collection  of  all  fines 
and  taxes  with  as  little  delay  as  practicable. 

Section  6th.  It  shall  be  the  duty  of  the  Secre- 
tary to  give  notice,  in  all  the  papers  published  in 
the  county,  of  the  time  and  place  of  holding  each 
meeting,  two  successive  weeks  next  preceeding 
such  meeting,  together  with  the  names  of  those 
persons  from  whom  addresses  or  dissertations 
may  be  expected. 

Section  7th.  Any  member  may  invite  such  per- 
sons to  attend  the  sessions  and  deliberations  of 
the  Society  as  he  may  think  proper,  except  in 
case  of  discipline,  when  none  but  members  shall 
be  present,  except  to  give  evidence. 

ART.  4:  DUTIES  OF  COMMITTEES 

Section  1st.  It  shall  be  the  duty  of  each  com- 
mittee to  examine  thoroughly  the  particular  sub- 
ject given  it  in  charge,  and  no  report  shall  be  re- 
ceived until  it  has  been  read  and  approved  by  a 
majority  of  such  committee. 

CODE  OF  MEDICAL  ETHICS 

Rule  1st.  It  is  the  duty  of  every  medical  prac- 
titioner to  treat  his  patients  with  steadiness,  ten- 
derness and  humanity,  and  to  make  due  allow- 
ances for  that  mental  weakness  which  usually 
accompanies  bodily  disease.  Secrecy  and  deli- 
cacy should  be  strictly  observed  in  all  cases  in 
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which  they  may  seem  to  be  particularly  re- 
quired. 

Rule  2nd.  The  strictest  observance  of  temper- 
ance cannot  be  too  strongly  inculcated  on  the 
minds  of  the  practitioners  of  medicine  and  sur- 
gery, a clear  and  vigorous  intellect  and  steady 
hand  being  absolutely  necessary  to  the  successful 
practice  of  those  branches  of  medical  science. 

Rule  3rd.  Unfavorable  prognostication  should 
never  be  made  in  presence  of  patients;  yet, 
should  there  seem  to  be  immediate  danger,  it 
becomes  the  duty  of  the  medical  attendant  to 
apprise  the  patient’s  friends  of  that  circumstance. 

Rule  4th.  In  every  instance  in  which  one  phy- 
sician has  been  called  on  to  visit  the  patient  of 
another,  a consultation  with  the  former  medical 
attendant  should  be  proposed.  Consultation  in 
different  cases  should  always  be  recommended 
and  the  physician  called  on  for  that  purpose 
should  always  pay  the  greatest  degree  of  respect 
to  the  practitioner  first  employed,  and  allow  him 
the  privilege  of  delivering  all  the  directions 
agreed  upon. 

Rule  5th.  Special  consultations  are  sometimes 
wished  for,  in  such  cases  the  physician  called  on 
should  carefully  guard  against  paying  another 
visit  unless  he  should  be  requested  to  continue 
his  services  by  the  patient  or  some  of  the  patient’s 
friends. 

Rule  6th.  When  one  physician  is  called  on  to 
visit  the  patient  of  another  in  his  absence,  or 
during  short  indisposition,  he  should  not  mani- 
fest a wish  to  continue  in  attendance  any  longer 
than  the  physician  first  called  should  be  able  to 
resume  the  charge  of  the  case,  unless  a con- 
tinuance of  his  services  should  be  expressly 
wished  for  by  the  patient  or  patient’s  friends. 

Rule  7th.  Physicians  should  not  visit  their 
patients  too  frequently  lest  seeing  them  too  fre- 
quently might  product  unsteadiness  in  the  treat- 
ment. 

Rule  8th.  Theoretical  discussions  should  not  be 
too  freely  indulged  in  consultations,  as  they  fre- 
quently give  rise  to  perplexity  without  any  im- 
provement in  practice. 

Rule  9th.  The  Junior  physician  should  always 
deliver  his  opinion  first,  the  others  according  to 
Seniority,  and  a majority  should  decide;  but  in 
the  event  of  a tie  the  physician  first  in  attend- 
ance should  give  the  casting  vote  in  regard  to 
the  future  treatment,  and  to  him  should  be  en- 
trusted the  future  management  of  the  case,  un- 
less the  patient  or  his  relations  should  object  to 
his  being  continued. 

Rule  10th.  Although  the  possession  of  a 
diploma,  honorably  acquired,  furnishes  presump- 
tive evidence  of  professional  ability,  and  en- 
titles its  possessor  to  pre-eminence  in  the  profes- 
sion, yet,  the  want  of  it  should  not  exclude  prac- 
titioners of  experience  and  sound  judgment  from 
fellowship  and  respect  of  the  regular  graduate. 

Rule  11th.  In  consultations  punctuality  in 
meeting  at  the  time  appointed  should  be  strictly 
observed  but  the  physician  who  first  arrives 
should  wait  for  a reasonable  length  of  time  for 
the  arrival  of  others.  A minute  examination  of 
the  patient  should  not  take  place  until  one  or 
more  of  the  medical  attendants  are  present,  ex- 
cept in  cases  of  emergencies.  All  subsequent 
visits  should,  if  practicable,  be  made  by  mutual 
agreement.  And  no  medical  discussions  should 
take  place  in  the  presence  of  the  patient. 


Rule  12th.  Attendance  on  members  of  the  pro- 
fession or  their  families  should  always  be 
gratuitous,  but  should  not  be  officiously  obtruded. 
Should  the  circumstances  of  the  medical  prac- 
titioner indisposed  enable  him  to  make  a recom- 
pense for  medical  services  rendered  to  himself, 
his  wife  or  family,  it  is  his  duty  to  do  so,  espe- 
cially if  he  resides  at  a distance. 

Rule  13th.  When  one  medical  practitioner  is 
called  on  to  visit  a patient  whose  recovery  has 
been  despaired  of  by  the  physician  first  in  at- 
tendance and  the  disease  should  terminate  fatally 
under  his  management,  he  should  avoid  insinua- 
ting to  the  friends  of  the  deceased  that  if  he  had 
been  called  a day  or  a few  hours  sooner  he  could 
have  effected  a cure.  Such  a course  is  highly  rep- 
rehensible and  empiricle  in  the  extreme.  And 
in  the  event  of  the  patient’s  recovery  such  a per- 
son should  not  assume  all  the  credit  as  the  cure 
might  have  been  partly  effected  by  the  medicines 
prescribed  before  he  took  charge  of  the  case. 

Rule  14th.  The  use  of  nostrums  and  quack 
medicine  should  be  discouraged  by  the  faculty  as 
degrading  to  the  profession,  injurious  to  the 
health  and  often  destructive  of  health.  Should 
patients  laboring  under  chronic  complaints  ob- 
stinately determine  to  have  recourse  to  them,  a 
reasonable  degree  of  indulgence  should  be  al- 
lowed to  their  credulity  by  the  physician,  but  it 
is  his  sacred  duty  to  warn  them  of  the  fallacy 
of  their  expectations,  and  the  danger  of  the  ex- 
periment, and  the  necessity  of  strict  attention  to 
the  effect  produced  by  them  in  order  that  their 
bad  effects,  if  any,  should  be  timely  obviated. 

Rule  15th.  No  physician  should,  either  by  pre- 
cept or  example,  contribute  to  the  circulation  of  a 
secret  nostrum,  whether  it  be  his  own  invention, 
exclusive  property,  or  that  of  another.  For,  if  it 
be  of  real  value,  its  concealment  is  inconsistent 
with  beneficience  and  professional  liberty.  And  if 
mystery  alone  gives  it  value  and  importance  such 
craft  implies  either  disgraceful  ignorance  or 
fraudulent  avarice. 

Rule  17th.  A wealthy  physician,  or  one  re- 
tired from  practice,  should  refuse  to  give  gratui- 
tous advice  unless  the  danger  of  the  case,  the  ab- 
sence of  the  practising  physician,  or  the  poverty 
of  the  patient  should  warrant  him  in  so  doing. 
In  all  cases  where  he  may  be  preferred  he  should 
recommend  a consultation  with  some  one  en- 
gaged in  active  practice.  This  rule  should  be 
strictly  observed  as  a contrary  course  is  gratui- 
tously depriving  active  industry  of  its  proper  re- 
ward. 

Rule  18th.  When  a physician  is  called  on  sud- 
denly to  visit  the  patient  of  another,  in  conse- 
quence of  some  unexpected  or  alarming  change 
in  the  symptoms,  he  should  adopt  a temporary 
plan  or  treatment  suited  to  present  circum- 
stances. He  is  not  warranted  in  interfering 
afterward  unless  requested  to  take  charge  of  the 
case  when  he  should  propose  an  immediate  con- 
sultation with  the  physician  previously  em- 
ployed. 

Rule  19th.  Physicians  should  never  neglect  an 
opportunity  of  fortifying  and  promoting  the  good 
resolutions  of  patients  suffering  under  the  bad 
effects  of  intemperate  life  and  vicious  conduct; 
and  in  order  that  their  counsels  and  remon- 
strances may  have  due  weight,  it  will  readily  be 
seen,  that  they  should  have  full  claim  to  the 
blameless  life  and  high  moral  character  which 
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we  have  stated  to  be  a necessary  pre-requisite  to 
an  honorable  stand  in  the  profession. 

Rule  20th.  Medical  men  should  “remember  the 
Sabbath  day  to  keep  it  holy”,  and  visits  should, 
as  far  as  is  consistent  with  professional  engage- 
ments, be  either  made  before  or  after  public 
service  or  during  its  intervals. 

The  Following  Bill  of  Prices  was  then  adopted, 
as  the  minimum  for  medical  services,  by  the 
members  of  the  Society,  exclusive  of  Medicines: 


BILL  OF  PRICES 

Tying  arteries: 

1st  Brachial,  Radial  and  Ulnar,  each $ 25.00 

2nd  Femoral,  Popliteal,  Tibial  and 

Fibular,  each  50.00 

3rd  Carotid,  sub-clavian,  Axillary 

and  Illiac,  each 100.00 

Operations  for  Hernia 50.00 

Couching  50.00 

Bronchotomy  50.00 

Hydrocile  25.00 

Hare  Lip  10.00  to  20.00 

Eterpation  of  Mamma 25.00 

Tonsils,  each  25.00 

Amputation  of  Arm,  Thigh,  Leg,  Foot, 

Metatarsal  bones,  each 25.00 

Fingers  and  Toes,  each 5.00  to  10.00 

Shoulder  joint  50.00 

Hip  joint  100.00 

Trephining  ..  25.00 

Removing  Tumors,  etc 25.00 

Paracentacis  Thoracis  50.00 

Paracentacis  Abdominis,  1st 5.00 

Each  subsequent  3.00 

Luxations,  Red’g 

Common  5.00 

Elbow 10.00 

Hip  20.00 

Fractures 

Of  the  Arm,  Leg  and  Clavicle,  each 5.00 

Femur  10.00 

Neck  of  Femur 20.00 

All  compound  cases  ad  libitum 
Practice  of  Physic: 

For  visit,  in  town,  1st  each 1.00 

Subsequent  .50 

Out  of  corporation  but  less  than  one  mile..  1.00 

Mileage — 1st  mile  1.00 

Mileage — 2nd  mile  .50 

Each  subsequent  mile .25 

Advice  and  prescription,  1st 1.00 

Each  subsequent  .50 

Prescription  in  each  additional  case,  in 

a family  .50 

Common  cases  of  Parturition 5.00 

Protracted  or  difficult 5.00  to  20.00 

Consultation  visit  in  town,  first 5.00 

Each  subsequent  1.00 


Country  consultations,  the  above  prices  with 
addition  for  mileage. 

At  night  the  above  prices  to  be  increased  fifty 
per  cent. 

All  the  above  prices  exclusive  of  medicines. 


“Medical  Notice” 

“The  undersigned  begs  leave  to  inform  the 
world  that  he  is  now  qualified  to  ameliorate  the 
wretchedness,  distress,  and  painful  affliction  of 
which  the  whole  human  family  are  more  or  less 
suffering. 

“It  has  been,  now  is,  and  hereafter  can  be 
proved,  that  my  skill  in  DENTAL  SURGERY, 
and  universal  cures  of  all  diseases  is  unfathom- 
able and  infinite. 

“For  proof  I appeal  and  refer  to  the  most 
learned  scientific  and  philosophic  of  the  medical 
faculty  from  Mount  Aristook  on  the  North  to 
the  Sabine  South;  and  Nova  Scotia  East  to  Noolla 
Sound  West,  indiscriminately.  It  is  not  merely 
bragging  to  say  that  I can  extract  teeth  without 
pain,  and  the  most  decayed  and  largest  and  more 
of  them  from  one  mouth  than  any  other  man 
under  heaven;  and  can  replace  new  and  sound 
ones  of  eternal  durability  and  youthful  appear- 
ance in  the  least  time. 

“Toothless  old  maids  can  be  armed  with  re- 
taliating weapons  to  bite  silly  and  neglectful  old 
bachelors  and  bring  them  to  a sense  of  their  duty 
and  make  them  fork  over. 

“My  Cathortic  Medical  Pills  are  so  certain, 
speedy  and  effective  that  the  most  public  gentle- 
man will  be  in  want  of  a private  room,  to  which, 
a railroad  and  locomotive  are  indispencibly  neces- 
sary to  facilitate  his  speedy  retreat,  and  return 
to  prime  health  to  his  friends  rejoicing. 

“Office  on  5th  St.  No.  6 W.S.  Between  Main 
and  the  River.” 

Dr.  Sam  L.  Boicourt.” 


This  is  a copy  of  an  advertisement  which  appeared  in  a 
Louisville,  Ky.  paper  around  1850. 


New  Head  at  Cincinnati  General 

Harry  N.  Hooper,  now  business  manager  of 
the  Georgia  Warm  Springs  Foundation,  has 
been  appointed  superintendent  of  Cincinnati  Gen- 
eral Hospital,  succeeding  Dr.  Alfred  Friedlander, 
dean  of  the  University  of  Cincinnati  College  of 
Medicine,  who  has  been  serving  temporarily 
since  the  death  of  Dr.  H.  H.  Langdon. 

Under  a new  setup,  Hooper,  the  first  person 
not  a physician  to  hold  the  position,  will  serve  as 
business  administrator  of  the  hospital,  while  Dr. 
Friedlander  will  be  chief  of  staff,  having  general 
charge  of  the  medical  work,  teaching  and  nurs- 
ing in  the  hospital.  This  is  in  accordance  with 
a policy  recently  developed  by  the  University  and 
city  officials  for  closer  coordination  of  related 
duties  and  responsibilities  of  the  hospital  and 
the  educational  work  of  the  College  of  Medicine. 


PROGRESS  OF  PNEUMONIA  CONTROL  IN  OHIO 


By  LEO  F.  EY,  Columbus,  Ohio 

Chief,  Division  of  Laboratories,  State  Department  of  Health 


IN  the  February  (1937)  issue  of  The  Ohio 
State  Medical  Journal  an  article  appeared  by 
the  Director  of  Health,  Dr.  W.  H.  Hartung, 
on  the  subject  of  Pneumonia  Control,  and  at  this 
Health  Section  Meeting  of  the  Association  it  is 
my  intention  to  make  a few  comments  relative  to 
the  progress  made. 

A tentative  plan  was  outlined  during  the  early 
Winter  of  1937,  but  the  January  floods  which 
devastated  the  southern  parts  of  the  State 
abruptly  caused  a postponement  of  all  arrange- 
ments that  had  been  developed.  By  the  time 
the  flood  emergency  situation  subsided  the  pneu- 
monia season  was  passing  out,  and  it  was  be- 
lieved advisable  to  concentrate  all  activities  on 
the  future  year. 

The  importance  of  a campaign  for  the  control 
of  pneumonia  is  being  more  seriously  considered 
today  than  it  ever  has  been  at  any  time  in  the 
past.  Recognition  of  this  fact  is  not  only  being 
given  by  the  public  health  departments  or  the 
medical  profession,  but  by  lay  organizations  as 
well. 

The  disease  being  one  that  logically  comes 
under  the  head  of  a communicable  or  infectious 
disease  the  public  health  department  is  expected 
to  initiate  the  plan  of  attack,  and  in  this  con- 
nection it  is  of  interest  to  say  that  the  Surgeon- 
General  of  the  U.  S.  Public  Health  Service  re- 
cently submitted  a questionnaire  to  state  de- 
partments for  the  purpose  of  determining  their 
present  facilities  with  respect  to  typing  the 
pneumococcus  or  if  anti-pneumococcus  serum  is 
furnished.  From  this  inquiry  it  is  quite  evident 
that  the  Public  Health  Service  intends  to  take  an 
active  part  in  the  pneumonia  control  program, 
similarly  no  doubt  to  that  inaugurated  for  the 
control  of  venereal  disease.  In  the  State  of  New 
York  the  Governor  recently  signed  a Pneumonia 
Control  Bill  which  purports  to  give  the  campaign 
a legal  status. 

As  is  well  known  the  terminology  “pneumonia 
control”  is  founded  chiefly  on  knowledge  dis- 
covered in  recent  years,  and  specifically  its  as- 
sociation with  the  differentiation  and  typing  of 
the  pneumococcus  by  the  Neufeld  method. 

From  a public  health  standpoint,  of  course, 
the  problem  is  one  of  education,  but  without  the 
assistance  of  the  laboratory  where  the  Neufeld 
test  is  carried  out  such  a program  could  not  be 
advanced  with  any  degree  of  success.  Conse- 
quently the  Ohio  Department  has  given  much  at- 


Roundtable  Discussion  at  Public  Health  Luncheon,  Ohio 
State  Medical  Association,  91st  Annual  Meeting,  Dayton, 
Ohio,  April  28-29,  1937. 


tention  to  this  phase  of  the  problem,  and  as 
previously  indicated  in  resuming  the  program  an 
effort  is  to  be  made  along  the  line  of  training 
individuals  in  the  proper  technic  of  the  Neufeld 
typing.  A request  for  Social  Security  funds  has 
been  included  in  the  1937  budget,  and  granting 
that  the  necessary  sum  will  be  allotted,  the  de- 
partment contemplates  covering  the  laboratory 
fee  charges  of  trainees.  It  is  hoped  individuals 
with  the  proper  qualifications  from  representa- 
tive sections  of  the  state  will  respond  and  co- 
operate so  that  physicians  and  hospitals  in  all 
parts  of  the  state  will  have  access  to  the  Neufeld 
examination. 

Heretofore  in  a pneumonia  control  campaign 
some  objection  was  raised  on  account  of  the 
enormous  cost  of  the  serum  which  is  used  for 
the  treatment  of  typed  pneumococcus  cases.  It  is 
fully  realized  that  unless  the  state  or  other  gov- 
ernment agency  takes  an  active  interest,  and 
makes  provision  for  the  financial  support,  par- 
ticularly in  indigent  cases,  the  efforts  of  the 
medical  practitioner  would  not  be  successful  in 
reducing  the  pneumonia  mortality.  Therefore,  an 
additional  amount  of  money  has  been  requested 
in  the  Social  Security  budget  which  if  approved 
will  make  it  possible  to  treat  many  indigent  cases. 


Serum  Therapy 

The  secret  of  any  serum  therapy  is  the  early 
administration  of  serum  in  adequate  dosage.  It 
should  be  stressed  that  error  should  always  be 
made  on  the  side  of  overdosage  rather  than  un- 
derdosage. In  order  to  insure  a highly  potent 
serum,  only  pooled  serum  prepared  from  blood 
which  has  been  obtained  from  donors  within  re- 
stricted limits  of  convalescence  should  be  used. — 
C.  M.  Hyland,  M.D.,  Los  Angeles,  Calif.  Neb. 
State  Med.  Jour.  Vol.  22,  Sept.,  1937. 


Indications  for  the  employment  of  insulin  in 
the  treatment  of  pulmonary  tuberculosis  were 
studied  and  thoroughly  analyzed  in  a series  of 
sixty-two  patients  in  the  tuberculosis  wards  of 
the  Philadelphia  General  Hospital.  Hyperglycemia 
and  other  untoward  effects  following  the  adminis- 
tration of  insulin  were  prevented  by  proper  dos- 
age. We  found  that  an  average  of  fifteen  units 
daily  was  sufficient  to  improve  appetite,  increase 
weight  and  overcome  marked  asthenia  in  the 
majority  of  cases. — Nathan  Blumberg,  M.D.,  and 
S.  A.  Savitz,  M.D.,  Philadelphia,  Pa.  Medical 
Record,  146:5;  Sept.  1,  1937. 
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OUTSTANDING  PROGRAM  ON  SYPHILIS  ARRANGED  FOR  MEETING 
OF  FIFTH  COUNCILOR  DISTRICT,  CLEVELAND,  OCTOBER  8 


A MEETING  of  the  Fifth  Councilor  District 
of  the  Ohio  State  Medical  Association  will 
be  held  at  Allen  Memorial  Medical  Library 
Building,  Euclid  Avenue  and  Adelbert  Road,  and 
Lakeside  Hospital,  Cleveland,  Friday,  October  8, 
1937. 

The  meeting  will  be  known  as  an  “Institute  on 
Syphilis”.  Clinics  will  be  held  at  Lakeside  Hos- 
pital. Patients  will  be  presented  and  methods 
used  in  treatment  and  diagnosis  will  be  demon- 
strated. Round-table  discussions  will  be  held,  to 
be  followed  by  question  and  answer  periods.  The 
sound,  motion  picture  on  syphilis  prepared  by  the 
American  Medical  Association  and  the  U.  S. 
Public  Health  Service  will  be  shown.  At  the  gen- 
eral session  in  the  evening,  addresses  will  be 
made  by  Dr.  John  B.  Alcorn,  Columbus,  President 
of  the  Ohio  State  Medical  Association;  Dr.  R.  A. 
Vonderlehr,  Washington,  D.  C.,  assistant  surgeon 
general,  U.  S.  Public  Health  Service,  in  charge  of 
the  Division  of  Venereal  Diseases;  and  Dr.  J. 
Earle  Moore,  Baltimore,  professor  of  syphilology, 
Johns  Hopkins  University  School  of  Medicine. 

The  theme  of  the  meeting  will  be  the  part  the 
physician  in  private  practice  can  and  should  play 
in  the  nation-wide  campaign  to  control  and 
eradicate  syphilis  and  to  provide  practical  sug- 
gestions for  diagnosis  and  treatment  of  syphilis 
by  the  average  practitioner. 

The  complete  program  is  as  follows: 

10:00  A.M.  Assemble  and  register  at  the  Allen 
Memorial  Library. 

10:30  A.M.  CLINIC  ON  SYPHILIS.  Lakeside 
Hospital. 

Demonstration  of  patients  showing  visible 
manifestations  of  the  disease,  presented  by 
members  of  the  Cleveland  Dermatological 
Society.  Ample  opportunity  will  be  given 
for  first  hand  examination.  This  will  be 
followed  by  discussion  in  which  all  are  in- 
vited to  participate,  presided  over  by  Dr. 
Claude  B.  Norris,  Youngstown,  president, 
Cleveland  Dermatological  Society. 

12:30  P.M.  LUNCHEON.  The  Cleveland  Club, 
Carnegie  and  E.  107th  Street. 

Following  the  luncheon  there  will  be  a brief 
organization  meeting,  with  introduction  of 
Charles  S.  Nelson,  Executive  Secretary  of 
the  Ohio  State  Medical  Association,  and 
other  officers  of  the  Association.  Dr.  Alfred 
A.  Jenkins,  Councilor  of  the  Fifth  District, 
will  preside. 

2:00  P.M.  CLINIC.  Surgical  Amphitheatre, 
Lakeside  Hospital. 

“Methods  Used  in  Treatment  and  Diagnosis 


of  Syphilis”.  The  technic  of  intravenous 
and  intramuscular  injections  and  diagnostic 
lumbar  puncture  will  be  demonstrated  by 
the  members  of  the  service  of  Dr.  H.  N. 
Cole  and  Dr.  J.  R.  Driver.  Dr.  H.  N.  Cole 
will  preside. 

3:30  P.M.  ROUND-TABLE  DISCUSSION. 
Auditorium,  Allen  Memorial  Library. 

“Some  Phases  of  the  Diagnosis  and  Treat- 
ment of  Transmittable  Syphilis”. 

1.  “The  Diagnosis  of  Early  Syphilis,”  led 
by  Dr.  Robert  E.  Barney. 

2.  “The  Treatment  of  Early  Syphilis”,  led 
by  Dr.  Earl  W.  Nether  ton. 

3.  “The  Recognition  and  Treatment  of 
Syphilis  in  Pregnancy”,  led  by  Dr.  Clyde 
L.  Cummer. 

These  will  be  ten-minute  talks,  followed  by 
question  and  answer  periods.  Dr.  Gerald  S. 
Shibley  will  preside. 

4:30  P.M.  MOVING  PICTURE  SOUND  FILM 
ON  SYPHILIS.  Auditorium,  Allen  Memorial 
Library. 

This  talking  film,  loaned  by  the  American 
Medical  Association,  and  prepared  under  the 
joint  auspices  of  the  A.M. A.  and  the  U.  S. 
Public  Health  Service,  had  its  first  showing 
at  the  A.M. A.  meeting  at  Atlantic  City  in 
June.  Leading  U.  S.  authorities  appear  as 
lecturers  on  important  phases  of  the  disease. 

8:15  P.M.  GENERAL  MEETING.  Auditorium,  . 
Allen  Library,  under  the  auspices  of  the 
Academy  of  Medicine  of  Cleveland,  Dr.  John 
Dickenson,  president  of  the  Academy,  pre- 
siding. 

1.  “Greetings  from  the  Ohio  State  Medical 
Association”,  by  the  President,  Dr.  John 
B.  Alcorn,  Columbus. 

2.  “The  Public  Health  Control  of  Syphilis”, 
by  Dr.  R.  A.  Vonderlehr,  Washington, 
D.  C.,  Assistant  Surgeon  General,  in 
charge  of  the  Division  of  Venereal  Dis- 
eases, U.  S.  Public  Health  Service. 

3.  “The  Treatment  of  Nervous  System 
Syphilis”,  by  Dr.  J.  Earle  Moore,  Balti- 
more, Md.,  professor  of  syphilology,  Johns 
Hopkins  University  School  of  Medicine, 
Baltimore,  Md. 

Plans  for  the  meeting  are  being  made  by  the 
following  committees:  Arrangements — Dr.  Al- 

fred A.  Jenkins,  chairman;  Dr.  Gerald  S.  Shibley, 
and  Dr.  Clyde  L.  Cummer.  Clinics — Dr.  George 
W.  Binkley,  chairman;  Dr.  Garrett  A.  Cooper, 
and  Dr.  W.  F.  Schwartz. 
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c tyiPPLICATION 

For  Space  in  the  Scientific  Exhibit 
92nd  ANNUAL  MEETING 
Ohio  State  Medical  Association 

NEIL  HOUSE  • COLUMBUS,  OHIO  • MAY  11  and  12,  1938 

Till  Out  and  Alail  To: 

C.  C.  SHERBURNE,  M.D.,  Chairman 
Committee  on  Scientific  Work 
1005  HARTMAN  THEATER  BLDG.,  COLUMBUS,  OHIO 


1.  Title  of  exhibit 

2.  Description  or  nature  of  exhibit . 

3.  Has  the  exhibit  described  above  been  shown  anywhere,  in  whole  or  in  part? 

If  so,  when  and  where? 

4.  Will  radiologic  viewing  boxes  be  needed  and  if  so,  state  number  and  size? 

5.  Will  you  require  shelf  space  and  if  so,  how  much? 

6.  State  any  other  necessary  items  needed 

THE  FOLLOWING  PARAGRAPH  SHOULD  BE  READ  CAREFULLY: 

Most  of  the  booths  in  the  Scientific  Exhibit  will  be  of  standard  dimensions,  namely: 
8 feet  wide  and  314  feet  deep  with  a backwall  8 feet  high.  Exhibitors  are  earnestly  re- 
quested to  build  their  exhibits  to  conform  to  these  specifications.  If  it  is  impossible  for 
you  to  use  a regulation  booth,  please  fill  out  the  following: 

7.  Will  need sq.  ft.  (minimum)  amount  of  floor  space; sq.  ft.  (mini- 

mum) amount  of  wall  space. 

8.  Name  of  exhibitor  (s) 

(Street) (City) (State) 

Name  of  Institution  (if  desired) 


The  Ohio  State  Medical  Association  will  furnish  uniform  painted  signs  for  each  exhibit, 
copy  for  which  will  be  taken  from  data  in  Items  1 and  8,  so  be  sure  that  information  is 
accurate. 

It  should  be  understood  that  the  Committee  on  Scientific  Work  and  the  Council  has 
full  authority  to  reject  any  application  and  that  exhibitors  must  comply  with  the  Rules 
and  Regulations  printed  on  the  back  of  this  application  blank.  Cost  of  transporting  exhibits 
to  Columbus,  and  return,  must  be  borne  by  respective  exhibitors.  Cost  of  carpenter  and 
electrical  work  and  electrical  current  will  be  paid  by  the  Ohio  State  Medical  Association. 
All  work  of  this  kind  must  first  be  approved  and  authorized  by  the  chairman  of  the  Com- 
mittee on  Scientific  Work. 


RULES  AND  REGULATIONS 


Governing  the  Scientific  Exhibit,  1938  Annual  Meeting, 
Ohio  State  Medical  Association,  Columbus,  Ohio, 
Wednesday  and  Thursday,  May  11  and  12 

1.  Applications  for  Scientific  Exhibit  space  should  be  filed  with  Dr.  C.  C. 
Sherburne,  chairman  of  the  Committee  on  Scientific  Work,  care  of  the 
State  Headquarters  Office,  1005  Hartman  Theater  Building,  Columbus, 
Ohio.  Applications  will  be  considered  in  the  order  in  which  they  are 
received.  Applications  should  be  filed  early  as  space  will  be  limited. 

2.  The  Scientific  Exhibit  will  be  open  from  8 A.M.  to  7 P.M.  daily  on  May 
11  and  12.  The  exhibitor,  or  his  representative,  should  be  present  at  the 
times  set  forth  in  the  program  for  viewing  of  the  exhibits. 

3.  Installation  of  exhibits  may  begin  Tuesday  morning,  May  10.  Dismantling 
may  begin  after  8 P.M.,  Thursday,  May  12. 

4.  Construction  of  booths  and  other  erection  details  will  be  handled  by  The 
George  Fern  Company,  Cincinnati,  under  the  direction  of  individual  ex- 
hibitors and  the  Committee  on  Scientific  Work. 

5.  The  Ohio  State  Medical  Association  will  provide  space  free  of  charge  for 
accepted  exhibits,  including  booth,  shelves,  sign,  view  boxes,  current,  fur- 
niture, etc.,  providing  requests  for  such  material  and  equipment  have  been 
approved  by  the  chairman  of  the  Committee  on  Scientific  Work. 

6.  Cost  of  transportation  of  exhibits  must  be  borne  by  individual  exhibitors. 

7.  The  Committee  on  Scientific  Work  and  the  Council  of  the  Ohio  State 
Medical  Association  have  full  authority  to  reject  any  application  for  space. 

8.  Provisions  of  the  general  rules  and  regulations  governing  the  Annual  Meet- 
ing program  with  respect  to  membership  shall  apply  in  connection  with 
acceptance  of  applications. 

9.  Timeliness  of  the  work  and  its  value  to  the  advancement  of  medicine  will 
be  considered  by  the  committee  in  passing  on  applications.  Applications 
from  those  who  have  exhibited  in  previous  years  should  be  accompanied 
by  evidence  of  additional  work  or  new  experiments  on  the  part  of  the 
exhibitor. 

10.  The  Ohio  State  Medical  Association  will  assume  no  liability  which  may 
ensue  from  any  cause  whatsoever  in  connection  with  the  Scientific  Exhibit. 
Watchmen  will  be  supplied  but  the  Ohio  State  Medical  Association  will 
not  guarantee  exhibitors  against  loss. 


SPECIAL  SESSION  OF  LEGISLATURE  ON  RELIEF  PROBLEM  MAY  BE 
CALLED  IN  OCTOBER;  PROPOSALS  NOW  BEING  STUDIED 


ACTING  upon  a joint  resolution  adopted 
August  25  by  representatives  of  the  Ohio 
League  of  Municipalities  and  an  unofficial 
relief  committee  of  the  General  Assembly,  Gov- 
ernor Davey  is  expected  to  summon  the  Legisla- 
ture into  special  session  during  October  to  con- 
sider the  problem  of  poor  relief  in  Ohio  during 
the  coming  Winter  and  next  year. 

The  resolution  expressed  the  belief  of  the  group 
that  a relief  problem  actually  exists,  that  it  can- 
not be  coped  with  solely  by  the  cities,  and  that 
an  early  session  of  the  Legislature  is  imperative. 

The  program  suggested  by  the  municipal  offi- 
cials includes: 

Re-enactment  of  the  1 per  cent  utility  ex- 
cise tax,  which  expired  April  30,  1937,  esti- 
mated to  yield  $2,400,000  a year. 

Re-enactment  of  the  beverage,  malt  and 
wort  tax,  which  expires  next  January  1,  to 
yield  $1,512,000  a year. 

Use  of  $6,000,000  general  sales  tax  already 
allocated  for  relief. 

Additional  allocation  of  $1,250,000  general 
sales  tax  revenues,  now  used  for  bond  service, 
which  will  not  be  required  after  this  year. 

Use  of  excess  Carey  Act  revenues  above 
that  required  for  bond  service. 

Appropriations  from  the  general  revenue 
fund  sufficient  to  meet  an  estimated  need  of 
$4,250,000  for  the  remainder  of  this  year,  in 
case  revenues  from  suggested  sources  are  in- 
sufficient. 

Appointment  of  a State  Relief  Commission 
to  allocate  and  supervise  expenditure  of  all 
relief  funds. 

Authorization  for  local  taxing  officials  to 
issue  bonds  against  their  share  of  taxes  with 
approval  of  the  State  Tax  Commission. 

Authorization  for  political  subdivisions  not 
needing  all  their  share  of  funds  for  relief  to 
use  the  surplus  for  public  work. 

Legislation  to  put  the  taxing  provisions  of  the 
above  program  into  effect  is  now  being  prepared 
by  the  committee.  No  additional  sources  of  tax- 
ation have  been  suggested. 

Indications  are  that  any  program  adopted  will 
require  a 50-50  matching  of  funds  between  the 
state  and  its  local  subdivisions. 

Members  of  the  committee  generally  favor  a 
continuation  of  the  present  policy  of  decentralized 
relief  administration,  leaving  it  in  the  hands  of 
local  authorities. 

As  an  alternative  to  the  re-establishment  of 
the  State  Relief  Commission,  it  has  been  sug- 
gested that  the  state  relief  funds  be  allocated  by 
the  Department  of  Welfare. 


The  unofficial  committee  now  studying  the  re- 
lief problem  is  composed  of  the  following  mem- 
bers of  the  Legislature:  Senators — Howard  L. 
Shearer,  Cincinnati;  Harold  D.  Nichols,  Batavia; 
Don  R.  Thomas,  Dayton;  Abe  Laird,  New  Phila- 
delphia, and  N.  A.  Wilcox,  Geneva.  Representa- 
tives— Lody  Huml,  Cleveland,  chairman;  James 
F.  Coady,  Columbus;  Paul  J.  DeCarlis,  Cincin- 
nati; Bishop  Kilpatrick,  Warren;  Harry  H. 
Wright,  Logan;  L.  H.  Myers,  Lima,  and  J.  Harry 
McGregor,  West  Lafayette. 


Many  Ohio  Doctors  Participate  In 
Congress  of  Physical  Therapy 

Ohio  physicians  took  a prominent  part  in  the 
16th  Annual  Scientific  and  Clinical  Session  of  the 
American  Congress  of  Physical  Therapy,  held  at 
the  Netherland  Plaza,  Cincinnati,  September  20- 
24,  1937. 

Speakers  at  the  annual  banquet  included  Dr.  J. 
H.  J.  Upham,  Columbus,  President  of  the  Amer- 
ican Medical  Association;  Dr.  John  B.  Alcorn, 
Columbus,  President  of  the  Ohio  State  Medical 
Association,  and  Dr.  Charles  J.  McDevitt,  presi- 
dent of  the  Academy  of  Medicine  of  Cincinnati. 

Scientific  papers  were  presented  during  the 
meeting  by  Dr.  McDevitt;  Dr.  George  Lyford,  Dr. 
Elmore  B.  Tauber,  Dr.  John  B.  Squires,  Dr.  B. 
Billman,  Dr.  Sidney  Lange,  Dr.  Stanley. E.  Dorst, 
Dr.  Edward  King,  Dr.  H.  F.  Plaut,  Dr.  Robert  E. 
Howard,  and  Dr.  Louis  G.  Herrmann,  Cincinnati; 
Dr.  Walter  J.  Zeiter,  Dr.  Robert  M.  Stecher,  Dr. 
Walter  M.  Solomon,  Dr.  Maxwell  S.  Udelf,  and 
Dr.  Albert  T.  Steegmann,  Cleveland;  Dr.  J.  Fre- 
mont Bateman,  Columbus;  Dr.  Burton  E.  Hyde, 
Troy.  Discussants  included:  Dr.  E.  O.  Swartz, 
Dr.  Parke  G.  Smith,  Dr.  Frank  M.  Coppock,  Dr. 
John  S.  McGavic,  Dr.  Harold  G.  Reineke,  Dr.  Fred 
Goldman,  Dr.  Ellis  R.  Bader,  Dr.  Plaut,  Dr.  Sam- 
uel Brown,  Dr.  Anna  Hagemann,  Dr.  Charles  S. 
Amidon,  Dr.  H.  Freiberg,  Cincinnati;  Dr.  Louis 
A.  Witzeman,  Akron;  Dr.  Nelson  Morris,  Toledo; 
Dr.  Zeiter  and  Dr.  Walter  G.  Stern,  Cleveland. 

Section  officers  included:  Dr.  Harris  H.  Vail, 
Cincinnati,  chairman  of  the  Section  on  Ophthal- 
mology and  Otolaryngology;  Dr.  Harold  G. 
Reineke,  Cincinnati,  chairman  of  the  Section  on 
X-ray  Therapy;  and  Dr.  B.  Billman,  Cincinnati, 
chairman  of  the  Section  on  Gastroenterology. 

Participants  in  the  Scientific  Exhibit  included: 
Dr.  Brown,  Dr.  Lyford,  Dr.  Archie  Fine,  Dr. 
Samuel  Iglauer  and  Dr.  Hermann,  Cincinnati;  Dr. 
Stecher,  Dr.  Benjamin  J.  Wolpaw,  and  Dr.  Zeiter, 
Cleveland;  and  Dr.  Warren  C.  Briedenbach,  Day- 
ton. 
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Ohio  State  Medical  Associate 


Opening  Session  of  First  Course  Scheduled  for  Thursday  Evening,  October  21, 
Elks’  Home,  Findlay;  Plans  and  Arrangements  Reviewed 


FIRST  session  of  the  first  course  of  Ohio  State  Medical  Association  Regional 
Postgraduate  Lectures,  a five-year  project  sponsored  by  the  State  Association 
for  the  benefit  of  the  entire  membership,  will  be  held  on  Thursday  evening, 
October  21,  at  the  Elks’  Home,  Findlay,  Ohio,  starting  at  7 o’clock. 

Unless  all  signs  fail,  that  date  will  be  a significant  one  in  the  history  of  the  Ohio 
State  Medical  Association  as  it  will  inaugurate  one  of  the  most  extensive  and  most 
beneficial  undertakings  ever  sponsored  by  medical  organization  in  Ohio  and  one  which 
should  prove  of  value  to  every  member  of  organized  medicine  whether  he  be  specialist 
or  general  practitioner.  If  enthusiastically  supported  by  members,  the  project  will  be 
made  a permanent  part  of  the  activities  of  the  Ohio  State  Medical  Association. 

Some  of  the  leading  medical  talent  in  Ohio  will  present  the  program  for  this 
first  course.  (See  program  on  following  pages).  The  importance  which  officials  of 
the  State  Association  attach  to  this  project  will  be  indicated  at  the  first  session  at 
Findlay  when  a brief  inaugural  program  will  be  presented,  participated  in  by  Dr.  J. 
H.  J.  Upham,  Columbus,  President  of  the  American  Medical  Association;  Dr.  John  B. 
Alcorn,  Columbus,  President  of  the  Ohio  State  Medical  Association;  Dr.  Barney  J. 
Hein,  Toledo,  President-Elect  of  the  Ohio  State  Medical  Association;  Dr.  C.  L.  Cum- 
mer, Cleveland,  chairman,  Committee  on  Education  and  Sub-Committee  on  Regional 
Postgraduate  Lectures;  Dr.  O.  P.  Klotz,  Findlay,  and  Dr.  E.  J.  McCormick,  Toledo, 
Councilors  of  the  Third  and  Fourth  Councilor  Districts,  respectively,  and  Dr.  E.  M. 
Huston,  Dayton,  the  Past-President  of  the  State  Association. 

The  second  session  of  the  first  course  will  be  held  at  the  Defiance  High  School, 
Defiance,  Ohio,  Thursday,  November  4,  starting  at  7 o’clock.  As  indicated  by  the 
program,  there  will  be  eight  sessions  in  all — four  at  Findlay  and  four  at  Defiance. 

The  following  resume  of  the  project,  plans  and  arrangements  is  presented  for  the 
sake  of  re-emphasis  and  to  familiarize  all  members  of  the  Ohio  State  Medical  Asso- 
ciation with  this  important  undertaking: 

Ohio  State  Medical  Association  Regional  Postgraduate  Lectures  is  a five-year 
program  of  practical  value,  designed  to  give  Ohio  physicians  an  opportunity  to  take 
review  courses  in  practically  all  phases  of  medicine  at  centers  located  near  their 
homes. 

All  members  of  the  State  Medical  Association  will  be  eligible  to  attend  any  and 
all  sessions.  To  facilitate  registration,  presentation  of  an  Ohio  State  Medical  Asso- 
ciation membership  card  for  the  current  year  will  be  requested.  There  will  be  no 
registration  fee. 

Course  No.  1,  consisting  of  eight  sessions  and  16  lectures,  two  lectures  at  each 
session,  will  be  presented  at  Findlay  and  Defiance,  especially . for  members  of  the 
State  Association  residing  in  the  Third  and  Fourth  Councilor  Districts,  consisting  of 
the  following  counties:  Allen,  Auglaize,  Hancock,  Hardin,  Logan,  Marion,  Mercer, 

Seneca,  Van  Wert,  Wyandot,  Defiance,  Fulton,  Henry,  Lucas,  Ottawa,  Paulding,  Put- 

( Continued  on  Page  1136) 
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gional  Postgraduate  Lectures 


Variety  of  Subjects  Will  be  Discussed  by  Some  of  Ohio’s  Leading  Medical  Talent; 
Complete  Program  for  First  Course  Summarized 


THURSDAY,  OCTOBER  21,  1937 
Elks  Home,  Findlay,  Ohio,  7 P.M. 

B.  F.  Mowry,  M.D.,  Findlay,  presiding 

1.  “Anatomy  and  Physiology  of  the  Heart;  2.  “Rheumatic  Heart  Disease’’,  by  Roy  W. 
Causes  of  Heart  Disease;  General  Prob-  Scott,  M.D.,  Cleveland, 
lem  of  Cardiac  Failure”,  by  William  H. 

Bunn,  M.D.,  Youngstown. 


Dr.  Bunn  is  a graduate 
of  Jefferson  Medical  Col- 
lege, 1913;  fellow,  Amer- 
ican College  of  Physi- 
cians and  American 
Heart  Association;  vice- 
president,  Central  Society 
for  Clinical  Research; 
visiting  physician, 
Youngstown  Hospital; 
chief  of  cardiac  clinic, 
Youngstown  Hospital; 
lecturer  in  biology, 
Youngstown  College.  Dr.  Bunn  took  postgraduate 
study  under  Sir  Janies  MacKenzie  in  1921  and  at 
the  National  Heart  Hospital,  London,  in  1924. 


Dr.  Scott  is  professor 
of  clinical  medicine. 
Western  Reserve  Uni- 
versity, School  of  Medi- 
cine; physician-in-chief, 
Cleveland  City  Hospital; 
member,  Association  of 
American  Physicians, 
American  Society  for 
Clinical  Research,  board 
of  directors,  American 
Heart  Association,  Amer- 
ican Physiological  So- 
ciety, Central  Society  for  Clinical  Research  and 
American  Society  for  Pharmacology  and  Experi- 
mental Therapeutics.  Dr.  Scott  is  a graduate  of 
Western  Reserve  University,  School  of  Medicine,. 
1913. 


THURSDAY,  NOVEMBER  4,  1937 
High  School  Auditorium,  Defiance,1  Ohio,  7 P.M. 
D.  J.  Slosser,  M.D.,  Defiance,  presiding 


3.  “Intestinal  Obstruction”,  by  Leslie  L. 
Bigelow,  M.D.,  Columbus. 

Dr.  Bigelow  is  a grad- 
uate of  Harvard  Medical 
School,  1906.  He  is  as- 
sociate professor  of  sur- 
gery, Ohio  State  Univer- 
sity College  of  Medicine, 
and  a fellow  of  the 
American  College  of  Sur- 
geons. Dr.  Bigelow  is  a 
former  president  of  the 
Ohio  State  Medical  As- 
sociation and  for  many 
years  served  on  the  Pub- 
lications Committee  when  a committee  was  in 
charge  of  publication  of  The  Ohio  State  Medical 
Journal. 


4.  “Infections  of  the  Urinary  Tract”,  by 
Parke  G.  Smith,  M.D.,  Cincinnati. 

Dr.  Smith  is  a grad- 
uate of  the  University  of 
Cincinnati,  College  of 
Medicine,  1917;  member 
of  the  American  Urologic 
Association,  and  the 
Southern  Surgical  So- 
c i e t y ; past-president, 

North  Central  Branch, 

American  Urologic  As- 
sociation; diplomate, 

Board  of  Urology;  fel- 
low, American  College  of 
Surgeons;  associate  pro- 
fessor of  urology,  Uni- 
versity of  Cincinnati;  attending  urologist.  Gen- 
eral, Christ,  Good  Samaritan  and  Children’s  hos- 
pitals, Cincinnati;  member  of  the  Council,  Ohio 
State  Medical  Association. 


(Continued  on  Page  1137) 


1135 


1136 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  10 


(Continued  from  Page  1131)) 

nam,  Sandusky,  Williams,  and  Wood.  However,  any  member  of  the  State  Association, 
regardless  of  the  county  of  residence,  may  attend  all  sessions. 

All  sessions  will  be  held  on  Thursday  evening  at  two-weeks  intervals,  except 
during  the  Christmas  holidays.  Sessions  will  be  started  promptly  at  7 o’clock. 
Date  and  place  of  the  eight  sessions  comprising  the  first  course  to  be  given  in 
Northwestern  Ohio  are:  Findlay,  Elks’  Home,  October  21,  November  18,  December 

16  and  January  20;  Defiance,  High  School  Auditorium,  November  4,  December  2, 
January  6 and  February  3. 


The  same  course  will  be  presented  eventually  in  five  other  “regions”  throughout 
the  state,  making  it  possible  for  all  members  to  participate  in  and  benefit  from  this 
project  without  traveling  a great  distance  or  losing  time  from  their  practices.  The 
same  subjects  will  be  covered  in  the  first  course,  regardless  of  location,  but  the 
lecturers  will  not  necessarily  be  the  same  physicians.  Courses  will  be  given  in  a city, 
or  several  cities,  centrally  located  within  a region  and  possessing  adequate  facilities 
for  such  a meeting.  The  Northwestern  Ohio  “region”  will  be  known  as  Region  A. 
Plans  for  presenting  the  first  course  in  Regions  B,  C,  D,  E,  and  F are  now  being  made. 
Announcements  of  time  and  place  for  the  other  regional  sessions  will  be  made  as  soon 
as  definite  plans  have  been  completed. 


Each  lecturer  will  be  limited  to  45  minutes.  A period  for  general  discussion 
will  conclude  each  session.  Only  lecturers  of  ability  and  experience  will  be  selected. 
All  lecturers  have  been  requested  to  make  their  addresses  practical  and  of  clinical 
value,  bearing  in  mind  that  the  Regional  Postgraduate  Lectures  should  be  general 
reviews  of  selected  subjects,  with  special  emphasis  on  diagnosis  and  treatment,  and 
presented  in  such  a way  that  they  will  be  interesting  and  helpful  to  physicians  in  gen- 
eral practice  as  well  as  specialists. 

Local  arrangements,  plans  and  details  for  each  region  will  be  handled  by  a 
Regional  Committee  on  Arrangements,  consisting  of  a chairman,  or  co-chairmen, 
selected  by  the  Committee  on  Education  of  the  Ohio  State  Medical  Association,  and 
the  secretaries  of  the  county  medical  societies  in  the  respective  region. 


Co-chairmen  of  the  Committee  on  Arrange- 
ments for  Region  A are  Dr.  B.  F.  Mowry,  Find- 
lay and  Dr.  D.  J.  Slosser,  Defiance.  Other  mem- 
bers of  the  committee  are  the  following  county 
society  secretaries:  F.  G.  Maurer,  Lima;  C.  C. 
Berlin,  Wapakoneta;  John  A.  Mooney,  Kenton; 
F.  B.  Webster,  Belief ontaine;  R.  G.  McMurray, 
Marion;  F.  E.  Ayers,  Celina;  E.  F.  Ley,  Tiffin;  C. 
A.  Morgan,  Van  Wert;  L.  W.  Naus,  Upper  San- 
dusky; E.  P.  Mitchell,  Defiance;  George  McGuffin, 
Pettisville;  J.  R.  Bolles,  Napoleon;  E.  W.  Huffer, 
Toledo;  C.  R.  Wood,  Port  Clinton;  F.  A.  Mc- 
Cammon,  Payne;  R.  L.  Teehlenberg,  Glandorf; 
M.  M.  Riddell,  Fremont;  John  F.  Smith,  Mont- 
pelier; and  R.  N.  Whitehead,  Bowling  Green.  Dr. 
Mowry,  also  being  secretary  of  the  Hancock 
County  Medical  Society,  will  represent  that  so- 
ciety on  the  committee.  Chief  responsibility  of 
members  of  the  committee  will  be  to  promote  in- 
terest and  attendance  among  the  members  of 
their  respective  societies,  and  consider  problems 
of  local  details  on  request  of  the  co-chairmen. 

A certificate  of  attendance  will  be  issued  by 
the  Ohio  State  Medical  Association  at  the  end  of 


the  five-year  project  to  members  who  have  at- 
tended a certain  percentage  of  lectures  given.  As 
pointed  out  previously,  the  plan  is  to  present  a 
course  each  year  for  a period  of  five  years.  Each 
course  will  cover  new  subjects.  The  course 
given  each  year  will  be  presented  in  all  six 
regions  during  the  year  if  a practical  time 
schedule  can  be  worked  out. 

The  Regional  Postgraduate  Lectures  project 
was  devised  by  the  Committee  on  Education  of 
the  State  Association,  consisting  of  Dr.  C.  L. 
Cummer,  Cleveland,  chairman;  Dr.  Carl  A.  Wilz- 
bach,  Cincinnati;  Dr.  William  Kelley  Hale,  Wil- 
mington; Dr.  Harry  S.  Noble,  St.  Marys;  and  Dr. 
Russel  G.  Means,  Columbus.  The  idea  has  the 
unanimous  and  enthusiastic  support  of  the  officers 
and  Council  of  the  State  Association. 

Details  for  the  project,  the  formation  of  the 
programs  and  selection  of  lecturers  have  been 
handled,  and  will  continue  to  be,  by  the  Sub- 
Committee  on  Regional  Postgraduate  Lectures, 
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THURSDAY,  NOVEMBER  18,  1937 
Elks’  Home,  Findlay,  Ohio,  7 P.M. 
B.  F.  Mowry,  M.D.,  Findlay,  presiding 


5.  “Prenatal  and  Postnatal  Care ; Manage- 
ment of  Pregnancy”,  by  Loyal  E.  Lea- 
venworth, M.D.,  Canton. 

Dr.  Leavenworth  is  a 
graduate  of  Western  Re- 
serve University,  School 
of  Medicine,  1914;  resi- 
dency, Cleveland  Ma- 
ternity Hospital;  demon- 
strator in  obstetrics, 
Western  Reserve  Uni- 
versity; postgraduate 
study,  New  York  Post- 
graduate School;  fellow, 
American  College  of  Sur- 
geons; director  of  ob- 
stetrics and  gynecology,  Mercy  Hospital,  Canton; 
trustee,  Hospital  Obstetric  Society  of  Ohio. 


6.  “Diagnosis  and  Treatment  of  Early 
Syphilis”,  by  Harold  N.  Cole,  M.D., 
Cleveland. 

Dr.  Cole  is  a graduate 
of  Western  Reserve  Uni- 
versity, School  of  Medi- 
cine, 1909;  clinical  pro- 
fessor of  dermatology 
and  syphilology,  Western 
Reserve  University;  vis- 
iting dermatologist  and 
syphilologist,  Cleveland 
City  and  University  Hos- 
pitals, Cleveland;  mem- 
ber, Council  on  Pharm- 
acy and  Chemistry, 
American  Medical  Association;  American  Radium 
Society;  and  Surgeon  General’s  Advisory  Com- 
mittee on  Syphilis. 


THURSDAY,  DECEMBER  2,  1937 
High  School  Auditorium,  Defiance,  Ohio,  7 P.M. 
D.  J.  Slosser,  M.D.,  Defiance,  presiding 


7.  “Common  Lesions  of  the  Cervix ; Dif- 
ferential Diagnosis;  Preventive  Meas- 
ures and  Treatment”,  by  William  H. 
Weir,  M.D.,  Cleveland. 

Dr.  Weir  is  a graduate 
of  Trinity  University, 

Toronto,  1896;  clinical 
professor  of  gynecology, 

Western  Reserve  Uni- 
versity, School  of  Medi- 
cine; member,  American 
College  of  Surgeons  and 
American  Association  of 
Obstetricians,  Gynecolo- 
gists and  Abdominal  Sur- 
geons; certificated  by 
American  Board  of  Ob- 
stetric and  Gynecology ; 
former  editor  - in  - chief 
Cleveland  Medical  Journal  and  past-president, 
Cleveland  Medical  Library  Association. 


8.  “Scarlet  Fever”,  by  James  G.  Kramer, 
M.D.,  Akron. 

Dr.  Kramer  is  a grad- 
uate of  Western  Reserve 
University,  School  of 
Medicine,  1915;  hospital 
training,  Cleveland  Lake- 
side; Massachusetts  Gen- 
eral; Boston  City;  and 
Babies’  Dispensary  and 
Hospital,  Cleveland; 
member,  American  Col- 
lege of  Physicians  and 
American  Academy  of 
Pediatrics;  visiting  ped- 
iatrician, Akron  Children’s  Hospital  and  St. 
Thomas  Hospital,  Akron;  pediatrician,  Summit 
County  Children’s  Home. 
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consisting  of  Dr.  Cummer,  chairman,  Dr.  Noble, 
vice-chairman;  Dr.  Cecil  Striker,  Cincinnati;  Dr. 
S.  H.  Ashmun,  Dayton;  Dr.  Louis  N.  Jentgen, 
Columbus;  Dr.  Robert  T.  Allison,  Akron;  and  Dr. 
James  M.  Pierce,  Cincinnati.  (See  pictures  of 
committee,  Front  Cover.) 

These  lectures  should  not  be  confused  with  the 
Councilor  District  Meetings.  This  is  a separate 
educational  project,  consisting  of  planned  lectures 
and  subjects  covering  the  different  fields  of  medi- 
cine and  surgery,  arranged  for  a natural  sequence 
from  one  session  to  another  and  one  year  to 
another.  The  regions  will  not  necessarily  corre- 
spond to  the  Councilor  Districts  and  competition 
with  district  meetings  will  be  avoided. 

At  present  all  efforts  are  being  concentrated  on 
the  lectures  which  will  be  given  in  Region  A 
(Northwestern  Ohio).  If  the  project  proves  a 
success  in  its  initial  endeavor,  the  Sub-Committee 
on  Regional  Postgraduate  Lectures  will  be  able 
to  face  the  responsibility  of  organizing  and  set- 
ting up  courses  for  the  other  regions  with  con- 
fidence. Success  will  hinge  on  two  things:  First, 
quality  of  the  lectures;  second,  attendance.  The 
committee  is  confident  that  there  will  be  no  dis- 
appointments about  the  first  point.  Lecturers 
have  been  selected  carefully.  The  same  may  be 
said  for  the  subjects  which  will  be  covered.  The 
question  of  attendance  rests  with  the  membership 
and  on  the  degree  of  promotional  work  done  by 
the  key  men  in  the  various  counties,  i.e.,  members 
of  the  Regional  Committee  on  Arrangements.  A 
program  of  real  merit  has  been  prepared  and 
there  is  not  a single  member  in  the  20  counties 
comprising  Region  A who  can  afford  to  miss  a 
single  session. 


Health  Work  Boosted  by  W.  P.  A. 

Under  the  direction  of  the  Health  Education 
Committee  of  the  Academy  of  Medicine  of 
Cleveland,  and  with  the  cooperation  of  local 
W.P.A.  committees,  a W.P.A.  health  project  in 
Cleveland  will  be  expanded  to  include  a study  of 
the  public  reaction  to  the  radio  programs  of  the 
American  Medical  Association.  Supplied  with  a 
list  of  questions  furnished  by  Dr.  W.  W.  Bauer, 
Director  of  the  Bureau  of  Health  and  Public  In- 
struction of  the  American  Medical  Association, 
several  hundred  workers  will  visit  thousands  of 
Cleveland  homes  in  greater  Cleveland,  asking 
whether  the  families  listen  to  these  programs 
and  whether  the  programs  interest  them. 
Families  will  be  urged  to  listen,  and  a re-check 
will  be  made  to  obtain  further  reactions. 

W.P.A.  workers  are  also  being  used  to  pub- 
licize the  Sunday  Afternoon  Health  Lectures 
sponsored  by  the  Academy,  by  distributing 
notices  and  urging  attendance. 


DISTRICT  MEETINGS 

Northwestern  Ohio  Medical  Society 
(Third  and  Fourth  Districts),  Lima, 
October  5. 

Fifth  District,  Cleveland,  Octo- 
ber 8. 

Ninth  District,  Portsmouth,  Octo- 
ber 14. 


Annual  Postgraduate  Session  at  Toledo 
University  Will  Be  Held,  Nov.  19 

The  Fourth  Annual  Postgraduate  Day  of  the 
Medical  Institute  of  the  University  of  Toledo, 
will  be  held  on  Friday,  November  19,  1937,  in  the 
Henry  J.  Doermann  Theatre  at  the  University. 
This  program  is  provided  from  the  proceeds  of  a 
trust  fund  established  by  the  last  Board  of 
Trustees  of  Toledo  Medical  College.  A series  of 
lectures  on  “Thyroid  Disease”  will  be  presented 
by  Dr.  Frank  H.  Lahey  and  Dr.  Lewis  M.  Hurx- 
thal,  Boston,  Mass.  As  in  former  years,  there 
will  be  a morning  lecture  period  beginning  at 
10:00  A.M.;  afternoon  lecture  period  at  2:00  P.M., 
and  the  closing  evening  lecture  at  8:30  P.M.  All 
members  of  the  State  Association  are  cordially 
invited  to  attend  the  meeting. 


Lectures  on  Pathology  at  Youngstown 

A series  of  lectures  on  “Pathology”,  under  the 
auspices  of  the  Mahoning  County  Medical  So- 
ciety, will  be  presented  by  Dr.  Herbert  S.  Reichle, 
pathologist,  City  Hospital,  Cleveland,  beginning 
October  6,  and  each  Wednesday  evening  there- 
after until  November  24,  at  the  First  Christian 
Church,  Youngstown.  The  meeting  will  begin 
at  8:30  P.M.  Subjects  to  be  presented  are:  “The 
Neoplasm”,  October  6,  13  and  20;  “The  Degenera- 
tive, Defensive  and  Regenerative  Processes  in 
Pathology”,  October  27,  November  3 and  10; 
“The  Law  of  Obstruction  in  Pathology”,  No- 
vember 17;  and  “The  Phenomenon  of  Foreign 
Sensitivity  in  Pathology — Normergy,  Allergy  and 
Anergy”,  November  24. 


Zanesville — Dr.  H.  T.  Sutton,  who  has  been 
in  active  practice  52  years,  has  retired  as  chief  of 
staff  of  Good  Samaritan  Hospital,  and  in  the 
future  will  serve  as  president-emeritus  of  the 
institution.  Dr.  Ward  D.  Coffman  was  named  to 
succeed  Dr.  Sutton.  Other  officers  are:  Dr. 

Charles  J.  Roach,  vice-president,  and  Dr.  Robert 
S.  Martin,  secretary. 
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THURSDAY,  DECEMBER  16,  1937 
Elks’  Home,  Findlay,  Ohio,  7 P.M. 

B.  F.  Mowry,  M.D.,  Findlay,  presiding 


9.  “Pneumonia”,  by  Julien  E.  Benjamin, 
M.D.,  Cincinnati. 


Dr.  Benjamin  is  a grad- 
uate of  the  University  of 
Cincinnati,  College  of 
Medicine,  1912;  post- 
graduate work,  Massa- 
chusetts General  Hos- 
pital; and  College  Hos- 
pital, London;  assistant 
professor  of  medicine, 
University  of  Cincinnati; 
director,  out-patient  dis- 
pensary, Cincinnati  Gen- 
eral Hospital;  member, 
American  College  of  Physicians,  and  American 
Heart  Association;  attending  physician,  Jewish 
and  General  hospitals,  Cincinnati. 


10.  “Clinical  Aspects  of  Tuberculosis  in 
Infancy  and  Childhood”,  by  A.  Graeme 
Mitchell,  M.D.,  Cincinnati. 

Dr.  Mitchell  is  a grad- 
uate of  the  University  of 
Pennsylvania,  School  of 
Medicine,  1910;  profes- 
sor of  pediatrics,  Uni- 
versity of  Cincinnati; 
director  of  pediatrics  and 
contagious  diseases,  Cin- 
cinnati General  Hospital; 
medical  director  and 
chief  of  staff,  Cincinnati 
Children’s  Hospital;  edi- 
torial board,  American 
Journal  of  Diseases  of 
Children;  member,  Amer- 
ican Academy  of  Pedia- 
trics, American  Pediatric  Society,  Society  for 
Pediatric  Research,  Central  Society  for  Clnical 
Research;  author,  “Diseases  of  Infants  and  Chil- 
dren”. 


THURSDAY,  JANUARY  6,  1938 
High  School  Auditorium,  Defiance,  Ohio,  7 P.M. 
D.  J.  Slosser,  M.D.,  Defiance,  presiding 


11.  “Chronic  Arthritis — Medical  Aspects”, 
by  A.  B.  Brower,  M.D.,  Dayton. 


Dr.  Brower  is  a grad- 
uate of  the  University  of 
Michigan,  School  of  Med- 
icine, 1910;  member, 

American  College  of 
Physicians,  Central  So- 
ciety for  Clinical  Re- 
search, American  Heart 
Association,  and  Society 
for  the  Study  of  Internal 
Secretions;  governor  for 
Ohio,  American  College 
of  Physicians;  cardio- 
logist, Miami  Valley  Hospital,  Dayton;  member, 
senior  medical  staff,  St.  Elizabeth’s  Hospital, 
Dayton. 


12.  “Chronic  Arthritis — Orthopedic  As- 
pects”, by  William  R.  Hochwalt,  M.D., 
Dayton. 

Dr.  Hochwalt  is  a 
graduate  of  the  Ohio 
State  University  College 
of  Medicine,  1927 ; fellow, 

American  Academy  of 
Orthopedic  Surgeons  and 
American  College  of  Sur- 
geons; certificated  by 
American  Board  of  Or- 
thopedic Surgeons;  sen- 
ior visiting  orthopedic 
surgeon,  St.  Elizabeth’s 
and  Good  Samaritan  hos- 
pitals, and  Barney  Community  Convalescent 
Home  for  Crippled  Children,  Dayton. 
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THURSDAY,  JANUARY  20,  1938 
Elks  Home,  Findlay,  Ohio,  7 P.M. 
B.  F.  Mowry,  M.D.,  Findlay,  presiding 


13.  “Principles  of  Treatment  of  Diabetes”, 
by  Henry  J.  John,  M.D.,  Cleveland. 

Dr.  John  is  a graduate 
of  Western  Reserve  Uni- 
versity, School  of  Medi- 
cine, 1916;  chief,  dia- 
betic department,  Cleve- 
land  Clinic;  fellow, 
American  College  of 
Physicians;  a vice-presi- 
dent of  the  Association 
for  the  Study  of  Internal 
Secretions ; member,  Cen- 
tral Society  for  Clinical 
Research  and  Associa- 
tion for  the  Study  of  Endocrine  Diseases;  as- 
sociate editor,  Endocrinology. 


14.  “Common  Psychoses”,  by  Louis  J.  Kar- 
nosh,  M.D.,  Cleveland. 

Dr.  Karnosh  is  a grad- 
uate of  Western  Reserve 
University,  School  of 
Medicine,  1920;  assistant 
clinical  professor  of  nerv- 
ous and  mental  diseases, 
Western  Reserve  Uni- 
versity; assistant  de- 
partment head,  division 
of  neuropsychiatry,  Cleve- 
land City  Hospital ; mem- 
ber of  the  American 
Psychiatric  Association 
and  Central  Neuropsychiatric  Association. 


THURSDAY,  FEBRUARY  3,  1938 
High  School  Auditorium  Defiance,  Ohio,  7 P.M. 

D.  J.  Slosser,  M.D..  Defiance,  presiding 

15.  “Cancer  of  the  Breast”,  by  John  W.  16.  “Fungous  and  Pyogenic  Infections  of 
Means,  M.D.,  Columbus.  the  Skin”,  by  Claude  B.  Norris,  M.D., 

Youngstown. 

Dr.  Means  is  a grad- 
uate of  the  University 
of  Pennsylvania,  School 
of  Medicine,  1909;  post- 
graduate work,  Harvard 
University  School  of 
Medicine  and  University 
of  Pennsylvania;  asso- 
ciate professor  of  sur- 
gery, Ohio  State  Uni- 
versity, College  of  Medi- 
cine; fellow,  American 
College  of  Surgeons; 

staff,  Starling  Loving  and  White  Cross  hospitals, 

Columbus. 


Dr.  Norris  is  a grad- 
uate of  the  University  of 
Oklahoma,  School  of  Med- 
icine, 1921;  diplomate, 
American  Board  of  Der- 
matology and  Syphilol- 
ogy;  member,  Cleveland 
Dermatology  Society; 
senior  dermatologist, 
Youngstown  City  Hos- 
pital; chief,  Youngstown 
Clinic  for  Venereal  Dis- 
eases; president-elect, 
Mahoning  County  Medical 
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Do  You  Know  - - - 

Officers  of  the  St.  Louis  Newspaper  Guild  have 
recommended  that  its  cooperative  medical  ser- 
vice be  discontinued.  Liabilities  of  the  service  are 
$700,  cash  assets,  $100.  Members  who  have  cost 
the  co-op  more  than  they  contributed  in  dues  will 
be  assessed  to  make  up  the  difference. 

* * * 

So  important  has  internship  become  that  13 
medical  schools  in  the  United  States  have  made  it 
a requirement  for  their  medical  degree,  and  in  18 
states  it  is  legally  a prerequisite  to  licensure. 
Of  the  medical  graduates  of  1936,  excluding  those 
schools  in  which  internship  is  obligatory,  91.8 
per  cent  voluntarily  chose  to  continue  their  edu- 
cation in  this  manner. 

* * * 

The  New  York  City  Department  of  Health,  be- 
cause of  equivocal  results  attending  the  use  of 
pertussis  vaccine  and  the  difference  of  opinion 
concerning  its  prophylactic  value,  will  administer 
the  vaccine  at  baby  health  stations  only  on  re- 
quest. Its  administration  will  be  limited  to  a 
controlled  experimental  project  through  which  the 
department  hopes  to  arrive  at  definite  conclusions 
as  to  the  value  of  the  vaccine  for  the  prevention 
of  whooping  cough. 

* * ❖ 

The  Alumni  Association  of  Western  Reserve 
University  School  of  Medicine  has  voted  to  estab- 
lish a scholarship  in  the  senior  class  in  memory 
of  Dr.  Charles  Franklin  Hoover,  professor  of 
medicine  from  1909  to  1927. 

* * * 

In  an  address  at  the  recent  annual  meeting  of 
the  American  Dental  Association,  Surgeon  Gen- 
eral Parran  said:  “In  my  opinion,  the  necessary 
medical  and  dental  services  of  the  country  can  be 
furnished  to  the  people  without  a federalized 
system  of  medical  or  dental  practice.” 

Since  1878,  disease  contracted  in  connection 
with  research  has  resulted  in  the  death  of  17 
members  of  the  staff  of  the  U.  S.  Public  Health 
Service  personnel.  The  diseases  and  number  of 
deaths  were:  Yellow  fever,  6;  typhoid  fever,  2; 
tuberculosis,  1;  smallpox,  1;  Rocky  Mountain 
spotted  fever,  4;  tularemia,  1;  meninigtis,  1,  and 
psittacosis,  1. 

* * * 

At  the  recent  session  of  the  U.  S.  Congress, 
Senator  Bone  of  Washington,  introduced  a bill, 
S.  2997,  still  pending,  which  proposes  to  authorize 
individuals  to  deduct,  in  the  computation  of  Fed- 
eral income  taxes,  any  amounts,  not  exceeding 
$250,  actually  paid  during  the  taxable  year  for 
medical,  dental,  surgical  or  nursing  treatment,  or 
hospitalization  of  the  taxpayer  or  his  spouse  or 
of  any  dependent  for  whom  a credit  is  allowed 
under  the  income  tax  law. 


COMING  MEETINGS 

American  Medical  Association,  San  Francisco, 
June  13-17,  1938. 

Ohio  State  Medical  Association,  Columbus,  May 
11-12,  1938. 

Academy  of  Physical  Medicine,  Philadelphia, 
Oct.  19-21,  1937. 

American  Academy  of  Ophthalmology  and 
Oto-Laryngology,  Chicago,  Oct.  10-15,  1937. 

American  Clinical  and  Climatological  Associa- 
tion, Baltimore,  Oct.  11-13,  1937. 

American  College  of  Physicians,  New  York, 
April  4-8,  1938. 

American  College  of  Surgeons,  Chicago,  Oct. 
25-29,  1937. 

American  Public  Health  Association,  New 
York,  Oct.  5-8,  1937. 

Association  of  American  Medical  Colleges, 
San  Francisco,  Oct.  24-26,  1937. 

Association  of  Military  Surgeons  of  the  United 
States,  Los  Angeles,  Oct.  14-16,  1937. 

Clinical  Orthopaedic  Society,  Chicago,  Sept.  30- 
Oct.  2,  1937. 

Southern  Medical  Association,  New  Orleans, 
Nov.  30-Dec.  3,  1937. 

Southern  Surgical  Association,  Birmingham, 
Dec.  7-9,  1937. 


Advisory  Council  Appointed 

The  personnel  of  the  Advisory  Council  of  the 
State  Unemployment  Compensation  Commission 
was  recently  announced  by  Governor  Davey.  The 
council  is  to  advise  the  commission  on  matters 
of  policy. 

M.  J.  Lyden  of  Youngstown,  President  of  the 
Ohio  Federation  of  Labor,  received  a seven-year 
appointment,  and  John  E.  Briedenbach,  President 
of  the  Dayton  Central  Labor  Union,  a one-year 
term.  They  will  represent  labor. 

Representing  employers  will  be  Alexander 
Thomson  of  Hamilton,  President  of  the  Ohio 
Chamber  of  Commerce,  and  A.  F.  Dawson  of  Cin- 
cinnati, associated  with  the  Cincinnati  Gas  and 
Electric  Company.  They  were  named  to  two  and 
five-year  terms  respectively. 

The  public  will  be  represented  by  William  Saf- 
ford  of  Cincinnati,  former  State  Superintendent 
of  Insurance;  Harry  E.  Green  of  Cleveland,  at- 
torney and  son  of  President  William  Green  of 
the  American  Federation  of  Labor,  and  A.  H. 
Davis  of  St.  Clairsville,  former  schoolteacher. 
Safford’s  term  is  for  three  years,  Green’s  for 
four,  and  Davis’s  for  six. 

Members  will  be  paid  expenses  and  $20  for 
each  day  the  council  is  in  session,  up  to  $2,000 
annually. 


COMMITTEE  AND  SECTION  OFFICERS  DRAFT  PLANS  FOR  1938 
ANNUAL  MEETING  AT  CONFERENCE  IN  COLUMBUS,  SEPT.  12 


PRELIMINARY  plans  and  arrangements  for 
the  Scientific  Program,  which  will  be  pre- 
sented at  the  Ninety-Second  Annual  Meet- 
ing of  the  Ohio  State  Medical  Association,  to  be 
held  at  the  Neil  House,  Columbus,  Ohio,  Wednes- 
day and  Thursday,  May  11  and  12,  1938,  were 
completed  at  a meeting  of  the  Committee  on 
Scientific  Work  and  a joint  conference  of  that 
committee  and  officers  of  the  various  Scientific 
Sections,  held  in  the  State  Headquarters  Office, 
Columbus,  Sunday,  September  12. 

A meeting  of  the  Committee  on  Scientific 
Work,  held  on  the  morning  of  that  day,  was  at- 
tended by  the  following:  Dr.  C.  C.  Sherburne, 

Columbus,  chairman;  Dr.  Claude  B.  Norris, 
Youngstown;  Dr.  Stanley  D.  Giffen,  Toledo;  and 
Dr.  M.  M.  Zinninger,  Cincinnati;  member  of  the 
committee;  Dr.  John  B.  Alcorn,  the  President; 
Dr.  Jonathan  Forman,  editor  of  The  Journal; 
Executive  Secretary  Nelson  and  Assistant  Ex- 
ecutive Secretary  Saville. 

The  setup  for  the  1938  Annual  Meeting,  which 
had  been  approved  by  the  Council  at  its  meeting 
on  July  11  (see  pages  902-903  of  the  August 
issue  of  The  Ohio  State  Medical  Journal)  was 
discussed  and  approved  with  the  following 
amendment:  That  a meeting  of  the  Section  on 
Obstetrics  and  Gynecology  be  scheduled  for  the 
afternoon  of  Wednesday,  May  11,  and  that  the 
meeting  of  the  Section  on  Nervous  and  Mental 
Diseases  be  transferred  from  the  afternoon  of 
that  day  to  the  morning  of  Thursday,  May  12. 

SETUP  FOR  1938  MEETING 

As  amended,  the  1938  Annual  Meeting  setup 
will  be  as  follows: 


Wednesday,  May  11 

9:30  A.M.  Opening  Sessions,  House  of  Dele- 
gates. 

10:30  A.M.  First  General  Session, 
to 

12:15  P.M.  10:30-11:00  Ohio  Speaker,  represent- 
ing Section  on  Medicine. 

11:00-11:30  Ohio  Speaker,  represent- 
ing Section  on  Eye,  Ear,  Nose  and 
Throat. 

11:30-12:15  Guest  Speaker. 


12:15  P.M. 
1:15  P.M. 

1:45 

to 

2:30 

2:30 

5:30 


Public  Health  Luncheon. 

Formal  Opening  of  Scientific  Ex- 
hibit. 

Second  General  Session. 

Guest  Speaker. 

Sessions  of  Three  Scientific  Sec- 
tions : 

Section  on  Medicine. 

Section  on  Eye,  Ear,  Nose  and 
Throat. 


Section  on  Obstetrics  and  Gyne- 
cology. 

8:00  Third  General  Session. 

Two  Guest  Speakers. 

Thursday,  May  12 

9:00  A.M.  Sessions  of  Three  Scientific  Sec- 
tions : 

12:00  Noon  Section  on  Surgery. 

Section  on  Nervous  and  Mental  Dis- 
eases. 

Section  on  Pediatrics. 

12:00  Noon  House  of  Delegates  Luncheon  and 
Final  Session,  House  of  Delegates. 

1:30  P.M.  Fourth  General  Session. 

to 

5:00  1:30-2:00  Ohio  Speaker,  represent- 

ing Section  on  Surgery. 

2:00-2:30  Ohio  Speaker,  represent- 
ing Section  on  Obstetrics  and  Gyne- 
cology. 

2:30-3:15  Guest  Speaker. 

3:15-3:45  Ohio  Speaker,  represent- 
ing Section  on  Nervous  and  Mental 
Diseases. 

3:15-3:45  Ohio  Speaker,  represent- 
ing Section  on  Pediatrics. 

4:15-5:00  Guest  Speaker. 

8:00  Annual  Banquet. 

Dr.  Norris  was  appointed  by  the  committee  to 
formulate  a list  of  suggested  out-of-state  guest 
speakers  and  to  handle  details  of  inviting  guest 
speakers,  following  selection  of  them  by  the  com- 
mittee at  a later  date.  During  the  general  dis- 
cussion numerous  suggestions  for  guest  speakers 
were  presented  by  members  of  the  committee. 

REGULATIONS  GOVERNING  PROGRAM 

Rules  and  Regulations  governing  the  program 
for  the  1938  Annual  Meeting  were  formulated 
and  officially  adopted  by  the  committee.  The 
Rules  and  Regulations  are  as  follows: 

1.  Each  of  the  Scientific  Sections  (Medicine; 
Surgery;  Eye,  Ear,  Nose  and  Throat;  Obstetrics 
and  Gynecology;  Pediatrics;  Nervous  and  Mental 
Diseases;  and  Public  Health  and  Preventive 
Medicine)  shall  be  entitled  to  one  session. 

2.  Section  sessions  will  be  held  as  follows: 
May  11,  2:30  P.M. — Medicine,  Eye,  Ear,  Nose  and 
Throat,  and  Obstetrics  and  Gynecology;  May  12, 
9:00  A.M. — Surgery,  Nervous  and  Mental  Dis- 
eases, Pediatrics;  May  11,  Noon  Luncheon,  Pub- 
lic Health  and  Preventive  Medicine. 

3.  Each  section  program  shall  consist  of  five 
(5)  papers  of  15  minutes  duration,  each  to  be 
followed  by  a discussion  not  exceeding  5 minutes 
by  one  scheduled  discussant  and  a period  not  to 
exceed  10  minutes  for  general  discussion.  An 
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essayist  should  provide  his  scheduled  discussant 
with  a copy  of  his  paper  well  in  advance  of  the 
meeting. 

4.  Only  original  papers  shall  be  accepted, 
based  on  personal  observation  and  direct  ex- 
perience of  the  essayist. 

5.  The  section  officers  shall  constitute  the  first 
board  of  selection.  Final  and  official  acceptance 
of  essayists  and  discussants  shall  lie  with  the 
Committee  on  Scientific  Work  and  the  Council. 

6.  Section  officers  shall  endeavor  to  avoid 
duplications  and  repetitions  from  recent  years, 
both  in  participants  and  subjects. 

7.  No  member  shall  appear  on  any  section 
program  more  than  once  at  this  Annual  Meeting, 
either  as  essayist  or  scheduled  discussant. 

8.  In  submitting  names  of  essayists  and  dis- 
cussants and  titles  of  papers,  section  officers 
shall  present  an  abstract  of  each  paper,  prepared 
by  the  essayist.  Such  abstract  shall  not  exceed 
150  words. 

9.  The  Committee  on  Scientific  Work  may  re- 
ject any  essayist  or  discussant  and  require  sub- 
stitutions. Therefore,  it  is  suggested  that  the 
officers  of  each  section  submit  the  names  of  a 
greater  number  of  essayists  and  subjects  than 
the  required  five  (5),  but  indicating  the  preferred 
five,  to  assist  the  committee  in  making  substitu- 
tions, if  necessary,  and  in  coordinating  all  section 
programs  into  a well-balanced,  varied  Annual 
Meeting  program. 

10.  Each  Scientific  Section  will  be  entitled  to 
one  representative  on  the  General  Sessions  pro- 
gram. When  submitting  their  section  program, 
section  officers  should  designate  one  or  several 
essayists  whose  presentation  would  be  suitable 
for  one  of  the  General  Sessions,  arranged  pri- 
marily for  physicians  in  general  practice.  No 
time  shall  be  allotted  for  discussions  at  General 
Sessions. 

11.  Suggested  programs  should  be  submitted 
by  Scientific  Section  officers  to  the  Committee  on 
Scientific  Work  no  later  than  December  15,  1937. 

12.  To  facilitate  procedure,  all  communications 
and  material  should  be  sent  to  the  Executive 
Secretary,  State  Headquarters  Office,  1005  Hart- 
man Theater  Building,  Columbus,  Ohio. 

By  action  of  the  committee,  Dr.  Albert  F. 
Kuhl,  Dayton,  a member  of  the  committee  (who 
was  unable  to  attend  the  meeting),  was  desig- 
nated to  handle  details  in  connection  with  sec- 
tion programs,  serving  as  contact  man  between 
the  committee  and  the  section  officers. 

EXHIBIT  DETAILS  DISCUSSED 

There  was  a general  discussion  relative  to  the 
Scientific  Exhibit.  A tentative  exhibit  layout  was 
approved.  Dr.  Sherburne,  chairman  of  the  com- 
mittee, was  authorized  to  manage  the  Scientific 


Exhibit  and  to  handle  all  applications  which,  by 
action  of  the  committee,  must  be  passed  upon  by 
the  committee  and  the  Council.  Dr.  Sherburne 
was  granted  permission  to  select  a sub-committee 
throughout  the  state  to  assist  him  in  securing 
exhibits.  Publication  of  an  Application  Blank  and 
the  rules  and  regulations  governing  the  Scientific 
Exhibit  in  The  Ohio  State  Medical  Journal  was 
requested.  Such  request  was  granted  by  Dr. 
Forman,  editor  of  The  Journal  (see  Application 
Blank  this  issue  of  The  Journal.) 

Following  a general  discussion  with  respect  to 
the  Technical  Exhibit  layout,  plans,  etc.,  and  the 
adoption  of  a motion  that  it  be  the  sense  of  the 
committee  that  there  shall  be  a Hobby  Show  in 
connection  with  the  1938  Annual  Meeting,  and 
requesting  the  General  Chairman  on  Local  Ar- 
rangements to  select  a committee  to  arrange  for 
such  a show,  the  committee  recessed  until  2:00 
P.  M.,  when  it  went  into  a joint  conference  with 
the  officers  of  the  various  Scientific  Sections. 

GOOD  ATTENDANCE  OF  SECTION  OFFICERS 

The  afternoon  conference  was  attended  by, 
those  present  at  the  morning  meeting  and  the 
following  section  officers: 

Section  on  Medicine — C.  L.  McKibben,  chair- 
man, Toledo;  John  Noll,  Jr.,  secretary,  Youngs- 
town; 

Section  on  Surgery — Robert  C.  Austin,  chair- 
man, Dayton;  W.  K.  Allsop,  secretary,  Youngs- 
town; 

Section  on  Obstetrics  and  Gynecology — G.  C. 
Gilfillen,  chairman,  Dayton;  Howard  P.  Taylor, 
secretary,  Cleveland; 

Section  on  Pediatrics — -A.  G.  Helmick,  chair- 
man, Columbus; 

Section  on  Eye,  Ear,  Nose  and  Throat — Fred 
W.  Dixon,  secretary,  Cleveland; 

Section  on  Nervous  and  Mental  Diseases — Jos. 
L.  Fetterman,  chairman,  Cleveland;  A.  T.  Hop- 
wood,  secretary,  Orient; 

Section  on  Public  Health  and  Preventive  Medi- 
cine— H.  H.  Pansing,  chairman,  Dayton;  Wm.  E. 
Blair,  secretary,  Lebanon. 

The  joint  conference  was  opened  by  Dr.  Sher- 
burne, who  explained  that  the  purpose  of  the 
meeting  was  to  give  the  committee  and  the  sec- 
tion officers  an  opportunity  to  discuss  details,  ex- 
change ideas,  secure  information  and  advice,  etc. 

The  proposed  setup  for  the  1938  Annual  Meet- 
ing, approved  by  the  committee  at  its  morning 
session,  was  thoroughly  discussed  and  was  acted 
upon  favorably  by  the  section  officers.  Similar 
action  was  taken  by  the  joint  conference  on  the 
Rules  and  Regulations  adopted  by  the  committee. 

Lists  of  essayists,  who  have  appeared  before 
the  respective  sections  during  the  past  five  years, 
and  their  subjects  were  distributed  to  the  section 
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officers  for  their  information  and  guidance  in 
formulating  section  programs  for  the  1938  An- 
nual Meeting. 

HELPFUL  SUGGESTIONS  MADE 
During  the  discussion  the  following  helpful 
suggestions  were  presented  and  discussed: 

The  General  Chairman  of  Local  Arrange- 
ments should  be  requested  to  appoint  a Com- 
mittee on  Entertainment  for  Visiting  Women 
and  a program  of  entertainment  for  visiting 


Want  to  Be  on  Program  at  1938 
Annual  Meeting 

On  this  and  two  preceding  pages  is  an 
article  concerning  plans  for  the  1938  An- 
nual Meeting  of  the  Ohio  State  Medical 
Association.  Every  member  should  read  it 
carefully.  Please  note  that  a preliminary 
list  of  speakers  and  titles  of  their  papers 
before  the  Scientific  Sections  must  be  sub- 
mitted to  the  Committee  on  Scientific  Work 
by  the  section  officers  on  or  before  Decem- 
ber 15. 

Therefore,  any  member  who  has  a desire 
to  appear  on  the  program  for  the  1938  An- 
nual Meeting  should  get  in  touch  immedi- 
ately with  the  chairman  or  secretary  of 
the  proper  Scientific  Section.  A roster  of 
section  officers  is  published  each  month  in 
The  Journal.  It  appears  this  month  on 
page  1070. 

Section  officers,  as  well  as  the  Committee 
on  Scientific  Work,  will  welcome  sugges- 
tions, comments,  and  criticism  from  mem- 
bers. The  Annual  Meeting  will  be  your 
meeting  so  do  not  hesitate  to  speak  up  on 
any  and  all  details  and  arrangements. 


women  should  be  formulated  in  order  to 
stimulate  attendance. 

Essayists  should  be  requested  to  cooperate 
on  the  matter  of  Scientific  Exhibits  and,  if 
possible,  present  exhibits  to  amplify  their 
formal  presentations  before  the  sections  and 
general  sessions. 

Sections  officers  should  make  an  effort  to 
avoid  duplications  and  repetitions  of  speakers 
and  titles,  using  the  list  of  essayists  for  past 
years  as  a guide. 

Essayists  should  be  asked  to  select  their 
discussant  carefully  and  to  take  up  with  the 
discussant  certain  phases  of  the  paper  which 
lend  themselves  to  elaboration. 

Section  officers  were  requested  to  assist  in 
the  matter  of  suggesting  names  of  out-of- 


state  guest  speakers;  to  assist  in  mechanical 
details  by  strictly  adhering  to  all  deadlines 
for  the  submission  of  titles,  names,  abstracts, 
etc.;  to  bear  in  mind  that  the  Committee  on 
Scientific  Work  and  the  Council  constitute  the 
final  board  of  selection,  and  that  definite  in- 
vitations to  essayists  should  not  be  tendered 
until  after  final  acceptance  of  suggested 
names  and  titles  by  the  committee  and  the 
Council;  to  make  sure  that  each  essayist  and 
discussant  is  provided  with  a copy  of  the 
Rules  and  Regulations. 

Following  the  general  discussion,  the  confer- 
ence was  adjourned  to  permit  officers  of  the  re- 
spective sections  to  hold  individual  conferences  on 
section  details. 


Dr.  Thomas  New  Head  of  Child  Hygiene 
Bureau,  State  Department  of  Health 

Dr.  Arthur  W.  Thomas,  Ashtabula,  has  been 
appointed  Chief  of  the  Bureau  of  Child  Hygiene 
and  Maternal  Welfare,  State  Department  of 
Health,  assuming  the  post  vacated  some  time  ago 
when  Dr.  A L.  Van  Horn  resigned  to  become 
regional  consultant  for  the  U.  S.  Children’s 
Bureau. 

A graduate  of  Ohio  State  University,  College 
of  Medicine,  in  1914,  Dr.  Thomas  served  intern- 
ships at  St.  Francis  Hospital,  Columbus,  and  City 
Hospital,  Cleveland.  He  then  practiced  for  a 
year  in  Ashtabula.  Following  15  month’s  war 
service  in  the  Medical  Corps  of  the  U.  S.  Army, 
most  of  which  was  overseas,  Dr.  Thomas  spent 
a year  in  residencies  in  pediatrics  in  Boston, 
Mass.  From  1922  to  1934,  he  practiced  in 
Youngstown,  specializing  in  children’s  diseases. 
For  the  past  three  years,  Dr.  Thomas  has  been 
located  in  Ashtabula.  He  is  a member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association. 


Named  to  Stream  Pollution  Board 

W.  A.  Compton,  Pomeroy,  and  William  J.  Mc- 
Graw,  Bellaire,  former  state  representative,  have 
been  appointed  members  of  the  Ohio  Valley 
Stream  Purification  Council  by  Governor  Davey. 
The  council  has  authority  to  negotiate  with 
neighboring  states  for  compacts  to  end  river  and 
stream  pollution.  W.  F.  Wiley,  Cincinnati  news- 
paper publisher,  F.  E.  Sheehan,  Portsmouth,  and 
F.  H.  Waring,  chief  sanitary  engineer,  State  De- 
partment of  Health,  previously  named  by  the 
Governor  to  conduct  negotiations  with  other 
states  in  the  Ohio  Valley,  were  reappointed  to 
the  council.  The  commissioners  serve  four-year 
terms  without  compensation,  except  per  diem 
expenses.  At  the  recent  session  of  the  legisla- 
ture, $5,000  was  appropriated  to  finance  work  of 
the  group. 


ADVICE  AND  GUIDANCE  OF  COUNTY  MEDICAL  SOCIETIES  WILL 
BE  SOUGHT  IN  MEDICAL  PLAN  FOR  DEPENDENT  CHILDREN 


EACH  county  medical  society  in  Ohio  will  be 
requested  to  assist  in  the  formation  and 
administration  of  a medical  and  health 
program  in  their  county  for  dependent  children 
receiving  aid  from  the  Aid  to  Dependent  Chil- 
dren’s fund,  administered  by  the  State  Division 
of  Public  Assistance  as  a part  of  the  Social 
Security  program  in  Ohio. 

Arrangements  for  inviting  the  component  units 
of  organized  medicine  in  Ohio  to  work  with  local 
administrators  of  public  assistance  and  county 
boards  of  public  assistance  in  setting  up  and 
handling  details  for  this  new  activity  were 
worked  out  at  conferences  of  officials  of  the  State 
Division  of  Public  Assistance  and  the  Ohio  State 
Medical  Association. 

The  Background: 

The  Federal  Social  Security  Act  includes  a 
section  providing  for  Federal  grants  to  states 
to  assist  them  financially  in  taking  care  of 
dependent  children,  i.e.,  a child  under  16  years 
of  age  who  has  been  deprived  of  parental  sup- 
port through  death,  absence,  or  incapacity  of 
a parent  and  who  is  living  in  a private  home 
maintained  by  immediate  relatives.  The  state 
must  appropriate  two-thirds  of  the  sum  spent 
for  such  activities.  It  is  estimated  there  are 
between  25,000  and  30,000  dependent  children 
in  Ohio.  An  amount  of  approximately 
$1,600,000  of  combined  Federal  and  state 
funds  is  available  for  dependent  children  work 
in  Ohio  this  year.  No  part  of  the  Federal 
money  can  be  used  for  medical  and  health 
service.  However,  in  April,  1937,  the  Ohio 
Legislature  passed  House  Bill  544  permitting 
the  use  of  a part  of  state  funds  for  dependent 
children  for  medical  and  health  work.  Forma- 
tion of  a program  for  this  work  is  being  un- 
dertaken by  the  Bureau  of  Aid  to  Dependent 
Children,  State  Division  of  Public  Assistance. 
Many  important  details  have  been  worked  out 
at  conferences  of  officials  of  that  division  and 
the  State  Medical  Association.  Work  of  or- 
ganizing the  program  in  each  county  now  is 
under  way  and  the  advice  and  guidance  of  each 
county  medical  society  has  been,  or  will  be, 
sought  by  local  public  assistance  adminis- 
trators. 

Under  date  of  August  4,  1937,  a communication 
bearing  the  signature  of  Esther  M.  McClain,  chief 
of  the  Bureau  of  Aid  to  Dependent  Children,  was 
sent  to  all  county  administrators  of  public  as- 
sistance advising  them  that  such  a medical  and 
health  program  is  contemplated.  A sample  form 
of  a child  health  record  was  enclosed.  This  form 


is  to  be  used  experimentally  in  the  various  coun- 
ties. It  will  be  revised  later,  based  on  sugges- 
tions and  criticism  from  administrators  and  mem- 
bers of  the  medical  profession.  The  form  pro- 
vides for  recording  of  data  secured  through 
physical  examinations  and  will  represent  an  up- 
to-date  health  record  for  each  child. 

ADVISORY  COMMITTEE  IN  EACH  COUNTY 

Inasmuch  as  conditions  and  procedure  will  vary 
from  county  to  county  and  an  effort  will  be 
made  to  adapt  the  medical  and  health  program  to 
meet  the  needs  and  customs  of  respective  coun- 
ties, officials  of  the  State  Medical  Association 
suggested  that  a professional  advisory  committee 
be  selected  in  each  county  to  cooperate  with  and 
assist  the  local  administrator. 

This  recommendation  was  adopted  by  the  Di- 
vision of  Public  Assistance.  Under  date  of 
August  24,  1937,  the  following  communication 
signed  by  Judge  Henry  J.  Robison,  chief  of  the 
Division,  was  transmitted  to  all  local  adminis- 
trators and  county  boards  of  public  assistance: 

“It  is  recommended  by  the  State  Division  of 
Public  Assistance,  after  consultation  with  the 
State  Department  of  Health  and  officials  of  the 
Ohio  State  Medical  Association,  that  there  be  set 
up  in  each  county  a professional  advisory  com- 
mittee of  five  to  assist  the  county  administrator 
and  county  board  of  public  assistance  in  estab- 
lishing and  administering  a medical  and  public 
health  program  for  children  receiving,  aid  from 
the  Aid  to  Dependent  Children’s  fund,  and  in 
conformity  with  the  provisions  of  Amended 
House  Bill  No.  544. 

“It  is  suggested  that  the  professional  advisory 
committee  include: 

“(a)  The  county  health  commissioner  or  a 
representative  selected  by  the  health  com- 
missioner or  by  the  county  board  of 
health. 

“(b)  The  chairman  or  secretary  of  the  local 
medical  association. 

“(c)  A representative  of  the  dental  profession. 
The  dentist  should  be  selected  from  a list 
recommended  by  the  county  dental  so- 
ciety, if  any. 

“(d)  Two  additional  physicians  having  mem- 
bership in  the  local  county  medical  asso- 
ciation selected  by  the  county  board  of 
public  assistance  and  the  three  profes- 
sional committee  members.  Preference 
should  be  given  to  physicians  who  have 
had  experience  in  pediatrics. 

“The  original  function  of  the  professional  ad- 
visory committee  will  be  to  assist  the  county  ad- 
ministrator and  the  county  board  of  public  as- 
sistance in  developing  a program  of  medical  and 
health  services  and  in  establishing  health  stand- 
ards for  children  receiving  assistance  from  the 
Aid  to  Dependent  Children’s  fund.  Suggestions 
relative  to  services  and  health  standards  will  be 
sent  to  counties  from  time  to  time  by  the  Di- 
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vision  after  conferences  with  the  State  Depart- 
ment of  Health  and  officials  of  the  Ohio  State 
Medical  Association. 

“When  and  if  a program  to  integrate  medical 
and  health  services  in  the  community,  in  behalf 
of  all  Public  Assistance  clients,  is  contemplated 
the  professional  advisory  committee  should  be 
called  upon  for  advice  and  assistance  to  aid  in 
the  fullest  utilization  of  existing  local  resources 
and  in  avoiding  duplication  of  services. 

“As  pointed  out  above,  from  time  to  time  as 
the  various  steps  in  this  program  are  worked  out 
by  the  above  three  state-wide  agencies,  sugges- 
tions for  your  guidance  will  be  transmitted  to 
you,  based  on  these  deliberations.  Within  the 
next  few  weeks  standards  for  health  and  medical 
care  for  children  will  be  ready  for  distribution.” 

In  some  counties,  local  administrators  already 
have  held  conferences  with  officers  of  the  county 
medical  society.  Such  conferences  will  be  held  in 
all  counties  and  as  soon  as  the  professional  ad- 
visory committee  is  selected,  work  will  be  started 
in  organizing  the  medical  and  health  program. 

GUIDANCE  BY  DOCTORS  IMPERATIVE 

The  following  excerpts  from  a Secretaries’ 
Bulletin  sent  from  the  State  Headquarters  Office 
of  the  State  Medical  Association  to  county  so- 
ciety officers  on  September  8 emphasize  the  im- 
portance of  active  participation  in  this  project 
by  every  county  medical  society: 

“Under  an  arrangement  worked  out  by  the 
State  Division  of  Public  Assistance  and  officials 
of  the  Ohio  State  Medical  Association,  every 
county  medical  society  will  be  asked  to  assist  and 
cooperate  with  local  officials  of  that  Division  in 
establishing  and  administering  a medical  and 
health  program  for  children  receiving  aid  from 
the  Aid  to  Dependent  Children’s  fund,  provided 
by  Amended  House  Bill  No.  544,  enacted  by  the 
92nd  General  Assembly. 

“It  is  hoped  that  your  society  will  give  this 
matter  earnest  consideration  as  soon  as  your 
county  administrator  of  public  assistance  has  pre- 
sented the  plan  to  your  society  and  that  the  so- 
ciety will  take  an  active  part  in  its  operation, 
through  its  representatives  on  the  Professional 
Advisory  Committee  which  will  be  created. 

“This  program  needs  the  guidance  of  physi- 
cians and  those  qualified  to  provide  advice  and 
assistance  must  be  supplied  from  the  membership 
of  the  various  county  medical  societies.  The 
Division  of  Public  Assistance  is  seeking  the  coun- 
sel and  help  of  organized  medicine  in  each  county. 
It  is  hoped  that  your  society  will  assume  this  re- 
sponsibility and  make  the  most  of  this  oppor- 
tunity to  offer  constructive  assistance.  Adminis- 
trative details  will  be  worked  out  for  the  most 
part  on  a local  basis,  so  it  will  be  up  to  each 
county  medical  society  to  guide  the  work  in  its 
jurisdiction. 

“Officials  of  the  State  Association  have  held 
several  extensive  conferences  with  officials  of  the 
State  Division  and  have  been  assured  that  every 
effort  will  be  made  to  adapt  the  program  in 
each  county  to  local  conditions  and  needs,  and  on 
agreements  worked  out  with  the  local  medical 
society. 

“Here  is  a chance  for  your  society  to  exercise 


a large  portion  of  control  over  the  administration 
of  a new  health  and  medical  program.” 

OTHER  DETAILS  UNDER  ADVISEMENT 

Some  details  of  the  contemplated  program  have 
not  as  yet  been  worked  out  between  officials  of 
the  State  Division  of  Public  Assistance  and  offi- 
cials of  the  State  Medical  Association  but 
are  under  consideration  at  this  time,  such  as  the 
wording  of  a proposed  memorandum,  “Health 
Standards  for  Children”,  content  of  the  perma- 
nent physical  examination  and  health  record 
blank,  etc. 

It  is  the  desire  of  the  State  Division  to  let  each 
county  administrator  and  board,  in  cooperation 
with  the  professional  advisory  committee  and  the 
county  medical  society,  decide  on  such  matters  as 
fees,  part  to  be  taken  by  local  public  health 
officials,  hosiptalization,  and  other  details  coming 
within  the  scope  of  policy  and  procedure,  and  to 
serve  primarily  in  an  advisory  capacity,  providing 
the  proper  degree  of  cooperation  and  assistance 
can  be  secured  locally. 


Social  Security  Benefits  Being  Paid  to 
136,000  Ohio  Adults  and  Children 

Statistics  reveal  that  under  the  public  as- 
sistance features  of  the  Social  Security  Act,  over 
136,000  Ohio  men,  women  and  children  in  need 
are  receiving  monthly  payments. 

Largest  number  of  Ohioans  being  aided  under 
the  public  assistance  section  of  the  act  are  those 
needy  aged  who  have  qualified  for  old-age  as- 
sistance. Most  recent  figures  disclose  that  103,935 
men  and  women,  65  years  of  age  and  over,  are  re- 
ceiving monthly  payments  totaling  $2,329,797, 
one-half  of  the  total  program  cost  being  borne  by 
the  state  government  and  the  remaining  50  per- 
cent by  the  Federal  Government. 

A second  public  assistance  program  is  pro- 
viding aid  for  over  26,300  dependent  children  who 
have  been  deprived  of  proper  parental  support. 
Those  children,  coming  from  9,653  indigent  Ohio 
families,  are  paid  monthly  awards  approximating 
$332,900,  the  state,  Federal,  and  county  govern- 
ments each  contributing  a portion  of  the  cost. 

The  Social  Security  work  designed  to  assist  the 
state’s  needy  blind  finds  3,701  sightless  persons 
being  aided  to  the  extent  of  $66,448  monthly,  the 
Federal  Government  providing  one-half  of  the 
program  cost  while  the  state  and  counties  con- 
tribute the  remainder. 

A fourth  phase  of  the  public  assistance  pro- 
gram is  assisting  2,365  crippled  children  whose 
parents  have  not  the  resources  to  furnish  ade- 
quate medical  care.  Under  the  Social  Security 
Act,  the  state,  Federal,  and  county  governments 
cooperatively  expend  about  $45,000  monthly  for 
hospitalization  and  medical  care  of  crippled  chil- 
dren. 


NUMBER  OF  OHIO  CLIENTS  OF  FARM  SECURITY  ADMINISTRATION 
FORMER  RESETTLEMENT  ADMINISTRATION,  LISTED 


AT  its  meeting  on  July  11,  1937,  (August, 
1937,  issue  The  Journal,  pages  898-9),  the 
Council  of  the  Ohio  State  Medical  Asso- 
ciation approved  a set  of  recommendations, 
drafted  by  the  Committee  on  Public  Relations 
and  Economics,  for  the  suggested  use  of  county 
societies  in  cooperating  with  the  Rettlement  Ad- 
ministration (now  Farm  Security  Administra- 
tion) in  providing  medical  service  for  its  clients. 

For  the  information  of  county  societies  who 
may  be  considering  this  problem,  listed  below  are 
the  names  and  addresses  of  the  Rural  Rehabilita- 
tion supervisors  in  Ohio,  the  counties  under  their 
jurisdiction,  and  the  number  of  “clients”  (fami- 
lies) being  aided  in  each  county.  The  total  num- 
ber of  families  in  Ohio  is  17,439.  The  average 
number  of  persons  per  family  is  4.3.  The  average 
loan  per  family  is  $450. 

Following  the  passage  of  the  Farm  Tenancy 
Act  (Bankhead-Jones  Bill)  at  the  recent  session 
of  Congress,  by  executive  order  the  name  of  the 
Resettlement  Administration  was  changed  to 
“Farm  Security  Administration”.  While  the 
Farm  Security  Administration  has  been  shorn  of 
all  the  planning  functions  of  the  Rettlement  Ad- 
ministration, it  will  act  as  the  directing  agency 
for  rural  relief  and  will  continue  the  Rural  Re- 
habilitation program. 

A.  L.  Sorensen,  with  offices  at  337  S.  High  St., 
Columbus,  is  State  Director  of  Rural  Rehabilita- 
tion, for  the  Farm  Security  Administration  in 
Ohio. 

DISTRICT  I 


L.  D.  Kingsbury, 

supervisor, 

815  United 

Bldg.,  Akron 

Counties 

Families 

Counties 

Families 

....  83 

..  . 85 

...  179 

57 

....  84 

806 

. 162 

...  238 

....  749 

289 

....  172 

179 

...  155 

74 

Ashtabula  

....  198 

139 

....  120 

112 

79 

10 

Tuscarawas  

....  125 

Total  

4095 

DISTRICT  II 


C.  M.  Senn 

supervisor 

Post  Office, 

Athens 

Counties 

Families 

Counties 

Families 

Pike 

....  269 

__  190 

..  125 

156 

...  109 

106 

....  132 

194 

Noble  

....  72 

202 

..  . 141 

. 95 

....  150 

. 96 

92 

Total  

2129 

DISTRICT  III 

E.  P.  Bangham,  supervisor,  301  Federal  Bldg.,  Dayton 


Counties  Families 

Adams  101 

Brown  74 

Clermont  361 

Butler  261 

Hamilton  74 

Montgomery  122 

Preble  324 

Champaign  98 

Clark  82 


Counties  Families 

Warren  165 

Clinton  341 

Highland  _ 900 

Greene  176 

Darke  101 

Miami  107 

Logan  214 

Shelby  160 

Total  3661 


DISTRICT  IV 


L.  A. 

Zimmer,  1001 

Lima  Trust  Bldg., 

Lima 

Counties 

Families 

Counties 

Families 

278 

177 

105 

379 

360 

90 

198 

....  155 

314 

173 

66 

140 

217 

Wood 

234 

94 

..  259 

Van  Wert— 

326 

Fulton  227  Total  3792 


DISTRICT  V 

O.  P.  Neutzel,  337  S.  High  St.,  Columbus 


Counties  Families  Counties  Families 

Morrow  97  Richland  99 

Fairfield  310  Union 197 

Knox  157  Ross  125 

Licking  291  Pickaway  235 

Franklin  146  Perry  511 

Madison  ~ 127  Delaware  367 

Crawford  28  Fayette  71 

Marion  134  Ashland  191 

Muskingum  676  

Total  3762 


Obstetrics  and  Gynecology  Board  Exams 

The  next  written  examination  and  review  of 
case  histories  of  Group  B applicants  by  the  Amer- 
ican Board  of  Obstetrics  and  Gynecology  will  be 
held  in  various  cities  in  the  United  States  and 
Canada  on  Saturday,  November  6,  1937,  and  Feb- 
ruary 6,  1938. 

The  next  general  examination  for  all  candidates 
(Groups  A and  B)  will  be  held  in  San  Francisco, 
Cal.,  on  June  13  and  14,  1938,  immediately  prior 
to  the  American  Medical  Association  meeting. 

Application  blanks  and  booklets  of  information 
may  be  obtained  from  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6),  Pennsyl- 
vania. Applications  for  these  examinations  must 
be  filed  in  the  Secretary’s  office  not  later  than 
sixty  days  prior  to  the  scheduled  dates  of  ex- 
amination. 
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Comments  on  Current  Economic  and  Social 
Questions  and  Professional  Problems; 
Suggestions  Regarding  Organized  Activities 


Many  Important  Topics 
Scheduled  for  Oct.  24 
Organization  Conference 


Sunday,  October  24,  will  be  a big  day  for 
officialdom  of  the  Ohio  State  Medical  Association 
and  its  component  county  medical  societies  and 

academies. 

On  that  day  the 
Second  Annual 
Mid-  Year  Or- 
ganization Con- 
ference of  the 
State  Association  will  be  held  at  the  Deshler- 
Wallick  Hotel,  Columbus,  for  officers  and  im- 
portant committeemen  of  all  county  medical 
societies  and  the  officers  and  committeemen  of 
the  State  Association. 

The  purpose  of  this  meeting  is  to  offer  an  op- 
portunity for  discussion  of  important  state  and 
local  problems,  the  exchange  of  ideas,  and  re- 
view local  and  state  activities.  In  effect  it  is  an 
informal  and  unofficial  business  conference. 

Those  who  attended  the  conference  held  in  1936, 
doubtless,  will  support  the  belief  that  it  was  one 
of  the  most  worthwhile  meetings  ever  held  by 
medical  organization  in  Ohio. 

Notices  relative  to  the  October  24th  conference 
will  be  sent  to  officers  and  committeemen  within 
the  next  few  days,  accompanied  by  a program. 
Those  planning  to  attend  should  fill  out  and  mail 
the  postal  card  which  will  be  enclosed  so  that 
reservations  can  be  made  for  the  complimentary 
luncheon  at  noon  of  that  day. 

Those  interested  in  football  should  plan  to  be 
in  Columbus  on  Saturday,  October  23,  for  the 
Ohio  State-Northwestern  game,  and  remain  for 
the  Sunday  meeting.  If  possible  an  order  blank 
for  football  tickets  will  be  sent  out  with  the 
notice  and  program,  which  can  be  mailed  directly 
to  the  Ticket  Office,  Ohio  State  University. 

All  program  details  have  not  as  yet  been  com- 
pleted. For  that  reason  the  completed  program 
can  not  be  published  in  this  issue  of  The  Journal. 
However,  included  on  the  list  of  subjects  which 
will  be  discussed  and  on  which  discussion  will  be 
requested  are  the  following: 

“Policy  of  Organization  Medicine  on  Group 
Hospital  Insurance  and  Why?” 

“Ethics,  Professional  Conduct  and  Disciplinary 
Action.” 

“Legal  Provisions  of  Ohio’s  Medical  Practice 
Act  and  Problems  of  Enforcement.” 

“Farm  Security  Administration  Medical  Pro- 
gram in  Ohio.” 

“What  Are  Some  of  the  Fundamentals  Which 
Should  Be  Observed  by  a County  Medical  Society 
in  Establishing  a Credit-Rating  Plan?” 


“What  Can  Be  Done  to  Bring  About  Coopera- 
tion and  Coordination  Between  the  County  Medical 
Society  and  the  Local  Newspapers  in  Publication 
of  Medical  and  Public  Health  News?” 

“Practical  Methods  Which  Can  Be  Used  in  Col- 
lecting Dues  and  Handling  the  Delinquent  Mem- 
ber Problem.” 

“Suggestions  As  to  Ways  Local  Public  Health 
Activities  Can  Be  Coordinated  and  the  Part  the 
County  Medical  Society  Should  Take  in  Such 
Activities.” 

“Purposes  and  Services  of  the  New  State  As- 
sociation Speakers  Bureau.” 

“Ohio  State  Medical  Association  Regional  Post- 
graduate Lectures.” 

. “The  1938  Annual  Meeting.” 

“Relief  Problems.” 

“Next  Year’s  Primaries  and  General  Election; 
Part  Physicians  Should  Take  in  Them.” 

The  scheduled  discussions  on  these  subjects  will 
be  snappy  and  to  the  point.  Plenty  of  time  will 
be  provided  for  general  discussions  and  round- 
table conferences. 

The  conference  will  come  at  an  appropriate 
time,  when  Fall  activities  will  be  underway,  plans 
are  being  made  for  the  ensuing  year,  and  new 
problems  are  developing. 


What  the  individual  doctor  is — that  makes  the 
Society. — Dave  Sugar  in  the  Detroit  Medical 
News. 


During  the  past  six  or  eight  weeks,  a joint 
committee  of  the  State  Legislature  has  been 
holding  informal  hearings  at  Columbus  for  the 

purpose  of  dis- 

S pedal  Session  On 
Relief  May  Be  Called 
by  Governor  in  October 


cussing  the  relief 
problem  and  re- 
ceiving sugges- 
tions from  in- 
terested individ- 


uals and  groups. 


Representatives  of  the  State  Medical  Associa- 
tion have  attended  these  hearings  for  the  pur- 
pose of  keeping  in  touch  with  this  important 
situation  and  to  be  ready  at  the  proper  time  to 
express  the  viewpoint  of  the  medical  profession 
of  the  state. 


There  appears  at  this  time  to  be  a disposition 
on  the  part  of  members  of  the  joint  committee  to 
recognize  medical  service  as  a necessity  and  to 
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include  in  poor  relief  proposals  provision  for  fur- 
nishing medical  services  to  those  on  relief.  There 
is  reason  to  believe  that  officials  of  the  State 
Association  will  be  consulted  when  measures  for 
presentation  later  to  the  General  Assembly  are 
being  drafted. 

It  is  suggested  that  physicians  discuss  this 
question  with  their  local  legislators,  suggesting 
to  them  that  the  former  policy  of  including  medi- 
cal care  in  relief  legislation  be  followed  and  that 
well-informed  officials  of  the  State  Association  be 
consulted  frequently. 


The  ideals  of  mutual  responsibility  between 
doctor  and  patient,  unalterable  opposition  to 
commercialized,  bureaucratic  or  state  practice, 
and  willingness  to  do  our  utmost  in  providing 
all  that  can  be  provided  to  the  sick  still  remain 
among  the  accepted  principles  of  American  medi- 
cine.— The  Journal  of  the  American  Medical  As- 
sociation. 


Occasionally  the  opinion  is  expressed  at  medi- 
cal meetings  or  in  private  discussions  before  or 
after  such  meeting  by  certain  physicians  that 

federalized  medicine 

Physicians  Must  Be  In  is  on  its  way  and 

. , tt7-/  . j that  the  Government 

Driver  s Seat,  lr  ails  js  g0jng  to  make  the 

of  Protest  Inadequate  medical  profession 

swallow  the  plan 
agreed  upon  by  governmental  higher-ups,  and 
like  it. 

This  sounds  too  much  like  a defeatist  attitude 
to  suit  us.  Federalized  medicine  may  be  on  its 
way.  None  can  say  definitely.  Nevertheless,  we 
are  somewhat  inclined  to  believe  that  the  Federal 
Government  at  present  has  enough  tigers  by  the 
tail  and  is  not  looking  for  another  tail  to  twist. 

Be  that  as  it  may,  we  believe  that  federalized 
control  of  medicine  will  not  come,  if  it  comes  at 
all,  suddenly  and  without  notice.  Moreover,  we 
believe  that  no  new  ventures  in  the  field  of  so- 
cialized medicine  under  Government  control  will 
be  undertaken  without  an  opportunity  being 
granted  the  medical  profession  to  be  heard.  The 
profession  has  been  consulted  on  present  pro- 
grams which  are  under  governmental  supervision 
and  guidance  and  there  is  no  reason  to  believe 
that  this  policy  will  be  abandoned. 

This  brings  us  to  the  point  of  emphasizing  that 
the  degree  of  active  intei’est  and  courageous 
action  displayed  by  the  profession  will  be  a vital 
factor  in  future  developments. 

At  present  there  are  medical  and  public  health 
programs  which  are  being  financed  and  supervised 
by  the  Government  and  which  must  be  termed 
state  medicine  if  the  true  definition  of  that  term 
is  applied.  Nevertheless,  they  have  been  accepted 


by  the  profession  as  necessary  activities  and  they 
are  proving  beneficial  to  all  parties  concerned. 

This  has  been  the  case  primarily  because  the 
profession  has  assumed  the  leadership  in  direct- 
ing and  administering  them.  Where  physicians 
through  local  medical  societies  have  shown  a dis- 
position to  cooperate  and  assist,  such  programs 
have  worked  out  satisfactorily.  Where  the  local 
society  has  been  asleep  at  the  switch,  the  pro- 
gram has  either  flopped  or  disturbing  complica- 
tions have  arisen. 

Experiences  of  the  past  should  be  a warning 
to  the  medical  profession  that  it  must  step  in  to 
control  medical  and  health  programs.  Flat-footed 
opposition  at  times  is  a foolhardy  policy.  An 
aggressive,  constructive  attitude  on  the  part  of 
the  profession  will  do  more  to  put  a crimp  in  the 
campaign  of  those  who  would  like  to  put  brass 
buttons  on  the  coat  of  every  physician  than  any 
other  one  thing  which  the  profession  can  do.  The 
profession  need  not  compromise  on  principle  but 
there  are  times  when  it  should  realize  that  the 
best  way  to  protect  principles  is  to  step  into  the 
driver’s  seat  and  formulate  and  direct  methods 
and  procedures. 


The  only  real  security  that  a man  can  have  in 
this  world  is  a reserve  of  knowledge,  experience 
and  ability. — Henry  Ford. 


Those  who  read  the  September  issue  of  The 
Journal  will  remember  the  article  published  on 
page  1028  regarding  the  new  Ohio  act  establish- 
ing maximum  hours 
Physician  May  Assume  of  employment  for 

r,  e . i women  and  minors. 

Professional  Employes  That  a r t j c j e 

Exempt  from  New  Act  pointed  out  that 

clerical  help  o f 
physicians  cannot  be  employed  more  than  48 
hours  in  any  one  week  or  more  than  eight  hours 
in  any  one  day  and  that  physician-employers 
must  comply  with  other  provisions  of  the  act 
such  as  the  keeping  of  records,  posting  of 
notices,  etc. 

Also,  the  article  stated  that  a definite  ruling 
had  been  requested  of  the  Division  of  Factory 
and  Building  Inspection  as  to  whether  or  not 
professional  employes  of  physicians,  such  as 
nurses,  technicians,  dietitians,  etc.,  are  covered 
by  the  act. 

Latest  information  from  officials  of  the  Di- 
vision is  that  it  will  be  impossible  for  the  Di- 
vision to  hand  down  at  this  time  rulings  on  the 
numerous  requests  which  have  been  received  by 
it.  It  has  been  pointed  cut  that  there  are  many 
points  in  the  new  act  which  need  interpretation 
and  clarification  and  that  possibly  supplemental 
legislation  will  be  necessary.  The  Division,  at 
any  rate,  will  not  attempt  to  make  special  inter- 
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pretations  until  after  the  90-day  “trial  and 
error”  period  has  expired  and  during  which  time 
efforts  will  be  made  to  educate  employers  con- 
cerning the  provisions  of  the  act. 

Inasmuch  as  professional  employes  of  hospitals 
are  exempted  in  the  act,  it  is  quite  likely  that  the 
Division  also  will  regard  professional  employes 
of  physicians  as  exempt. 

It  is  suggested  that  physicians  assume  that 
professional  employes  are  exempt  but  that  they 
comply  with  the  act  with  respect  to  the  hours  of 
employment  of  stenographers,  bookkeepers,  and 
other  clerical  employes. 

We  are  not  asking  members  to  regard  this  sug- 
gestion as  an  official  ruling  of  the  Division.  Any 
physician  who  believes  it  would  be  advisable  not 
to  follow  this  suggestion,  should  communicate 
with  the  Division,  located  in  the  State  Office 
Building,  Columbus,  Ohio,  and  request  advice. 
The  Division  is  pledged  to  a policy  of  fair  and 
reasonable  interpretations  of  the  provisions  and 
requirements  of  the  act  and  this  policy  will  be 
followed,  we  believe,  if  every  employer  acts  in 
good  faith  in  attempting  to  comply  with  the  act. 


cians  had  so  many  opportunities  to  continue  their 
education.  County  society  meetings,  district  meet- 
ings, postgraduate  days,  regional  postgraduate 
courses  which  will  eventually  cover  the  entire 
state,  and  the  Annual  Meeting,  all  furnish  mem- 
bers of  the  State  Association  the  chance  to  keep 
abreast  of  advances  in  modern  medicine.  It  might 
also  be  added  that  careful  perusal  each  month  of 
the  current  issue  of  The  Ohio  State  Medical 
Journal  will  yield  interesting  scientific  informa- 
tion as  well  as  timely  news  of  particular  interest 
to  the  profession. 

It  is  quite  true  that  the  process  of  education  is 
endless.  Woe  unto  the  physician  who  fails  to 
heed  this  truism. 


We  respectfully  recommend  to  the  profession 
careful  perusal  of  their  own  journals  where 
official  actions  taken  by  the  organized  profession 
will  be  fully  reported.  It  is  in  these  and  not  in 
the  headlines  of  the  daily  lay  press  that  our 
members  will  learn  what  actually  was  done. — The 
New  York  Medical  Week. 


A liberal  education  may  be  had  at  a very  slight 
cost  of  time  and  money.  Well-filled  though  the 
day  may  be  with  appointed  tasks,  to  make  the 
best  possible  use  of  one  of  your  ten  talents,  rest 
not  satisfied  with  this  professional  training,  but 
try  to  get  the  education,  if  not  of  a scholar,  at 
least  of  a gentleman. — Osier. 


Legal  Opinion  Holds 
Education  a Process 
Ended  Only  by  Death 


Education  was  classed  as  a lifelong  process 
ended  only  by  death  in  a decision  recently  given 
by  Surrogate  James  A.  Delehanty,  New  York, 

interpreting  a pro- 
vision of  the  will  of 
Dr.  W.  Beran  Wolfe, 
author  and  psychia- 
trist. 

Dr.  Wolfe  left  the 
income  from  book  royalties  to  his  father,  Dr.  Alex- 
ander S.  Wolf,  St.  Louis,  to  be  held  in  trust  “for  the 
proper  education  of  his  brother,  Daniel  B.  Wolf”. 

Asked  to  decide  when  the  brother’s  education 
should  be  considered  complete  and  the  trust 
ended,  the  Surrogate  said:  “Experience  beyond 
the  school  and  experiment  in  every  direction  are 
quite  necessary  as  the  formal  instruction  of  the 
class  room.  How  long  instruction,  experience  and 
experiment  must  be  continued  turns  on  the  in- 
individual under  consideration”. 

The  Surrogate  said  Dr.  Wolf  must  have  had 
this  attitude  toward  education  and  must  have 
intended  that  the  fund  should  be  available  to  his 
brother  as  long  as  he  lived,  foreseeing  “that  the 
process  of  his  education  would  be  endless”. 

All  of  which  reminds  us  that  never  in  the  his- 
tory of  medicine  in  this  state  have  Ohio  physi- 


In  all  probability  there  have  been  few  physi- 
cians who  have  not  been  literally  swamped  dur- 
ing recent  weeks  with  telephone  calls  and  per- 
sonal visits  by 
Polio  Panic  a Lesson  anxious-  in  some 

TJ  rt  i i 7%t  instances  terri- 

m How  Health  News  fied-parents  ask- 

Should  Not  Be  Handled  ing  advice  and  in- 
formation regard- 
ing poliomyelitis,  its  prevention,  treatment,  etc. 

Naturally,  the  public  is  fearful  of  this  polio- 
myelitis. We  would  not  for  one  moment  attempt 
to  minimize  the  dangers  of  this  disease  and  one 
against  which  strong  safeguards  should  be  erected. 

Nevertheless,  it  appears  as  if  the  present  out- 
break has  created  a panic  far  out  of  proportion 
to  the  existing  incidence  of  the  disease  and  per- 
haps to  a degree  out  of  proportion  to  its  serious- 
ness, when  compared  to  other  infectious  diseases. 

Poor  judgment  on  the  part  of  some  public 
health  officials  and  the  tendency  on  the  part  of 
some  newspapers  to  over-play  the  current  out- 
break have  given  the  public  wrong  impressions 
and  created  too  much  fear  in  the  public’s  mind. 

Every  physician  should  read,  if  he  has  not  done 
so,  the  editorial,  “Panic,  Publicity  and  Polio”, 
published  in  the  September  18  issue  of  The  Jour- 
nal of  the  American  Medical  Association,  page 
957. 

The  following  excerpt  from  that  editorial  re- 
veals the  high  quality  of  the  reasoning  and  ad- 
vice it  offers: 


“In  civilized  communities,  people  should  no 
longer  be  stricken  with  panic  in  the  presence  of 
disease.  Much  has  been  learned  concerning  the 
causes,  methods  of  prevention,  diagnosis  and 
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treatment  of  many  of  the  infectious  diseases. 
Patients  are  isolated.  Modern  methods  of  pre- 
vention are  used  to  immunize  those  who  are  ex- 
posed. Known  contacts  are  kept  under  control 
and  in  most  instances  after  a reasonable  time  the 
disease  disappears  from  the  community  or  re- 
turns to  what  is  called  its  normal  incidence. 

“Toward  poliomyelitis  in  the  United  States  a 
somewhat  abnormal  point  of  view  seems  to  have 
developed.  The  total  incidence  of  that  disease  in 
any  one  year  in  the  entire  country  is  certainly 
less  than  10  per  cent  of  the  number  of  cases  of 
any  one  of  the  other  common  infectious  diseases. 
Yet  because  poliomyelitis  is  a visibly  crippling 
disease,  panic  appears  in  the  minds  of  the  public, 
which  is  frequently  reflected  in  the  statements  and 
actions  of  public  officials.  Yet  if  ever  rationality 
was  needed  it  is  demanded  in  the  approach  to 
this  problem.  One  wonders,  for  example,  whether 
the  number  of  disabled  as  far  as  their  hearts, 
kidneys,  and  ears  are  concerned  is  any  less  from 
scarlet  fever  than  the  number  of  cripples  of  the 
arms  and  legs  affected  by  poliomyelitis.  Yet 
people  everywhere  are  far  more  afraid  of 
poliomyelitis — not  knowing  that  the  permanent 
‘heart  cripple’  constitutes  a much  more  serious 
problem.  It  is  possible  to  splint,  to  reeducate 
and  to  rehabilitate  a paralyzed  limb.  We  have 
not  yet  found  any  method  of  splinting  or  re- 
educating a damaged  heart,  and  the  rehabilitation 
of  the  ‘heart  cripple’  is  indeed  difficult. 

“Men  fear  that  -what  they  do  not  understand. 
Let  physicians  and  health  officers  alike  admit 
that  there  is  much  that  is  not  known  concerning 
poliomyelitis.  We  have  not  yet  determined  the 
exact  cause  of  this  disease.  We  know  something 
concerning  possible  methods  of  transmission  but 
we  do  not  know  with  certainty  exactly  how  it  is 
transmitted  to  most  human  beings.  We  seem  to 
know  that  considerable  numbers  of  people  have  a 
natural  resistance  to  the  disease  so  that  they 
would  probably  not  become  infected  even  if  ex- 
posed. * * * 

“Many  health  officers,  following  the  lead  of 
Chicago,  are  delaying  the  opening  of  schools.  It 
is  not  clear  whether  this  creates  or  allays  panic. 
Some  health  officers  are  publishing  day  by  day 
lists  of  cases  actually  diagnosed — with  large  lists 
of  those  suspected  of  having  poliomyelitis.  This 
enhances  the  panic.  In  other  communities  health 
officers  have  announced  that  they  will  not  delay 
opening  the  schools  or  close  the  schools,  since  this 
seems  to  be  contrary  to  fairly  well  established 
public  health  practice.  * * * 

“Without  the  overemphasis  in  the  press  the 
vast  majority  of  people  would  not  have  been  con- 
cerned by  the  few  hundreds  of  cases  among  many 
millions  of  people.  The  time  would  seem  to  be 
ripe  for  some  organization  in  the  public  health 
field,  either  the  Conference  of  State  and  Pro- 
vincial Health  Officers  or  the  American  Public 
Health  Association,  to  endeavor  to  draw  up  some 
sort  of  regulations  in  relationship  to  this  disease. 
Otherwise  the  ignorance  of  health  officials  and 
physicians  will  be  made  the  excuse  for  erratic 
performances  resulting  from  panic.” 


Diphtheria  immunization  is  a direct  responsi- 
bility of  the  medical  profession.  I believe  that 
when  this  duty  is  well  performed  the  health  de- 
partment will  say  “Amen”. — L.  N.  Jentgen,  M.D., 
President,  Columbus  Academy  of  Medicine. 


Organization  of  a Cincinnati  chapter  of  the  so- 
called  Anti-Syphilitic  League  was  announced  in  a 
recent  issue  of  The  Cincinnati  Enquirer.  The 

names  of  persons 

No  New  Organizations  interested  in  the 

, T/  in-  project  and  as- 

ln  V enereal  Disease  sisting  in  organiz- 

Campaign  are  Needed  ing  it  were  listed. 

It  was  indicated 
that  there  will  be  a “county-wide  drive”  and  that 
funds  will  be  sought  to  raise  funds  for  “clinics”, 
to  encourage  voluntary  blood  tests  and  promote 
beneficial  legislation  to  control  syphilis.  A state- 
ment by  the  sponsors  quotes  from  comments  made 
by  U.  S.  Surgeon  General  Thomas  Parran,  giv- 
ing the  reader  the  possible  impression  that  the 
U.  S.  Public  Health  Service  has  endorsed  this 
particular  organization  and  its  plans. 

Assuming  that  some  effort  may  be  made  to 
promote  the  organization  of  local  chapters  else- 
where in  Ohio,  it  seems  timely  to  raise  a few 
questions  and  offer  some  brief  comments  on  the 
general  subject  of  the  campaign  to  control  and 
eradicate  syphilis. 

What  is  the  National  Anti-Syphilitic  League? 
Who  are  its  sponsors  and  what  is  the  personnel 
of  its  administrative  board?  Does  it  have  the 
endorsement  and  support  of  official  public  health 
agencies,  especially  the  U.  S.  Public  Health  Ser- 
vice which  is  taking  the  lead  in  the  present  cam- 
paign against  syphilis? 

Is  there  a need  for  such  an  organization?  Are 
its  policies  in  accord  with  sound  medical  prin- 
ciples? Has  it  consulted  the  American  Medical 
Association,  state  medical  associations,  and  local 
medical  societies?  Would  the  funds  raised  be 
spent  to  good  advantage?  What  is  meant  by  the 
establishment  of  “clinips” — clinics  for  indigents  or 
for  anyone  and  everyone?  Would  there  be  dupli- 
cation and  over-lapping  of  effort  on  the  part  of 
old,  established  agencies  interested  in  this  field 
and  this  new  organization? 

All  of  these  questions  should  be  answered  in  a 
manner  satisfactory  to  a county  medical  society 
and  its  individual  members  before  they  even  con- 
sider endorsing  the  National  Anti-Syphilitic 
League  or  take  an  active  part  in  its  contemplated 
program. 

Some  of  the  questions  asked  can  be  answered 
immediately. 

It  has  been  learned  on  good  authority  that  the 
U.  S.  Public  Health  Service  is  not  sponsoring  the 
work  of  the  league;  has  pointed  out  to  its  spon- 
sors that  duplication  of  effort  in  the  venereal 
disease  campaign  should  be  avoided;  and  has 
pledged  its  support  to  established  and  recognized 
voluntary  groups  which  have  been  carrying  on  an 
educational  campaign  in  this  field  for  years,  such 
as,  to  mention  one,  the  American  Social  Hygiene 
Association. 

In  our  opinion  there  is  no  need  at  this  time  for 
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any  new  organization  to  promote  the  venereal 
disease  campaign.  Activities  in  this  field  are 
being  handled  adequately  and  successfully  at 
present  through  the  U.  S.  Public  Health  Service, 
State  Department  of  Health,  Ohio  State  Medical 
Association  and  its  component  societies,  local 
public  health  departments,  and  several  well-or- 
ganized and  alert  voluntary  groups  whose  work 
is  solely  educational  in  purpose  and  scope. 

An  item  of  chief  concern  of  those  taking  an 
active  official  part  in  the  anti-syphilitic  campaign 
is  how  to  eliminate  the  duplication  and  over- 
lapping which  now  exists  and  to  prevent  dupli- 
cating activities  in  order  to  conserve  time,  effort 
and  money  and  to  avoid  confusing  the  public. 
Development  of  new  organizations  and  uncoordi- 
nated programs  would  tend  to  complicate  the 
situation  and  defeat  the  very  purpose  of  the 
nation-wide  program. 

This  educational  campaign  must  be  adminis- 
tered carefully  and  by  responsible  persons.  Mis- 
takes in  policies  and  procedure  will  produce  ad- 
verse reactions  on  the  part  of  the  public  and  the 
program  will  collapse.  There  must  be  close  co- 
operation between  administrators  and  members 
of  the  medical  profession.  Mutual  understand- 
ings must  be  arrived  at.  Because  leading  agencies 
in  this  program  have  followed  this  course  of 
action,  they  are  receiving  the  active  support  and 
cooperation  of  medical  organization  and  indivi- 
dual members  of  the  profession. 

Establishment  of  additional  venereal  disease 
clinics  is  believed  unwise  at  this  time.  Syphilis  is 
a medical  problem  and  must  be  controlled  by 
physicians.  The  private  practitioner  of  medicine 
is  the  key-man  in  this  movement.  Given  a 
chance  and  an  opportunity  to  keep  informed  on 
newest  developments  in  the  diagnosis  and  treat- 
ment of  syphilis,  he  will  do  his  part.  This  is  the 
policy  being  followed  at  present  by  official 
agencies.  New  ways  of  educating  the  profession, 
as  well  as  the  public,  are  being  formulated  and 
put  into  practice.  Incidentally  the  State  Medical 
Association  and  its  component  societies  are  tak- 
ing a leading  part  in  disseminating  scientific  in- 
formation to  members  of  the  profession. 

Until  the  need  has  been  proven  conclusively, 
we  believe  the  formation  of  additional  organiza- 
tions to  crusade  against  syphilis  (to  carry  on 
other  health  educational  activities,  for  that  mat- 
ter) should  be  discouraged.  Real  good  can  be  ac- 
complished if  whatever  support  might  be  given 
to  newly-organized  groups  is  offered  to  existing 
agencies,  whose  policies  are  known  to  be  sound 
and  whose  plans  of  action  have  proved  successful. 

So  that  the  record  will  be  clear,  it  should  be 
understood  that  we  believe  there  is  room  for  both 
the  medical  profession  and  lay  groups  in  the 
campaign  against  syphilis.  Both  groups  should 
be  willing  to  cooperate  and  consolidate  on  this 
program.  Also,  we  would  not  want  this  comment 


interpreted  to  mean  that  there  is  any  question 
about  the  motives  back  of  many  lay  groups  in- 
terested in  the  syphilis  program  and  certain  other 
public  health  projects.  The  point  is  that  there 
should  not  be  duplication  of  effort  and  waste  of 
energy  and  that  all  such  programs  should  have 
the  direction  of  the  medical  profession  because  no 
lay  group  can  possibly  have  a thorough  knowl- 
edge and  understanding  of  the  many  medical 
problems  involved  in  such  work. 


The  waiting  room  literature — its  character, 
age  of  issues,  etc, — may  be  no  real  indication  of 
the  physician’s  profession  skill,  but  it  is  highly 
probable  that  new  patients  frequently  are  preju- 
diced against  the  doctor,  before  they  see  him,  by 
the  periodicals  at  their  disposal  while  waiting. — 
Bulletin  of  the  Columbus  Academy  of  Medicine. 


In  the  September  4 issue  of  The  Journal  of  the 
American  Medical  Association,  page  782,  there 
appeared  an  intensely  interesting  and  informa- 
tive article  by  Dr. 

Long-Range  Planning  R°y  D-  McClure, 

, . . . Detroit,  (former 

and  Constant  Activity  0hioan,  by  the 

Vital  in  Health  Programs  way)  dealing  with 

the  incidence  of 
operations  for  goiter  in  Southern  Michigan  and 
the  effect  of  iodized  salt  after  12  years’  general 
use. 


Dr.  McClure’s  contribution  is  outstanding  not 
only  because  of  its  scientific  value  but  because  it 
deals  with  a fundamental  factor  in  health  edu- 
cation. 


These  excerpts  from  the  article  are  quoted  be- 
cause they  serve  as  a basis  for  the  point  we 
wish  to  emphasize: 


“Letters  received  from  the  largest  salt  dis- 
tributors in  Michigan  show  that,  from  1930  to 
1935,  about  85  per  cent  of  all  the  salt  sold  was 
iodized  salt  as  compared  to  15  per  cent  of  plain 
free  running  salt. 

“For  a few  years  after  the  publicity  in  this 
matter  our  patients  knew  when  asked  if  they 
were  or  were  not  using  iodized  salt.  Today  with- 
out publicity  the  average  citizen  does  not  know, 
as  a rule,  whether  he  is  or  is  not  using  iodized 
salt.  The  danger  today  is  that  without  publicity 
a decreasing  use  of  iodized  salt  may  result.  How- 
ever, the  largest  salt  distributors  and  grocery 
men  have  been  staunch  allies  in  putting  across 
this  public  health  job  without  any  law  being  en- 
acted. 

“In  Detroit  today,  owing  mainly  to  the  lack  of 
publicity,  a decreasing  amount  of  iodized  salt  is 
being  sold  by  grocers.  This  is  partly  due  to  the 
slightly  higher  cost  of  iodized  salt.  With  this 
decreased  sale  of  iodized  salt  there  is  an  increas- 
ing amount  of  enlarged  thyroids  among  school 
children  as  well  as  in  operating  rooms.” 

We  urge  readers  of  The  Journal  to  review  Dr. 
McClure’s  article  carefully  and  while  doing  so  to 
cogitate  on  the  lesson  which  it  preaches.  In  other 
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words,  it  illustrates  the  fallacy  of  launching  flag- 
waving  inspirational  programs,  campaigns,  pro- 
jects, or  what-have-you,  to  the  tune  of  trumpets 
and  loud-speakers,  minus  proper  provision  for 
follow-up  procedures  and  continuity  of  effort  over 
an  indefinite  period. 

Public  health  educational  campaigns  are  O.K. 
when  properly  supervised  and  conducted.  They 
have  played  a valuable  role  in  the  war  on  disease 
and  disability.  They  are  needed  to  meet  the  com- 
plicated health  problems  of  modern  society. 

Nevertheless,  they  must  be  “long-haul”  pro- 
grams, not  spasmodic  affairs,  started  one  day  and 
forgotten  about  the  next.  The  machinery  operat- 
ing them  must  be  kept  constantly  in  motion, 
grinding  out  old  and  new  information  for  public 
consumption.  The  public  sometimes  is  slow  to 
learn  and  quick  to  forget.  It  must  be  confronted 
with  constant  reminders  until  the  subject  be- 
comes actually  a part  of  the  daily  life  and 
thoughts  of  individuals.  Assuming  that  this  is 
the  correct  way  to  handle  the  education  of  the 
public  on  medical  and  health  matters,  it  becomes 
increasingly  important  that  all  such  programs  be 
founded  on  accurate  data  and  sound  principles, 
and  that  only  proven,  practical  and  sensible 
methods  of  approach  and  promotion  be  selected. 

The  hastily-organized,  half-baked  and  imprac- 
tical educational  program,  designed  primarily  to 
provide  jobs  or  to  make  a big  show  without 
rhyme  or  reason,  has  no  place  in  today’s  public 
health  program.  The  long-range,  well-planned 
and  properly-controlled  program  can  serve  a 
valuable  service  and  should  be  encouraged. 


A hundred  times  a day  I remind  myself  that 
my  inner  and  outer  life  depend  on  the  labors  of 
other  men,  living  and  dear,  and  that  I must  exert 
myself  in  order  to  give  in  the  same  measure  as 
I have  received  and  am  receiving. — Albert  Ein- 
stein. 


On  this  date,  the  opening  of  the  final  quarter 
of  one  of  the  busiest  years  in  the  history  of  the 
Ohio  State  Medical  Association,  we  believe  it 

would  be  timely  to 
Whys  and  Wherefores  Present  a few  fig- 

of  Membership;  Help  ghip  and  make  a 

Boost  the  Total  Figure  few  comments  on 

membership  bene- 


fits, Association  services,  etc. 

First,  we  call  your  attention  to  the  member- 
ship tabulation  by  counties  which  is  appended. 
It  will  be  noted  that  the  number  of  members  as 
of  September  15  was  5,838,  compared  to  5,474  on 
the  same  date  in  1936  and  to  5,630  as  of  Decem- 
ber 31,  1936. 

Obviously,  a new  membership  record  has  been 
established.  Although  this  is  gratifying,  we 
should  not  overlook  the  fact  that  the  membership 


figure  should  be  considerably  larger.  It  is  hoped 
a figure  of  at  least  6,000  will  be  attained  by  the 
end  of  the  year.  Even  that  figure  is  too  small. 
There  are  a goodly  number  of  physicians  in  Ohio 
who  are  not.  but  should  be  members  of  medical 
organization. 

If  you  know  of  some  local  physician  who  is- 
eligible  for  membership  but  who  has  not  affiliated 
with  your  county  medical  society,  see  him  and 
get  the  society  secretary  to  do  so.  Tell  him  about 
the  activities  of  your  local  society  and  the  State 
Association.  Give  him  a picture  of  the  advan- 
tages of  membership  and  the  services  he  may  re- 
ceive through  affiliation.  Incidentally,  pro-rata 
dues  for  new  members  from  October  1 to  De- 
cember 31  are  $2.00. 

We  are  not  urging  a membership  campaign,  as 
such.  We  are  skeptical  of  such  things.  Personal 
contacts  and  talks  are  more  advantageous  in  the 
long  run.  If  a county  society  is  active  and  alert 
it  does  not  have  to  stage  membership  drives. 
What  a society  does  is  the  best  kind  of  sales  talk. 
If  a society  is  active,  it  sells  itself.  If  the  mem- 
bership figure  of  your  society  is  sub-normal, 
maybe  a complete  physical  examination  of  the 
society  is  in  order,  although  we  firmly  believe 
that  oversight  and  neglect  are  largely  responsible 
for  membership  delinquency.  Therefore  a few 
words  by  you  to  the  delinquent  physician  may 
turn  the  trick. 

Why  every  eligible  physician  in  Ohio  should  be 
a member  of  his  county  society  and  the  State 
Association  will  be  apparent  to  those  who  have 
been  reading  carefully  The  Ohio  State  Medical 
Journal. 

Readers  of  The  Journal  are  familiar  with  the 
work  of  officials  and  committees  of  the  State  As- 
sociation on  legislative  matters  and  in  keeping  in 
touch  with  other  developments  to  see  that  the 
interests  of  the  public  and  the  profession  are 
protected.  On  the  educational  side,  the  State 
Association  has  made  remarkable  strides.  The 
Annual  Meeting  is  getting  better  every  year. 
More  than  300  excellent  speakers  have  been 
registered  under  the  Speakers  Bui’eau  and  are 
available  on  request  to  take  part  in  local  and  dis- 
trict meetings  for  the  benefit  of  members.  In  this 
issue  is  published  the  program  for  the  first  course 
of  Regional  Postgraduate  Lectures.  Outstanding 
talent  has  been  secured.  This  project  is  being 
sponsored  solely  for  the  benefit  of  the  entire 
membership.  We  have  tried  to  improve  The 
Journal,  and  are  frank  to  say  that  we  believe  it 
is  being  read  by  a greater  number  of  members 
now  than  ever  before  and  with  a great  deal  more 
enjoyment  and  interest.  It  is  impossible  for  us 
to  present  an  adequate  review  of  the  many  per- 
sonal services  performed  day-in  and  day-out  by 
the  State  Headquarters  Office  for  individual  mem- 
bers. If  you  want  to  know  something  about  the 
type  of  services  rendered  by  that  office,  ask  the 
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man  who  has  requested  it  to  assist  him  or  furnish 
information  on  some  question  or  problem. 

These  are  few  of  the  concrete  benefits  accruing 
from  membership.  On  the  other  hand  there  are 
others  less  tangible  in  character,  such  as  en- 
hanced professional  standing,  higher  standing  be- 
fore the  courts,  eligibility  for  appointments, 
membership  in  special  societies,  etc. 

Enough  said.  Pass  on  the  facts  to  the  old  and 
the  new  men  in  your  community  who  may  not  be 
members  now.  You  will  be  doing  them  a favor. 
At  the  same  time  you  will  be  strengthening  the 
ranks  of  organized  medicine. 

Total  Membership  Members  Certified 


SOCIETY  for 

Year  1936 

Sept.  15, 

Adams  

16 

18 

Allen  - 

76 

71 

Ashland  

22 

21 

Ashtabula  - 

42 

42 

Athens  ....  . 

39 

41 

Auglaize  ..  - . . 

30 

30 

Belmont  

53 

56 

Brown  „ 

6 

7 

Butler  - 

71 

81 

Carroll  __ 

10 

13 

Champaign  

18 

18 

Clark  - 

71 

73 

Clermont  .... 

19 

21 

Clinton  ...  

23 

27' 

Columbiana  

50 

60 

Coshocton  

21 

20 

Crawford  

29 

29 

Cuyahoga  

1034 

1039 

Darke  

33 

34 

Defiance  _ . 

20 

18 

Delaware  

23 

24 

Erie  . 

35 

37 

Fairfield  ..  .... 

32 

35 

Fayette  - ... 

16 

16 

Franklin  _ - 

447 

466 

Fulton  . 

17 

19 

Gallia  ...  . . 

24 

25 

Geauga  - _ . - 

10 

10 

Greene  _ _ 

39 

39 

Guernsey  

30 

29 

Hamilton  

664 

694 

Hancock  ..  

45 

46 

Hardin  

23 

23 

Harrison  „ 

13 

11 

Henry:.'  ...  __  ; 

12 

14 

Highland  . ... 

23 

21 

Hocking  .. 

17 

13 

Holmes  

6 

10 

Huron  

20 

22 

Jackson  

13 

14 

Jefferson  

53 

59 

Knox  

29 

28 

Lake  

16 

23 

Lawrence  ...  . 

20 

24 

Licking  

52 

54 

Logan  .. 

27 

21 

Lorain  

99 

102 

Lucas  ....  ... 

246 

290 

Madison  

14 

14 

Mahoning  

197 

201 

Marion  ... 

42 

38 

Medina  ... 

22 

27 

Meigs  ...  . 

14 

11 

Mercer  ....  . . __ 

15 

17 

Miami  . 

51 

50 

Monroe  

5 

5 

Montgomery  

286 

297 

Morgan  . ...  

12 

11 

Morrow  

10 

9 

Muskingum  

51 

49 

Noble  ..  . - 

1 

1 

Ottawa  ... _ . . . ... 

15 

14 

Paulding  

11 

10 

Perry  

18 

19 

Pickaway  

12 

11 

Pike  

10 

7 

Portage  _ 

25 

25 

Preble  . 

18 

15 

Putnam  

25 

25 

Richland  ....  

62 

63 

Ross  .... 

36 

41 

Sandusky  „ .... 

36 

36 

Scioto  

72 

71 

Seneca  — 

32 

35 

Shelby  

19 

20 

Stark  . 

191 

206 

Summit  

290 

308 

Total  Membership  Members  Certified 
SOCIETY  for  Year  1936  Sept.  15,  1937 

Trumbull  49  55 

Tuscarawas  49  53 

Union  15  15 

Van  Wert  23  22 

Vinton  3 3 

Warren  22  19 

Washington  38  39 

Wayne  . 46  42 

Williams  15  19 

Wood  36  38 

Wyandot  8 9 

Totals  5630  5838 


The  greatest  potential  factor  in  organized 
medicine  lies  in  the  individual  member.  What  is 
accomplished  will  depend  upon  his  active  in- 
terest, and  the  extent  to  which  he  will  make  per- 
sonal sacrifices  for  his  profession,  if  needs  be. — 
Milwaukee  Medical  Times. 


Dr.  George  H.  Simmons,  editor  and  general 
manager  emeritus  of  the  American  Medical  As- 
sociation, died  September  1 in  St.  Luke's  Hos- 
pital, Chicago. 

Death  Ends  Colorful  The  color:ful  anc* 

_ . _ . , constructive  career 

Careei  of  roundel  of  0f  gjmmons  was 

Present-Day  A.M.A.  reviewed  in  detail  in 

the  account  of  his 
death  published  in  the  September  4,  1937,  issue 
of  The  Journal  of  the  American  Medical  Asso- 
ciation. 

His  death  marks  the  passing  of  a figure  whose 
contributions  to  the  development  of  medical  or- 
ganization in  America  are  unique  and  historic. 
The  present  plan  of  organization  of  the  American 
Medical  Association  is  largely  due  to  the  work 
of  a special  committee  on  reorganization  which 
functioned  from  1899  to  1901  under  the  leader- 
ship of  Dr.  Simmons  and  the  late  Dr.  J.  N.  Mc- 
Cormick of  Kentucky. 

No  doubt,  there  are  among  the  older  members 
of  the  medical  profession  those  who  remember 
the  attacks  which  were  made  on  his  administra- 
tion and  the  storms  of  criticism  which  char- 
acterized his  regime.  Nevertheless,  it  must  be 
said  that  Dr.  Simmons  was  the  guidin'g  light  in 
the  movement  which  gave  the  medical  profession 
the  strong  and  influential  organization  it  pos- 
sesses and  that  he  served  the  profession  well  in 
nourishing  the  organization  through  infancy  and 
childhood,  providing  it  with  strength  to  survive 
its  growing-pains  and  to  grow  to  sturdy  maturity. 
Surely,  he  deserves  a place  in  the  medical  hall  of 
fame. 

What  Dr.  Simmons  did  for  medical  organiza- 
tion on  a national  scale  has  been  exemplified  in  a 
smaller  way  by  other  physicians  who  have  been 
pioneers  in  establishing  strong  state  groups 
within  the  national  federation.  Ohio  has  had 
many  such  men — some  of  whom  still  are  in  the 
harness.  They,  too,  have  been  subjected  to 
criticism  and  attack.  This  happens  to  every  man 
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who  has  the  initiative  and  enterprise  to  do  things 
and  get  things  accomplished. 

As  long  as  there  are  within  the  ranks  of  or- 
ganized medicine,  men  who  are  not  afraid  to  face 
the  music  or  to  back  up  what  they  believe  to  be 
right  and  for  the  good  of  the  profession  gen- 
erally, medical  organization  will  be  secure  and 
the  medical  profession  will  benefit.  Medical  or- 
ganization was  founded  on  intestinal  fortitude 
and  it  will  exist  and  thrive  as  long  as  that  ele- 
ment predominates  among  its  leaders  and  reflects 
itself  in  its  activities. 


Physicians  the  world  over  probably  prescribe 
and  advise  rest  as  a form  of  treatment  more  often 
than  any  other  mode  of  therapy;  yet  all  too  sel- 
dom do  they  become  introspective  enough  to 
realize  that  this  advice  could  and  should  be 
applied  to  themselves  as  well. — Journal  of  Iowa 
State  Medical  Society. 


Interesting  because  of  its  reference  to  the 
question  of  socialized  medicine  and  to  Ohio,  the 
following  article  headlined,  “Co-Op  :RA’s  First 

Community  Be- 

Your  Taxes  Being  Used  comes  A New 
. „ • ri  • Deal  Guinea 

for  Guinea  rig  Experiment  pig»  published 

By  Filene  Co-Op  Group  in  the  Septem- 
ber 13  issue  of 

News-Week,  is  picked  up  with  proper  credit  to 
that  publication  for  the  information  of  readers 
of  this  journal. 

Will  an  arrangement  similar  to  that  described 
in  the  article  be  tried  in  Ohio?  Who  knows? 
Will  C.D.C.  continue  to  “duck  the  explosive  ques- 
tion of  socialized  medicine”?  Who  knows? 


“When  President  Roosevelt  evinced  interest  in 
the  cooperative  movement  a year  ago,  business- 
men gritted  their  teeth  and  awaited  definite  New 
Deal  action.  The  fact  that  sales  through  con- 
sumer-owned outlets  had  jumped  from  $300,- 
000,000  in  1934  to  $400,000,000  in  1935  worried 
them  little:  the  larger  figure  represented  only 
IY2  per  cent  of  the  nation’s  merchandising  busi- 
ness. But  they  knew  government-aided  co-ops 
would  tell  a different  story. 

“At  first  the  administration  demonstrated 
more  curiosity  than  action:  the  President  dele- 
gated a commission  to  study  European  methods, 
then  shelved  the  six  members’  conflicting  and 
lengthy  reports.  Last  week  the  delayed  action 
took  place — via  Edward  A.  Filene,  Boston  depart- 
ment-store merchant  and  perennial  campaigner 
for  co-ops. 

“In  January,  1936,  Filene  organized  and  en- 
dowed the  $1,000,000  Consumer  Distribution 
Corp.,  designed  to  propagandize  cooperative 
business.  In  order  to  eliminate  the  “waste”  of  com- 
petitive merchandising,  the  corporation  planned 
to  advise  local  groups  on  the  proper  technique 
and  eventually  to  direct  establishment  of  cus- 
tomer-owned department  stores. 

“Last  week’s  move  marked  a departure  from 


C.D.C.’s  usual  methods — and  the  beginning  of  its 
first  cooperative.  Flint  Garrison,  executive  vice 
president,  announced  he  had  signed  a contract 
with  Secretary  of  Agriculture  Henry  Wallace. 
Terms:  C.D.C.  would  organize  and  operate  all 

commercial  enterprises  in  the  Resettlement  Ad- 
ministration’s town  of  Greenbelt,  Md. 

“First  completed  of  RA’s  major  ready-made 
communities  (others  are  near  Milwaukee  and  Cin- 
cinnati), Greenbelt  covers  2,345  acres  just  beyond 
the  outskirts  of  Washington.  A convenient  colony 
for  Federal  clerks,  the  town  can  accommodate  885 
families  now,  3,000  when  and  if  there’s  a de- 
mand. Tenants,  who  must  earn  between  $1,000 
and  $2,000  a year,  will  move  in  by  October,  at 
rentals  from  $18  to  $41  a month.  Once  admitted, 
they  must  beware:  the  largest  units  can  house 
families  of  six,  no  more. 

“Consumer  Distribution  will  be  the  $14,000,000 
community’s  shopkeeper.  It  will  establish  a gen- 
eral merchandise  store,  self-service  food  and  meat 
market,  drugstore,  restaurant,  garage — all  the 
makings  of  a small-town  Main  Street.  A citizens’ 
committee  will  select  pictures  for  the  movie 
theatre.  Although  the  C.D.C.  will  equip  and  fur- 
nish doctors’  and  dentists’  offices,  so  far  it  has 
ducked  the  explosive  question  of  socialized  medi- 
cine. 

“For  its  pains,  Filene’s  organization  will  get 
nothing  but  satisfaction  and  repayment  of  its 
original  investment.  C.D.C.  enterprises  will  pay 
rent  on  the  basis  of  gross  sales,  Greenbelt’s 
tenants  can  buy  stock  and  share  in  the  earnings; 
eventually  the  corporation  intends  to  train  the 
citizens  to  run  the  stores  for  themselves.” 


Four  District  Offices  Opened 

The  opening  of  four  new  district  offices  has 
been  announced  by  the  State  Unemployment 
Compensation  Commission.  The  individual  in 
charge  and  location  of  the  district  offices  follows: 

Douglas  B.  Bugg,  506  Auditorium  Bldg.,  Cleve- 
land. 

Sprigg  S.  Riddle,  801  Realty  Bldg.,  Youngs- 
town. 

A.  E.  Diettert,  712-14  Keith  Bldg.,  Cincinnati. 

Tom  D.  Johnson,  538-539  Nicholas  Bldg.,  To- 
ledo. 

These  offices  will  function  as  sources  of  in- 
formation for  both  employers  and  employes,  will 
aid  employers  in  the  preparation  of  payroll  re- 
ports, and  will  act  as  a general  liason  between 
employers  in  the  district  and  the  main  office  in 
Columbus. 


Latest  Figures  on  Poliomyelitis 

During  the  month  of  August,  1937,  184  cases 
of  acute  anterior  poliomyelitis  were  reported  to 
the  State  Department  of  Health,  as  compared 
with  39  during  August,  1936.  Cases  reported 
from  September  1 to  17,  inc.,  total  93.  During  the 
entire  month  of  September,  1936,  108  cases  were 
reported.  The  total  number  of  cases  reported  in 
1936  was  340.  From  January  1 to  September  17, 
1937,  407  cases  have  been  reported. 


PHYSICIANS  MUST  GET  SPECIAL  PERMIT  AND  PAY  FEE  FOR 
RIGHT  TO  USE  OR  PRESCRIBE  CANNABIS  UNDER  NEW  ACT 


OHIO  physicians  who  administer,  dispense  or 
prescribe  cannabis  will  be  interested  in  the 
accompanying  explanation  of  the  Federal 
“Marihuana  Act”,  effective  October  1,  1937,  pre- 
pared by  the  Bureau  of  Legal  Medicine  and  Legis- 
lation of  the  American  Medical  Association. 

The  act  was  passed  during  the  recent  session 
of  Congress  for  the  purpose  of  limiting  the  use 
of  the  drug  to  medicinal  and  commercial  purposes 
and  to  check  its  growing  illicit  use  in  the  prepara- 
tion and  sale  of  marihuana  cigarettes.  Explana- 
tion of  the  act  follows: 

An  act  to  impose  an  occupational  excise  tax 
on  certain  dealers  in  marihuana,  to  impose  a 
transfer  tax  on  certain  dealings  in  marihuana, 
and  to  safeguard  the  revenue  therefrom  by 
registry  and  recording  was  signed  by  the  Presi- 
dent, August  2.  It  becomes  effective  October  1. 
The  act  may  be  briefly  cited  as  the  “Marihuana 
Tax  Act  of  1937”.  Although  the  title  of  the  act 
implies  that  the  act  relates  only  to  preparations 
of  cannabis  used  for  smoking,  popularly  known 
as  “marihuana,”  the  act  itself  defines  the  word 
“marihuana”  as  used  therein  so  as  to  make  it 
cover,  with  certain  exceptions  having  no  rela- 
tion to  medicine,  “all  parts  of  the  plant  Can- 
nabis sativa  L.,  whether  growing  or  not;  the 
seeds  thereof;  the  resin  extracted  from  any  part 
of  such  plant;  and  every  compound,  manufac- 
ture, salt,  derivative,  mixture,  or  preparation  of 
such  plant,  its  seeds,  or  resin”.  The  definition 
thus  brings  within  the  purview  of  the  act  all 
medicinal  preparations  of  cannabis  and  makes 
it  necessary  for  every  physician  who  desires  to 
administer,  dispense  or  prescribe  any  form  of 
cannabis  whatever  to  qualify  under  the  Federal 
act  and  to  submit  to  Federal  jurisdiction. 

Patterned  after  the  Harrison  Narcotic  Act,  the 
Marihuana  Tax  Act  of  1937  invokes  the  taxing 
authority  of  the  United  States  Government  to 
extend  federal  jurisdiction  over  cannabis  so  as 
to  cover  its  intrastate  production,  manufacture, 
distribution  and  use.  The  jurisdiction  thus 
established  relates  legally  only  to  the  collection 
of  the  tax  imposed.  The  real  object  of  the  act, 
however,  is  not  the  raising  of  revenue  but  the 
prevention  of  the  cannabis  habit.  This  is  said 
to  prevail  in  some  parts  of  the  United  States, 
through  the  smoking  of  certain  parts  of  the 
cannabis  plant,  popularly  referred  to  as  mari- 
huana. No  evidence  has  been  produced  to  show 
the  existence  of  addiction  to  cannabis  arising 
out  of  the  medicinal  use  of  the  drug.  The 
regulations  to  be  promulgated  under  the  act  by 
the  Secretary  of  the  Treasury,  however,  may  be 
expected  to  cover  every  relation  of  cannabis, 
medical  and  otherwise. 

With  the  exception  of  Federal,  state  and 
municipal  officials,  every  person  who  imports, 
manufactures,  produces,  compounds,  sells,  deals 
in,  dispenses,  prescribes,  administers  or  gives 
away  cannabis  or  any  preparation  or  derivative 
thereof  covered  by  the  act,  must  register 
annually  in  the  office  of  the  collector  of  internal 
revenue  in  the  collection  district  in  which  his 
principal  office  or  place  of  business  is  located 
and  pay  a prescribed  occupational  tax.  Phy- 


sicians, dentists,  veterinary  surgeons  and  other 
practitioners  who  distribute,  dispense,  give 
away,  administer  or  prescribe  cannabis  or  any 
of  its  derivatives  or  preparations  to  patients 
on  whom  they  in  the  course  of  their  professional 
practices  are  in  attendance  must  pay  a tax  of  $1 
a year  or  any  fraction  thereof  during  which 
they  engage  in  any  such  activity.  A person 
who  engages  in  any  of  the  activities  described 
in  more  than  one  place  must  pay  the  prescribed 
tax  with  respect  to  each  place.  Persons  already 
engaged  in  any  of  the  activities  taxable  under 
the  act  must  register  not  later  than  October  15 
next.  Thereafter  any  person  who  desires  to 
engage  in  any  such  activity  must  register  before 
he  does  so,  which  he  may  do  at  any  time  during 
the  year.  All  registrants  must  reregister  annu- 
ally on  or  before  July  1. 

A physician  desiring  to  obtain  cannabis  or 
any  preparation  or  derivative  of  it  for  profes- 
sional use  must  obtain  it  on  the  basis  of  order 
forms  purchased  from  the  local  collector  of  in- 
ternal revenue.  Each  such  order  form  is  to 
state  the  date  of  sale,  the  name  and  address 
of  the  proposed  vender  of  the  preparation  de- 
sired, the  name  and  address  of  the  purchaser 
and  the  amount  of  the  preparation,  all  plainly 
written  or  stamped  on  the  order  form  before 
its  delivery  by  the  collector.  Order  forms  will 
be  prepared  in  triplicate,  one  copy  to  be  re- 
tained by  the  collector,  one  copy  by  the  vender 
and  one  by  the  purchaser.  The  vender  and  the 
purchaser  must  preserve  their  respective  copies 
of  such  order  forms  for  two  years.  At  the  time 
of  sale,  a sales  tax  will  become  payable  by  the 
purchaser,  at  the  rate  of  $1  per  ounce  of  can- 
nabis or  each  fraction  thereof.  The  physician, 
dentist,  veterinary  surgeon  or  other  practitioner 
dispensing  or  administering  cannabis  or  any 
preparation  or  derivative  thereof  is  required  to 
keep  a record  of  the  amount  of  the  drug's  so 
transferred  and  the  name  and  address  of  the 
patient  to  whom  the  transfer  is  made,  the  record 
being  preserved  for  two  years  from  the  date 
of  transfer,  subject  to  official  inspection. 

A physician,  dentist,  veterinary  surgeon  ,pr 
other  practitioner  may  prescribe  cannabis  and 
its  preparations  to  patients  on  whom  he  is  in 
the  course  of  his  professional  practice  in  attend- 
ance. Such  prescriptions  must  be  dated  on  the 
days  on  which  they  respectively  are  signed  and 
must  be  signed  by  the  physician,  dentist,  .veterin- 
ary surgeon  or  other  practitioner  who  issues 
them.  A dealer  who  compounds  and  dispenses 
cannabis  or  any  compound  or  derivative  on  the 
basis  of  any  such  prescription  must  preserve  the 
prescription  for  two  years  from  the  day  on  which 
he  does  so,  subject  to  inspection. 

Every  physician,  dentist,  veterinary  surgeon 
or  other  practitioner  registered  under  the  Mari- 
huana Tax  Act  of  1937  must  keep  such  books 
and  records,  render  under  oath  such  statements, 
make  such  returns,  and  comply  with  such  rules 
and  regulations  as  the  Secretary  of  the  Treasury 
may  from  time  to  time  prescribe.  Any  person 
registered  under  the  act  must,  whenever  required 
so  to  do  by  the  collector  of  internal  revenue  of 
the  district  in  which  he  is  registered,  render 
to  the  collector  a true  and  correct  statement 
and  return,  verified  by  affidavits,  setting  forth 
the  quantity  of  cannabis  and  its  preparations  and 
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derivatives  received  by  him  during  such  period 
immediately  preceding  the  demand  of  the  col- 
lector, not  exceeding  three  months,  as  the  col- 
lector may  fix  and  determine.  The  statement 
or  return  must  show  the  names  of  the  persons 
from  whom  the  drug  was  received,  the  quantity 
in  each  instance  received  from  each  such  person, 
and  the  date  when  received.  Order  forms  and 
copies  thereof,  prescriptions  and  records  required 
to  be  preserved  and  the  statements  or  returns 
filed  in  the  office  of  the  collector  of  internal 
revenue  are  to  be  open  to  inspection  not  only  by 
officers  and  employees  of  the  Treasury  Depart- 
ment but  also  by  the  officers  of  any  state  or 
territory  or  of  any  political  subdivision  thereof, 
or  of  the  District  of  Columbia,  or  of  any  insular 
possession  of  the  United  States,  charged  with  the 
enforcement  of  any  law  or  municipal  ordinance 
relating  to  the  producing,  selling,  prescribing, 
dispensing,  dealing  in  or  distributing  of  cannabis 
or  any  of  its  preparations  or  derivatives. 

Officers  and  employees  of  the  United  States, 
the  states,  territories,  District  of  Columbia,  and 
insular  possessions,  or  of  any  political  sub- 
division thereof,  who  in  the  exercise  of  their 
official  duties  engage  in  any  of  the  activities 
normally  taxable  under  the  act  are  exempted 
from  the  requirement  of  registration  and  the 
payment  of  a special  tax.  The  procedure  to  be 
followed  in  the  transfer  of  cannabis  and  its 
derivatives  and  preparations  to  such  persons 
is  to  be  prescribed  by  the  Secretary  of  the 
Treasury  by  regulations. 

Any  person  convicted  of  a violation  of  any 
of  the  provisions  of  the  act  is  liable  to  a fine 
of  not  more  than  $2,000  or  imprisonment  for  not 
more  than  five  years,  or  both,  in  the  discretion  of 
the  court. 


On  Program  at  Coroners’  Meeting 

Included  on  the  program  of  the  annual  meeting 
of  the  National  Association  of  Coroners,  held  at 
the  Carter  Hotel,  Cleveland,  August  30-31,  were 
Dr.  Alan  R.  Moritz,  recently  appointed  professor 
of  legal  medicine  at  Harvard  University  Medi- 
cal School,  who  spoke  on  “Advances  in  the  Field 
of  Legal  Medicine”,  and  Dr.  Samuel  R.  Gerber, 
Cuyahoga  County  coroner,  who  read  a paper  on 
“Study  of  Alcoholism  and  Its  Relation  to  Traffic 
Accidents”.  Other  Cleveland  physicians  who  par- 
ticipated in  the  program  were:  Dr.  Benjamin  S. 
Kline,  Dr.  E.  E.  Ecker,  Dr.  A.  J.  Kazlauckas,  Dr. 
Maurice  Simon  and  Dr.  W.  M.  Krogman. 


New  Safety  Journal 

The  American  Association  for  Motor  Vehicle 
Safety,  Inc.,  has  begun  publication  of  the  Ameri- 
can Journal  of  Safety,  its  official  quarterly 
organ.  It  is  reported  that  the  basic  editorial 
policy  of  the  new  journal  is  to  foster  medical  re- 
search into  the  causes  and  cure  of  the  nation- 
wide epidemic  of  death  and  injury  from  traffic 
accidents,  and  that  it  will  urge  the  institution  of 
a central  bureau  of  motor  vehicle  registration  in 
Washington  to  prevent  state  agencies  from 
issuing  licenses  to  former  narcotic  and  mental 
patients. 


LAST  CALL  FOR  YOUR  VOTE  REGARD- 
ING SPECIAL  TRAIN  TO  ’FRISCO 

For  the  information  of  members  who  may 
not  have  noticed  the  announcement  in  the 
September  issue  of  The  Journal,  the  Ohio 
State  Medical  Association  will  sponsor  a 
special  train  from  Ohio  to  the  1938  A.M.A. 
meeting  at  San  Francisco,  June  13-17,  if 
there  is  sufficient  interest  to  merit  such  a 
project. 

Are  you  interested?  Would  you  like  to 
take  your  family  on  this  combined  vacation- 
business  jaunt? 

If  you  are,  dig  up  your  September  Ohio 
State  Medical  Journal,  turn  to  page  1027, 
fill  out  the  coupon  and  mail  it  to  the  State 
Headquarters  Office.  Incidentally,  coupons 
indicating  at  least  40  persons  are  interested 
in  this  trip  have  been  received.  Let’s  hear 
from  you  so  that  arrangements  may  be 
made  immediately. 


Opening  in  Government  Service 

The  United  States  Civil  Service  Commission 
has  announced  an  open  competitive  examination 
for  the  post  of  associate  medical  officer  in  several 
government  divisions,  at  a salary  of  $3,200  per 
year.  Applicants  must  have  been  graduated  from 
a Class  A medical  school  not  more  than  seven 
years  prior  to  May  1,  1937,  must  have  had  one 
year  of  internship,  and  be  less  than  35  years  of 
age. 

Application  forms  may  be  obtained  from  the 
secretary,  Board  of  United  States  Civil  Service 
Examiners  at  any  first-class  post  office,  from  the 
United  States  Civil  Service  Commission,  Wash- 
ington, D.  C.,  or  from  the  U.  S.  Civil  Service  Dis- 
trict Office  at  Cincinnati.  Applications  must  be 
on  file  with  the  Commission  in  Washington  not 
later  than  October  18,  1937. 


Attend  Stockholm  Meeting 

Of  the  six  Americans  who  attended  the  Inter- 
national Congress  on  Pathology  at  Stockholm, 
Sweden,  in  August,  three  were  Ohioans — Dr. 
George  M.  Curtis,  Columbus,  chairman  of  the  de- 
partment of  research  surgery,  Ohio  State  Uni- 
versity College  of  Medicine;  Dr.  Howard  T. 
Karsner,  Cleveland,  professor  of  pathology. 
Western  Reserve  University  School  of  Medicine, 
and  Dr.  Robert  A.  Moore,  graduate  of  Ohio  State 
University  College  of  Medicine,  now  assistant 
professor  of  pathology,  Cornell  University  Medical 
College,  New  York.  Dr.  Curtis  spoke  on  “The 
Effects  of  Splenectomy  upon  the  Pathologic 
Physiology  of  Certain  Anemias  Occurring  in 
Man.” 


INTERESTING  AND  INFORMATIVE  DATA  ON  MEDICAL  SCHOOLS. 
ENROLLMENTS.  ETC.,  FOUND  IN  ANNUAL  REPORT  OF  COUNCIL 


THE  thirty-seventh  annual  presentation  of 
educational  data  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  American 
Medical  Association  for  the  academic  year  1936- 
1937,  as  published  in  the  August  28,  1937,  issue  of 
The  Journal  of  the  A.M.A.,  pages  659-712,  con- 
tains much  information  of  special  interest  to 
members  of  the  medical  profession. 

Figures  presented  cover  77  medical  schools  in 
the  United  States  and  10  in  Canada;  712  hos- 
pitals approved  for  internships,  439  hospitals 
offering  approved  residencies  in  specialties,  14 
schools  for  physical  therapy  technicians  and  125 
schools  for  clinical  laboratory  technicians. 

All  the  medical  schools  listed  in  the  report, 
with  the  exception  of  four,  have  the  full  approval 
of  the  Council.  University  of  Mississippi  School 
of  Medicine  has  been  on  probation  since  October 
11,  1936.  On  the  same  date,  approval  was  with- 
drawn from  the  University  of  North  Dakota 
School  of  Medicine  and  the  University  of  South 
Dakota  School  of  Medicine.  Meharry  Medical 
College,  Nashville,  Tennessee,  has  been  on  pro- 
bation since  June  6,  1937. 

REGARDING  OHIO’S  SCHOOLS 
The  following  descriptive  and  factual  informa- 
tion concerning  Ohio’s  three  Class  A medical 
schools  is  embodied  in  the  report: 

University  of  Cincinnati  College  of  Medicine, 
Eden  and  Bethesda  Avenues,  Cincinnati. — Or- 
ganized in  1909  by  the  union  of  the  Medical  Col- 
lege of  Ohio  (founded  in  1819)  with  the  Miami 
Medical  College  (founded  in  1852).  The  Medical 
College  of  Ohio  became  the  Medical  Department 
of  the  University  of  Cincinnati  in  1896.  Under  a 
similar  agreement,  March  2,  1909,  the  Miami 
Medical  College  also  merged  into  the  University, 
when  the  title  of  Ohio-Miami  Medical  College  of 
the  University  of  Cincinnati  was  taken.  Present 
title  assumed  in  1915.  Coeducational  since  organi- 
zation. Candidates  for  admission  to  the  freshman 
class  must  present  three  years  of  college  prepara- 
tion of  not  less  than  ninety  hours.  The  B.S.  de- 
gree in  medicine  is  conferred  at  the  end  of  the 
second  year.  The  faculty  consists  of  50  profes- 
sors and  385  associates,  assistants,  etc.,  a total 
of  435.  The  course  covers  four  years  of  eight 
months  each.  A year’s  internship  in  an  approved 
hospital  is  also  required.  The  total  fees  for  the 
four  years  are,  respectively,  $360,  $365,  $360  and 
$370,  and  if  not  legal  citizens  of  Cincinnati,  $50 
additional.  The  registration  for  1936-1937  was 
296;  graduates,  69.  The  next  session  begins  Sept. 
20,  1937,  and  ends  June  3,  1938.  The  Dean  is 
Alfred  Friedlander,  M.D. 

Western  Reserve  University  School  of  Medicine, 
2109  Adelbert  Road,  Cleveland.- — Organized  in 
1843  as  the  Cleveland  Medical  College  in  cooper- 
ation with  Western  Reserve  College.  The  first 
class  graduated  in  1844.  It  assumed  the  present 
title  in  1881.  In  1910  the  Cleveland  College  of 
Physicians  and  Surgeons  was  merged.  Coeduca- 
tional since  1919.  The  faculty  includes  79  pro- 


fessors and  205  lecturers,  assistants  and  others, 
a total  of  284.  The  curriculum  covers  three  years 
of  nine  months  each  and  one  year  of  ten  months. 
Three  years  of  collegiate  work  is  required  for 
admission  and  a baccalaureate  degree  for  gradua- 
tion. The  total  fees  for  each  of  the  four  years 
are,  respectively,  $442,  $425,  $415  and  $425.  The 
registration  for  1936-1937  was  260;  graduates,  61. 
The  next  session  begins  Sept.  23,  1937,  and  ends 
June  15,  1938.  The  Dean  is  Torald  Sollmann,  M.D. 

Ohio  State  University  College  of  Medicine, 
Neil  and  Eleventh  Avenues,  Columbus. — Organ- 
ized in  1907  as  the  Starling-Ohio  Medical  College 
by  the  union  of  Starling  Medical  College  (organ- 
ized in  1847  by  charter  granted  by  the  State 
Legislature  changing  the  name  from  Willoughby 
Medical  College,  which  was  chartered  March  3, 
1834)  with  the  Ohio  Medical  University  (or- 
ganized 1890).  In  1914  it  became  an  integral  part 
of  the  Ohio  State  University  with  its  present 
title.  Coeducational  since  organization.  The 
faculty  consists  of  59  professors,  associate  and 
assistant  professors,  95  lecturers,  instructors, 
demonstrators  and  others,  a total  of  154.  Three 
years  of  collegiate  work  is  required  for  admis- 
sion. The  course  covers  four  years  of  thirty-four 
weeks  each.  Tuition  fees  are  $246,  $231,  $231  and 
$231  each  year,  respectively,  for  residents  of 
Ohio,  and  $150  additional  for  nonresidents.  The 
registration  for  1936-1937  was  352;  graduates,  94. 
The  next  session  begins  Sept.  28,  1937,  and  ends 
June  13,  1938.  The  Dean  is  J.  H.  J.  Upham,  M.D. 

Some  of  the  statistical  highspots  of  the  report 
follow: 

There  were  25,031  students  enrolled  in  87 
medical  schools,  23,115  in  the  United  States  and 
2,936  in  Canada.  Since  July  1,  1936,  5,885  have 
received  M.D.  degrees,  5,377  from  schools  in  the 
United  States  and  508  from  Canadian  institu- 
tions. In  addition  there  were  216  part-time,  288 
special  and  671  graduate  students  studying  in 
medical  schools. 

FIGURES  ON  ENROLLMENTS 

The  greatest  number  of  students  (834)  were 
enrolled  in  the  University  of  Toronto  Faculty  of 
Medicine,  which  has  a six  year  course  including 
premedical  subjects.  The  corresponding  high 
figure  among  schools  in  the  United  States  was 
646  at  the  University  of  Illinois  College  of  Medi- 
cine. The  lowest  enrollment  among  four  year 
medical  colleges  in  the  United  States  was  100  at 
Albany  Medical  College,  Albany,  N.  Y.  The  school 
graduating  the  greatest  number  was  Rush  Medi- 
cal College,  which  awarded  289  diplomas.  This  is 
a far  greater  figure  than  in  previous  years, 
owing  to  the  discontinuance  of  the  requirement 
of  an  internship  for  the  degree  and  the  sub- 
sequent issuance  of  a diploma  to  those  who  ordi- 
narily would  have  received  it  following  the  in- 
ternship and  those  who  profited  by  the  discon- 
tinuance of  the  requirement. 

The  state  furnishing  the  greatest  number  of 
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students,  according  to  state  of  birth,  was  New 
York  with  3,226,  followed  by  Pennsylvania  with 
1,985,  Illinois,  1,566  and  Ohio  1,176. 

Students  studying  in  the  state  of,  their  birth 
numbered  14,405  and  10,626  were  studying  else- 
where. Of  the  908  medical  students  in  the  three 
Ohio  schools,  662  were  born  in  Ohio  and  246  else- 
where. 

The  ten  schools  in  Canada  reported  2,127  stu- 
dents who  were  residents  and  809  nonresidents. 

New  York,  with  the  largest  number  of  schools, 
nine,  had  the  greatest  number  of  students  and 
graduates,  2,562  and  628  respectively. 

There  were  5,484  fifth  year  students  or  grad- 
uates serving  internships  during  the  period  July 
1,  1936,  to  July  1,  1937. 

DECREASE  IN  WOMEN  STUDENTS 

During  the  past  year  there  were  1,113  women 
studying  medicine,  20  less  than  during  the  ses- 
sion 1935-1936.  The  percentage  of  women  to  all 
students  for  the  academic  year  1936-1937  was  5.1. 
There  were  238  graduates,  eight  less  than  last 
year.  Women  medical  students  in  the  Ohio  schools 
numbered  47,  graduates,  5.  Of  the  women  matri- 
culants in  the  United  States,  107  were  in  at- 
tendance at  the  one  medical  college  for  women, 
while  1,006  were  in  68  coeducational  institutions. 

The  number  of  medical  schools,  students  and 
graduates  in  the  United  States  for  each  five  year 
period  from  1905  to  1920,  and  for  each  year  since 
is  shown  in  the  accompanying  table.  It  will  be 
noted  that  from  1910  to  1920  there  was  a steady 
decrease  in  the  enrollment,  while  from  1921  to 
1935  there  was  a continuous  increase. 

Schools,  Students  and  Graduates  in  the 
United  States — 1905-1937 


Year 

No.  Schools  Students* 

Graduates 

1905  

160 

26.147 

5,606 

1910  

131 

21,526 

4 440 

1915  .....  

96 

14,891 

3,536 

1920  

85 

13,798 

3,047 

1921  _ ... 

83 

14,466 

3,186 

1922  

81 

15,635 

2,520 

1923  

80 

16,960 

3,120 

1924  

79 

17,728 

3,562 

1925  

80 

18,200 

3,974 

1926  

79 

18,840 

3,962 

1927  

80 

19,662 

4,035 

1928  

80 

20,545 

4,262 

1929  

76 

20,878 

4,446 

1930  

76 

21,597 

4,565 

1931  

76 

21,982 

4,735 

1932  

76 

22,135 

4,936 

1933  

77 

22,466 

4,895 

1934  

77 

22,799 

5,035 

1935  

77 

22,888 

5,101 

1936  

77 

22,564 

5,183 

1937  

77 

22,095 

5,377 

*Includes  figures  for 

schools 

offering  preclinical 

courses. 

35,439  APPLICATIONS 

The  Association  of  American  Medical  Colleges 
reported  that  there  were  35,439  applications  for 
admission  to  the  1936  freshman  class,  represent- 
ing 12,192  applicants,  and  of  these  6,465  were 
accepted  and  5,727  rejected. 

There  were  372  Negro  medical  students  during 


the  year,  and  84  graduates,  an  increase  of  three 
and  11  respectively  over  the  previous  year.  The 
only  medical  school  strictly  for  Negro  youth, 
Meharry  Medical  College,  matriculated  200  stu- 
dents and  had  35  graduates.  At  Howard  Uni- 
versity School  of  Medicine  they  comprise  a ma- 
jority of  those  in  attendance,  and  for  this  session, 
126  students  of  the  class  of  135  and  the  35  grad- 
uates were  Negroes.  In  20  schools  in  the  United 
States,  exclusive  of  Meharry  and  Howard,  40 
Negro  students  were  enrolled,  including  four  at 
Ohio  State  and  one  at  Western  Reserve. 

The  average  age  of  the  5,377  graduates  of  the 
77  medical  schools  was  found  to  be  26.5  years. 

OHIO  HOSPITALS  APPROVED 

Ohio  hospitals,  numbering  39,  approved  for 
intern  training  are:  Akron — City  Hospital,  Peo- 
ples Hospital  and  St.  Thomas  Hospital;  Canton — - 
Aultman  Hospital  and  Mercy  Hospital;  Cincin- 
nati— Bethesda  Hospital,  Christ  Hospital,  General 
Hospital,  Deaconess  Hospital,  Good  Samaritan 
Hospital,  Jewish  Hospital  and  St.  Mary  Hospital; 
Cleveland — City  Hospital,  Lutheran  Hospital, 
Mount  Sinai  Hospital,  St.  Alexis  Hospital,  St. 
John’s  Hospital,  St.  Luke’s  Hospital,  St.  Vincent 
Charity  Hospital,  University  Hospitals,  Wom- 
an’s Hospital,  and  Huron  Road  Hospital;  Colum- 
bus— Grant  Hospital,  Mount  Carmel  Hospital,  St. 
Francis  Hospital,  Starling  Loving  University  Hos- 
pital, and  White  Cross  Hospital;  Dayton — Good 
Samaritan  Hospital,  Miami  Valley  Hospital,  and 
St.  Elizabeth  Hospital;  Hamilton — Mercy  Hos- 
pital; Springfield — City  Hospital;  Toledo — Flower 
Hospital,  Lucas  County  General  Hospital,  Mercy 
Hospital,  St.  Vincent’s  Hospital,  and  Toledo  Hos- 
pital; Youngstown — St.  Elizabeth’s  Hospital,  and 
Youngstown  Hospital. 

Ohio  hospitals  approved  for  residencies  in 
specialties  are:  Communicable  Diseases,  City 

Hospital,  Cleveland.  Dermatology-Syphilology, 
Cincinnati  General  Hospital;  City  Hospital  and 
University  Hospitals,  Cleveland.  Gynecology, 
University  Hospitals,  Cleveland;  and  Starling 
Loving  University  Hospital,  Columbus.  Medicine, 
City  Hospital,  Akron;  Cincinnati  General  Hos- 
pital, Deaconess  Hospital,  Good  Samaritan  Hos- 
pital, and  Jewish  Hospital,  Cincinnati;  City  Hos- 
pital, Mount  Sinai  Hospital,  St.  Alexis  Hospital, 
St.  John’s  Hospital,  St.  Luke’s  Hospital  and  Uni- 
versity Hospitals,  Cleveland;  Starling  Loving 
University  Hospital,  Columbus;  St.  Elizabeth’s 
Hospital,  Youngstown;  and  Miami  Valley  Hos- 
pital, Dayton.  Mixed,  Women’s  and  Children’s 
Hospital,  Toledo.  Neuropsychiatry,  Cincinnati  Gen- 
eral Hospital  and  Longview  State  Hospital,  Cin- 
cinnati; City  Hospital  and  Cleveland  State  Hos- 
pital, Cleveland;  and  Toledo  State  Hospital.  Ob- 
stetrics, Cincinnati  General  Hospital;  City  Hos- 
pital, Mount  Sinai  Hospital,  St.  Ann’s  Maternity 
Hospital,  St.  John’s  Hospital,  St.  Luke’s  Hospital 
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and  University  Hospitals,  Cleveland;  and  Miami 
Valley  Hospital,  Dayton.  Obstetrics-Gynecology, 
Huron  Road  Hospital,  East  Cleveland.  Ophthalm- 
ology, Cincinnati  General  Hospital;  City  Hospital 
and  University  Hospitals,  Cleveland.  Orthopedics, 
Cincinnati  General  Hospital;  Mount  Sinai  Hos- 
pital and  University  Hospital,  Cleveland. 
Otolaryngology,  Cincinnati  General  Hospital; 
City  Hospital,  St.  Luke’s  Hospital  and  University 
Hospitals,  Cleveland.  Pathology,  Cincinnati  Gen- 
eral Hospital;  City  Hospital,  Mount  Sinai  Hos- 
pital, St.  Luke’s  Hospital,  St.  Vincent  Charity 
Hospital  and  University  Hospitals,  Cleveland; 
Miami  Valley  Hospital,  Dayton.  Pediatrics,  Chil- 
drens Hosiptal,  Akron;  Children’s  Hospital,  and 
Cincinnati  General  Hospital,  Cincinnati;  St.  Vin- 
cent Charity  Hospital  and  University  Hospitals, 
Cleveland;  Children’s  Hospital,  Columbus.  Radio- 
logy, Cincinnati  General  Hospital  and  Jewish  Hos- 
pital, Cincinnati;  City  Hospital  and  University 
Hospitals,  Cleveland.  Surgery,  City  Hospital  and 
St.  Thomas  Hospital,  Akron;  Mercy  Hospital,  Can- 
ton; Cincinnati  General  Hospital,  Deaconess  Hos- 
pital, Good  Samaritan  Hospital,  Jewish  Hospital, 
Cincinnati;  City  Hospital,  Mount  Sinai  Hospital, 
St.  Alexis  Hospital,  St.  John’s  Hospital,  St. 
Luke’s  Hospital,  St.  Vincent  Charity  Hospital, 
University  Hospitals,  and  Huron  Road  Hospital, 
Cleveland;  Starling  Loving  University  Hospital, 
Columbus;  Miami  Valley  Hospital,  Dayton;  St. 
Elizabeth’s  Hospital,  Youngstown.  Tuberculosis, 
Hamilton  County  Tuberculosis  Sanatorium,  Cin- 
cinnati; City  Hospital,  Cleveland;  Ohio  State 
Sanatorium,  Mt.  Vernon;  Sunny  Acres,  Cleveland 
Tuberculosis  Sanatorium,  Warrensville;  Urology, 
City  Hospital  and  University  Hospitals,  Cleve- 
land; Starling  Loving  University  Hospital,  Co- 
lumbus. 

Schools  approved  for  the  training  of  clinical 
laboratory  technicians  include  the  following  in 
Ohio:  City  Hospital,  Akron;  Institute  of  Path- 
ology, Western  Reserve  University,  (University 
Hospitals),  Cleveland;  Mt.  Sinai  Hospital,  Cleve- 
land; Starling  Loving  University  Hospital  and 
White  Cross  Hospital,  Columbus;  College  of 
Mount  St.  Joseph-on-the-Ohio,  Mount  St.  Joseph, 
and  Youngstown  Hospital,  Youngstown. 

NATION-WIDE  SURVEY  COMPLETED 

Coincidental  with  the  publication  of  the  annual 
report  of  the  Council  on  Medical  Education  and 
Hospitals  was  the  announcement  that  the  Council 
has  now  completed  the  survey  of  medical  schools 
begun  three  years  ago.  The  Association  of  Amer- 
ican Medical  Colleges  and  the  Federation  of 
State  Boards  of  Medical  Examiner's  cooperated  in 
this  important  enterprise.  The  procedure  em- 
ployed in  making  this  study  was  described  by  Dr. 
Herman  G.  Weiskotten,  Dean  of  the  Syracuse 
University  College  of  Medicine  in  the  Journal 
of  the  A.M.A.,  March  27,  1937,  issue,  pages  1026- 


1029.  Significant  comments  concerning  the  sur- 
vey were  also  included  in  the  report  of  the  Coun- 
cil to  the  House  of  Delegates  at  the  Atlantic 
City  meeting  last  June.  (Journal  of  the  A.M.A., 
June  19,  1937,  issue,  pages  2134-2136).  For  the 
purpose  of  assisting  the  various  medical  schools 
in  strengthening  their  respective  programs,  con- 
fidential reports  in  graphic  form,  based  on  the 
survey,  have  been  sent  to  all  of  them. 


Excellent  Program  Presented  Before  Well- 
Attended  Sixth  District  Meeting 

Approximately  60  physicians  attended  a meet- 
ing of  the  Sixth  Councilor  District  at  Millersburg, 
Wednesday,  September  15.  In  the  afternoon,  there 
was  a golf  tournament  at  the  Briar  Hill  Country 
Club.  The  dinner  and  meeting  were  at  Fisher’s 
Dining  Room. 

The  scientific  program  consisted  of  an  address 
by  Dr.  Thomas  F.  Ross,  Columbus,  on  “Toxemias 
of  Pregnancy”,  and  an  address  by  Dr.  James  V. 
Seids,  Cleveland,  on  “Gall  Bladder  Disease”. 

Brief  talks  on  organization  questions  were 
made  by  Dr.  William  M.  Skipp,  Youngstown, 
Councilor  of  the  Sixth  District,  and  Charles  S. 
Nelson,  Executive  Secretary  of  the  Ohio  State 
Medical  Association.  Dr.  W.  A.  McConkey,  Can- 
ton, president  of  the  Sixth  District  Society  pre- 
sided. 

The  program  was  arranged  by  the  officers  of 
the  Sixth  District,  Dr.  McConkey,  president;  Dr. 
John  M.  Van  Dyke,  Canton,  secretary,  and  Dr. 
Skipp,  Councilor.  Local  arrangements  for  the 
meeting  were  in  charge  of  Dr.  A.  J.  Earney, 
Millersburg. 

Among  the  physicians  who  registered  in  addi- 
tion to  the  speakers,  were  the  following:  E.  L. 

Clem,  G.  D.  Fridline,  C.  B.  Meuser,  George  Riebel, 
Ashland;  Ed.  Hyde,  J.  M.  Hyde,  Loudonville; 
Elmer  L.  Jackson,  Perrysville;  S.  D.  Cohen,  A.  P. 
Magness,  J.  G.  Smailes,  Coshocton;  Walter  G. 
Stern,  Cleveland;  Wm.  B.  Wild,  Holmesville;  A.  T. 
Cole,  A.  J.  Earney,  J.  C.  Elder,  Luther  W.  High, 
J.  M.  Jones,  Millersburg;  P.  H.  Leimbach,  Green- 
ford;  H.  E.  McClenahan,  Wm.  M.  Skipp,  Arthur 
W.  Welling,  Youngstown;  C.  O.  Butner,  Shiloh; 
Blanchard  V.  Antes,  H.  W.  Beck,  H.  H.  Bowman, 
J.  P.  Dewitt,  Joseph  A.  Mack,  Auren  W.  McConkey, 
W.  A.  McConkey,  E.  O.  Morrow,  C.  A.  Portz, 
R.  K.  Ramsayer,  J.  M.  Van  Dyke,  G.  E.  Vorhies, 
A.  W.  Warren,  Homer  V.  Weaver,  Geo.  F.  Zin- 
ninger,  Pauline  Zinninger,  Canton;  L.  E.  Ander- 
son, Greentown;  N.  P.  Stauffer,  Killbuck;  H.  P. 
Hart,  Massillon;  Lloyd  L.  Dowell,  G.  D.  Under- 
wood, Navarre;  C.  J.  Case,  D.  W.  Davis,  Glenn  H. 
Heller,  Akron;  W.  R.  Stager,  Dover;  A.  Ralph 
Keirn,  Dalton;  H.  J.  Mitchell,  Fredericksburg 
Lyman  A.  Adair,  A.  J.  Hartzler,  R.  C.  Paul  and 
A.  C.  Smith,  Wooster. 
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Chairman  of  Social  Security  Board 
Discusses  Sickness  Insurance 

Arthur  J.  Altmeyer,  chairman  of  the  Federal 
Social  Security  Board,  was  one  of  the  speakers 
at  the  recent  annual  meeting  of  the  American 
Dental  Association  at  Atlantic  City.  In  the 
course  of  his  address,  he  made  some  comments 
on  sickness  insurance,  which  are  quoted  here- 
with, inasmuch  as  they  suggest  the  attitude  of 
the  Board  on  that  subject: 

“Many  European  countries  which  have  pre- 
ceded us  in  social  legislation  have  regarded  as  a 
single  unit  all  social  measures  related  to  sickness 
and  have  included  provisions  related  to  sickness 
and  health — both  wage  benefits  as  well  as  medi- 
cal and  dental  services — under  a single  system. 
In  the  United  States,  a tendency  toward  de- 
veloping a different  point  of  view  on  this  prob- 
lem is  apparent.  Many  who  are  studying  the  sub- 
ject think  there  are  advantages  in  considering 
provisions  for  services,  including  medical,  dental 
and  health  services,  as  one  unit  and  in  regarding 
provisions  which  protect  wages  or  earnings  as  a 
parallel  but  separate  unit. 

“According  to  this  premise,  the  problem  of 
providing  health  services  would  be  approached  in 
the  light  of  the  measures  which  have  already 
been  successful  in  our  experience  with  public 
health  and  other  public  welfare  services,  followed 
by  the  development  of  such  appropriate  measures 
as  may  be  necessary  to  deal  with  the  remaining 
unmet  needs.  And  the  problem  of  providing 
economic  protection,  when  physical  or  mental  dis- 
ability cuts  off  wages,  would  be  approached  by 
way  of  our  experience  in  providing  protection 
when  wages  are  cut  off  through  other  cause. 

“In  the  Social  Security  Act  we  already  have 
two  plans  for  social  insurance  against  loss  of 
wages.  Unemployment  compensation  will  provide 
regular  weekly  benefits  for  a limited  time  to  all 
covered  workers;  it  is  designed  primarily  to 
bridge  the  gap  between  jobs,  to  give  protection 
against  temporary  loss  of  income  due  to  a par- 
ticular cause — -involuntary  unemployment.  Old- 
age  insurance  will  provide  monthly  payments  to 
eligible  workers  after  they  reach  65  and  retire 
from  regular  employment;  it  is  designed  to  give 
lifetime  protection  against  permanent  loss  of  in- 
come due  to  a particular  cause — old  age. 

“Loss  of  wages  due  to  disability  may  also  be 
either  temporary  or  permanent.  Many  students 
in  this  field  believe  that  a useful  analogy  may  be 
drawn  between  the  two  insurance  programs  al- 
ready in  operation  and  the  unsolved  problems  of 
these  two  kinds  of  physical  disability.  They  sug- 
gest that  the  economic  risks  of  temporary  dis- 
ability might  perhaps  be  approached  along  lines 
similar  to  those  worked  out  for  unemployment 
compensation  and,  still  earlier,  for  workmen’s 
compensation;  and  that  provision  for  permanent 
disability  might  follow  a pattern  somewhat  like 
that  of  old-age  insurance. 

“Along  what  path  the  American  people  will 
finally  go  in  their  efforts  at  mutual  protection 
against  these  risks — whether  they  will  follow 
more  or  less  directly  in  the  footsteps  of  the 
European  countries,  or  whether  they  will  blaze  a 
new  trail — only  the  very  wise,  or  the  very  foolish, 
would  venture  to  predict.  All  that  can  be  said  at 
present  is  that  these  problems  are  receiving  in- 
creasing recognition  from  the  public,  and  that 
they  are  being  given  the  most  serious  study  and 
consideration.” 


Tuberculosis  Meeting1  at  Dayton 

The  22nd  annual  meeting  of  the  Mississippi 
Valley  Conference  on  Tuberculosis  and  the  Mis- 
sissippi Valley  Sanatorium  Association,  was  held 
at  the  Biltmore  Hotel,  Dayton,  September  22-25. 
Several  hundred  delegates  from  Illinois,  Indiana, 
Iowa,  Kansas,  Michigan,  Minnesota,  Missouri, 
Nebraska,  North  Dakota,  South  Dakota,  Wiscon- 
sin and  Ohio  attended  the  meeting. 

Included  in  the  program  was  a pathological- 
roentgenological  demonstration  by  Dr.  Charles 
A.  Doan,  Dr.  George  M.  Curtis  and  Dr.  Emmerich 
von  Haam,  Ohio  State  University,  College  of 
Medicine,  and  Dr.  Myron  D.  Miller,  superintendent 
of  the  Franklin  County  Tuberculosis  Sanatorium, 
Columbus.  Dr.  Clarence  L.  Hyde,  medical  di- 
rector of  Edwin  Shaw  Sanatorium,  Akron,  pre- 
sided at  a joint  session,  Friday  morning.  Dr. 
Kennon  Dunham,  medical  director  and  Dr.  V.  V. 
Norton,  associate  medical  director,  Hamilton 
County  Tuberculosis  Sanatorium,  Cincinnati,  par- 
ticipated in  an  X-ray  clinic.  Dr.  Charles  A.  Neal, 
superintendent  of  the  Hamilton  County  Home, 
Cincinnati,  spoke  on  “Qualifications  and  Selection 
of  Board  Members”. 


W.  P.  A.  Aids  Hospital  Building  Program 

Official  figures  of  the  Works  Progress  Adminis- 
tration’s hospital  program  show  that  by  Septem- 
ber, 1936,  W.P.A.  had  completed  construction  of 
155  buildings  classified  as  charitable,  medical  or 
mental  institutions,  and  had  repaired  or  other- 
wise improved  about  870.  The  number  of  pro- 
jects of  this  type  selected  for  operation  as  of 
March  31,  1937,  totaled  1,371,  and  of  this  num- 
ber 383  were  still  active  on  that  date.  Previously, 
under  the  Federal  Emergency  Relief  Administra- 
tion, the  Government  had  built  some  80  hospitals, 
improved  1,013. 

The  largest  tuberculosis  hospital  built  with 
W.P.A.  funds  is  the  one  recently  completed  at 
Toledo,  and  known  as  the  William  Roche  Mem- 
orial Hospital  for  Tuberculosis.  Built  on  the 
grounds  of  Lucas  County  Hospital,  the  new 
tubercular  unit  has  a capacity  of  300  patients  and 
cost  about  $700,000. 


Open  New  Offices 

Physicians  who  have  recently  opened  new  offices 
in  Ohio  include  the  following:  Dr.  M.  E.  Fulk, 
Rio  Grande;  Dr.  Noble  F.  Crandall,  Ashtabula; 
Dr.  Margaret  Coy,  Mechanicsburg;  Dr.  John  S. 
Kiess,  Bucyrus;  Dr.  Benjamin  M.  Kohrman,  Cleve- 
land; Dr.  N.  P.  Frolkis,  Akron;  Dr.  Charles  B. 
Crow,  Lancaster;  Dr.  V.  H.  Kemper,  Chillicothe; 
Dr.  Saul  Krasne,  Willoughby;  Dr.  George  Mc- 
Cracken, Willobee-on-the-Lake;  Dr.  Mildred  Ma- 
tousek,  Cleveland,  and  Dr.  C.  A.  Day,  Warsaw. 


THE  PHYSICIAN’S  BOOKSHELF 

All  unsigned  reviews  are  from  the  pen  of  the  Editor. 


Pediatric  Dietetics.  By  N.  Thomas  Saxl,  M.D. 
$7.00.  Lea  & Febiger,  Philadelphia,  1937. 
pp.  565. 

This  volume  is  a worthwhile  addition  to  pedia- 
tric literature.  It  is  clearly  printed  on  good  stock 
and  well  bound.  The  author  has  a smooth  and 
readable  style.  His  instructions  are  clear,  brief 
and  precise. 

The  book  is  divided  into  three  parts  and  an 
appendix.  Part  I consists  of  two  sections;  the 
first  deals  briefly  (30  pages)  with  the  mechanics 
and  chemistry  of  digestion  during  infancy  and 
childhood,  while  the  second  lists  and  discusses  the 
pediatric  application  of  various  food  groups. 

Part  II,  devoted  to  Infant  Feeding,  is  divided 
into  two  sections,  the  nursing  baby  and  artific- 
ially fed  infants.  Both  sections  are  well  done. 
Many  practical  hints  on  feeding  are  offered. 
Almost  all  forms  of  milk,  milk  modifiers  and 
sugars  are  discussed.  Various  nipples,  bottles  and 
feeding  techniques  are  illustrated  and  described. 
Formulas,  and  feeding  schedules  for  infants,  and 
menus  for  older  children  are  given. 

In  Part  III  Dietetic  Management  of  Pediatric 
Diseases  is  outlined.  Particular  fields  and  special 
diseases  have  been  handled  by  authors  especially 
interested.  This  portion  of  the  book  represents 
280  pages  devoted  to  diet  in  such  conditions  as 
allergy,  arthritis,  cardiac  conditions,  cyclic  vomit- 
ing, diabetes  insipidis,  diabetes  mellitus,  diarrhea 
epilepsy,  nephritis  and  nephrosis,  rectal  con- 
ditions, scarlet  fever,  tuberculosis,  typhoid,  urol- 
ogic  conditions,  whooping  cough,  etc. 

The  106  pages  of  the  appendix  include  height 
and  weight  tables,  classified  tables  of  foods, 
vitamins  and  minerals,  recipes,  several  pages  list- 
ing worthwhile  “Practical  Suggestions”  and  a 
well  organized  bibliography. 

In  the  foreword  to  this  volume  Dr.  Adolph  G. 
DeSanctis  says:  “It  is  my  confirmed  opinion  that 
this  volume  marks  a considerable  step  forward 
in  the  concerted  effort  to  insure  the  proper  de- 
velopment of  our  children”.  With  this  opinion 
the  reviewer  heartily  agrees. — M.  L.  Ains- 
worth, M.D. 

The  First  Supplement  to  the  Pharmacopoeia  of 
the  United  States  of  America.  Eleventh  De- 
cennial Revision  (U.  S.  P.  XI,  1937).  Pub- 
lished by  the  Board  of  Trustees  of  the  United 
States  Pharmacopoeial  Convention.  1937. 
pp.  104. 

Supplements  to  the  Pharmacoepia  have  been 
established  as  an  essential  development  in  the 
program  of  revision.  This  supplement  becomes 

official  on  December  1,  1937. 


Maternal  Care.  The  Principles  of  Antepartum, 
Intrapartum,  and  Postpartum  Care  for  the 
Practitioner  of  Obstetrics.  Prepared  by  Drs. 
W.  C.  Danforth,  G.  W.  Kosmak,  and  F.  L. 
Adair,  with  Dr.  F.  L.  Adair  as  editor.  Cloth. 
$1.00;  paper  bound  edition  25  cents.  Univer- 
sity of  Chicago  Press,  pp.  93. 

This  pamphlet  has  been  prepared  under  the 
auspices  of  The  American  Committee  on  Maternal 
Welfare  for  physicians  who  do  obstetrics  and  the 
nurses  who  work  with  them,  whether  this  work 
is  done  in  the  office,  the  patient’s  home,  or  the 
hospital.  It  has  been  done  by  a group  of  experts 
in  the  expected  fashion.  It  should  find  a place  in 
the  work  of  every  physician  who  undertakes 
maternal  care. 

Surgical  Pathology  of  the  Thyroid  Gland.  By 
Arthur  E.  Hertzler,  M.D.,  Halstead,  Kansas. 
J.  B.  Lippincott  Co.,  Philadelphia,  1937.  pp.  298. 

As  is  the  case  of  the  many  monographs  that 
come  from  this  brilliant  pen,  this  book  is  essen- 
tially a record  of  personal  experiences  based 
upon  years  of  studying  patients,  removing  their 
goiters,  studying  their  specimens  in  the  path- 
ological laboratory,  and  following  up  the  pa- 
tients throughout  the  years.  The  whole  has  been 
woven  into  a continuous  story.  It  is  presented 
in  most  readable  manner  and  contains  many 
stimulating  thoughts.  It  can  be  recommended 
most  heartily. 

Clinical  Allergy.  By  Louis  Tuft,  M.D.,  chief  of 
the  Clinic  of  Allergy  and  Applied  Immuni- 
ology,  Temple  University  Hospital.  $8.00.  W. 
B.  Saunders  Co.,  Philadelphia,  1937.  pp.  711. 

The  rapidly  increasing  fund  of  information  in 
the  field  of  allergy  is  shown  by  the  number  of 
books  which  have  appeared  within  the  last  few 
months.  The  author  of  this  one  has  hit  a happy 
medium  between  the  detailed  and  the  too  simple 
and  dogmatic.  An  innovation  is  made  in  the 
manner  of  presentation  of  case  histories  which 
adds  greatly  to  the  teaching  value  of  the  text. 
The  book  is  recommended  as  an  honest  statement 
of  the  present  status  of  this  new  field  in  medicine, 
accurately  representing  the  consensus  of  current 
thought. 

Brookes’  Textbook  of  Surgical  Nursing.  By  Henry 
S.  Brookes,  Jr.,  M.D.,  Washington  University. 
$3.50.  The  C.  V.  Mosby  Co.,  St.  Louis.  1937. 
pp.  636. 

This  book  presents  the  various  surgical  con- 
ditions and  methods  of  surgical  and  nursing 
care  in  a very  satisfactory  fashion.  It  is  a 
recommended  book. 


1162 


October,  1937 


Physician’s  Bookshelf 


1163 


Introduction  to  Dermatology.  By  Richard  L. 
Sutton,  M.D.,  and  Richard  L.  Sutton,  Jr.  Third 
Edition.  $5.00.  The  C.  V.  Mosby  Co.,  St. 
Louis.  1937.  pp.  666. 

This  edition  has  been  completely  rewritten. 
A serious  attempt  has  been  made  to  classify  on 
the  basis  of  etiology.  The  section  on  syphilis  has 
been  enlarged,  the  important  findings  of  the  Co- 
operative Clinical  Group  are  discussed,  and  the 
modern  methods  of  treatment  stressed  especially 
the  use  of  bismuth.  Many  new  conditions  are 
described  for  the  first  time.  In  all  the  book  is  a 
good  introduction  to  dermatology. 

Electrocardiography.  By  Chauncey  C.  Maher, 
M.D.,  assistant  professor  of  medicine  in  the 
Northwestern  University  School  of  Medicine, 
second  edition.  $4.75.  William  Wood  & Co., 
Baltimore,  1937.  pp.  250. 

This  book  attempts  to  get  students  out  of  the 
difficulties  of  interpreting  this  phase  of  diagnosis 
as  a part  of  a clinical  picture.  It  is  brief,  concise, 
and  well  illustrated.  The  book  is  a valuable  ad- 
dition to  the  student  and  general  practitioner’s 
library. 

Feeding  Behavior  of  Infants.  By  Arnold  Gesell, 
Ph.D.,  Sc.D.,  M.D.,  and  Frances  L.  Ilg,  M.D., 
professor  of  child  hygiene  and  director  of  the 
Yale  clinic  of  child  development,  the  School 
of  Medicine,  Yale  University.  J.  B.  Lippin- 
cott  Co.,  Philadelphia,  1937.  pp.  201. 

A beautifully  designed  and  executed  volume 
presenting  the  first  systematic  account  of  the 
growth  of  feeding  behavior  from  birth  through 
the  first  years.  It  therefore  will  prove  helpful  to 
everyone  interested  with  the  problems  of  in- 
dividual diagnosis  and  preventive  supervision  of 
infants — physicians,  nurses,  educators,  and  even 
intelligent  parents. 

Heart  Failure.  By  Arthur  M.  Fishberg,  M.D. 
Third  Edition.  $8.50.  Lea  and  Febiger,  Phila- 
delphia. pp.  788. 

This  large  book  is  suitable  for  the  general 
practitioner,  the  research  worker  and  the  cardio- 
logist as  a reference  source.  It  discusses  at 
length  the  normal  mechanism  of  circulation  and 
its  variants.  Dr.  Fishberg  attempts  to  show  the 
effects  of  heart  failure  on  individual  organs  and 
on  the  human  mechanism  as  a whole.  The  effects 
produced  by  various  types  of  lesions  are  taken  up 
in  detail.  The  importance  of  recognizing  heart 
failure  is  emphasized  throughout  by  taking  up 
the  clinical  symptoms  step  by  step  as  they  de- 
velop. And  most  important  of  all  is  the  space 
devoted  to  therapy,  the  general  management, 
the  various  heart  stimulants,  the  place  of  oxygen 
in  cardiac  failure,  the  treatment  of  edema  with 
the  evaluation  of  mercurial  and  non-mercurial 
diuretics.  The  book  is  really  a complete  sum- 
mation of  heart  disease. — E.  J.  Gordon,  M.D. 


Sickness  and  Insurance.  A Study  of  the  Sickness 
Problem  and  Health  Insurance.  By  Harry 
Alvin  Millis,  professor  of  economics,  The 
University  of  Chicago.  $2.00.  The  University 
of  Chicago  Press,  1937.  pp.  166. 

The  author  concludes  from  his  studies  that  the 
cost  of  sickness  and  accidents  is  a social  problem 
ranking  next  to  unemployment  in  importance, 
and  in  spite  of  all  efforts  at  prevention,  will  re- 
main a major  problem.  Professor  Millis  believes 
that  “it  is  certain  that  compulsory  health  in- 
surance will  soon  become  a real  issue  in  this 
country  unless  the  existing  legislation  relative  to 
old  age  and  unemployment  is  declared  uncon- 
stitutional or  rapid  advance  is  made  in  solving 
the  problem  of  medical  care  upon  a more  ac- 
ceptable basis”. 

The  book  is  a clear,  brief  statement  of  this 
problem  from  the  more  theoretical  viewpoint  of 
the  economist.  The  medical  profession  of  course 
has  great  interest  in  this  problem  and  to  all  of 
us  who  are  interested  in  the  study  of  this  sub- 
ject, this  book  by  neglecting  our  viewpoint  pre- 
sents the  case  for  another  solution. 

The  Ocular  Fundus  In  Diagnosis  and  Treatment. 
By  Donald  T.  Atkinson,  M.D.,  F.A.C.S.  $10.00. 
Lea  & Febiger,  Philadelphia,  1937.  pp.  259. 

First  edition  with  106  illustrations  and  68  color 
plates.  This  book  differs  from  all  others  in  Eng- 
lish in  that  the  illustrations  are  wholly  the  work 
of  the  author.  The  internist  who  wishes  to  ad- 
vance in  the  fundamental  study  of  the  eye — to 
get  the  meat  of  the  subject  and  not  a lot  of 
theory  will  do  well  to  investigate  this  easily  read 
book. — Claude  S.  Perry,  M.D. 

Cooperative  Health  Associations.  By  The  Bureau 
of  Cooperative  Medicine  of  the  Cooperative 
League  of  the  U.  S.  A.  25  cents.  1937.  pp.  26. 

This  pamphlet  sets  forth  the  essentials  of  or- 
ganization and  function  of  cooperative  medicine. 
To  all  who  are  interested  in  this  movement  or  in 
whose  community  there  are  those  who  plan  to 
try  this  plan,  this  pamphlet  will  serve  as  an  in- 
troduction to  a study  of  the  subject  which,  when 
read  in  the  light  of  the  series  of  articles  on  this 
movement  now  running  in  the  Journal  of  the 
American  Medical  Association,  will  allow  the 
American  physician  to  make  up  his  mind  in  his 
usual  individualistic  way. 

Practical  Talks  on  Kidney  Disease.  By  Edward 
Weiss,  M.D.,  professor  of  clinical  medicine  in 
Temple  University  School  of  Medicine.  $3.00. 
Charles  C.  Thomas,  Springfield,  111.  1937. 

pp.  176. 

Twenty  clinical  talks  on  kidney  disease  by  a 
scholar  whose  interest  in  the  subject  began  with 
an  attack  of  glomerolo-nephritis  during  his  in- 
ternship. These  talks  are  designed  to  assist  the 
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physician  to  understand  what  is  generally  con- 
sidered a confused  and  difficult  subject.  It  has 
been  done  simply,  clearly,  and  practically.  Every 
physician  could  well  put  this  small  volume  on 
his  reading  list  for  this  Winter.  Thomas  has  de- 
signed and  made  a book  in  his  customary  crafts- 
manlike manner. 

Diseases  of  the  Nails.  By  V.  Pardo-Castello,  M.D. 
$3.50.  Charles  C.  Thomas,  Springfield,  Illi- 
nois. 1936.  pp.  177. 

In  writing  this  monograph  on  “Diseases  of  the 
Nails”,  Dr.  Pardo-Castello  has  aimed  “to  supply 
to  the  English  speaking  physicians  the  widely 
scattered  facts  in  the  literature,  together  with 
his  own  observations  on  the  subject,  in  a con- 
densed and  comprehensive  manner”.  Thanks  to 
his  special  studies,  very  little  of  value  has 
escaped  the  author’s  scrutiny  and  his  wide  ex- 
perience, both  of  practice  and  teaching,  renders 
his  choice  of  material  the  more  valuable  and  in- 
structive. The  reviewer  endorses  unreservedly 
the  prefactory  statement  by  Howard  Fox:  “Eng- 
lish speaking  physicians  should  . . . feel  indebted 
to  their  Cuban  colleague,  Dr.  Pardo-Castello,  who 
has  brought  this  subject  to  their  attention  in  a 
concise  and  carefully  written  monograph”. 

The  treatise  will  prove  highly  useful  for  the 
man  in  practice.  The  practical  usefulness  derives 
not  so  much  from  the  comprehensiveness  of  the 
compilation  from  the  literature,  but  rather  from 
the  circumstance  that  the  author  points  out,  with 
due  emphasis,  the  inter-relationship  of  the  path- 
ologic conditions  of  the  nails  and  their  etio- 
genesis.  Ungueal  manifestations  of  systemic  dis- 
eases (syphilis  and  tuberculosis  especially)  are 
also  mentioned.  A list  of  occupations  in  which 
diseases  of  the  nails  are  of  common  occurrence  is 
a useful  compilation.  This  book  is  well  and 
beautifully  illustrated  and  amply  documented  by 
an  extensive  bibliography  of  177  references. 

Wherever  the  reviewer  has  tested  the  ref- 
erences, he  has  found  them  correct.  Those  con- 
ditions which  have  more  particularly  engaged  my 
attention  in  the  past  I have  found  described 
satisfactorily  informative.  The  form  of  the  book 
and  its  “get  up”  add  to  the  pleasure  of  reading  it. 

I have  noted  two  curious  slips  in  terminology: 
“onychoheteropia”  (p.  150)  where,  judging  from 
the  description,  “onychoheterotopia”  is  intended, 
and  “anaehlorhydric”  (p.  141)  where  “achlorhy- 
dric” is  intended. — Karl  G.  Zwick,  M.D. 

Thyroid  and  Its  Diseases.  By  J.  H.  Means,  M.D., 
Jackson,  professor  of  clinical  medicine,  Har- 
vard University.  J.  B.  Lippincott  Company, 
Philadelphia.  1937.  pp.  602. 

The  author  states  in  his  preface  that  this  work 
is  a compilation  of  the  experiences  in  the  thyroid 
clinic  of  Massachusetts  General  Hospital.  He 


also  states  that  it  is  in  no  sense  an  encyclopedic 
treatise  on  the  subject,  but  is  intended  to  be  in  a 
measure  a text  of  disorders  of  the  gland. 

The  early  chapters  are  devoted  to  anatomy, 
physiology,  pathology  and  hormone  relations  of 
the  thyroid  to  the  other  glands.  Considerable 
data  are  furnished  in  an  attempt  to  clarify  the 
situation,  but  the  reader  is  still  left  with  the 
impression  that  there  remain  many  controversial 
points.  The  chapters  on  the  clinical  phases  of 
thyroid  disease  are  written  in  an  interesting 
style  and  a certain  amount  of  humor  in  places 
that  is  refreshing.  There  are  many  points  in  the 
text  with  which  others  will  not  agree,  particularly 
with  reference  to  certain  thyroid  conditions  which 
apparently  differ  as  to  their  geographic  dis- 
tribution. 

The  paragraphs  have  been  well  headed  in  bold 
face  type.  There  is  rather  a complete  biblio- 
graphy at  the  end  of  each  chapter  and  while 
illustrations  are  very  few,  the  book  is  replete 
with  graphs  which  serve  to  explain  many  of  the 
points  in  the  text.  The  volume  closes  with  a chap- 
ter on  total  thyroidectomy  in  various  diseases 
with  conservative  consideration  of  this  procedure 
and  the  final  chapter  on  a discussion  of  “Fact  and 
Fancy  In  Matters  Thyroid”. — R.  A.  Ramsey,  M.D. 

Injection  Treatment  of  Hernia.  By  Carl  0.  Ross, 
M.D.,  F.A.C.S.,  of  the  University  of  Minne- 
sota. $4.50.  F.  A.  Davis  Co.,  Philadelphia. 
1937.  pp.  266. 

This  book  presents  the  work  of  the  hernia 
clinic  at  the  Minneapolis  General  Hospital.  The 
injection  treatment  is  presented  not  as  a panacea 
but  rather  as  a supplement  to  the  surgical 
armamentarium  intended  for  those  cases  who  are 
poor  surgical  risks  and  for  those  who  do  not  de- 
sire to  be  operated  upon  for  their  hernia.  All 
phases  of  the  problem  are  discussed  in  a clear 
authoritative  fashion. 

Clinical  Urinalysis.  By  Robert  A.  Kilduffe,  M.D., 
F.A.C.P.  $4.00.  F.  A.  Davis  Co.,  Philadelphia, 
1937.  pp.  428 

A practical  book  which  can  be  kept  on  the 
shelf  of  that  part  of  the  physician’s  laboratory 
which  he  devotes  to  the  examination  of  the  urine. 
It  always  has  seemed  to  the  reviewer  that  not 
enough  laboratory  work  is  done  by  the  family 
physician.  Many  men  neglect  them  or  send  them 
out  to  lay  technicians  who  all  too  often  here  in 
Ohio,  work  without  medical  supervision.  Urinaly- 
ses do  not  take  too  long.  Furthermore  they  add 
to  the  physician’s  prestige.  Patients  appreciate 
such  work  as  marking  their  own  doctor  as  a 
scientist  as  well  as  a careful  clinician.  To  such  a 
desire  to  undertake  this  work,  this  book  offers 
the  best  of  up-to-date  information  as  to  tests  and 
equipment. 


“THE  MENTALLY  ILL  IN  AMERICA” 

By  LOUIS  J.  KARNOSH,  M.D.,  Cleveland,  Ohio 

Editor’s  Note — The  following,  prepared  at  the  Editor’s  request,  is  a critical  review  of  the  subject 
and  adapted  from  the  book,  “The  Mentally  111  in  America”,  by  Albert  Deutsh,  recently  published  by 
Doubleday,  Doran  and  Company,  New  York,  pp.  530,  price,  $3.00. 


OUT  of  what  metaphysical  melange  did  the 
early  American  colonists  derive  their  con- 
cepts of  mental  disease  and  its  treatment? 
God  and  Satan  were  still  engaged  in  a ceaseless 
struggle  for  possession  of  the  soul.  Whenever 
the  latter  prevailed,  the  occasion  called  for  ex- 
orcism, for  the  hurling  of  vile  epithets  and  the 
administration  of  nauseous  drugs.  The  “Toms  o’ 
Bedlam”  were  begging  in  the  streets  of  London. 
Its  less  fortunate  inmates  were  being  displayed 
by  their  brutal  keepers  at  two  pence  a look  and 
Hogarth,  the  cartoonist,  was  yet  to  come  to  its 
filthy  wards  to  expose  its  practices  with  his 
satirical  pen  and  brush. 

On  the  continent,  montebanks  with  pansophic 
smirks  were  still  whispering  the  mystic  word 
“abracadabra”  into  the  ears  of  credulous  weak- 
lings. 

One  year  after  the  Mayflower  sailed  into  Ply- 
mouth Harbor,  Sir  Robert  Burton  published  his 
classic,  “Anatomy  of  Melancholy”,  wherein  ho 
said  that  “witches  and  magicians  can  cure  and 
cause  most  diseases  . . . and  this  of  melancholy 
among  the  rest.” 

LIQUIDATING  WITCHES 

To  seek  out  and  liquidate  witches  became  a 
sacred  religious  duty.  Twenty  thousand  persons 
were  said  to  have  been  burned  in  Scotland  alone 
during  the  seventeenth  century.  The  witch  mania 
was  then  at  its  height,  when  the  earliest  colonists 
carried  to  New  England  and  to  Virginia  the  cul- 
tural accretions  of  their  native  land.  Cotton 
Mather  was,  therefore,  not  alone  responsible  for 
the  several  epidemics  of  witch-hunting  which  oc- 
curred on  this  side  of  the  Atlantic.  He  was 
merely  subscribing  to  the  dogma  of  the  day. 

After  Governor  Phipps’  proclamation  of  1693, 
the  roasting  alive  of  senile  women  lost  popu- 
larity and  legality.  But  fear  of  insanity  and  the 
ingrained  idea  that  the  bereft  were  “possessed” 
found  expression  in  the  stocks,  the  pillory  and  the 
city  jail.  The  custom  of  “warning  out”  was  en- 
thusiastically practiced  in  the  colonies.  Public 
whippings  faced  all  destitute  or  “distracted”  per- 
sons who  dared  to  return  to  their  domiciles  after 
having  been  driven  out  or  deposited  at  the  dead 
of  night  in  a neighboring  township. 

Even  the  well-to-do  were  not  spared  abuse  and 
neglect.  In  a few  cases  structures  resembling 
dog-houses  were  attached  to  private  homes  for 
their  confinement.  To  Braintree,  Mass.,  belongs 
the  credit  of  constructing  at  public  expense  such 
a one-man  institution  in  1689  when  one  Samuel 
Spree  was  instructed  to  build  “a  little  house,  7 


foote  long  and  5 foote  wide,  and  set  by  his  house 
to  secure  his  sister,  good  wife  Witty  being  dis- 
tracted, and  provide  for  her”! 

The  work  house  of  colonial  America  was  in- 
variably a combination  jail  and  poorhouse  and 
within  its  walls  petty  offenders,  criminals  and 
the  insane  were  herded  indiscriminately.  The 
first  of  its  kind  was  built  in  New  York  in  1736. 
A few  years  before,  Connecticut  built  its  first 
house  of  correction,  making  provision  for  every 
social  maverick,  including  “persons  under  dis- 
traction”. Upon  admission  each  prospective  in- 
mate was  automatically  whipped  on  the  bare  back 
not  exceeding  ten  lashes. 

REFORM  IN  THE  COLONIES 

The  effect  of  the  political  and  social  reforma- 
tions in  France,  which  served  to  throw  off  at- 
tenuated habits  of  thinking  as  well  as  worn-out 
monarchies,  re-echoed  in  America  and  slowly  the 
beginnings  of  reform  percolated  into  the  colonies. 

Under  the  guidance  of  the  ubiquitous  Franklin, 
the  Pennsylvania  Hospital  was  completed  in  1756, 
where  it  seemed  but  natural  that  the  insane 
should  still  be  relegated  to  the  cellar,  and  where 
drastic  purgings  and  bleedings  were  the  order  of 
the  day  and  “mad-shirts”  and  the  whip  were  ap- 
plied religiously  by  the  cell-keepers.  However,  it 
was  a step  in  advance  in  theory  at  least',  for  here 
was  at  last  a public  institution  receiving  human 
beings  as  patients,  not  as  malefactors. 

To  Virginia  belongs  the  distinction  of  having 
erected  the  first  asylum  exclusively  for  the  men- 
tally ill.  This  hospital  was  opened  for  the  re- 
ception of  7 patients  in  1773  at  Williamsburg,  the 
colony’s  capital. 

A prime  humanitarian,  an  astute  physician, 
Benjamin  Rush,  the  “father  of  American  psy- 
chiatry”, entered  upon  his  duties  in  the  Pennsyl- 
vania Hospital  in  1783.  A copious  bloodletter  and 
a firm  believer  in  calomel,  Rush  was  nevertheless 
a true  follower  of  Syndenham  in  emphasizing  the 
superiority  of  observation  and  experience  over 
abstract  theory.  Subscribing  in  part  to  the  lunar 
theory  of  insanity,  inventing  an  inhuman  re- 
straining device  called  the  tranquillizer,  but  at 
the  same  time  insisting  on  more  comfortable 
quarters  for  the  insane,  he  stands  as  a prominent 
transitional  figure  between  an  old  era  and  a new. 
For,  in  his  lifetime,  came  the  rise  of  moral  treat- 
ment. In  Paris,  Pinel  had  just  struck  off  the 
chains  from  the  miserable  inmates  of  Bicetre  and 
Salpetriere  and  by  this  act  had  proved  con- 
clusively the  fallacy  of  inhuman  treatment  of  the 
insane.  The  Quakers  under  the  brothers  Tuke  had 
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founded  the  York  Retreat.  The  latter’s  influence 
was  directly  responsible  for  the  establishment  of 
a like  institution  by  the  Pennsylvania  Quakers  at 
Frankford,  in  1817,  to  be  followed  by  the  Hart- 
ford Retreat  in  1829.  The  same  year  saw  the  be- 
ginning- of  the  Bloomingdale  Asylum  in  New 
York,  and  shortly  thereafter  came  the  McLean 
Asylum  of  Massachusetts. 

Of  four  new  hospitals  devoted  wholly  or  in 
part  to  the  reception  of  mental  cases  which  were 
founded  between  1821  and  1823,  noteworthy  is 
the  Commercial  Hospital  at  Cincinnati,  whose  in- 
ception is  credited  largely  to  Dr.  Daniel  Drake. 
Not  until  1827,  however,  was  a separate  building 
for  mental  cases  completed. 

CONDITIONS  TERRIBLE 

Most  of  the  states  were  still  without  special 
institutions  for  the  mentally  ill  in  the  first  quar- 
ter of  the  century.  The  number  of  insane  mounted 
rapidly  and  the  great  majority  of  these  remained 
unaffected  by  the  great  psychiatric  movements 
of  the  time.  Society  failed  to  keep  up  with  this 
curve  of  incidence  and  a general  retrogression 
took  place.  Most  shocking  to  modern  concepts, 
undoubtedly,  was  the  placing  of  the  poor  and 
mildly  insane  on  the  auction  block.  The  feeble 
minded  were  often  most  eagerly  sought  after,  for 
strong  backs  and  weak  minds  make  good  farm 
hands  and  the  bidders  were  invariably  farmers. 
Whole  families  were  frequently  torn  apart  and 
at  least  in  one  instance  a robust  male  was  ac- 
tually sold  at  a profit  to  the  town,  for  the  returns 
from  the  sale  amounted  to  more  than  if  he  had 
paid  regular  taxes  as  a normal  citizen. 

In  this  dark  age  of  American  Psychiatry  the 
poorhouse  or  almshouse  system  was  envisaged  as 
a panacea  but  it  actually  gave  rise  to  greater 
evils  than  those  which  it  was  intended  to  cure. 
This  institution,  which  gradually  appeared  in 
every  well-populated  county  in  the  east,  invari- 
ably became  a catch-all  and  of  all  the  congeries 
that  made  up  its  population,  the  mentally  ill  re- 
ceived the  brunt  of  its  manifold  evils.  On  the 
whole,  the  road  that  led  over  the  hill  to  the  poor- 
house  proved  to  be  a “Via  Dolorosa”  for  all  those 
hapless  ones  driven  along  it. 

MOVE  FOR  STATE  HOSPITALS 

About  1830,  a vigorous  movement  having  for 
its  object  the  erection  of  suitable  state  hospitals 
spread  simultaneously  through  several  states. 
The  claim  of  Dr.  Francis  Willard,  a near  char- 
latan, who  treated  George  III  during  his  many 
manic  attacks;  of  Dr.  George  Burrows,  who 
stated  that  he  had  cured  81  per  cent  of  his  pa- 
tients; and  of  one  Captain  Basil  Hall,  who  re- 
ported in  England  the  amazing  cures  effected  at 
the  Hartford  Retreat  in  Connecticut,  were  now 
exploited  as  major  arguments  for  the  erection  of 
mental  hospitals.  This  “cult  of  curability”  at 
once  enlisted  many  enthusiastic  followers  among 


whom  was  Horace  Mann.  Out  of  this  enthusiasm 
based  on  unscientific  and  optimized  statistics,  the 
asylum  building  era  began.  Worcester  in  Massa- 
chusetts, Utica  in  New  York,  and  Dr.  Kirkbride’s 
Pennsylvania  Hospital  are  outstanding  products 
on  this  “craze  for  curing  craziness.”  Institutions 
continued  to  engage  in  setting  up  impressive  re- 
covery tables.  The  maximum  unconditional  claim, 
the  attainment  of  the  ne  plus  ultra  was  finally 
to  be  pronounced  in  1843  when  Dr.  William  Awl 
of  the  Ohio  State  Lunatic  Hospital  at  Columbus 
reported:  “Per  cent  of  recoveries  on  all  recent 
cases,  discharged  the  present  year,  100.”  For 
this  he  gained  the  sobriquet  among  contemporary 
wits  of  “Dr  Cure-Awl.” 

It  remained  for  an  asthenic,  forty-year-old 
school  teacher  to  see  eye  to  eye  with  destiny,  to 
clean  Psychiatry’s  house  and  to  expose  to  a tor- 
pid people  the  sins  of  the  poor  house.  From  the 
time  Dorothea  Dix  described  the  hoar-frost  on 
the  walls  of  the  cells  at  the  East  Cambridge  Jail 
to  the  day  when  she  retreated  into  one  of  the 
very  hospitals  she  was  instrumental  in  creating, 
she  effected  reforms  which  shook  the  world. 
Twenty  states  had  responded  directly  to  her  ap- 
peals by  establishing  mental  hospitals.  She 
played  an  important  part  in  the  founding  of  St. 
Elizabeth  Hospital  at  Washington,  directed  the 
opening  of  two  large  institutions  in  the  maritime 
provinces  of  Canada,  organized  the  nursing  forces 
of  the  northern  armies  in  the  Civil  War,  and  re- 
formed completely  the  asylum  system  in  Scot- 
land, the  Channel  Islands,  and  in  Rome. 

The  cult  of  curability  was  largely  responsible 
for  the  creation  of  the  state  asylum,  to  Kirkbride 
is  given  credit  for  its  best  physical  features,  but 
to  Dorothea  Dix  goes  the  glory  of  organizing  an 
enlightened  opinion  about  the  proper  care  of  the 
insane.  By  the  middle  of  the  century,  psychiatry’s 
Aegean  stables  had  been  at  least  ventilated,  if 
not  thoroughly  cleaned. 

The  “big  house  on  the  hill”  now  became  a 
familiar  land  mark  in  every  state  capital,  en- 
sconced in  its  landscaped  park  and  topped  by 
rococo  trim,  high  turrets  and  senseless  cupolas. 
Its  fortress-like  appearance  gave  to  the  man  of 
the  street  the  impression  that  it  frowned  down 
upon  him  and  that  its  managers  were  a super- 
cilious lot. 

SMUG  ISOLATION 

Psychiatry  enclosed  in  granite  walls,  enjoyed  a 
smug  isolation.  Dr.  Brigham  at  Utica  broke  tra- 
dition and  founded  the  American  Journal  of  In- 
sanity intending  the  periodical  to  reach  the  gen- 
eral public  quite  as  much  as  those  engaged  in 
the  specialty.  It  became  the  first  journal  in  the 
English  language  devoted  exclusively  to  mental 
medicine.  In  the  fall  of  the  same  year  at  the 
Jones  Hotel  in  Philadelphia,  there  met  thirteen 
asylum  managers,  out  of  which  meeting  was  bom 
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CANNED  FOODS  IN  THE  CONTROL  OF 
LATENT  AVITAMINOSES 


• In  June,  1935,  this  space  was  devoted  to  a 
discussion  of  some  of  the  general  aspects  of 
latent  avitaminoses.  It  appears  pertinent  to 
report  some  of  the  more  recent  ideas  in  re- 
gard to  this  important  field. 

Considering  the  subject  of  avitaminoses  in 
its  entirety,  the  modern  medical  attitude  is 
aptly  expressed  by  the  following  statement: 
“ . . . the  mild  or  latent  forms  of  the  vitamin 
deficiencies  are  more  important  in  practice 
at  present  than  the  fully  developed  cases. 
The  latter  are  uncommon,  are  easily  recog- 
nized and  are  usually  promptly  and  ade- 
quately treated.  On  the  other  hand  there  is 
reason  to  believe  that  minimal  or  mild  forms 
of  these  diseases  are  much  more  frequent, 
often  escape  recognition  and,  because  of 
their  insidious  effect  on  large  numbers  of 
people,  constitute  a more  serious  problem 
than  the  occasional  advanced  cases.”  (1) 

Consideration  of  this  statement  brings  home 
the  importance  of  optimum  vitamin  intake. 
Students  of  nutrition  agree  that  in  order  to 


achieve  this  objective,  a liberal  and  varied 
diet  must  be  available.  The  constituents  of 
the  diet  should  be  wholesome  foods,  the 
preparation  of  which  has  not  materially  re- 
duced their  intrinsic  nutritive  values.  Com- 
mercially canned  foods  fall  well  within  this 
classification. 

Modern  canning  procedures  are  designed  to 
protect  the  vitamin  potencies  of  the  food. 
Recent  reports  in  the  scientific  literature 
indicate  the  success  attained  in  retaining 
vitamin  values  in  commercially  canned 
foods.  (2) 

In  general,  the  control  of  latent  avitaminoses 
and  the  advancement  of  positive  health  ap- 
pear to  be  largely  matters  of  practical  appli- 
cation of  facts  made  available  by  the  modern 
science  of  nutrition.  We  wish  to  direct  atten- 
tion to  the  part  which  the  wide  variety  of 
canned  foods  available  on  the  American 
market  may  play  in  establishing  dietary  re- 
gimes calculated  to  control  the  avitaminoses. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  City 


(1)  1937.  J.  Am.  Med.  Assn.  108, 15. 

(2)  1936.  J.  Nutr.  12,405. 


(2)  1936.  J.  Am.  Diet.  Assn.  12,  231. 
1936. 'j.  Nutri.  11,  383. 

1936.  Ind.  Eng.  Chem.  28,  1009. 


(2)  1935.  J.  Home  Econ.  27,658. 

1935.  U.  S.  Pub.  Health  Rpts.  50, 1333. 
1935.  Am.  J.  Pub.  Health  25,  1340. 


This  is  the  twenty -ninth  in  a series  of  monthly  articles,  which  will  summar- 
ize, for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  If  e want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
ivhat  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
lour  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 
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the  Association  of  Medical  Superintendents,  the 
first  national  society  of  medical  men  in  the 
United  States,  destined  to  become  in  1893  the 
American  Medico-Psychological  Association  and 
in  1921  to  emerge  as  the  American  Psychiatric 
Association. 

While  such  matters  as  management,  housing 
and  feeding  of  mental  patients  were  slowly  at- 
taining decent  humanitarian  standards,  as  late  as 
1840  the  classification  of  insanity  by  its  external 
manifestations  was  little  advanced  and  Heinroth’s 
theory  that  insanity  and  sin  were  identical  was 
far  from  being  discarded.  It  was  not  until  Grie- 
singer  published  his  monumental  “Die  Pathologie 
und  Therapie  der  Psychischen  Krankheitan’’  in 
1845,  that  Psychiatry’s  position  in  relation  to 
kindred  medical  sciences  was  clearly  defined. 
About  this  time  the  question  of  restraint  became 
a burning  issue  when  John  Connolly  of  England 
first  formulated  the  theory  of  non-restraint  into 
a system.  The  arguments  well-nigh  broke  up  the 
national  organization. 

Out  of  the  Civil  War  was  spawned  the  spe- 
cialty of  neurology  and  its  fountain  head  was 
Wier  Mitchell.  This  doughty  clinician  stormed 
the  uncosacrosanct  heights  of  psychiatry,  assailed 
the  asylum  managers  for  their  contented  calm, 
their  poverty  of  research,  and  their  smug  aloof- 
ness from  the  “active  living  struggle  for  intel- 
lectual light  and  air.” 

FIRST  PSYCHIATRIC  COURSE 

In  1867,  the  first  systematic  course  in  Psychia- 
try in  an  American  medical  school  since  Rush’s 
death  in  1813  was  given  by  a neurologist,  Dr. 
Wm.  A.  Hammond.  This  same  physician  pub- 
lished the  first  American  text  on  the  subject  in 
1883,  to  be  closely  followed  by  a second  written 
by  Dr.  Spitska,  who  also  was,  significantly,  a 
neurologist  by  profession.  Formal  research  in 
nervous  and  mental  diseases  was  instituted  by 
the  installation  of  a pathologist  at  the  Utica 
State  Asylum  in  1868,  out  of  which  plan  blos- 
somed the  Pathological  Institute  in  1890  under 
the  direction  of  Van  Gieson,  the  neuropathologist. 
In  1902,  Adolph  Meyer  entered  the  scene  with  his 
broader  attitude  toward  psychiatry  and  was  in- 
strumental in  enlisting  social  work  as  a basis 
for  the  psycho-biological  approach  to  mental  dis- 
ease, a formulation  which  was  to  come  in  the 
early  part  of  the  present  century. 

Ohio  constructed  the  first  state  hospital  de- 
voted exclusively  to  the  study  of  epilepsy  in  the 
United  States  in  1892,  this  being  the  institution 
still  maintained  at  Gallipolis.  Psychopathic  or 
detention  hospitals  for  the  acute  mental  patient 
appeared  in  the  larger  centers,  the  first  of  its 
kind  probably  being  the  “Insane  Pavilion”  at 
Bellevue,  which  was  opened  in  1879. 

The  development  of  out-patient  departments 
for  psychiatric  cases  dates  back  to  1885,  when 


persons  suffering  with  incipient  mental  disease 
were  treated  at  the  Pennsylvania  Hospital  and  a 
few  months  later  at  Warren  in  the  same  state. 

RISE  OF  CLIFFORD  BEERS 

At  the  turn  of  the  century,  destiny’s  rhythm 
again  called  for  a lay  reformer.  He  came  in  the 
person  of  Clifford  Beers.  Having  spent  several 
years  in  various  mental  institutions,  private  and 
public,  he  emerged  in  1907  to  write  his  famous 
book  “A  Mind  That  Found  Itself”.  Being  of  a 
syntonic-cycloid  temperament,  he  had  unlimited 
enthusiasm  and  energy  which  he  directed  in 
founding  the  National  Committee  for  Mental 
Hygiene.  Under  the  momentum  of  his  aggressive 
leadership,  the  movement  became  nation-wide  and 
now  has  found  ramifications  in  the  form  of  child 
guidance,  prison  psychiatry,  vocational  guidance 
and  other  practical  activities. 

Confident  with  the  hygiene  program  came  the 
astounding  contributions  of  Freud,  which  revolu- 
tionized the  orthodox  concepts  of  mind,  opened  it 
by  a new  technique  for  exploration  and  brought 
psychiatry  as  a living  subject  to  the  attention  of 
every  intelligent  human  being.  Psychiatry,  at 
last,  left  its  flying  buttresses  and  ramparts  and 
came  to  the  market  place. 

The  last  two  decades  are  characterized  by  suc- 
cessful somatic  attacks  on  mental  disorders,  even 
though  dynamic  psychoanalytic  medicine  still  has 
a huge  following.  Outstanding  is  the  introduction 
of  malaria  and  fever  therapy  in  1917  by  Wagner- 
Jauregg;  Pavlov’s  experimental  synthesis  of 
nervous  breakdown  in  dogs;  Cotton’s  theories  on 
focal  infection  as  a factor  in  the  psychoses;  the 
prolonged  sleep  treatment  in  agitated  mental 
states  with  sodium  amytal;  and  recently  the 
unique  shock  methods  of  treating  schizophrenia 
with  insulin,  as  introduced  by  Sakel,  and  the  con- 
vulsion-producing methods  of  Meduna  by  the  use 
of  metrosol. 

today’s  situation 

It  is  well  for  psychiatry  to  glow  because  a 
mere  century  has  carried  it  out  of  ignorance  and 
mysticism,  out  of  the  days  when  the  mentally  ill 
were  chained  in  dog  kennels,  whipped  regularly 
at  the  full  of  the  moon  and  sold  on  the  auction 
block.  It  is  equally  necessary  for  psychiatry  to 
be  appropriately  modest,  to  avoid  some  of  its 
flambouyancy  of  the  present  day.  Psychiatry 
should  entertain  the  same  concern  for  its  future 
that  a college  president  once  expressed  for  the 
lack  of  liberalism  in  his  institution,  when  he  said, 
“I  must  eternally  remind  myself  that  our  campus 
is  located  only  80  miles  from  Dayton,  Tennessee.” 

Psychiatry  must  remember  that  it  is  less  than 
a century  removed  from  the  dogma  of  Heimroth; 
less  than  forty  years  from  the  horrors  of  the 
poorliouse;  and  not  a day  from  the  possibility  of 
mass  hysterias  which  may  lead  the  lot  of  us  to 
no  man  knows  where. 
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WHAT  EVERY  DOCTOR  SHOULD  KNOW  ABOUT 


Ralston  Wheat  Cereal 


TIMES  RICHER  IN 
VITAMIN  B THAN  NAT- 
URAL WHOLE  WHEAT! 


Ralston  Wheat  Cereal 
cooks  in  5 minutes — has  a 
hea  rty  appetizing  flavor 


Because  sufficient  pure  wheat  germ  is 
added  to  Ralston  Wheat  Cereal  to  make 
it  2%  times  richer  in  this  essential 
vitamin  than  natural  whole  wheat  . . . 

Because  vitamin  B helps  to  promote 
normal  appetite  and  digestion,  stimu- 
late metabolic  processes,  promote  ton- 
icity of  the  digestive  tract . . . this  de- 
licious cereal  is  widely  recommended 


in  the  diets  of  growing  children  — and 
for  adults  who  require  extra  quantities 
of  vitamin  B.  Since  Ralston  is  an  all- 
family cereal,  its  use  simplifies  the  in- 
troduction of  added  vitamin  B into 
the  family  diet. 

Research  Laboratory  Report  and  sam- 
ples of  Ralston  Wheat  Cereal  sent  on 
request.  Use  coupon  below. 


RALSTON  WHEAT  CEREAL 

RALSTON  PURINA  COMPANY  • Dept.  OM,  2198  Checkerboard  Square  • St.  Louis,  Mo. 
Without  obligation,  please  send  me  samples  of  Ralston  and  copies  of  the  Research  Laboratory  Report. 

Name - At.  D.  Address. 

City State 

( This  offer  limited  to  residents  oj  the  United  States ) 
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John  R.  Archer,  M.D.,  North  Baltimore;  Star- 
ling Medical  College,  Columbus,  1887;  aged  77; 
died  September  4.  Dr.  Archer  retired  early  this 
year  after  having  practiced  in  North  Baltimore 
for  50  years.  His  widow  survives. 

Herbert  Vinton  Beardsley,  M.D.,  Findlay; 
Cleveland  Homeopathic  Medical  College,  1883; 
aged  78;  died  August  19.  Shortly  after  gradua- 
tion Dr.  Beardsley  began  practice  in  Findlay, 
where  he  was  active  in  civic  affairs.  He  was 
secretary  of  the  school  board  for  nine  years,  a 
former  city  councilman,  and  a former  member 
of  the  county  board  of  elections.  In  1910  he  was 
elected  state  manager  of  the  Tribe  of  Ben  Hur 
in  Texas,  where  he  lived  for  20  years,  returning 
to  Findlay  three  years  ago.  Dr.  Beardsley  was  a 
member  of  the  Maccabees  and  the  I.O.O.F.  Two 
sons,  four  daughters  and  three  sisters  survive. 

John  Henry  Brett,  M.D.,  Cleveland;  Western 
Reserve  University  School  of  Medicine,  1904; 
aged  55;  member  of  the  Ohio  State  Medical  As- 
sociation and  Fellow  of  the  American  Medical 
Association;  died  September  1.  Dr.  Brett  was 
chief  surgeon  at  Woman’s  Hospital.  He  had 
practiced  in  Cleveland  for  32  years.  Surviving 
are  his  widow,  a daughter  and  a son. 

John  Andrew  Dodd,  M.D.,  Marion;  Western 
Reserve  University  School  of  Medicine,  1913; 
aged  55;  member  of  the  Ohio  State  Medical  As- 
sociation and  Fellow  of  the  American  Medical 
Association;  died  September  9.  The  fifth  gen- 
eration in  a direct  line  of  descent  of  the  Dodd 
family  to  enter  the  medical  profession,  Dr.  Dodd 
first  practiced  in  Moscow,  Idaho,  in  1914.  During 
the  World  War,  he  was  a major  in  the  medical 
corps  of  the  U.  S.  Army,  and  served  overseas. 
Dr.  Dodd  opened  an  office  in  Marion  in  1919,  and 
continued  in  active  practice  until  his  death.  He 
was  a former  president  of  the  Marion  Academy 
of  Medicine.  Dr.  Dodd  was  a member  of  the 
Presbyterian  Church,  the  Masonic  Order,  the 
Rotary  Club  and  the  American  Legion.  His 
widow,  a son  and  a daughter  survive. 

George  K.  Heidler,  M.D.,  Cleveland;  Western 
Reserve  University  School  of  Medicine,  1898; 
aged  71;  member  of  the  Ohio  State  Medical  As- 
sociation and  Fellow  of  the  American  Medical 
Association;  died  August  26.  Dr.  Heidler  prac- 
ticed in  Cleveland  for  40  years.  His  widow  sur- 
vives. 

John  Allen  Hodkins,  M.D.,  Dayton;  Hospital 
College  of  Medicine,  Louisville,  Ky.,  1903;  aged 
65;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
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DOCTORS 

WHO  DON’T  SHORE 

DOCTORS  who  do  not  smoke  are 
often  called  upon  to  advise  pa- 
tients* with  irritation  of  the  nose  and 
throat  due  to  smoking. 

It  is  worth  knowing  that  only  Philip 
Morris  have  been  proved*  less  irritating 
than  other  cigarettes.  This  is  due  to  the 
use  of  diethylene  glycol  exclusively  as 
the  hygroscopic  agent.  Ordinary  ciga- 
rettes use  glycerine. 

Try  Philip  Morris  on  your  smoking 
patients.  Watch  the  effect.  Verify  for 
yourself  the  definite  superiority  of 
Philip  Morris. 

Philip  Morris  & Co. 


Philip  Morris  &.  Co.  Ltd.  Inc. 

119  Fifth  Avenue  New  York 

Please  send  me  reprints  of  papers  from 
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328  E.  STATE  STREET  COLUMBUS,  OHIO 

Office  Telephone,  Main  3743  Residence  Evergreen  5644 

CANCER  THERAPY  
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200,000 
Shock-proof 
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Coagulation 
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RADIUM 


A Selective  - 


’“R.  N ” SERVICE 

(Operated  not  for  profit) 


Call  any  one  of  our  ten  District  Registries  which  have  been  approved  by  the 
local  Academies  of  Medicine. 

PROFESSIONAL  NURSING  SERVICE 

available  for  your  patient 


AT  A COST  HE  CAN  AFFORD  TO  PAY 


OFFICIAL  REGISTRIES 

Akron Fr.  7013  Marion 2118 

Cincinnati  Woodburn  7127  Portsmouth  559 

Cleveland Prospect  1961  Springfield Main  3125 

Columbus Adams  1669  Toledo Main  7962 

Dayton Fulton  7211  Youngstown  40201 


Qualified  “R.  N.s”  available  for 
every  branch  of  hospital  service, 
also  for  public  health  and  in- 
dustrial nursing,  doctors’  offices, 
etc. 


OHIO  STATE  NURSE  S’  ASSOCIATION 


ADams  5677  50  E.  Broad  Street,  Columbus,  Ohio 
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August  18.  Dr.  Hodkins  retired  because  of  ill 
health  in  1931,  after  having  practiced  in  Dayton 
since  1908.  He  was  a member  of  the  Masonic 
Order.  Surviving  are  his  widow  and  a daughter. 

Thomas  H.  McCann,  M.D.,  New  Boston;  Ken- 
tucky School  of  Medicine,  Louisville,  1894;  aged 
73;  died  September  4.  Dr.  McCann  had  practiced 
in  Scioto  County  for  22  years. 

William  Harrison  Parent,  M.D.,  Lima;  Starling 
Medical  College,  Columbus,  1888;  aged  76;  mem- 
ber of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  August  29. 
Dr.  Parent  was  head  of  the  obstetrical  staffs  of 
Lima  Memorial  and  St.  Rita’s  Hospitals.  He  had 
practiced  in  Lima  for  40  years,  and  was  a mem- 
ber of  the  Knights  of  Pythias  and  the  United 
Brethren  Church.  Surviving  are  his  widow,  a 
daughter  and  two  sons,  Dr.  Klor  L.  and  Dr.  W. 
Virgil  Parent,  both  practicing  in  Lima. 

Clarence  Augustus  Shimansky,  M.D.,  San- 
dusky; University  of  Michigan  Homeopathic 
Medical  School,  1898;  aged  63;  member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association;  died  September  13.  Dr. 
Shimansky  had  practiced  in  Sandusky  for  39 
years.  He  was  a member  of  the  staffs  of  Good 
Samaritan  and  Providence  Hospitals.  Prominent 
in  civic  affairs,  Dr.  Shimansky  was  commodore  of 
the  Sandusky  Yacht  Club,  a member  of  the 
Kiwanis  Club  and  the  Sandusky  Rifle  Club.  Sur- 
viving are  his  mother  and  one  daughter. 

John  Milton  Smith,  M.D.,  New  Philadelphia; 
Cincinnati  College  of  Medicine  and  Surgery,  1888; 
aged  81;  died  Sept.  5.  Dr.  Smith  was  the  dean  of 
the  medical  profession  in  Tuscarawas,  County, 
where  he  had  practiced  for  58  years.  He  was 
honored  by  the  Tuscarawas  County  Medical  So- 
ciety, March  14,  1929,  on  the  50th  anniversary  of 
his  entrance  into  the  practice  of  medicine  at  New 
Philadelphia.  Dr.  Smith  had  served  as  a member 
of  the  local  Board  of  Education,  was  a member 
of  the  Masonic  Order,  the  Elks,  the  I.O.O.F.,  and 
the  Presbyterian  Church.  A daughter  survives. 

Frederick  Stork,  M.D.,  Wickliffe;  Cleveland- 
Pulte  Medical  College,  1903;  aged  73;  member  of 
the  Ohio  State  Medical  Association  and  Fellow  of 
the  American  Medical  Association;  died  Septem- 
ber 12.  Dr.  Stork  practiced  in  Wickliffe  for  32 
years.  His  widow  and  two  daughters  survive. 

George  E.  Webster,  M.D.,  Kingsville;  Western 
Reserve  University  School  of  Medicine,  1880; 
aged  79;  died  August  22.  Dr.  Webster  practiced 
in  Kingsville  for  many  years,  prior  to  his  re- 
tirement in  1912.  At  one  time  he  was  coroner 
of  Ashtabula  County.  He  was  a member  of  the 
Presbyterian  Church  and  the  Masonic  Order.  A 
son  and  two  daughters  survive. 


CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 


< \ 

COOK  COUNTY  GRADUATE 

SCHOOL  OF  MEDICINE 

(In  affiliation  with  Cook  County  Hospital) 
Incorporated  not  for  profit 

ANNOUNCES  CONTINUOUS  COURSES 

STARTING  EVERY  WEEK 

MEDICINE — Informal  Course  first  of  every  week ; 
Intensive  Personal  Courses ; Special  Courses, 

SURGERY — General  Courses,  One,  Two,  Three  and 
Six  Months;  Two  Weeks  Intensive  Course  in 
Surgical  Technique  with  practice  on  living  tis- 
sue ; Clinical  Course ; Special  Courses. 

GYNECOLOGY  — Diagnostic  Courses  ; Clinical 
! Courses ; Special  Courses  starting  every  week. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
! formal  Practical  Course ; Ten  Day  Intensive 

Course  starting  October  11th. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course 
starting  April  4,  1938. 

OPHTHALMOLOGY — Two  weeks  Intensive  Course 
starting  April  18th,  1938 ; Personal  Course  in 
Refraction. 

UROLOGY — General  Course  Two  Months  ; Intensive 
Course  Two  Weeks  ; Special  Courses. 

CYSTOSCOPY — Ten  Day  Course  every  two  weeks. 

GENERAL,  INTENSIVE  AND  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 
SURGERY  starting  every  week. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  South  Honore  Street, 
CHICAGO,  ILLINOIS 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


PHYSICAL  THERAPY 

Lectures  and  demonstrations  in  electro- 
therapy, electrodiagnosis  and  minor  electro- 
surgery; light  therapy;  hydro  and  thermo- 
therapy,  including  fever  therapy;  massage 
and  therapeutic  exercise.  Active  clinical 
work  in  treatment  of  medical  and  surgical 
conditions. 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 


Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

Tel.  Main  1537  University  5842 


TRAUMATIC  SURGERY 

including 

General  Surgery,  Orthopedic  Surgery,  Phy- 
sical Therapy,  Anatomical  Review  and 
Operative  Surgery  on  the  Cadaver. 
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Industrial  Commission  Zones  State  for 
Operation  of  New  Claims  Boards 

Under  authority  of  Am.  H.B.  235,  enacted  by 
the  92nd  Ohio  General  Assembly,  a proposed 
division  of  the  state  has  been  made  by  the  State 
Industrial  Commission  for  the  administration  of 
the  Workmen’s  Compensation  Law  by  four 
boards  of  claims. 

In  determining  the  districts,  routes  and  means 
of  transportation  in  order  to  make  the  points 
most  accessible  to  claimants  and  employers  were 
considered,  as  well  as  the  volume  of  claims  to  be 
handled  by  each  board  as  determined  from  a sur- 
vey of  total  claims,  compensable  claims  and 
deaths  claims  theretofore  filed. 

Cleveland  will  be  the  main  office  of  the  board 
of  claims  for  District  No.  1,  which  comprises  the 
counties  of  Cuyahoga,  Lorain,  Geauga,  Lake  and 
Ashtabula. 

Cincinnati  will  be  headquarters  for  District 
No.  2,  in  which  it  is  proposed  to  place  the  coun- 
ties of  Hamilton,  Clermont,  Brown,  Adams,  High- 
land, Clinton,  Warren,  Butler,  Preble,  Mont- 
gomery, Miami,  Darke,  Shelby  and  Greene. 

Toledo  will  be  the  principal  office  for  District 
No.  3,  embracing  the  counties  of  Lucas,  Wood, 
Hancock,  Hardin,  Auglaize,  Allen,  Putnam, 
Henry,  Fulton,  Williams,  Defiance,  Paulding,  Van 
Wert,  Mercer,  Wyandot,  Seneca,  Sandusky,  Ot- 
tawa, Erie,  Huron,  Crawford  and  Richland. 

Canton  will  be  the  location  of  the  main  office  for 
District  No.  4,  composed  of  the  counties  of  Ash- 
land, Medina,  Summit,  Portage,  Trumbull,  Ma- 
honing, Stark,  Wayne,  Holmes,  Tuscarawas,  Car- 
roll,  Columbiana,  Jefferson  and  Harrison. 

The  Columbus  office  of  the  Industrial  Commis- 
sion will  handle  claims  from  the  following  coun- 
ties: Marion,  Morrow,  Knox,  Coshocton,  Logan, 
Delaware,  Licking,  Muskingum,  Union,  Cham- 
paign, Clark,  Madison,  Fayette,  Franklin,  Picka- 
way, Ross,  Pike,  Scioto,  Fairfield,  Hocking,  Vin- 
ton, Jackson,  Lawrence,  Perry,  Athens,  Meigs, 
Gallia,  Morgan,  Washington,  Guernsey,  Belmont, 
Noble  and  Monroe. 

Each  board  of  claims  will  be  composed  of 
three  members,  the  boards  will  have  power  to  in- 
vestigate, hear  and  decide  workmen’s  compensa- 
tion claims  referred  to  them  by  the  Industrial 
Commission  and  the  decision  by  a board  of  claims 
will  have  the  same  force  and  effect  as  a decision 
by  the  Industrial  Commission  A board  of  claims 
may  be  temporarily  transferred  from  one  place 
to  another  by  the  Industrial  Commission. 

No  definite  date  has  been  set  for  actual  opera- 
tions by  the  newly  created  boards,  which  are  to 
be  appointed  by  the  Governor,  as  a vast  amount 
of  administrative  detail  must  be  determined  and 
preparation  made. 


URINE  DARK  FIELD— SPIROCHETA 

BLOOD  BASAL  METABOLISM 

BLOOD  CHEMISTRY  AUTOGENOUS  VACCINES 
SPUTUM  SURGICAL  PATHOLOGY 

FECES-VACCINES  MEDICO-LEGAL  AUTOPSIES 
EFFUSIONS  X-RAY  DIAGNOSIS 

STOMACH  CONTENTS  ALLERGY 
PREGNANCY  TEST  ELECTROCARDIOGRAPHY 
AGGLUTINATION  WASSERMANN  & KAHN 
TESTS  TESTS 

LABORATORY 

Clinical  and  Pathological 


Established  1904 

Approved  by  the  American  Medical  Association 

370  E.  Town  Street  Columbus,  Ohio 


J.  J.  COONS,  Director 
B.  Sc.,  M.D.,  D.  Sc.,  F.A.C.P. 

H.  M.  Brundage,  M.D. 

H.  A.  Baughn,  A.B.,  M.D. 

M.  D.  Godfrey,  M.D. 

Robert  C.  Kirk,  B.Sc.,  M.D. 

Frances  Coup,  A.B. 

Marian  Guild,  A.B. 

Rosemary  Cartmell,  A.B.,  M.A. 

PROMPT  SERVICE 

Immediate  Report  on  Frozen  Sections  of  all  Tumors 


\l 

Y 

\ 

One  of  the  few  fine  hotels  ^ 

\ 

V 

BELLE  VUE-STRATFORD  J 

in  Philadelphia  1 A 

\ 

MODERATELY  PRICED  M.  A 

% 

CENTRALLY  SITUATED  M 

1 

“Best  Food  in  Philadelphia " 

\ 

Claude  H.  Bennett,  Manager 

j/ 

CLASSIFIED  ADVERTISEMENTS 

Rates  50  cents  per  line,  payable  in  advance.  Minimum 
charge  of  $1.00  for  each  insertion.  Price  covers  the  cost  of 
remailing  answers.  Forms  close  16th  of  the  month  pre- 
ceding publication. 


FOR  SALE — Used  shockproof  vertical  fluoroscope,  per- 
fect condition,  ready  to  operate,  $375.00.  Central  Medical 
Equipment  Co.,  2036  East  22nd  St.,  Cleveland,  Ohio.  MAin 
5766. 


Hamilton — Dr.  Merle  Flenner  was  re-elected 
chief  of  staff  of  Fort  Hamilton  Hospital  at  its 
recent  annual  meeting.  Dr.  C.  L.  Weston  was  re- 
elected secretary  and  Dr.  Malcolm  Cook  chairman 
of  the  program  committee. 
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BECAUSE  THE  CALF 
HAS  “FOUR  STOMACHS” 

Nature  provided  a milk,  for  the  calf,  that  forms  large  tough  curds 
when  acted  upon  by  the  gastric  enzymes.  This  characteristic 
should  be  considered  along  with  the  other  physico-chemical  dif- 
ferences between  cow's  milk  and  human  milk  when  cow's  milk  is 
modified  for  infant  feeding.  By  the  laboratory  method  used  in  the 
preparation  of  Similac,  the  salts  of  cow's  milk  are  altered  in  char- 
acter and  in  their  relation  to  each  other  so  that  the  formation 
of  large  calcium  caseinate  curds  is  prevented.  Thus,  Similac 
is  similar  to  breast  milk  physically  as  well  as  metabolicaliy. 
. . . It  forms  a similar  fine,  flocculent,  easily  digestible  curd. 

SIMILAC 

M & R DIETETIC  LABORATORIES,  INC.,  COLUM  BUS,  OHIO 


Similac  is  not  advertised  to  the 
laity  and  no  directions  appear 
on  or  in  the  trade  package. 


Similac  is  made  from  fresh  skim  mi  Ik  ( case- 
in modified)  with  added  lactose,  salts, 
milk  fat,  and  vegetable  and  cod-liver  oils. 


ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

ADAMS 

A meeting  of  the  Adams  County  Medical  So- 
ciety was  held  at  the  Palace  Theatre,  Peebles, 
Wednesday,  August  25.  At  the  morning  session, 
a motion  picture  film  on  “Venereal  Diseases”,  was 
shown  by  the  State  Department  of  Health.  In 
the  afternoon,  Dr.  Erwin  Straehley,  Jr.,  Cincin- 
nati, spoke  on  “Cervical  Plexus  Block  for  Thy- 
roidectomy”. Dr.  G.  W.  Chabot,  Peebles,  was  the 
discussant.  “Public  Health  Matters”,  was  the 
subject  presented  by  Dr.  S.  C.  Clark,  Cherry  Fork, 
and  discussed  by  Dr.  R.  B.  Ellison,  Peebles. — 0. 
T.  Sproull,  M.D.,  secretary. 

CLERMONT 

A joint  meeting  of  the  Adams,  Brown  and  Cler- 
mont County  Medical  societies,  sponsored  by  the 
Bureau  of  Child  Hygiene,  State  Department  of 
Health,  was  held  at  Bethel,  September  15.  An 
Obstetrical  Symposium  was  presented  by  Dr. 
Arthur  J.  Skeel,  Cleveland,  president  of  the  Hos- 


pital Obstetrical  Society  of  Ohio.  At  the  morning 
session,  Dr.  Skeel  spoke  on  “Hemorrhages  of 
Pregnancy  and  Labor”.  In  the  afternoon,  he  dis- 
cussed “Infections — Prevention  and  Management”. 
A roundtable  discussion  followed  each  address.— 
J.  M.  Coleman,  M.D.,  secretary. 

HAMILTON 

A joint  special  meeting  of  the  Academy  of 
Medicine  of  Cincinnati  and  the  American  Con- 
gress of  Physical  Therapy  was  held  at  the  Nether- 
land  Plaza  Hotel,  Cincinnati,  Tuesday  evening, 
September  21.  The  following  papers  were  pre- 
sented: “Physical  Therapy — What  Is  It  and 

What  Will  It  Do?”,  Dr.  Harry  E.  Mock,  Chicago, 
Illinois;  “The  Conception  of  Reaction  in  Physical 
Treatment”,  by  Dr.  J.  Van  Breemen,  Amsterdam, 
Holland;  “Ultrashort  Wave  (Diathermy)  Low 
Intensity  Treatment”,  Dr.  Eugene  Weissenberg, 
Vienna,  Austria. 

The  first  regular  academy  meeting  of  the  Fall 
season  was  held  September  28.  Following  an  ad- 
dress by  the  retiring  president,  Dr.  Charles  J. 
McDevitt,  and  the  inaugural  address  of  the  in- 
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WHY  HEINZ-MADE  MEANS  BEST  MADE 


trained  foods  made  by  Heinz  origi- 
nate in  a division  of  the  same  famous 
kitchens  where  for  more  than  sixty-nine 
years  the"  57  Varieties’’  have  been  produced. 


for  the  fullest  possible  retention  of 
vitamins,  mineral  salts  and  nutrients. 

Greatest  Name  In  Food 
You  can  rely  on  the  same  margin  of 


And  the  same  quality  tradition  that  has 
characterized  all  of  Heinz  efforts  is  firmly 
adhered  to  in  the  production  of  these 
victuals  for  infants  and  invalids. 

Only  The  Best  Ingredients 
Only  the  finest  of  choice  fruits,  vegetables 
and  other  ingredients  are  used  after  care- 
ful selection  by  trained  experts. 

Every  step  in  the  special,  dry-steam 
processing  of  Heinz  Strained  Foods  calls 


safety  in  Heinz  Strained  Foods  that  you 
demand  in  drugs.  And  remember,  too, 
they  bear  both  the  Seal  of  Acceptance  of 
the  American  Medical  Association’s  Coun- 
cil on  Foods  and  the  greatest  name  in 
the  food  industry! 


HEINZ 


STRAINED 

FOODS 


12  KINDS  —X.  Beef  and  Liver  Soup.  2.  Strained  Veg- 
etable Soup.  3.  Mixed  Greens.  4.  Spinach.  3.  Carrots. 
6.  Beets.  7.  Peas.  8.  Prunes.  9.  Cereal.  10.  Apricots 
and  Apple  Sauce.  11.  Tomatoes.  12.  Green  Beans. 
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coming  president,  Dr.  Charles  D.  Heisel,  reports 
were  made  by  various  standing  committees. — 
Bulletin. 

HIGHLAND 

Dr.  W.  C.  Martin,  member  of  the  staff  of  the 
State  Department  of  Health,  Columbus,  spoke  on 
“Prevention  of  Syphilis”,  at  a meeting  of  the 
Highland  County  Medical  Society,  September  1, 
at  Hillsboro. — News  clipping. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

DARKE 

The  1937-1938  season  of  the  Darke  County 
Medical  Society  was  officially  opened  Wednesday 
night,  September  22,  with  a dinner  meeting  of 
members  and  their  wives  at  the  Greenville 
Country  Club.  Dr.  George  T.  Harding,  Columbus, 
gave  an  entertaining  talk,  entitled  “The  Mind  at 
Mischief”. — W.  D.  Bishop,  M.D.,  secretary. 

MIAMI 

“Low  Back  Pain  and  Associated  Diseases”,  was 
the  subject  discussed  by  Dr.  John  A.  Judy,  Day- 
ton,  at  a meeting  of  the  Miami  County  Medical 
Society,  Friday  afternoon,  September  3,  at  Piqua 
Memorial  Hospital.  A motion  picture,  “Edema, 
Cardiac  and  Renal”,  was  presented  through  the 
courtesy  of  the  Winthrop  Chemical  Company. — 
G.  A.  Woodhouse,  M.D.,  secretary. 


Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

MARION 

The  Marion  Academy  of  Medicine  held  its  74th 
regular  meeting  at  the  Marion  City  Hospital, 
September  7.  Dr.  Arthur  C.  Ernstene,  Cleveland, 
gave  a very  interesting  talk  on  “The  Use  of 
Drugs  in  the  Treatment  of  Heart  Disease”.  This 
first  meeting  of  the  winter  season  was  well  at- 
tended.— R.  G.  McMurray,  M.D.,  secretary. 

SENECA 

The  annual  social  meeting  of  the  Seneca 
County  Medical  Society  was  held  at  the  Mohawk 
Country  Club,  Tiffin,  Thursday  evening,  Septem- 
ber 16.  Wives  of  members  were  guests  at  this 
dinner  meeting. — Edmund  F.  Ley,  M.D.,  secre- 
tary. 

Fourth  District 

(COUNCILOR:  E.  J.  MeCORMICK,  M.D.,  TOLEDO) 

PAULDING 

At  a meeting  of  the  Paulding  County  Medical 
Society,  September  15,  at  Paulding,  the  society 
adopted  unanimously  a vote  of  thanks  to  the 
Ohio  State  Medical  Association  for  the  Post- 
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Do  You  Treat  CANCER? 

THE  RADIUM  EMANATION  CORPORATION 

MAINTAINS  the  most  efficiently  organized  Radium  laboratory  to 
make  available  to  you,  at  low  cost,  every  facility  for  the  use  of 
Radium  in  your  practice. 

RADON  SEEDS.  Removable  or  permanent.  We  provide  seeds 
of  the  composite  type,  with  Radon  under  leak-proof  glass  seal. 

Filtration  0.3  mm.  of  Platinum. 

APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
plaques  properly  prepared  to  meet  the  requirements  of  each  indi- 
vidual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  Your  inquiries  and  orders  will  receive  our 
prompt  and  careful  attention. 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Tel:  MOhawk  4-6455  NEW  YORK,  N.  Y. 


Have  You  an  Article  in  this  Issue? 


The  Stoneman  Press  will  still  have  the  type  standing  on 
the  October  Ohio  State  Medical  Journal  until  the  15th  of  the 


month,  and  will  furnish  reprints  of  your  article  at  the  following 


prices : 

Reprints  With  Cover 


100 — 4 pages  - 

...  ._  $ 8.00 

200—  * “ .... 

10.00 

300—  “ ..... 

11.25 

400—  “ .... 

13.50 

500—  “ ..... 

15.25 

1000—  “ .... 

23.50 

100 — 8 pages..... 

$10.75 

200—  “ .... 

12.00 

300—  “ ..... 

15.50 

400—  “ .... 

19.75 

500—  “ ..... 

20.00 

1000—  “ .... 

27.50 

100 — 16  pages... 

$12.00 

200—  “ ..... 

16.00 

300—  “ ..... 

19.50 

400—  “ .... 

22.50 

500—  “ 

23.25 

1000—  “ .... 

32.00 

Reprints  Without  Cover 


100 — 4 pages $ 4.25 

200—  “ 5.25 

300—  “ 6.25 

400—  “ 6.75 

500—  “ 7.50 

1000—  “ 11.75 

100 — -8  pages $ 6.50 

200—  “ 8.00 

300—  “ 9.25 

400—  “ 11.00 

500—  “ 12.75 

1000—  “ 19.25 

100 — 16  pages $ 9.00 

200—  “ 10.50 

300—  “ 12.00 

400—  “ 13.50 

500—  “ 15.00 

1000—  “ 21.00 


Save  the  cost  of  composition  by  having  your  article  reprinted  by 
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graduate  Lecture  course  which  begins  at  Findlay, 
October  21. — F.  A.  McCammon,  M.D.,  secretary. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

CUYAHOGA 

Dr.  Perrin  H.  Long,  associate  professor  of 
medicine,  Johns  Hopkins  University  School  of 
Medicine,  Baltimore,  Md.,  spoke  on  “The  Thera- 
peutic Use  of  Sulphanilamide”,  at  a meeting  of 
the  Academy  of  Medicine  of  Cleveland,  Friday 
evening,  September  17,  at  the  Medical  Library 
Auditorium. 

Dr.  Lester  Taylor  spoke  on  “Medical  Service 
and  Hygiene  of  Troops  at  the  Front,  Based  on 
Personal  Experiences  in  the  Last  War”,  at  a 
meeting  of  the  Military  Section  of  the  academy, 
Tuesday  evening,  September  21. 

The  annual  Golf  Tournament  of  the  academy 
was  held  at  the  Westwood  Country  Club,  Sep- 
tember 8. — Bulletin. 

LORAIN 

At  a dinner  meeting  of  the  Lorain  County  Med- 
ical Society,  September  14,  at  Hotel  Antlers, 
Lorain,  Dr.  Geo.  C.  Jameson,  Oberlin,  delivered 
an  address  in  memory  of  the  late  Dr.  Seth  E. 
Miller.  An  address  was  also  made  by  Dr.  John 
B.  Alcorn,  Columbus,  President  of  the  Ohio  State 
Medical  Association. — L.  H.  Trufant,  M.D.,  sec- 
retary. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

The  Annual  Picnic  of  the  Ashland  County 
Medical  Society  was  held  at  Dilgard’s  Beach  on 
Long  Lake,  Wednesday  afternoon,  September  8. — 
M.  D.  Shilling,  M.D.,  secretary. 

MAHONING 

Dr.  L.  J.  Karnosh,  Assistant  Clinical  Professor 
of  Nervous  Diseases,  Western  Reserve  University 
School  of  Medicine,  Cleveland,  spoke  on  “Three 
Mile  Posts  of  Modern  Psychiatry”,  at  a meeting 
of  the  Mahoning  County  Medical  Society,  Sep- 
tember 21,  at  the  Youngstown  Country  Club. — 
News  clipping. 

PORTAGE 

An  excellent  address  on  “Newer  Therapeutic 
Procedures  in  the  Care  of  the  Cardiac  Patient”, 
was  made  by  Dr.  Harold  Feil,  Cleveland,  at  a 
meeting  of  the  Portage  County  Medical  Society, 
Thursday  evening,  September  2,  at  Robinson 
Memorial  Hospital,  Ravenna. — E.  J.  Widdecombe, 
M.D.,  secretary. 

STARK 

At  a meeting  of  the  Stark  County  Medical  So- 
ciety, September  14,  at  Canton,  Dr.  Tom  D.  Spies, 
Cincinnati,  spoke  on  “The  Diagnosis  of  Pellagra”, 
and  Dr.  Max  M.  Zinninger,  Cincinnati,  discussed 


The  Wendt -Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons — and  the  many  people  they  serve 

Two  Prescription  Departments 

maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 

Other  Complete  Departments 
OFFICE  EQUIPMENT 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 


W-B  Pharmaceutical  Supplies 
JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 

Prompt  Service  on  Phone  Orders 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  C.P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as 
for  Pharmaceuticals,  Chemicals  and  Sup- 
plies, Surgical  Instruments  and  Dressings. 

• 

THE  RUPP  & BOWMAN  CO. 

319  SUPERIOR  ST.  TOLEDO,  OHIO 
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6000 


5000 


TOTAL  ENERGY  REQUIREMENT  PER  DAY 

The  200  calory  range  in  infancy  and 
childhood  broadens  mfo  hundreds 
of  calories  required  by  adolescents. 
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CHILDHOOD 


ADOLESCENCE 


4 6 8 10  12 
— AGE  IN  YEARS  — 


Careful  study  shows  many  young  folks 
do  not  consume  enough  food  to  provide  them 
with  the  enormous  energy  requirements  necessary 
during  the  transitional  period  of  adolescence.  The 
symptoms  are  the  consequence  of  undernutrition. 


-i  "ormal  adolescent  boys  and  girls 
frequently  complain  of  fatigue.  They 
feel  weak  and  irritable;  they  show  a 
diminished  ability  to  concentrate; 
they  are  disinclined  to  work;  they  are 
physically  inefficient. 

Some  of  these  symptoms  are  physio- 
logical manifestations  of  adolescent 
development. 

The  graph  reveals  the  sudden  rise  in 
caloric  requirement  during  adolescence. 
Three  hurried  meals  are  usually  insuffi- 
cient to  provide  the  tremendous  caloric 
needs.  Accessory  meals,  mid-morning  and 
mid-afternoon,  in  certain  instances,  may 
be  prescribed  with  advantage. 

And  Karo  added  to  foods  and  fluids 
can  increase  calories  as  needed.  A table- 


spoon of  Karo  yields  60  calories.  It  con- 
sists of  palatable  dextrins,  maltose  and 
dextrose  (with  a small  percentage  of 
sucrose  added  for  flavor). 

Karo  is  well-tolerated,  highly  digestible, 
not  readily  fermentable,  effectively  util- 
ized and  inexpensive. 

For  further  information,  write 

CORN  PRODUCTS  SALES  COMPANY 
Dept.  S.J.  10,  Battery  Place,  New  York,  N.  Y. 


A Infant  feeding  practice  is  primarily  the  concern  of  the  physician,  therefore,  Karo  for 
infant  feeding  is  advertised  to  the  Medical  Profession  exclusively. 
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“The  Diagnosis  and  Surgical  Treatment  of 
Lesions  of  the  Bile  Ducts”. — Clair  B.  King,  M.D., 
secretary. 

SUMMIT 

Dr.  George  W.  Crile,  Cleveland,  spoke  on 
“Clinical  Problems  of  Essential  Hypertension”, 
at  a meeting  of  the  Summit  County  Medical  So- 
ciety, September  14,  at  the  Mayflower  Hotel, 
Akron . — B ulletin . 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH.  M.D.,  ZANESVILLE) 

ATHENS 

Members  of  the  Athens  County  Medical  Society 
were  entertained  at  a dinner  meeting,  September 
7,  at  the  home  of  Dr.  T.  A.  Copeland,  secretary  of 
the  society.  The  speakers  were  Dr.  David  Bos- 
worth,  of  Polyclinic  and  St.  Luke’s  Hospitals, 
New  York  City,  who  spoke  on  “Fractures  of  the 
Shoulder”,  and  Dr.  Sumner  Price,  Polyclinic  Hos- 
pital, New  York  City,  who  discussed  “Injuries  to 
the  New  Born”.  Thirty-four  physicians  attended 
the  meeting.  Prior  to  the  meeting,  Dr.  Copeland 
announced  that  he  will  retire  in  December  as 
secretary  of  the  society,  a position  in  which  he 
has  served  for  25  years.— T.  A.  Copeland,  M.D., 
secretary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

LAWRENCE 

At  a meeting  of  the  Lawrence  County  Medical 
Society,  September  3,  at  Ironton,  the  society  re- 
quested the  following  members  to  serve  as  officers 
of  the  hospital  staff  of  the  new  Lawrence  County 
General  Hospital:  Dr.  Chester  A.  Casey,  presi- 
dent; Dr.  V.  V.  Smith,  vice-president,  and  Dr.  Wil- 
liam A.  French,  Jr.,  secretary. — News  clipping. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

FRANKLIN 

Hobby  Night”  was  observed  by  the  Columbus 
Academy  of  Medicine,  September  13.  Arrange- 
ments for  the  exhibits  were  made  by  a commit- 
tee consisting  of  Dr.  Paul  Palmer,  chairman;  Dr. 
Willard  B.  Andrus  and  Dr.  Tom  F.  Lewis. 

A special  clinic  on  mental  diseases  was  pre- 
sented for  members  of  the  academy  at  Columbus 
State  Hospital,  September  20.  The  following  sub- 
jects were  discussed:  “Electrodiagnosis The 

Clinical  Aspects  of  the  Reaction  of  Degenera- 
tion”, by  Dr.  J.  Fremont  Bateman;  “The  Insulin 
Shock  Method  of  Treatment  of  Schizophrenia”, 
Dr.  Nicholas  Michael;  and  “Induced  Epileptiform 
Attacks  in  the  Treatment  of  Schizophrenia”,  Dr. 
Beatrice  Postle  Fockler. 

At  a meeting  of  the  Section  of  General  Medi- 


B I S[M  U T H 

SUBSALICYLATE 

U.  S.  S.  P.  CO. 


fiot  'Tleatment  ojj  JSqjphiti* 


MEDICAL  fl 
I ASSN  g 


Bismuth  Subsalicylate  offers  the  follow- 
ing advantages: 

• Relatively  non-toxic  when  the 
dose  is  properly  controlled. 

• No  contraindications  when  ad- 
ministered following  arsphena- 
mine  or  mercury. 

• Practically  non -irritating  so 
far  as  local  pain  from  the  in- 
jection is  concerned,  and  free- 
dom from  abscesses  at  site  of 
injection. 

• U.S.S.P.  Co.  Bismuth  Subsal- 
icylate does  not  settle  solidly — 
easy  to  shake. 

Write  for  catalog  or  information  on  any  product 
in  which  you  cere  interested. 


U.S.  STANDARD  PRODUCTS  CO. 

WOODWORTH,  WISCONSIN. 
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How  Much  Sun  ^ 
Does  the  Inf  ant  f 
Really  Get  + 

Not  very  much:  (1)  When 
the  baby  is  bundled  to  pro- 
tect against  weather  or  (2) 
when  shaded  to  protect 
against  glare  or  (3)  when 
the  sun  does  not  shine  for 
days  at  a time.  Oleum 
Percomorphum  offers  pro- 
tection against  rickets 
36514  days  in  the  year,  in 
measurable  potency  and  in 
controllable  dosage.  Use 
the  sun,  too. 


Oleum  Percomorphum  Price  Substantially  Reduced  Sept.  1,  1936  ! 


We  are  hopeful  that  by  the  medical  profession’s  con- 
tinued whole-hearted  acceptance  of  Oleum  Perco- 
morphum, liquid  and  capsules  (also  Mead’s  Cod 


Liver  Oil  Fortified  With  Percomorph  Liver  Oil), 
it  will  be  possible  for  us  to  make  the  patient’s 
“vitamin  nickel”  (A  and  D)  stretch  still  further. 


Mead  Johnson  & Company,  Evansville,  Indiana,  TJ.  S.  A.,  does  not  advertise  any  of  its  products  to  the  public. 
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cine,  September  27,  Dr.  Edward  Allen  Marshall, 
Cleveland,  spoke  on  “Functional  Disturbances  of 
the  Stomach”. — Bulletin. 

MORROW 

Dr.  C.  G.  Smith,  Marion,  read  a very  interesting 
paper  on  “Hysterectomy”,  at  a well-attended  meet- 
ing of  the  Morrow  County  Medical  Society,  at 
Mt.  Gilead,  September  14. — T.  Caris,  M.D.,  secre- 
tary. 

Opening  in  Navy  Medical  Corps 

An  examination  for  commission  in  the  medical 
corps  of  the  U.  S.  Navy  and  for  appointment  as 
intern  will  be  held  at  all  naval  hospitals  and  the 
Naval  Medical  School,  beginning  October  11. 
Candidates  for  admission  must  be  between  the 
ages  of  21  and  32  years  at  the  time  of  appoint- 
ment and  graduates  of  or  senior  medical  students 
in  Class  A medical  schools.  Those  interested 
should  write  the  Surgeon  General,  U.  S.  Navy, 
Bureau  of  Medicine  and  Surgery,  Navy  Depart- 
ment, Washington,  D.  C.,  for  further  informa- 
tion. 


Columbus — Dr.  Daniel  G.  Sanor  was  recently 
elected  international  president  of  the  Mercator 
Club. 

Springfield — Dr.  Stanford  W.  Mulholland,  prac- 
ticing physician  here  since  1932,  was  recently 
appointed  associate  professor  of  urology  at  Tem- 
ple University  School  of  Medicine,  Philadelphia, 
Pa. 


Physicians  On  Welfare  Program 

The  Forty-Seventh  Annual  Ohio  Welfare  Con- 
ference was  held  at  Canton,  September  14-17. 
The  theme  of  the  meeting  was  announced  as 
“Welfare  Work  in  Transition”. 

Subjects  presented  by  Ohio  physicians  included: 
“Maternal  and  Child  Welfare  in  Ohio  under  the 
Social  Security  Program”,  Dr.  P.  L.  Harris, 
State  Department  of  Health,  Columbus;  “One 
Hundred  Years  of  Mental  Hygiene  in  Ohio”,  Dr. 
J.  F.  Bateman,  superintendent,  Columbus  State 
Hospital;  “A  Program  of  Medical  Service  for 
Transients”,  by  Dr.  Emanuel  B.  Brandes,  medical 
director,  Transient  Service  Bureau,  Cincinnati; 
“Vitamin  Deficiency  and  Nutrition  in  Relation  to 
Eye  Disorders  and  Blindness”,  Dr.  A.  D.  Ruede- 
mann,  Cleveland;  “Prenatal  Care  as  a Prevention 
of  Blindness”,  Dr.  Claude  S.  Perry,  Columbus; 
“Progress  Report  and  Plans  for  Continuation  of 
Vocational  Study  at  the  Columbus  Florence  Crit- 
tention  Home”,  Dr.  A.  Sophie  Rogers,  Columbus; 
’’Does  Workmen’s  Compensation  Interfere  With 
the  Employment  of  the  Physically  Handicapped?” 
by  Dr  Sidney  McCurdy,  Columbus,  Supervisor, 
Medical  Section,  State  Industrial  Commission, 
and  “Study  of  100  Girls  in  the  Akron  Florence 
Crittenton  Juvenile  Home”,  by  Dr.  Carrie  A. 
Herring,  Akron.  Discussants  included:  Dr.  T.  F. 
Higgins,  superintendent,  Lucas  County  Home, 
Toledo,  and  Dr.  Carl  A.  Wilzbach,  executive 
secretary  of  the  Cincinnati  Social  Hygiene  So- 
ciety. 
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LIVE  LONGER  TODAY 


T he  life  span  of  the  diabetic  has  been  lengthened  considerably  fol- 
lowing the  discovery  of  Insulin  and  the  growing  knowledge  of  its  use.  There  is, 
however,  a definite  responsibility  on  the  part  of  the  physician  to  educate  the 
many  new  diabetics  in  the  importance  of  proper  diet  and  proper  use  of  Insulin 
preparations. 

The  apparent  increase  in  diabetes  in  recent  years  has  been  attributed  to  the 
modern  manner  of  living,  increased  sugar  consumption,  overeating  and  lack 
of  muscular  exercise.  With  proper  management  the  great  majority  of 
patients  can  be  kept  well-nourished,  sugar-free,  and  at  work. 


Insulin  Squibb  is  an  aqueous  solution 
of  the  active  anti-diabetic  principle  ob- 
tained from  pancreas.  It  is  accurately  as- 
sayed, uniformly  potent,  carefully  puri- 
fied, highly  stable  and  remarkably  free  of 
pigmentary  impurities  and  proteinous  re- 
action-producing substances. 

Insulin  Squibb  of  the  usual  strengths  is 
supplied  in  5-cc.  and  10-cc.  vials. 


Protamine  Zinc  Insulin,  Squibb 

complies  with  the  rigid  specifications  of 
the  Insulin  Committee,  University  of  To- 
ronto, under  whose  control  it  is  manufac- 
tured and  supplied.  It  is  available  in  10-cc. 
vials.  When  this  preparation  is  brought 
into  uniform  suspension,  each  cc.  contains 
40  units  of  Insulin  together  with  prota- 
mine and  approximately  0.08  mg.  of  zinc. 


ERiSqjjibb  & Sons.  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 
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A.M.A.  Will  Resume  Health  Talks  Over 
N.  B.  C.  Chain  Starting  Oct.  13 

Once  more,  during  the  coming  Fall,  Winter  and 
Spring,  the  Voices  of  Medicine  will  salute  the 
people  of  America,  with  the  toast  “YOUR 
HEALTH”.  This  is  the  well-known  title  of  the 
radio  program  of  the  American  Medical  Asso- 
ciation and  the  National  Broadcasting  Company. 
The  coming  season  will  be  the  fifth;  the  first  two 
years  were  devoted  to  health  talks,  and  the  last 
two  seasons  to  dramatized  health  messages. 
This  year,  the  salutation  will  be  addressed  par- 
ticularly to  the  teachers  and  students  in  the 
Junior  and  Senior  high  schools,  in  the  hope  that 
the  program  will  be  helpful  in  illustrating, 
amplifying,  and  enriching  the  health  teaching  in 
those  schools.  The  program  will  be  on  the  air 
while  schools  are  in  session,  so  that  the  program 
may  be  utilized  directly  in  the  thousands  of 
schools  which  now  have  or  soon  will  have  radio 
and  public  address  systems  reaching  the  class- 
rooms. Programs  will  be  announced  in  advance 
in  Hygeia. 

While  the  program  is  planned  especially  for 
high  schools,  it  will  not  sacrifice  the  interest 
which  it  has  held  for  listeners  in  the  home. 

The  program  will  be  presented  in  nine  groups 
of  four  programs  each,  over  the  Red  Network  of 
the  National  Broadcasting  Company,  each  Wed- 
nesday from  2:00  to  2:30  P.M.,  beginning  Oc- 
tober 13,  1937  and  running  consecutively  through 
June  15,  1938 

The  following  broadcasts,  on  the  general  sub- 
ject, “Personal  Health”,  are  scheduled  for 
October: 

October  13 — Learning  About  Health : intro- 
ductory, explanatory. 

October  20 — Growing  for  Strength  and  Beauty : 
favorable  and  unfavorable  factors  in  growth  and 
the  maintenance  of  normal  weight. 

October  27 — Seeing  and  Hearng  Well:  hearing 
and  vision;  how  to  conserve  these;  how  to  recog- 
nize deviations;  how  to  prevent  loss. 

The  list  of  stations  to  which  the  program  is 
available  includes:  WTAM,  Cleveland;  WSAI 

and  WLW,  Cincinnati;  and  WCOL,  Columbus.  It 
should  be  noted  that  any  station  may  or  may  not 
broadcast  the  program.  Neither  the  American 
Medical  Association  nor  the  National  Broadcast- 
ing Company  has  any  control  over  local  broad- 
casting, since  this  is  a noncommercial  program. 
Evidence  of  local  interest  may  have  influence  with 
station  managements. 


Cleveland — Officers  of  the  Women’s  Medical  So- 
ciety for  this  year  are : Dr.  Helen  M.  Koke,  presi- 
dent; Dr.  Mabelle  Gilbert,  vice-president;  Dr. 
Leabelle  Isaac,  secretary,  and  Dr.  Cora  Randall, 
treasurer.  Dr.  Gertrude  Donnelly  is  chairman  of 
the  program  committee. 


HYCLORITE 


Accepted  by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association  (N.N.R.) 

ANTISEPTIC 

An  Aid  for  the  Prevention  of 
Ringworm  Infection 

For  irrigating,  swabbing  and  dressing  in- 
fected cases  wherever  an  antiseptic  is  needed 

For  Hand  and  Skin  Sterilization 

To  Make  a Dakin’s  Solution  of  Correct 
Hypochlorite  Strength  and  Alkalinity. 

NON-POISONOUS 

PRACTICALLY  NON-IRRITATING 

Comprehensive  Literature  on  Request 

BETHELHEM  LABORATORIES 

INCORPORATED 

300  Century  Building  PITTSBURGH,  PA. 


Behind 

Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

}P  is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 


Controlled  laboratory  investigation 


Chemical  and  biological  control  of 
each  lot  produced 

Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 
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MAPHARSEN 


Mapharsen  is  easily  and  quickly  pre- 
pared for  injection.  Single  doses  can  be 
dissolved  in  syringe  and  ampoule,  with- 
out necessita  ting  the  use  of  sterile  beakers 
or  other  apparatus. 

In  contrast  to  the  arsphenamines,  Ma- 
pharsen  solutions  do  not  become  more 
toxic  on  standing;  agitation  or  exposure 
to  air  does  not  increase  their  toxicity. 
Haste  in  completing  injections  immedi- 
ately after  preparation  of  solutions  is 
unnecessary. 


With  the  patient  either  in  a sitting  or 
recumbent  position,  injection  can  be 
made  according  to  the  usual  intravenous 
technic.  Mapliarsen  solutions  should  be 
injected  rapidly — at  the  rate  of  10  cc. 
(the  entire  dose)  within  30  seconds  after 
the  needle  is  in  place. 

Mapharsen  treatment  is  conveniently 
administered.  The  ease  and  rapidity  of 
injection  minimize  discomfort  and  en- 
courage patient  cooperation. 


Mapharsen  (meta-amino-para-hydroxy-phenylarsine  oxide  hydrochloride) 
is  available  in  single  dose  ampoules  containing  0.04  and  0.06  Gm.,  each  in 
individual  packages  with  or  without  distilled  water.  It  is  also  supplied  in 
ten  dose  ampoules,  containing  0.4  and  0.6  Gm.,  for  use  by  hospitals  and  clinics 

PARKE,  DAVIS  & COMPANY 


THE  WORLD'S  LARGEST  MAKERS  OF  PHARMACEUTICAL  AND  BIOLOGICAL  PRODUCTS 
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Attorney  General  Rules  on  Exemptions 
Under  Unemployment  Benefit  Act 

The  mere  fact  that  institutions  such  as  hos- 
pitals, Y.M.C.A.,  Y.W.C.A.,  Salvation  Army  and 
others,  render  medical  service,  operate  cafeterias, 
or  furnish  lodging  for  pay,  does  not  remove  them 
from  the  exemption  provided  in  Section  1345-1 
(c)  (E)  (8)  of  the  Ohio  Unemployment  Com- 
pensation Act,  Attorney  General  Herbert  S. 
Duffy,  ruled  August  18,  (Opinion  No.  1024),  in 
answer  to  a request  from  the  Unemployment 
Compensation  Commission. 

Section  1345-1  (c)  (E)  (S)  reads  as  follows: 

“The  term  employment  shall  not  include  service 
performed  in  the  employ  of  a corporation,  com- 
munity chest,  fund  or  foundation,  organized  and 
operated  exclusively  for  religious,  charitable, 
scientific,  literary,  or  educational  purposes,  or  for 
the  prevention  of  cruelty  to  children  or  animals, 
no  part  of  the  net  earnings  of  which  inures  to 
the  benefit  of  any  private  shareholder  or  in- 
dividual.” 

In  following  previous  opinions  and  court  de- 
cisions holding  that  the  fact  that  a public  charit- 
able hospital  receives  pay  from  a patient  for 
lodging  care  does  not  affect  its  character  as  a 
charitable  institution,  and  the  fact  that  the 
rooms  in  a building  owned  by  a Y.M.C.A.  when 
not  occupied  by  members  of  said  association  are 
rented  to  the  public  to  the  extent  that  said  rooms 
are  not  occupied  by  members  of  said  association, 
does  not  classify  said  rooms  as  property  leased 
for  a profit  so  as  to  subject  them  to  taxation, 
Attorney  General  Duffy  stated  that  it  should  be 
clearly  understood  that  whether  or  not  a par- 
ticular hospital  or  institution  comes  within  the 
exemption  clause  of  the  Unemployment  Insur- 
ance Act  would  depend  upon  the  primary  pur- 
poses of  each  institution. 

On  August  11  (Opinion  No.  997),  Attorney 
General  Duffy  ruled  that  a county  budget  com- 
mission possesses  the  power  to  reduce  any  item 
or  items  in  the  estimate  submitted  by  a county 
health  board,  even  though  the  estimate  of  the 
health  district  is  included  in  the  various  budgets 
submitted  by  the  various  taxing  authorities 
within  the  health  district. 

On  August  17  (Opinion  No.  1018),  the  At- 
torney General  ruled  that  a non-resident  W.P.A. 
worker,  having  lived  in  any  county  in  the  state 
of  Ohio  for  a period  of  12  consecutive  months  and 
supported  himself  and  his  family  for  said  period, 
thereby  obtains  legal  settlement  in  said  county 
for  purposes  of  relief. 


Dayton — Dr.  H.  H.  Williams,  for  the  past  13 
years  bacteriologist  in  the  city  division  of  health, 
has  been  appointed  city  health  commissioner, 
succeeding  Dr.  A.  0.  Peters,  who  died  August  6. 
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APPENDICITIS:  SURGICAL  CARE  BASED  UPON  THE  PATHOLOGIC 

CONDITIONS  PRESENT 

By  JOSEPH  L.  DeCOURCY,  M.D.,  Cincinnati,  Ohio 


ACUTE  appendicitis  is  a local  disease  at  first. 
The  disease  may  remain  confined  to  the 
appendix  and  undergo  resolution,  or,  in  a 
variable  length  of  time,  it  may  produce  a gan- 
grenous appendix.  Also,  necrosis  may  occur  and 
rupture  result.  At  the  outset,  it  is  impossible  to 
predict  the  course  that  the  disease  will  run.  It 
is  for  this  reason  that  the  need  of  immediate 
operation  cannot  be  too  strongly  emphasized. 

When  rupture  of  the  appendix  occurs  or  gang- 
rene appears,  the  disease  is  no  longer  localized 
in  the  appendix  but  diffused  over  the  peritoneum 
adjacent  to  the  appendix.  No  walling  off  process 
is  present  at  this  time.  In  other  words,  we  are 
now  . dealing  with  a localized  peritonitis,  with 
every  prospect  that  the  infection  will  spread  un- 
less prompt  intervention  is  carried  out.  As  this 
spread  proceeds,  the  inflammation  may  remain  a 
pelvic  peritonitis  or  become  disseminated  through- 
out the  entire  peritoneal  cavity,  causing  a gener- 
alized peritonitis. 

After  the  initial  spread  takes  place,  if  the  in- 
fection is  sufficiently  mild,  a recession  occurs. 
The  infection  retreats  to  the  vicinity  of  the  appen- 
dix and  again  localization  occurs,  this  time  in  the 
form  of  an  abscess. 

A similar  example  would  be  an  infection  of  the 
finger  from  a needle  prick.  A cellulitis  immedi- 
ately spreads  to  a variable  degree  in  circumfer- 
ence from  the  site  of  infection.  A lymphangitis 
spreads  up  the  arm.  With  rest,  if  the  infection 
is  not  too  severe,  a recession  takes  place  in  a 
few  days.  The  lymphangitis  subsides  and  the 
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cellulitis  gradually  recedes  and  becomes  localized 
about  the  initial  wound,  with  abscess  formation. 

In  the  case  of  the  appendix  there  is,  of  course, 
this  difference:  It  is  impossible  to  visualize  the 
peritoneal  cavity,  so  that  we  cannot  tell  by  in- 
spection which  cases  will  become  localized  nor 
watch  the  recession  of  the  infection  in  those  cases 
in  which  it  occurs. 

Thus  we  have  three  types  of  acute  suppurative 
or  gangrenous  appendicits:  (1)  simple  cases  with- 
out rupture,  in  which  the  disease  remains  local- 
ized in  the  appendix,  (2)  cases  with  rupture  and 
localized  or  generalized  peritonitis;  (3)  cases  with 
rupture  and  abscess  formation — Nature’s  attempt 
to  sequester  and  get  rid  of  the  infection. 

Now,  the  point  which  I wish  to  make  is  that  the 
same  procedure  cannot  be  carried  out  in  every 
case  because  of  different  pathologic  conditions 
found  at  the  time  of  operation.  Assuming  that 
the  operation  is  carried  out  immediately  after  the 
diagnosis  has  been  made,  we  have  still  to  reckon 
with  the  fact  that  some  cases  are  much  more  ad- 
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vaneed  than  others  irrespective  of  the  time  that 
has  elapsed  since  the  first  symptoms  were  ob- 
served. It  has  been  repeatedly  pointed  out  that 
there  is  no  uniformity  in  the  rate  at  which  these 
cases  develop  and  that  the  time  element  in  differ- 
ent patients  shows  the  widest  variations.  It  is 
therefore  idle  to  lay  down  rules  of  procedure  on 
a time  basis,  as  could  be  done  if  all  cases  were, 
for  example,  in  the  same  condition  48  hours  after 
the  first  symptoms  and  reached  the  same  degree 
or  gravity  on  the  fourth  or  the  sixth  day. 

The  confusion  shown  in  the  literature  on  this 
aspect  of  the  subject  is  deplorable1.  They  point 
out  that  while  some  cases  rupture  within  18  hours 
after  onset,  others  do  not  reach  this  stage  for 
three  or  four  days.  It  is  accordingly  futile  to 
decide  arbitrarily,  as  many  do,  that  after  48  hours 
operation  is  advisable  and  expectant  treatment 
should  be  undertaken.  The  matter  is  not  so 
simple  as  that. 

It  is  this  very  difficulty  of  determining  the  stage 
the  disease  has  reached  at  any  given  time  that 
makes  it  so  imperative  to  operate  as  soon  as  the 
diagnosis  is  made  ®r  is  even  reasonably  clear. 
Only  after  one  has  opened  the  abdomen  can  the 
exact  stage  be  clearly  recognized  and  the  degree 
of  peritoneal  contamination  determined. 

During  the  first  and  second  stages  the  exact 
type  of  abdominal  incision  is  in  my  opinion  of 
little  importance;  that  is  to  say,  no  single  stand- 
ard can  be  laid  down.  We  read,  however,  in  the 
recent  literature  that  the  McBurney  incision 
should  be  made  in  every  case  of  appendicitis,  the 
thought  behind  this  being  the  danger  of  spread- 
ing the  infection  if  the  small  bowel  is  exposed. 
I feel  that  this  teaching  is  erroneous  for  two 
reasons: 

First,  if  the  appendix  has  not  ruptured,  it  does 
not  matter  from  the  point  of  view  of  infection 
whether  it  is  removed  through  a gridiron  in- 
cision, a right  rectus  incision  or  a midline  in- 
cision. The  surgeon  should  be  free  to  make  his 
own  choice  on  the  basis  of  his  experience. 

Second,  if  my  concept  of  the  pathology  is  true, 
there  is  in  the  second  stage  (in  which  most  rup- 
tured appendices  ai'e  removed)  no  walled  off  area 
and  it  does  no  harm  whatever  to  visualize  the 
small  bowel.  In  fact,  it  is  desirable  to  have  suffi- 
cient vision  in  order  to  lessen  the  trauma  in- 
flicted on  the  bowel  covering  and  to  obtain  ade- 
quate drainage. 

Some  authors,  as  Brunn2,  consider  the  Mc- 
Burney incision  positively  dangerous  in  the  case 
of  an  adherent  or  gangrenous  pelvic  appendix, 
even  when  the  latter  incision  has  been  extended. 
They  insist  on  a right  rectus  incision.  In  my 
opinion,  any  one  of  the  possible  approaches  may 
be  indicated  according  to  conditions  in  the  indi- 
vidual case. 

The  fear  expressed  by  some  surgeons  of  spread- 
ing a localized  peritonitis  is  in  reality  baseless. 
As  I have  alsewhere  pointed  out3,  with  the  source 


of  infection  removed  the  peritoneum  is  pretty  well 
able  to  take  care  of  itself  and  to  overcome  exten- 
sive infection,  even  in  the  presence  of  generalized 
peritonitis,  provided  the  bowel  does  not  become 
distended.  This  is  the  crux  of  the  situation,  the 
consideration  that  must  dominate  all  decisions  in 
the  way  of  treatment.  If  proper  care  is  exer- 
cised, it  is  possible  through  a wide  incision  to 
pack  off  the  intestines  completely  with  moist  pads, 
then  to  loosen  up  the  adhesions  (which  in  the 
early  stage  are  still  plastic),  aspirate  out  the  pus, 
find  and  remove  the  appendix,  and  cleanse  the 
cavity  thoroughly,  without  any  injury  to  the  in- 
testine or  any  spread  of  infection. 

In  the  third  or  abscess  stage  the  incision  must 
of  course  be  made  over  the  abscess  wherever 
that  happens  to  be.  Here  there  may  be  wide 
variations,  and  it  is  obvious  that  the  McBurney 
incision  might  fall  wide  of  the  mark.  The  in- 
cision should  naturally  be  made  where  it  will 
provide  the  best  facilities  for  drainage.  The  l'ight 
rectus  incision  is,  in  my  opinion,  much  better  than 
the  McBurney  for  cul-de-sac  drainage.  Secondary 
collections  of  pus  may  often  be  found  at  distant 
points,  such  as  the  left  iliac  fossa,  Douglas’ 
cul-de-sac  or  up  under  the  liver.  These  should  be 
drained  and  the  cavity  filled  with  cigaret  drains 
or  a soft  rubber  catheter  inserted. 

The  cases  in  the  second  stage  present  the  high- 
est mortality  because  of  ileus.  It  is  distention 
that  we  have  to  fear  more  than  infection.  Disten- 
tion impairs  circulation  and  paralyzes  function. 
In  fact  I think  it  is  safe  to  say  that  ileus  accounts 
for  40  per  cent  of  deaths  from  appendicitis  and 
possibly  more  than  that.  It  is,  accordingly,  to 
this  feature  that  our  attention  must  be  directed 
first  and  foremost. 

It  is  now  nearly  25  years  since  Wilkie  of  Edin- 
burgh made  the  important  observation  that  there 
are  two  types  of  appendicitis,  the  obstructive  and 
the  inflammatory.  On  the  whole,  it  is  the  ob- 
structive type  that  results,  like  other  bowel  stop- 
pages, in  distention.  In  a more  recent  contribu- 
tion (1930)  Wilkie4  has  again  emphasized  the 
fact  that  in  the  great  majority  of  fatal  cases 
death  is  not  the  result  of  primary  inflammation 
but  of  primary  obstruction,  with  consequent  ten- 
tion,  gangrene  and  perforation.  “If  we  would 
but  visualize  this  disease,”  he  says,  “as  one  of 
the  fatal  types  of  acute  intestinal  obstruction 
....  demanding  immediate  operation  before  the 
tense,  obstructed  organ  bursts — if  we  would  teach 
our  students  its  underlying  pathology  and  dem- 
onstrate its  clinical  picture,  we  should  not  have 
to  deplore  the  rising  death  rate  for  so-called 
appendicitis.” 

At  present  we  have  a way  of  relieving  this  in- 
testinal obstruction  and  preventing  the  resultant 
ileus,  by  decompressing  the  cecum  at  the  time  of 
operation.  The  method  is  simplicity  itself,  and 
the  men  who  are  using  it  are  showing  results  not 
obtainable  by  any  other  means.  The  benefit  re- 
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suiting  from  a temporary  cecostomy  will  not  only 
consist  in  the  relief  of  intra-abdominal  tension 
but  will  also  render  a service  to  the  inflamed 
peritoneum  by  making  a more  adequate  blood  sup- 
ply possible,  thus  promoting  restoration  to  its 
normal  condition. 

At  the  DeCourcy  Clinic,  after  removal  of  the 
appendix,  it  has  been  for  the  past  three  years 
our  routine  practice  to  insert  a Pezzer  catheter 
into  the  cecum  in  practically  every  case  of  rup- 
tured appendix.  This  is  done  through  the  cecal 
opening,  which  is  then  drawn  together  by  two 
purse-string  sutures  of  fine  linen  thread,  previ- 
ously placed.  A clamp  is  placed  on  the  distal  end 
of  the  catheter,  which  is  held  in  place  by  a single 
suture  through  the  gut  wall.  This  clamp  is  re- 
moved from  time  to  time  to  permit  escape  of  gas 
and  fecal  material.  The  principal  purpose  of  the 
catheter  is  to  permit  decompression  of  the  bowel 
and  thus  prevent  the  distention  that  would  re- 
sult in  paralysis  of  the  bowel  wall.  For  it  is 
this  ileus  resulting  from  tension  that  is  the  most 
formidable  danger  in  appendicitis. 

We  all  know  of  cases  in  which  the  formation 
of  a spontaneous  fecal  fistula  has  led  to  imme- 
diate relief  of  symptoms  and  to  improvement  in 
the  general  condition  of  the  patient.  In  doing  a 
cecostomy,  therefore,  we  take  a leaf  from  Nature’s 
own  notebook.  Such  an  opening  deliberately 
placed  for  drainage  purposes  will  not  only  pro- 
duce the  same  improvement  through  its  decom- 
pressive effects,  but  it  will  also  have  a tendency 
to  close  much  more  speedily  than  the  spontaneous 
fistula  after  its  usefulness  is  ended.  The  catheter 
in  the  cecostomy  opening  begins  to  drain  about 
24  hours  after  it  is  placed  and  continues  to  do 
so  for  four  or  five  days  thereafter;  then  the 
drainage  gradually  lessens  as  the  bowels  begin 
to  move  naturally,  and  as  a rule  the  fistula  closes 
in  about  a month. 

As  I have  said,  the  results  we  are  getting  by 
decompression  of  the  cecum  can  be  obtained  by 
no  other  means.  Continuous  gastric  lavage,  which 
we  also  use  on  occasion,  does  not  begin  to  take 
the  place  of  a cecal  catheter.  The  latter  not  only 
decompresses  and  drains  but  also  affords  the  best 
kind  of  opportunity  for  a Murphy  drip,  at  the 
point  where  it  is  most  easily  absorbed,  thus  re- 
lieving dehydration.  The  superiority  of  a cecal 
over  a rectal  drip  is  especially  marked  in  the  case 
of  children,  in  whom  the  earlier  method  inevitably 
resulted  in  a wet  bed,  owing  to  the  natural  ex- 
pulsive function  of  the  rectum. 

In  our  clinic,  where  the  cecal  catheter  is  a 
routine  method  in  cases  of  ruptured  and  gang- 
renous appendices,  it  is  a pleasure  to  watch  the 
convalescence  of  these  patients.  In  fact,  I be- 
lieve that  the  only  cases  now  which  will  succumb 
are  those  fulminating  strepococcal  infections 
which  characterize  about  1 per  cent  of  all  cases 
and  which  are  doomed  to  end  fatally  in  spite  of 
anything  that  can  be  done.  Unavoidable  compli- 


cations, such  as  pneumonia,  embolism,  etc.,  will 
probably  cause  another  1 per  cent  of  deaths. 

These  happy  results  are  borne  out  by  the  ex- 
perience of  others  besides  ourselves.  Sampson 
Handley5  in  a recent  communication  reported  a 
case  of  gangrenous  pelvic  appendicitis  followed 
by  complete  obstruction  with  enormous  disten- 
tion, which  at  the  end  of  a week  was  such  as  to 
make  recovery  seem  very  doubtful.  He  finally 
opened  the  cecum  in  the  appendectomy  wound 
with  immediate  relief,  which  was  followed  by  a 
complete  recovery  of  the  patient.  Roeder6  de- 
compressed by  ileosigmoidostomy  in  21  cases  of 
appendicitis  and  obtained  recoveries  in  all  but 
one,  in  which  he  says  he  waited  too  long.  Dor- 
rance  and  Nealon7  decompressed  successfully  by 
cecal  drainage  in  30  patients  suffering  with  appen- 
dicitis, the  youngest  of  whom  was  18  months  old 
and  the  oldest  67  years.  They  point  to  three 
advantages  of  the  method:  (1)  The  Murphy  drip 
can  be  given  at  regular  intervals,  thus  permit- 
ting an  accurate  record  of  the  water  absorbed. 
(2)  The  nursing  problem  is  made  lighter,  there 
being  no  more  wet  beds.  (3)  Feces  frequently 
pass  through  the  tube  or  an  enema  can  be  given 
if  necessary  by  this  route.  In  their  series  all  the 
cases  recovered.  Wilkie4  obtains  excellent  results 
by  cecostomy  or  enterostomy,  according  as  the 
one  or  the  other  intestine  is  affected.  He  states 
that  in  all  cases  in  which  the  cecal  distention  is 
a salient  feature,  a temporary  cecostomy  tube  is 
invaluable. 

Whenever  we  find  the  peritoneal  cavity  full  of 
free  pus,  we  first  of  all  aspirate  with  great 
caution.  We  never  use  the  old  irrigation  methods 
of  earlier  days,  which  tended  to  diffuse  the  in- 
fection. We  then  search  for  the  appendix,  which 
may  in  some  cases  present  some  difficulty  when 
it  is  bound  down  by  adhesions,  as  occurs  especially 
in  cases  of  pelvic  appendix.  After  its  removal 
we  look  for  secondary  collections  of  pus,  which 
are  similarly  aspirated,  followed  by  insertion  of 
cigaret  drains  or  soft  rubber  catheters.  Where 
there  is  persistent  vomiting,  fluids  are  given  in 
every  feasible  way  for  purposes  of  rehydration, 
making  use  of  intravenous  or  subcutaneous  glu- 
cose and  chlorides,  of  gastric  lavage  and  of  the 
Murphy  drip  through  the  cecostomy  wound. 

I feel  that  we  can  point  with  pride  to  the  re- 
sults we  have  obtained  since  we  have  been  apply- 
ing these  newer  methods,  using  one  or  another 
or  all  according  to  the  pathologic  condition  in 
the  individual  patient.  In  my  last  series  of  65 
cases  of  ruptured  or  perforated  appendix  the  mor- 
tality has  been  less  than  4 per  cent,  the  two 
deaths  being  in  patients  who  had  already  reached 
the  stage  of  general  peritonitis  when  admitted  to 
the  clinic.  At  the  present  time  our  use  of  cecos- 
tomy drainage  is  practically  universal  in  cases 
of  ruptured  appendix,  and  we  have  found  the 
results  to  be  beyond  anything  we  could  obtain  by 
the  older  methods.  By  its  use  we  have  overcome 
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the  distention  that  led  to  fatal  ileus  and  have  been 
able  to  restore  to  health  patients  who  in  the  olden 
days  would  undoubtedly  have  succumbed  to  the 
disease. 

Again  let  me  say  that  it  is  distention  that  we 
have  more  to  dread  than  infection.  The  peri- 
toneum is  well  equipped  to  combat  micro-organ- 
isms after  the  appendix  is  out  and  the  free1  pus 
removed  by  aspiration,  but  its  efforts  will  be  un- 
availing if  intestinal  obstruction  persists.  Thus 
it  comes  about  that  so  simple  a device  as  a 
catheter  in  a cecostomy  opening  may  mean  all 
the  difference  between  life  and  death  for  the 
patient  who  is  a victim  of  acute  suppurative  or 
gangrenous  appendicitis. 

CONCLUSIONS 

1.  There  is  no  place  for  procrastination  in  the 
treatment  of  acute  appendicitis.  Since  the  stage 
and  hazards  of  the  disease  cannot  be  estimated 
by  its  duration,  immediate  operation  is  indicated 
as  soon  as  the  diagnosis  is  reasonably  certain. 

2.  Distention  of  the  cecum  and  neighboring 
bowels  accounts  for  40  per  cent  of  the  deaths 
from  appendicitis. 

3.  A simple  method  of  preventing  bowel  dis- 
tention by  routine  decompression  of  the  cecum 
after  appendectomy  where  there  is  rupture  or 
gangrene  is  described. 

4.  With  this  simple  measure  the  mortality  of 
ruptured  or  perforated  appendix  has  been  reduced 
to  less  than  4 per  cent. 

DeCourcy  Clinic. 
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Protein  Deficiency  Edema 

There  is  satisfactory  evidence  that  we  do  not 
need  to  resort  to  the  extremely  well  equipped 
laboratory,  but  may  depend  upon  our  history  and 
physical  examinations  plus  simple  data  which 
may  be  secured  in  any  office. 

The  treatment  of  protein  deficiency  edema  nat- 
urally consists  primarily  in  the  administration  of 
protein  in  large  quantities.  However,  water 
without  salt  cannot  be  retained.  In  many  cases 
when  the  serum  proteins  are  at  the  borderline, 
that  is  when  they  are  at  or  slightly  above  the 
critical  level,  edema  will  appear.  In  these  cases 
the  simple  restriction  of  salt  from  the  diet  will 
result  in  the  disappearance  of  edema.  Therefore 
in  treating  this  type  of  edema,  it  would  appear 


best  to  not  only  give  high  protein  diets,  but  also 
to  make  that  a salt  free  or  salt  low  diet  with 
restriction  of  fluids.  The  protein  should  be  given 
as  high  as  one  hundred  to  one  hundred  and  fifty 
grams  daily.  Animal  protein  will  secure  more 
rapid  and  satisfactory  results,  and  the  control  of 
salt  and  water  intake  with  bed  rest  are  advisable. 
Scientifically  it  is  possible  to  compute  the  amount 
of  protein  necessary  by  giving  one  gram  of  pro- 
tein per  kilogram  body  weight  plus  that  which  is 
lost  in  the  urine,  if  that  is  the  route  of  protein 
deprivation.  Blood  transfusions  and  the  intra- 
venous administration  of  gum  acacia,  after  the 
method  of  Senn  and  Hartman  are  to  be  resorted 
to  when  nothing  can  be  taken  orally.  If  small 
amounts  of  liquids  can  be  tolerated  by  mouth,  egg 
albumen,  gelatine,  and  milk  are  the  proteins  of 
choice.  The  use  of  mercurial  diuretics  is  question- 
able and  certainly  one  should  defer  their  use  if 
there  is  the  slightest  question  of  already  existent 
renal  damage.  Ammonium  chloride  and  other 
salts  may  be  used  in  an  attempt  to  upset  the 
electrolytic  concentration  and  thus  produce 
diuresis. 

A word  may  be  said  here  relative  to  the  edema 
existent  in  cardiac  and  renal  disease.  In  the 
former,  particularly  the  hypertensive  type,  the 
patients  are  often  given  low  protein  diets,  thus 
lowering  the  serum  proteins  and  producing  a 
potential  hydropigenous  state.  This  is  often  kept 
up  after  the  appearance  of  edema.  It  would  be 
better  to  give  these  individuals  diets  high  in 
protein.  If  this  is  done,  one  is  less  apt  to  find 
resistant  and  intractable  cardiac  edema.  Again, 
the  same  may  be  said  regarding  the  nephritic. 
Here  there  exist  all  of  the  forces  having  to  do 
with  the  production  of  edema.  It  would  be  more 
advisable  in  these  individuals,  if  the  protein  end 
products  in  the  blood  are  normal,  to  give  diets 
containing  an  adequate  amount  of  protein.  In 
many  operative  cases  the  nutrition  has  been  poor 
and  the  serum  proteins  are  low.  Post-operatively 
the  patient  is  given  copious  amounts  of  saline, 
often  with  the  appearance  of  edema.  Knowing 
that  these  fluids  may  dilute  the  proteins,  lowering 
them  still  more,  when  because  of  poor  nourish- 
ment they  are  already  lowered,  and  that  salt  in 
these  cases  may  produce  edema,  it  would  seem 
best  to  maintain  the  water  balance  by  giving 
glucose  in  isotonic  solution. 

Therefore,  we  see  that  the  essential  treatment 
of  protein  deficiency  edema  is  to  give  high  pro- 
tein, salt  free  diets,  and  that  the  administration 
of  protein  in  other  types  of  edema  is  an  aid  in 
decreasing  the  same.  In  conclusion,  it  is  to  be 
remembered  that  edema  is  a symptom  and  sign, 
not  a disease,  to  be  interpreted  as  part  of  a dis- 
ease process  with  the  treatment  incorporated  in 
that  of  the  original  disease. — Sam  Boyer,  Jr., 
M.D.,  Duluth,  Minn.;  Minnesota  Medicine,  Vol.  20, 
No.  10;  Oct.  1937. 
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THE  pituitary  gland  has  been  referred  to  as 
the  “master  gland”  and  this  because  it 
not  only  has  primary  effects  upon  the  body 
economy  but  also  because  of  its  regulatory  in- 
fluences upon  the  development  and  functioning  of 
several  of  the  other  glands  such  as  the  thyroid, 
the  adrenals,  the  gonads,  and  quite  possibly  the 
parathyroids.  Thus  we  find  that  from  the  pitui- 
tary anterior  lobe  the  following  hormones  are 
said  to  be  derived:  1.  The  growth  hormone.  2. 
The  sex-stimulating  hormone,  generally  divided 
into  (a)  the  follicle-maturing  fraction,  and  (b) 
the  luteinizing  hormone.  3.  The  thyrotropic  hor- 
mone. 4.  The  adrenotropic  hormone,  with  the 
possibility  that  there,  too,  there  are  two  frac- 
tions, one  tropic  for  the  medulla,  the  other  for 
the  cortex.  5.  The  lactogenic  hormone.  6.  The 
diabetogenic  hormone.  7.  A pancreatropic  hor- 
mone. 8.  A nitrogen  metabolism  regulating  hor- 
mone. 9.  A ketogenic  or  fat  metabolism  regulat- 
ing hormone.  10.  The  parathyrotropic  hormone. 
11.  A more  recent  addition,  the  so-called  frac- 
tion governing  erythropoiesis.  12.  Finally,  there 
is  some  evidence  that  the  anterior  lobe  also  regu- 
lates water  metabolism. 

The  posterior  lobe  and/or  the  pars  intermedia 
is  responsible  for  the  manufacture  of  pitocin  and 
pitussin  as  well  as  intermedin,  which  produces 
changes  in  pigmentation,  and  a melanophoric 
hormone  also  dealing  with  pigmentation. 

Now  certainly  any  one  gland  that  is  respon- 
sible in  whole  or  in  part  for  so  many  different 
functions  in  the  body  economy  is  indeed  rightly 
called  the  master  gland.  True,  many  of  these 
functions  are,  as  yet,  poorly  understood  nor 
have  the  hormones  mentioned  been  completely 
analyzed.  However,  clinical  tests  have  shown  that 
at  least  some  of  them  are  of  therapeutic  import- 
ance. The  problem  of  the  pituitary  is  further 
complicated  by  the  relationship  existing  between 
it  and  the  diencephalon. 

Since  this  paper  is  not  primarily  devoted  to  a 
discussion  of  the  physio-pathology  of  the  pitui- 
tary gland  and  the  neighboring  structures,  we 
shall  spend  no  time  in  describing  more  fully  the 
functions  of  the  various  hormones  or  their  in- 
terrelationship with  other  glands  or  organs.  Our 
present  purpose  is  to  present  some  evidence 
aimed  at  showing  the  relationship  that  seemingly 
exists  between  certain  personality  and  behavior 
traits  and  types  of  pituitary  dyscrasias.  In  pass- 
ing, may  I briefly  state  my  theoretical  position. 


Read  before  the  Section  on  Nervous  and  Mental  Dis- 
eases, Ohio  State  Medical  Association,  91st  Annual  Meet- 
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Mind  and  body  are  not  to  be  regarded  as  two 
separate  and  distinct  entities  acting  independently 
of  each  other,  but  rather  functioning  as  a whole 
— as  a psychosomatic  unit.  Hence  it  follows  that 
we  are  not  proposing  to  hold  the  pituitary  gland 
responsible  for  all  of  the  personality  of  any 
given  individual  who  may  have  a disturbance  of 
the  pituitary  gland.  Rather  we  would  show  that 
because  of  the  massive  role  the  pituitary  plays 
in  the  body  economy  it  is  the  more  apt  to  defi- 
nitely involve  the  total  person.  We  are,  of  course, 
aware  that  training,  education  and  experience 
will  modify  the  nature  of  the  conduct  and  per- 
sonality so  that  no  two  persons  with  a similar 
pituitary  disturbance  will  show  identical  behavior 
but  we  are  of  the  belief  that  similar  behavior,  in 
part  or  in  whole,  not  only  will  be  shown  but  be 
conditioned  primarily  by  the  pituitary  dysfunc- 
tion. In  other  words,  the  total  character  of  the 
individual  determines  the  pattern  of  behavior 
from  the  very  onset  of  the  conflict  through  to 
the  solution  arrived  at  as  well  as  the  attitude 
assumed  toward  that  solution.  Two  factors  enter 
into  all  character  formation.  The  constitutional 
factors  and  those  life  experiences  which  have 
been  truly  meaningful.  Our  concept,  then,  is  a 
psychobiological  one. 

The  first  type  of  pituitary  dyscrasia  we  shall 
consider  is  adiposogenitalis  dystrophia  or  Froe- 
lich’s  syndrome.  This  disorder  is  characterized 
physically  by  a marked  to  extreme  obesity  of  the 
mons-mammary-girdle  type,  delayed  or  arrested 
sexual  development  accompanied  usually  by  some 
disturbance  of  the  skeletal  growth.  In  general 
one  can  describe  the  character  of  these  patients 
as  submissive  and  non-aggressive.  In  history 
after  history  one  finds  such  statments  as,  “She 
is  sweet,  agreeable,  kind  and  considerate”,  or. 
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“He  has  a happy,  pleasant,  sunny  disposition”. 
Generally  the  child,  although  of  good  intelligence, 
tends  to  play  with  those  younger  than  himself. 
Such  children  accept  teasing  and  bullying  with 
no  show  of  aggression.  They  talk  about  their  in- 
ability to  hold  their  own  with  an  open  frankness 
not  found  in  others  with  no  such  evidence  of 
frank  organic  inferiority.  It  is  true  that  at 
adolescence  there  is  usually  found  both  in  the 
boy  and  the  girl  some  reaction  toward  their 
sexual  immaturity  and  inferiority.  However,  this 
reaction  is  not  of  an  aggressive  hostile  type,  but 
rather  shows  itself  in  greater  submissiveness 
and  a tendency  to  daydream  and  to  lose  further 
contact  with  their  age  group.  These  children 
usually  show  poor  motor  coordination  and  their 
inability  to  compete  in  athletics  is  due  more  to 
this  fact  than  to  feelings  of  inferiority.  A boy 
of  eleven  years,  after  he  had  been  on  a weight 
reducing  diet  for  some  time,  remarked  that  for- 
merly he  was  not  chosen  or  if  chosen  was  the 
last  one  to  be  chosen  in  games.  And  he  went  on 
to  say  that  if  he  became  “It”  in  a game  of  tag 
(and  note  the  childish  game  for  a boy  of  eleven  1 
he  would  have  extreme  difficulty  in  tagging  an- 
other boy.  He  remarked  further  that  he  never 
felt  “sore”  at  the  boys  because  of  this.  However, 
now  that  he  has  lost  weight  he  says  he  is  getting 
more  fun  out  of  the  games  and  on  analysis  this 
remark  means  that  he  is  happier  because  he  is 
chosen  more  frequently,  not  because  he  now  can 
tag  others  and  in  that  sense  get  even  with  them 
for  having  tagged  him  so  readily. 

In  many  cases  of  this  disorder  the  thyroid  is 
also  involved.  In  such  cases,  since  the  thyroid 
condition  is  a hypofunctioning,  sluggishness  and 
drowsiness  with  intellectual  impairment  may  be 
found,  thus  adding  such  conduct  and  personality 
problems  to  the  picture  presented. 

It  has  been  stated  that  homosexuality  is  a 
likely  finding  in  such  adolescents.  Here  the 
factor  of  training  plays  a big  role.  In  itself  we 
do  not  believe  that  Froelich’s  syndrome  predis- 
poses to  homosexuality.  However,  if  such  a per- 
son enters  into  a homosexual  relationship  the 
role  played  will  be  the  passive  submissive  one. 
In  many  women  sulfering  from  this  disorder,  be- 
cause of  the  sexual  infantilism,  there  may  be 
painful  and  at  times  incapacitating  menstrual 
periods.  Needless  to  say,  such  organic  facts  will 
reflect  themselves  in  the  psychic  attitude  to- 
ward life.  In  less  severe  cases  marriage  may  be 
entered  into.  However,  the  passive  submissive 
nature  may  be  very  irksome  to  the  partner  and 
lead  to  marital  incompatability.  Also  because  of 
the  fact  that  sterility  is  a relatively  common 
factor  the  marriage  may  have  little  of  binding 
value  in  it  and  disharmony  and  divorce  are  not 
uncommon  problems.  It  would  be  strange  indeed 
if  such  factors  did  not  reflect  themselves  in 
psychic  effects  on  conduct  and  personality.  Our 


studies,  then,  would  lead  us  to  believe  that  a 
submissive  reaction  is  fundamental  and  that  the 
shyness,  timidity,  fear  of  life,  tendency  to  intro- 
spection and  neurotic  symptom  formation  are 
secondary  to  this  original,  innate  submissive 
tendency. 

It  is  known  that  patients  with  hypopituitar- 
ism are  extremely  sensitive  to  insulin,  since  their 
blood  sugar  is  already  low  as  a result  of  the 
pituitary  deficiency.  What  is  not  definitely  known 
is  just  how  does  the  hypoglycemic  state  oc- 
casionally met  with  in  hypopituitarism  come 
about.  In  all  probability  the  diabetogenic  prin- 
ciple or  the  so-called  carbohydrate  regulating 
hormone  is  involved.  In  these  cases  there  may  be 
remarkable  changes  in  conduct.  This  is  well 
illustrated  in  the  following  case: 

A 19  year  old  girl  is  referred  by  her  mother 
with  the  complaint  that  the  girl  is  “starting  to 
act  funny”,  that  the  girl  for  the  past  four  years 
has  had  irregular  menstrual  periods  and  that 
now  at  the  time  the  period  should  come  she  be- 
comes greatly  confused,  refuses  to  eat  or  get  up, 
and  at  times  assumes  postures  during  which  time 
she  is  mute.  She  readily  loses  contact  with  her 
environment  and  then  just  sits  and  stares  into 
space  or  lies  in  bed  doing  nothing.  At  first  these 
attacks  lasted  only  a few  days.  Now  however 
they  last  as  long  as  two  weeks.  All  symptoms 
have  become  more  pronounced.  It  is  particularly 
difficult  to  arouse  her  of  a morning,  she  being  in 
a sort  of  stupor  until  the  mother  can  force  some 
food  into  her. 

In  developmental  history  there  was  elicited  the 
fact  that  she  was  a rather  heavy  child,  weighing 
eight  pounds.  She  began  to  menstruate  at  about 
eleven  years  of  age.  At  about  this  time  she  began 
to  put  on  more  and  more  weight  which  was  dis- 
tributed chiefly  about  bust  and  hips.  During  the 
summer  just  previous  to  the  onset  of  her  con- 
duct and  personality  disorder,  she  contracted  a 
rather  severe  sunburn  through  exposure  on  the 
beach. 

Physical  examination  revealed  a girl  weighing 
142  pounds,  62%  inches  tall,  chest  circumference 
35  inches,  abdominal  circumference  31  inches. 
The  lower  teeth  are  crowded.  There  were  no 
other  abnormal  findings.  Laboratory  study 
showed  a B.M.R.  of  minus  6;  cholesterol  184; 
fasting  blood  sugar  64.5  mgm.  per  cent,  fifteen 
minutes  after  glucose  ingestion  74.5;  after  % 
hour  80;  45  minutes  90;  one  hour  86.5;  90  minutes 
81.6;  and  after  two  hours  76.9.  The  X-ray  of 
the  sella  turcica  reveals  a normal  sella.  Repeated 
fasting  blood  sugar  determinations  at  no  time 
revealed  a higher  level  than  74  mgm.  per  cent. 
The  girl  herself  states  that  when  she  is  in  these 
attacks  she  hates  herself  and  that  she  then 
thinks  of  committing  suicide.  At  such  times  she 
is  troubled  with  sex  phantasies.  She  is  aware 
that  her  symptoms  are  made  much  worse  if  she 


November,  1937 


Conduct  and  Personality  Disorders 


1211 


refuses  to  eat.  She  explains  her  refusal  to  eat 
by  stating  that  she  gets  to  feel  drowsy  and  ir- 
ritable and  then  doesn’t  want  anyone  to  come 
near  her  but  to  be  left  strictly  alone. 

This  girl  was  placed  on  small  doses  of  thyroid 
and  given  15  grains  of  whole  gland  pituitary. 
She  also  was  placed  on  a high  carbohydrate 
early  morning  meal  and  an  extra  meal  near  bed 
time.  The  other  meals  were  relatively  high  in 
fat.  Under  this  regime  the  girl  improved  re- 
markably. However,  after  some  months  she 
neglected  her  diet  and  at  the  next  menstrual 
period  she  again  had  her  old  symptoms,  but  after 
a few  days  she  was  her  cheerful  self.  It  is  our 
opinion  that  this  girl’s  difficulties  and  her  per- 
sonality change  are  directly  attributable  to  her 
hypopituitarism  and  hypoglycemic  state.  Our 
experience  would  lead  us  to  believe  that  such 
states  are  by  no  means  rare  occurrences. 

And  lastly,  we  would  like  to  call  attention  to  a 
clinical  finding  we  have  not  found  described  in 
the  literature.  This  relates  to  excessive  sex  ac- 
tivity without  any  evidence  of  precocious  sex 
organ  development.  Nothing  in  the  patient’s 
training  would  account  for  this  excessive  sex 
drive.  In  our  experience  the  condition  is  more 
common  in  females  than  in  males.  Probably  a 
few  abstracted  case  histories  will  best  present 
the  picture. 

June,  aged  six  years,  is  referred  by  her  mother 
because  the  child  is  masturbating  excessively 
and  steadily  becoming  worse  and  because  the 
child  becomes  sexually  aroused  in  play  with  her 
three  year  older  brother,  so  much  so  that  the 
mother  fears  for  the  safety  of  the  boy. 

The  developmental  history  is  quite  negative 
except  for  the  problem  presented.  Physical  ex- 
amination shows  the  girl  to  be  49%  inches  tall 
and  weighing  63%  pounds.  The  chest  circum- 
ference is  24%  inches  and  the  abdominal  circum- 
ference 25%  inches.  There  is  a marked  spacing 
of  the  upper  incisors.  The  hymen  is  ruptured 
and  the  vulva  shows  irritation.  However,  there 
is  no  evidence  of  pubic  hair  or  other  sign  of  pre- 
cocious development. 

Mary  Jane,  age  12  years,  is  referred  because 
of  masturbation,  sex  relations  with  her  brother 
and  several  boys  in  the  neighborhood.  Masturba- 
tion was  noted  at  an  early  age  and  became  pro- 
gressively worse.  At  the  age  of  six  sex  relations 
with  her  brother  commenced.  More  recently  she 
became  promiscous  and  is  also  engaging  in  per- 
versions. 

The  developmental  history  is  negative  except 
for  a birth  weight  of  ten  pounds.  Physical  ex- 
amination reveals  an  obese  girl.  Height  61 
inches,  weight  144.6.  Simple  goitre.  Hymen 
ruptured  and  marital  outlet. 

Just  recently  we  had  referred  a little  girl 
aged  3%  years  because  of  the  mother’s  concern 
about  this  child’s  display  of  affection  with  other 


children.  She  always  wants  to  touch  them  and 
sometimes  in  her  ardor  throws  herself  on  top  of 
other  children.  Several  people  have  suggested  to 
the  mother  that  the  child  may  be  oversexed.  This 
child,  too,  was  a heavy  baby  at  birth. 

Now  there  are  several  things  characteristic  of 
these  children.  They  are  all  heavy  children  at 
birth.  All  give  a history  of  being  difficult  to 
manage  and  somewhat  hyperactive.  All  develop 
a pituitary  type  of  obesity.  Laboratory  studies 
have  not  been  done  on  these  younger  ones.  How- 
ever in  our  older  patients  we  have  found  a high 
fasting  blood  sugar  and  a decreased  glucose  tol- 
erance. The  basal  metabolism  is  within  the  range 
of  normal.  The  intelligence  of  our  patients  has 
not  been  impaired — in  fact  on  intelligence  tests 
they  were  all  at  or  above  average.  The  one 
striking  finding  has  been  the  precocious  sex  in- 
terest and  sex  activity  with  no  demonstrable 
reason  by  virtue  of  training  or  the  lack  of  it  and 
no  evidence  of  sex  organ  precocity.  This  syn- 
drome we  believe  to  show  pituitary  involvement. 

DISCUSSION 

Esther  Bogen  Tietz,  M.D.,  Cincinnati,  Ohio: 
Such  reports  as  Dr.  Schumacher’s  indicate  defi- 
nitely that  a relationship  exists  between  the  dis- 
turbance of  the  pituitary  gland  and  behavior. 
From  a research  standpoint,  it  is  particularly  in- 
teresting to  speculate  as  to  how  such  an  effect 
is  obtained. 

Possibly  the  over-activity  of  parasympathetics 
resulting  in  high  sugar  tolerance,  low  pulse  rate 
and  other  symptoms  shown  by  these  children  with 
under-active  pituitary  also  accounts  for  the  in- 
creased sexual  activity,  since  erection'  and  other 
sexual  reflexes  are  para-sympathetic.  The  effect 
of  activity  of  the  pituitary  gland  recently  demon- 
strated to  increase  the  results  of  sympathetic 
stimulation  may  through  this  effect  have  its  in- 
fluence on  the  behavior  and  psychic  activity.  The 
results  of  treatment  of  mental  patients  with 
autonomic  drugs  such  as  benzedrine,  ergotamine, 
acetylcholine  and  others,  demonstrates  the  enorm- 
ous effect  of  the  vegetative  nervous  system  on 
the  thinking  activity  of  the  patient.  It  remains 
to  be  seen  therefore  whether  the  effect  of  the 
glands  on  the  psyche  is  not  mediated  through  its 
influence  on  the  autonomic  nervous  system. 

Jos.  L.  Fetterman,  M.D.,  Cleveland:  Dr.  Schu- 
macher is  to  be  commended  for  his  clear  de- 
scription of  the  submissive  personality  type  as 
the  usual  concomitant  of  the  bodily  and  metabolic 
makeup  of  the  Froelich  syndrome.  Valuable 
also,  is  his  emphasis  upon  the  total  picture 
rather  than  the  individual  organ.  Too  often  there 
has  been  a tendency  to  describe  certain  per- 
sonality types  as  due  to  distinct  disease  processes. 
For  example,  at  the  round  table  conference  of 
the  American  Psychiatric  Association  in  St. 
Louis,  May,  1936,  dealing  with  the  subject  of 
personality,  certain  authors  depicted  distinct 
types  associated  with  a certain  disease.  There 
was  the  cerebellar  type  exemplified  by  mild  man- 
nered, clinging  children  who  were  suffering  from 
cerebellar  disorders.  Such  a delineation  selects 
the  obvious  but  ignores  the  true  complex  nature 
of  life.  The  personality  is  influenced  not  only  by 
a disease  process  but  by  the  inherent  constitu- 
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tional  and  chemical  makeup,  the  earlier  training, 
age,  his  milieu,  and  the  economic  background. 

A simple  though  concrete  example  of  strik- 
ingly different  reactions  to  the  same  anatomic 
defect  may  be  offered.  This  example  is  not 
identical  with  the  theme  of  the  author  who  deals 
with  an  organ  which  sends  secretions  throughout 
the  body,  but  it  shows  the  marked  variability  to 
defect.  Three  individuals,  A,  B and  C,  have  each 
suffered  an  amputation  of  the  leg.  A conceals 
his  handicap  and  continues  his  normal  course  of 
living  and  working;  B.  exhibits  his  handicap, 
constantly  complaining  of  the  painful  stump, 
craving  care  and  sympathy;  C.  wears  an  obvious 
artificial  leg,  hobbles  around  the  streets  and 
commercializes  his  disability  by  selling  pencils. 

In  a paper  on  personality  types  and  pituitary 
disease  given  by  Dr.  Lurie  in  New  York  in  De- 
cember, 1936,  emphasis  was  placed  upon  the  sub- 
missive type  as  the  more  common  manifestation. 
However,  Dr.  Lurie  added  the  statement  that  cer- 
tain children  over-compensate  for  their  bodily 
weakness  with  a show  of  pugnacity  and  destruc- 
tiveness. They  become  a “hostility”  type.  To 
what  degree  has  Dr.  Schumacher  in  his  study 
encountered  such  reactions  ? 


A.M.A.  Journal  Comments  on  Rabies 
Menace 

According  to  the  records  of  the  State  Bureau 
of  Vital  Statistics  138  deaths  from  rabies  occurred 
in  Ohio  from  1909  to  1936,  inclusive.  In  view  of 
current  interest  in  the  problem  of  the  control  of 
rabies,  the  following  comment  on  the  subject, 
which  appeared  in  the  May  27,  1937,  issue  of 
The  Journal  of  the  American  Medical  Associa- 
tion, is  published  herewith : 

“The  alarming  situation  which  prevailed 
throughout  the  country  last  year  in  relation  to 
dog-bites  and  rabies  appears  even  more  menacing 
this  spring.  During  the  recent  warm  days,  ac- 
cording to  newspaper  reports,  more  than  a hun- 
dred persons  have  been  bitten  by  dogs  daily  in 
the  city  of  Chicago  alone.  This  represents  more 
than  a 50  per  cent  increase  over  the  number  of 
bites  during  the  similar  period  of  1936.  More 
heads  of  suspected  animals  have  been  examined, 
and  the  number  found  positive  for  rabies  has  also 
increased  more  than  50  per  cent.  A dramatic 
illustration  of  the  situation  was  provided  by  a 
mongrel,  believed  rabid,  which  invaded  an  ele- 
mentary school  classroom  in  Chicago  two  weeks 
ago  and  bit  four  pupils.  Two  more  children  were 
bitten  before  this  rabid  animal  was  captured. 
Similar  incidents  seem  inevitable  as  long  as  the 
numerous  stray  dogs  remain  at  large. 

“Although  conditions  in  Chicago  may  be  more 
serious  than  those  elsewhere,  the  situation  is 
also  actually  or  potentially  critical  in  all  other 
districts  where  dogs,  especially  strays,  are  num- 
erous. The  problem  has  received  previous  recog- 
nition in  The  Journal.  As  judged  from  reports 
from  all  over  the  world,  rabies  is  generally  far 


from  quiescent.  The  Sixth  Analytical  Review  on 
the  Results  of  Anti-Rabies  Treatment  published 
by  the  League  of  Nations  may  be  cited.  The  statis- 
tics quoted  refer  almost  entirely  to  the  year  1933, 
which  in  general  may  be  considered  far  less  dan- 
gerous than  now.  The  mortality  figures  are  based 
on  reports  from  Pasteur  institutes  and  hence 
cover  only  treated  cases.  The  mortality  among 
286,373  Europeans  was  0.16  per  cent,  and  in  the 
case  of  219,681  non-Europeans  the  mortality  rate 
was  0.72  per  cent.  These  were  the  combined  figures 
available.  Another  significant  point  mentioned  in 
the  review  was  that  twelve  out  of  2,500  persons 
bitten  on  the  limbs  and  beginning  treatment 
within  a week  developed  rabies,  and  each  of  the 
twelve  developed  rabies  within  thirty  days  after 
having  been  bitten.  The  need  for  constant  vigi- 
lance in  starting  treatment  early  is  clearly  in- 
dicated. 

“The  extent  to  which  informed  sources  recog- 
nize the  great  danger  of  rabies  is  further  illus- 
trated by  the  fact  that  the  Rockefeller  Founda- 
tion began  a program  of  laboratory  and  field 
work  on  rabies  in  1936.  This  disease,  according 
to  the  foundation  report,  has  become  increasingly 
menacing,  particularly  in  some  of  the  Southern 
states.  With  this  recognition  that  some  regions 
are  more  threatened  than-  others,  it  must  also  be 
emphasized  that  no  areas  where  possible  carriers 
of  rabies  are  present  can  be  considered  exempt. 
The  Rockefeller  report  also  states  that  there  has 
been  little  research  on  this  disease  since  Pas- 
teur’s time.  A quicker  and  more  positive  test 
for  rabies  in  animals  and  a less  cumbrous  method 
of  vaccination  are  badly  needed. 

“All  these  facts  point  to  the  conclusion  that 
immediate  and  coordinated  action  is  necessary. 
Rabies  is  a disease  in  which  individual  efforts 
are  relatively  helpless  unless  aided  by  the  full 
machinery  of  social  organization.  The  press, 
public  health  officials,  the  police  and  physicians— 
in  both  their  individual  and  their  official  capaci- 
ties— should  take  steps  to  combat  this  threaten- 
ing situation  at  once  if  a considerable  number  of 
unnecessary  deaths  is  to  be  avoided.  In  the  face 
of  the  now  existing  information  as  to  the  fre- 
quency and  rapid  spread  of  rabies  among  ani- 
mals, it  seems  criminal  to  postpone  action  until 
the  disease  is  identified  in  human  beings.  Because 
rabies  is  primarily  a disease  of  dogs,  it  seems 
likely  that  this  campaign  will  have  the  whole- 
hearted support  of  all  the  animal  humane  so- 
cieties.” 


The  death  rate  for  infants  from  seven  days  to 
one  year  of  age,  in  the  United  States  registration 
area,  has  been  reduced  53  per  cent  during  the 
years  1916  to  1934  inclusive.  During  the  same 
period  the  death  rate  for  infants  under  seven 
days  has  been  reduced  only  10  per  cent. 


HERPES  ZOSTER  OPHTHALMICUS 

By  DONALD  J.  LYLE,  M.D.,  Cincinnati,  Ohio 
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A LESION  affecting  a sensory  nerve,  due  to 
pressure,  injury  or  inflammation,  results  in 
sensory  disturbances  in  the  area  of  distri- 
bution of  that  nerve.  The  eye  is  frequently  in- 
volved if  such  a lesion  affects  the  trigeminal 
nerve  and  its  ganglion  (called  the  semilunar  or 
more  commonly  the  Gasserian  ganglion)  which 
has  a structure  and  function  similar  to  the  pos- 
terior root  ganglia  of  the  spinal  nerves.  The 
Gasserian  ganglion  is  also  liable  to  the  affections 
peculiar  to  the  spinal  root  ganglia,  notably 
ganglionitis,  producing  herpes  zoster. 

ANATOMY 

Of  the  three  divisions  of  the  trigeminal  nerve 
the  ophthalmic  is  the  most  frequently  involved  in 
zoster.  This  ophthalmic  nerve  is  again  divided 
into  three  main  branches  of  which  the  lacrimal, 
probably  the  most  frequently  affected,  arises  in 
the  skin  and  conjunctiva  of  the  outer  (temporal) 
part  of  the  eye,  eyelids  and  brow.  The  second 
branch,  the  frontal  nerve,  comes  from  the  scalp 
and  forehead.  The  third  branch,  the  nasal  (naso- 
ciliary), the  most  important  to  the  ophthalmolo- 
gist furnishes  the  long  ciliary  nerves  and,  indi- 
rectly through  the  ciliary  ganglion,  the  short  cili- 
ary nerves  which  innervate  the  cornea,  iris  and 
ciliary  body,  the  structures  most  frequently 
affected  in  zoster.  It  also  receives  sensation  from 
the  lids  and  conjunctiva  of  the  inner  angle  of  the 
eye  as  well  as  the  lacrimal  passage  and  the  walls 
of  the  nose,  both  skin  and  mucous  membrane. 
From  this  brief  anatomical  sketch  one  would 
expect  that  involvement  of  the  nasal  branch  of 
the  ophthalmic  nerve  would  cause  the  greatest 
and  most  serious  eye  lesions  and  this  deduction  is 
usually  correct. 

PATHOLOGY 

Herpes  zoster  is  an  acute  inflammation  due  to 
a specific  virus,  probably  of  the  filterable  type, 
which,  as  yet,  has  not  been  isolated,  There  is 
some  question  as  to  the  mode  of  entrance  and 
means  of  passage  of  this  virus.  There  is  also 
some  question  whether  the  herpes  virus  localizes 
primarily  in  the  ganglion  or  the  skin  and  mucous 
membrane,  or  both  places,  and  it  is  not  certain 
in  which  direction  it  travels.  The  concept* 1  that 
the  primary  lesion  is  in  the  nerve  cells  and  the 
disintegration  of  these  cells  leads  to  inflammation, 
edema,  and  perivascular  infiltration  in  the  sur- 
rounding tissue  is  gaining  ground.  The  work 
of  Marinesco  and  Dragenesco2  supports  the  claim 
that  the  infection,  probably  entering  through  the 
membranes  of  the  nose  or  eyes,  passes  to  the 
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Gasserian  ganglion  along  the  perineural  lymph 
spaces  of  the  trigeminal  nerve,  though  any  nerve, 
motor  sensory  or  sympathetic  can  conduct  the 
infection.  Goodpasture3,  from  his  studies,  be- 
lieves that  the  infection  travels  along  the  axis 
cylinder  inside  the  myelin  sheath  of  the  nerves. 
Other  workers  have  suggested  other  means  of 
passage  for  the  virus  such  as  the  blood  stream, 
the  lymphatics,  or  directly  along  the  nerves  by 
way  of  the  neurilemma. 

The  chief  action  of  this  infection  appears  to 
be  on  the  Gasserian  ganglion.  The  most  com- 
plete studies  of  this  phase  of  the  disease  are 
those  of  Head  and  Campbell4  who  reported  a large 
series  of  cases  in  which  the  Gasserian  ganglia 
were  examined.  Their  findings,  in  brief,  were: 

1.  Exudation  in  ganglion  with  infiltration  of 
cells. 

2.  Hemorrhages  and  thromboses  in  ganglion. 

3.  Destruction  of  ganglion  cells  and  nerve 
fibers. 

4.  Inflammation  of  the  sheath  of  the  ganglion. 

Upon  recovery,  if  the  infection  was  not  severe, 
no  permanent  damage  to  the  ganglion  cells  was 
noted.  If  there  was  destruction  through  severe 
involvement,  scar  tissue  replacement  was  found 
and  trophic  disturbances  in  the  eye  and  other 
areas,  supplied  by  the  nerve  resulted.  Ihis  in- 
flammatory reaction  in  the  Gasserian  ganglicn  re- 
sembles that  found  in  the  anterior  horn  cells  in 
anterio-poliomyelitis. 

CLINICAL  COURSE 

The  clinical  course  of  herpes  zoster  of  the  tri- 
geminal nerve  is  outlined  as  follows:  There  is 

pain  along  the  course  of  the  distribution  of  the 
affected  nerve.  The  skin  innervated  becomes 
darkened  and  swollen  and  warmer  than  the  sur- 
rounding area.  A rash  of  vesicles  appears  most 
commonly  about  the  third  day  after  the  onset  of 
pain.  The  general  signs  occurring  at  this  time 
are  fever,  with  headache  and  nausea.  The  pain 
over  the  affected  area  is  frequently  very  severe. 
It  usually  persists  for  several  weeks  but  may  re- 
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weeks  before  when  there  occurred  an  eruption  on 
the  skin  of  the  left  lids  and  forehead  with  accom- 
panying pain  in  the  left  eye.  Examination  re- 
vealed scars  of  recent  herpes  on  the  left  fore- 
head and  tip  of  nose.  The  ocular  conjunctiva  of 
the  left  eye  was  deeply  injected  and  congested. 
A large  corneal  scar  was  present  which  involved 
all  but  a narrow  peripheral  margin.  The  anterior 
chamber  was  obliterated  and  the  eye  was  soft. 
Enucleation  was  advised;  performed. 

Appearance  of  gross  specimen:  The  cornea  is 
opaque  and  vascularized.  None  of  the  deeper 
structures  can  be  seen.  The  rest  of  the  globe 
appears  normal. 

Microscopic  appearance:  Pathological  changes 
are  limited  to  the  anterior  half  of  the  globe.  The 
cornea  is  irregular  in  width,  the  nasal  half  being 
markedly  thin.  The  cornea  is  covered  by  epi- 
thelium which  also  varies  greatly  in  thickness. 
The  peripheral  portion  is  hypertrophied  and  the 
center  is  very  thin  and  separated  from  the  under- 
lying stroma,  the  cells  flattened  as  though  this 
portion  had  been  raised  by  an  accumulation  of 


main  longer  or  result  in  anesthesia  or  pares- 
thesia which  gradually  disappears.  The  vesicles 
rupture  in  a few  days  leaving  dry  scabs  which 
come  away  in  a few  weeks  leaving  deep  scars. 

OCULAR  COMPLICATIONS 

In  about  half  of  the  cases  of  herpes  zoster  of  the 
trigeminal  nerve  ocular  complications  develop.5 
The  young  are  seldom  affected.  They  frequently 
seem  to  develop  chickenpox  instead,  which  may 
be  a dermotropic  form  caused  by  the  same  virus 


Fig*.  1.  Section  of  anterior  segment  of  an  eye  showing 
lesions  resulting  from  herpes  zoster  ophthalmicus. 

which,  when  it  manifests  neurotropic  tendencies, 
is  called  herpes  zoster.  (Though  the  skin  lesions 
of  herpes  zoster,  herpes  febrilis  and  vericella 
cannot  be  differentiated  by  the  microscope,  an  at- 
tack of  zoster,  as  a rule,  does  not  protect  against 
varicella  and  vice  versa.  This  seems  to  indicate 
that  in  the  majority  of  cases  the  two  diseases  are 
not  caused  by  the  same  virus.1)  In  herpes  zoster 
the  eyelids  are  swollen.  There  is  ptosis  due  to 
edema  and  possibly  paresis  of  the  levator  because 
of  damage  to  the  superior  division  of  the  oculo- 
motor nerve.  Or  there  may  be  sympathetic  in- 
volvement of  the  unstriped  superior  palpebral 
muscle  causing  the  lid  to  droop.  There  is  also 
some  degree  of  conjunctival  and  episcleral  injec- 
tion. The  cornea  shows  edema  of  the  epithelium 
with  impairment  of  sensation. 

Ocular  complications  may  arise  at  any  time 
during  the  attack  but  occur  chiefly  during  the 
eruptive  stage.  The  commonest  affection  is  kera- 
titis involving  the  substantia  propria  of  the 
cornea  at  various  depths.  With  this  there  is 
edema  of  the  surface  epithelium  and  wrinkling  of 
Descemet’s  membrane.  This  keratitis  consists  of 
separate  opacities  which  may  become  confluent. 
(The  so-called  disciform  keratitis  consisting  of  a 
round  central  opacity  of  the  cornea  is  probably 
due  to  herpes  infection6.)  Vacuoles  or  vesicles 
are  seldom  present  as  found  in  the  superficial 
type  of  herpes  febrilis  but  there  seems  to  be  a 
shallow  separation  of  the  epithelium.  Blood  ves- 
sels invade  the  cornea  from  the  limbus  and  even 
though  secondary  infection  does  not  appear,  the 
opacities  seldom  clear  completely. 

Case  Report  No.  2.  C.  S.,  aged  48. 

Abstract  of  history:  Vision  0.  D.  6/7:  0.  S.  nil. 

Patient  first  consulted  eye  clinic  because  of 
painful  left  eye.  The  eye  became  affected  six 


Fig.  2.  Herpes  zoster  ophthalmicus  of  the  right  opth- 
thalmic  branch  showing  oculomotor  nerve  involvement.  Note 
swelling  of  lids,  ptosis  and  scars  resulting  from  skin  le- 
sions. The  area  outlined  incloses  the  paresthetic  area. 

fluid  beneath  it.  Much  of  Bowman’s  membrane 
has  been  destroyed.  The  anterior  layers  of  the 
substantia  propria  have  been  replaced  by  scar 
tissue  which  is  highly  vascuPrized  and  infiltrated 
with  chronic  inflammatory  cells.  Just  beneath  the 
epithelium  are  numerous  phagocytic  cells  contain- 
ing brown  granules,  probably  blood  pigment.  For 
the  most  part  the  deeper  layers  of  stroma  show 
only  slight  cellular  infiltration,  but  on  the  nasal 
side  scar  tissue  replacement  penetrates  to  Desce- 
met’s  membrane.  The  chronic  cellular  inflamma- 
tory infiltration  is  seen  in  the  episcleral  tissue, 
anterior  part  of  the  sclera,  ciliary  body  and  iris. 
Annular  peripheral  anterior  synechia  is  present, 
and  there  is  a dense  fibrous  pupillary  membrane. 
The  iris  and  ciliary  body  show  fibrotic  and  degen- 
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Fig.  3.  Herpes  zoster  ophthalmicus  of  left  eye  show- 
ing external  squint,  ptosis,  swelling  of  lids,  and  a herpetic 
scar  in  the  brow.  The  left  oculomotor  was  involved  in 
this  case. 

erative  pigmentary  changes,  the  sequellae  of 
chronic  iridocyclitis.  (Specimen  examined  and 
reported  by  Dr.  Mary  Knight  Asbury.) 

Iridocyclitis  is  usually  present  with  the  kera- 
titis. The  pupil,  unless  dilated  by  early  oculo- 
motor paralysis,  is  small  and  sluggish  in  its  re- 
actions and  resists  dilatation  with  the  use  of 
mydriatics.  Plastic  exudates  may  be  seen  in  the 
anterior  chamber  with  the  slit  lamp. 

Paralysis  of  the  oculomotor,  abducens  and 
trochlear  nerves  resulting  in  paralytic  squint  is 
frequently  found  in  the  series  of  cases  to  be  re- 
ported. The  nerves  to  the  muscles  of  the  eyes  are 
in  proximity  to  the  Gasserian  ganglion  and  pass 
into  the  orbit  through  the  superior  orbital 
(sphenoidal)  fissure  in  contact  with  or  close  to 
the  ophthalmic  division  of  the  trigeminal  nerve 
and  its  branches.  Due  to  this  proximity  inflam- 
mation may  extend  readily  from  the  affected  tri- 
geminal to  the  oculomotor,  abducens  or  trochlear 
nerves.  Rarely  the  optic  nerve  is  involved  re- 
sulting in  neuritis  occasionally  terminating  in 
blindness  from  optic  atrophy. 

As  the  optic  nerve  passes  for  its  whole  length 
through  cerebrospinal  fluid  (chiasmatic  cistern 
and  subarachnoid  space  about  the  optic  nerve)  it 
may  be  affected  by  herpes  virus  contained  in  the 
fluid.7  The  nerves  to  the  ocular  muscles  also  pass 
through  cisterns  containing  spinal  fluid  and  may, 
in  a similar  way,  become  affected.  (The  oculo- 
motor nerve  passes  through  the  interpeduncular 
cistern,  the  trochlears  through  the  lateral  cisterns 
and  the  abducens  ascends  through  the  basilar 
cistern.) 


SEQUELAE  TO  OCULAR  COMPLICATIONS 
As  might  be  expected  certain  sequelae  are 
found  resulting  from  the  severe  inflammation  of 
various  structures  of  the  eye.  They  are  as  fol- 
lows: If  there  is  permanent  damage  to  the  cells 

of  the  ganglion  or  to  nerve  fibers  there  is  impair- 
ment of  corneal  sensation.  Keratitis  results  in 
opacities  of  the  cornea  (nebulous,  macular,  leuko- 
matus).  Atrophy  of  the  iris  may  follow  a severe 
iritis.  With  iridocylitis  scleritis  may  develop. 
Due  to  atrophy  of  the  uveal  structures  of  the  eye 
phthisis  bulbi  occasionally  occurs. 

DIFFERENTIATION 

Herpes  zoster  ophthalmicus  must  be  differenti- 
ated form  a so-called  “symptomatic”  form  which 
involves  the  Gasserian  ganglion  and  trigeminal 
nerve.  The  symptomatic  type,  unlike  the  zoster 
just  described,  may  be  bilateral.  It  may  be 
caused  by  an  inflammation  or  degeneration  of  the 
central  nervous  system  especially  in  tuberculous 
and  syphilitic  lesions.  It  may  be  due  to  pressure 
on  the  ganglion  or  nerve  from  a neoplasm  or 
exudate  or  it  may  result  from  the  action  of  drugs, 


Fig.  4.  Herpes  zoster  ophthalmicus  affecting  the  right 
abducens  nerve  resulting  in  a right  internal  squint.  Note 
the  skin  lesions  on  the  forehead  and  the  swollen  lids. 

poisons  or  toxins  on  the  ganglion.  It  is  fre- 
quently found  after  injury  or  may  be  due  to  op- 
eration upon  or  injection  into  the  Gasserian  gang- 
lion for  the  treatment  of  trigeminal  neuralgia. 
The  chief  eye  involvement  with  this  form  of 
zoster  is  neuroparalysis  keratitis. 

The  several  theories  advanced  attribute  the  de- 
velopment of  neuroparalytic  keratitis  to: 

1.  Diminished  trophic  impulses  in  the  trigem- 
inal nerve. 


1216 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  11 


2.  Loss  of  sensation  on  the  eye  surface  which 
prevents  the  protective  and  possibly  stimulative 
reflex  blinking. 

3.  Irritative  changes  due  to  nerve  degenera- 
tion. 

The  result,  namely,  neuroparalytic  keratitis,  is 
desquamation  of  the  dull  edematous  corneal  epi- 
thelium beginning  at  the  center.  This  area  fre- 
quently becomes  secondarily  infected. 

Case  Report  No.  2 — F.  K.,  Aged  38.  No. 
40686. 

Abstract  of  history:  Vision  0.  D.  nil:  O.  S.  6/7. 

The  patient  had  previously  undergone  an  op- 
eration for  the  relief  of  trifacial  neuralgia.  The 


Fig.  5.  Section  of  anterior  segment  of  an  eye  showing 
lesions  due  to  neuroparalytic  keratitis. 


posterior  root  of  the  right  Gasserian  ganglion 
was  cut  and  evulsed.  Two  months  later  the 
patient  came  to  the  eye  clinic  because  of  an  in- 
flamed right  eye. 

Examination  revealed  injection  of  the  ocular 
conjunctiva  of  the  right  eye  chiefly  around  the 
limbus.  The  cornea  was  hazy  and  a small  irregu- 
lar patch  in  its  center  was  found  to  stain  with 
fluorescein.  This  denuded  area  healed  in  ten 
days  and  the  patient  was  dismissed.  One  year 
later  the  patient  returned  with  a badly  inflamed 
right  eye.  The  palpebral  and  ocular  conjunctiva 
were  markedly  injected.  The  cornea  was  hazy 
throughout,  the  epithelium  was  dull  and  luster- 
less. Just  below  the  center  of  the  cornea  was  an 
indolent  ulcer  about  four  millimeters  in  diameter 
surrounded  by  a zone  of  infiltration.  Below,  the 
cornea  was  infiltrated  but  above,  at  the  very 
periphery,  it  was  clear  enough  to  make  out  de- 
tails of  the  iris.  The  iris  was  discolored  and 
herneated  forward  into  the  corneal  ulcer.  Enu- 
cleation was  advised  and  consented  to. 

Appearance  of  the  gross  specimen:  The  cornea 
is  hazy  throughout  but  less  in  the  upper  part 
where  the  deeper  structures  can  be  made  out. 

Microscopic  appearance:  The  circumcorneal  epi- 
sclera  tissue  is  edematous  and  infiltrated  with 
chronic  inflammatory  cells.  The  periphery  of  the 
cornea  is  moderately  infiltrated,  but  is  not  vascu- 
larized and  all  of  the  layers  are  intact.  An  area 
about  four  millimeters  in  diameter  in  the  center 
of  the  cornea  is  denuded  of  epithelium,  Bowman’s 
membrane  destroyed,  and  the  stroma  replaced  by 
a mass  of  fibrin  and  leucocytes,  many  of  them 
necrotic.  Destruction  has  advanced  farthest  in 
the  deepest  layers  so  that  the  appearance  in  sec- 
tion is  that  of  keratocele.  The  broken  ends  of 
Descemet’s  membrane  project  forward  into  the 
cavity. 

The  iris  is  infiltrated  with  inflammatory  cells 
and  there  are  destructive  changes  in  the  pigment 
epithelium.  Much  of  it  is  detached  from  the  iris 


stroma  by  a heavy  layer  of  fibrin.  The  pupillary 
border  of  the  iris  is  adherent  to  the  lens  cap- 
sule and  this  structure  has  not  prolapsed  into  the 
keratocele  as  appeared  grossly. 

The  inflammatory  changes  seem  to  be  confined 
to  the  anterior  segment  and  stop  abruptly  with 
the  iris.  (Specimen  examined  and  reported  by 
Dr.  Mary  Knight  Asbury.) 

Dr.  Rivers1  is  of  the  opinion  that  the  herpes 
virus  is  the  chief  agent  of  this  symptomatic  type 
of  infection  and  that  the  herpes  virus,  which  is 
present  in  a dormant  state,  is  brought  to  activity 
by  such  causes  as  inflammation,  pressure,  injury, 
etc.  He  has  found  in  his  studies  that  the  herpes 
virus  tends  to  locate  in  the  irritated  tissues. 

If  the  herpes  virus  is  the  cause  of  both  the 
true  and  the  symptomatic  forms  they  might  be 
termed  “primary”  and  “secondary”.  The  virus 
of  the  “primary”  type  seems  to  select  the  deep 
substantia  propria  (mesoderm)  while  the  “sec- 
ondary” type  selects  the  superficial  epithelium 
(ectoderm)  of  the  cornea.  Levadati9  found  thalj 
herpes  attacked  cells  other  than  those  of  ecto- 
dermal origin  (brain  studies)  so  that  it  appears 
that  herpes  virus  may  involve  tissues  of  differ- 
ent origin  as  well  as  various  structure.  There 
seems  to  be  a selectivity  not  clearly  understood, 
which  accounts  for  the  action  of  herpes  on  differ- 
ent parts  of  the  cornea.  Rivers,  Haagen  and 
Muekenfuss10  inoculating  rabbit  corneas  (in  vivo 
and  in  vitro)  found  two  types  of  involvement. 
They  described  either  discrete  lesions  separated 
by  normal  tissue  or  diffuse  infection  involving 
all  of  the  epithelium.  The  first  possibly  resembles 
the  true  or  primary  and  the  second  the  sympot- 
matic  or  secondary  type  of  human  corneal  lesions. 

Still  another  form  is  the  simple  or  “simplex” 
type  of  herpes  having  a tendency  to  recur  and 
producing  lesions  not  conforming  to  the  area  of 
nerve  distribution.  This  infection  produces  the 
small  clear  vesicles  on  the  skin  and  surface  of  the 
cornea  which  rupture  and  subside  without  scar 
formation  unless  secondary  infection  intervenes. 
Teague  and  Goodpasture11  are  of  the  opinion  that 
the  virus  of  herpes  zoster  is  the  same  as  or  is 
very  closely  related  to,  the  virus  of  herpes  sim- 
plex, possibly  differing  only  in  virulence. 

A similar  lesion  closely  allied  to  herpes  simplex 
is  that  found  chiefly  after  acute  febrile  infections 
particularly  of  the  respiratory  tract.  In  this  con- 
dition the  vesicles  of  the  cornea  break  down  into 
shallow  ulcers  of  bizarre  shape  resembling  a twig, 
occasionally  with  knobbed  ends.  These  ulcers  are 
surrounded  by  some  infiltration  of  the  cornea. 
This  condition  is  known  as  dendritic  keratitis. 
The  ulcers  may  or  may  not  leave  corneal  opaci- 
ties depending  on  the  severity  of  the  infection. 

TREATMENT 

There  is  no  specific  therapy  of  herpes  zoster. 
Specific  sera  does  not  help.  Rivers  states12  that 
“once  a virus  has  entered  a cell  its  activity  can- 
not be  influenced  by  large  amounts  of  anti-viral 
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serum”.  This  he  found  from  experiments  on 
rabbit  corneas. 

Treatment,  at  present,  is  symptomatic.  It  in- 
cludes bed  rest  during  the  acute  phase  of  the 
disease.  Pituitrin  hypodermatically  controls  the 
pain  to  a great  extent.  It  may  be  necessary  to 
repeat  it.  Intravenous  injection  of  sodium  iodide 
seems  to  modify  the  attack.  Atropine  should  be 
used  in  the  eye  early  as  it  does  not  seem  to  have 
any  effect  later.  Irritative  drugs  or  thermo- 
cauteries should  not  be  used  as  they  do  not  help 
and  may,  by  their  destruction  of  tissue,  afford 
more  media  for  the  virus.  The  use  of  a mild 
saline  irrigation  and  the  closure  of  the  eye  with 
a tight  patch  seems  the  better  treatment.  Sew- 
ing the  lids  closed  has  been  tried  with  success 
especially  in  the  symptomatic  form  with  neuro- 
paralytic keratitis. 
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The  Nature  of  Food  Allergy  Which 
Affects  Diagnosis 

It  is  a common  experience  for  a physician  to 
see  a patient  who  has  been  studied  allergically 
for  several  months  or  longer  and  who  because  of 
poor  results,  or  because  the  game  was  “too 
hard”,  has  changed  consultants.  Invariably  the 
patient  will  state  that  he  is  sensitive  to  a number 
of  foods,  and  if  you  doubt  his  statements,  as  most 
of  us  do,  j^ou  will  deliberately  feed  him  the  foods 
and  find  that  they  do  not  produce  symptoms  in 
many  instances. 

This  experience  should  not  lead  one  to  believe 
that  the  patient  was  never  sensitive  to  the  foods 
incriminated,  since  it  is  true  that  in  the  great 
majority  of  the  food  sensitizations  tolerance  is 
acquired  by  omission.  When  one  discovers  that 
a patient  has  developed  a tolerance  to  a food,  he 


should  teach  the  patient  how  to  preserve  toler- 
ance and  not  allow  him  to  destroy  it  rapidly. 
Tolerance  is  determined  in  direct  relation  to  the 
incidence  of  a food  in  the  diet,  incidence  being 
the  amount  of  food  taken  over  a period  of  time. 
The  ability  to  maintain  tolerance  is  quite  variable 
in  different  patients,  therefore,  precautions  should 
be  taken  to  preserve  it. 

Another  point  of  clinical  importance  is  the  fact 
that  food  allergy  varies  not  only  in  degree  but  in 
frequency.  Some  patients  are  mildly  sensitive  to 
only  a few  foods,  and  from  this  meager  beginning 
it  increases  in  incidence  and  degree  to  what  I 
choose  to  call  the  total  allergic.  In  this  case  there 
are  no  non-allergic  foods;  there  are  no  com- 
patible leukocyte  curves,  with  any  test  food,  or  if 
they  be  obtained,  they  cannot  be  maintained  when 
the  food  is  eaten  regularly.  Thus,  one  might  con- 
ceive of  the  problem  of  food  allergy  and  in  turn 
the  problem  of  diagnosis,  of  being  that  of  the 
very  simple  monosensitivity  to  the  extreme  forms 
of  multisensitivity  with  no  apparent  compatible 
food. 

Whether  the  patient  with  these  findings  is  in 
reality  sensitive  to  all  foods  or  whether  his  de- 
gree of  allergic  upset  produces  findings  that  are 
not  specific  is  a point  of  considerable  interest. 
In  our  own  experience  it  has  been  possible  to 
control  about  one  half  of  these  patients  by  di- 
etary measures,  in  fact  no  other  method  has  been 
successful  in  any  comparable  degree. 

The  ideal  in  food  diagnosis  is  this:  To  know 
every  food  that  produces  allergic  symptoms, 
whether  alone  or  in  syngerism.  To  know  for  what 
foods  the  patient  maintains  an  absolute  tolerance. 
To  know  for  what  foods  there  is  partial  tolerance 
and  how  to  maintain  this  phase  of  compatibility 
without  absolute  elimination.  In  short,  to  know 
the  exact  clinical  effect  of  every  food. 

This  is  as  far  as  a study  of  food  allergy  can 
be  carried,  since  there  is  no  means  of  desensiti- 
zation that  is  satisfactory  in  a series  of  patients. 
Avoidance  of  the  food  must  be  practiced  until 
tolerance  is  established.  The  food  may  then  be 
readmitted  to  the  diet  and  continued  in  such  in- 
cidence as  to  preserve  this  immunologic  state. 
Invariably  tolerance  will  be  lost  and  then  omis- 
sion must  be  practiced  again. — Herbert  J.  Rinkel, 
M.D.,  Kansas  City,  Mo.;  Jour,  of  Kansas  Med. 
Society,  Vol.  XXXVIII,  No.  9;  Sept.  1937. 


Parran  Wins  Newspaper  Citation 

The  Headliner’s  Club,  a national  association  of 
prominent  newspaper  men  recently  presented  to 
Surgeon  General  Thomas  Parran  their  citation  for 
his  article,  “Stamp  Out  Syphilis!”,  published  in 
the  Survey  Graphic  and  The  Reader’s  Digest, 
July,  1936,  as  the  “best  non-fiction  article  of 
general  news  interest”  to  appear  in  an  American 
magazine  during  that  year. 


MENINGITIS  OF  OTITIC  ORIGIN 

By  EMERSON  PAUL  SHEPARD,  M.D.,  Columbus,  Ohio 


THE  goal  of  this  profession  has  been  to  fore- 
see and  prevent  the  occurrence  of  disease. 
Great  strides  have  been  made  toward  the 
achievement  of  this  goal.  Early  recognition  of 
the  presence  of  disease  is  perhaps  next  in  im- 
portance. A good  illustration  is  meningitis  of  ear 
origin. 

Fully  developed  cases  of  generalized  suppura- 
tive meningitis  originating  from  the  ear  have 
usually  proved  fatal.  Following  ear  illness,  the 
presence  of  such  symptoms  as  stiff  neck,  continu- 
ously high  temperature  and  rapid  pulse,  excru- 
ciating head  pains,  opisthotonos,  delirium,  convul- 
sions and  coma,  when  associated  with  a purulent 
spinal  fluid  under  pressure,  makes  the  diagnosis 
easy.  Unfortunately,  however,  when  these  are 
present  the  disease  has  progressed  too  far  for  the 
physician  to  control.1  The  attitude  of  watchful 
waiting,  while  commendable  in  many  ear  cases 
may  prove  a fatal  mistake  when  dealing  with 
this  adversary. 

ANATOMY 

The  membranous  covering  of  the  brain  may  be 
described  as  consisting  of  three  layers.  Of  these 
the  outer,  or  dura,  is  heavy  and  fibrous.  It  ad- 
heres closely  to  the  inner  surface  of  the  skull, 
which  it  supplies  with  blood  and  for  which  it 
serves  as  periostium.  The  inner  surface  of  the 
dura  is  coated  with  an  endothelial  layer.  This 
endothelium  is  quite  important  since,  according  to 
Hans  Brunner2,  it  is  this  layer  which  often  pre- 
vents purulent  processes  of  the  bone  from  reach- 
ing the  arachnoid,  and  the  all  important  sub- 
arachnoid space. 

With  this  endothelial  layer  intact,  progress  in- 
ward of  the  infective  process  is  halted.  There- 
fore there  can  be  no  suppurative  leptomeningitis. 
However,  there  may  occur  a sterile  leptomenin- 
gitis (protective  meningitis).  This  is  accompanied 
by  an  increased  production  of  cerebro-spinal  fluid 
containing  many  phagocytic  cells,  but  no  bacteria. 
The  symptoms  of  sterile  meningitis  may  be  mild, 
such  as  slight  headache  with  a moderate  elevation 
of  temperature  and  acceleration  of  pulse.  How- 
ever they  may  be  quite  severe,  such  as  in  those 
cases  occurring  during  childhood.  Here  the 
symptoms  of  sterile  meningitis  may  be  severe 
and  simulate  general  suppurative  meningitis. 
Since  these  symptoms  disappear  after  removal 
or  drainage  of  the  purulent  process  in  mastoid 
or  middle  ear,  this  condition  can  by  this  charac- 
teristic be  differentiated  from  suppurative  menin- 
gitis1. 

The  inner  layer  of  the  meninges,  the  pia  mater, 
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lies  closely  in  contact  every  where  with  the 
cerebrum,  dipping  to  the  bottom  of  the  deepest 
gyrus.  Brunner  describes  it  as  fitting  the  brain 
like  a bathing  suit.  It  is  a delicate  layer  of  con- 
nective tissue  which  supports  the  blood  vessels 
of  the  brain,  and  might  be  described  as  merely  a 
continuous  layer  of  perivascular  connective  tissue. 
The  pia  provides  sheaths  for  the  arteries  entering 
the  nervous  tissue  of  the  brain,  and  follows  them 
inward,  even  to  the  smallest  end-arteries.3 

Thus  while  the  dura  has  an  intimate  relation  to 
the  skull,  the  pia  closely  covers  the  brain. 

The  intervening  space  is  occupied  by  an  inter- 
mediary coat,  the  delicate  arachnoid,  together 
with  its  subjacent  space,  the  subarachnoidal  space. 
Unlike  the  pia,  the  arachnoid  lies  in  close  con- 
tact with  the  brain  only  at  the  summits  of  the 
convolutions,  failing  to  dip  into  the  sulci.  Conse- 
quently triangular  channels  are  left  on  the  con- 
vexity of  the  brain  in  these  fissures  between 
arachnoid  and  pia.  The  channels  so  formed  con- 
stitute a system  of  inter-communicating  spaces 
called  the  subarachnoid  spaces. 

On  the  base  of  the  brain  there  are  much  larger 
spaces  between  the  arachnoid  and  pia.  While 
the  latter  still  adheres  closely  to  the  brain,  the 
arachnoid  stretches  from  the  ventrally  prominent 
pons  to  the  prominences  formed  by  the  temporal 
and  frontal  lobes. 

Thus  a large  subarachnoid  space  is  formed 
called  the  cisterna  basilaris.  It  is  imperfectly  di- 
vided by  incomplete  septa  of  arachnoidal  tissue 
into  subdivisions,  called,  in  turn,  the  cisternae 
interpendicularis,  chiasmatis,  and  lamina  term- 
inalis.  These  are  named  after  the  adjacent  brain 
structures.  An  extension  of  this  space  also  occu- 
pies the  Silvian  fissure. 

The  advisability  of  calling  these  sub-divisions 
separate  cisterns  has  been  questioned  by  Ker- 
rison4,  since  it  would  infer  that  they  are  separate 
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while  as  a matter  of  fact  they  are  parts  of  one 
large  space.  These,  with  the  exception  of  the 
cisterna  lamina  terminalis  are  most  frequently 
involved  in  meningitis  of  otitic  origin  according 
to  autopsies  reviewed  by  the  same  author. 

Another  cistern  of  importance  is  the  Cisterna 
Magna,  or  cerebello  medullaris,  which  is  covered 
by  arachnoid  stretching  from  the  back  part  of  the 
under  aspect  of  the  cerebellum  to  the  dorsum  of 
the  medulla5.  It  therefore  encloses  the  roof  of 
the  fourth  ventricle,  the  lower  part  of  which  is 
pierced  by  the  Foramen  of  the  Magendi  and 
Foramina  of  Luschka.  These  Foramina  are  note- 
worthy because  it  is  through  them  that  the  cere- 
brospinal fluid  diffusing  from  the  capillaries  of 
the  choroid  plexus  in  the  various  ventricles  es- 
capes to  the  sub-arachnoidal  spaces:  first  the 
Cisterna  Magna,  and  then  to  the  other  cisterna 
and  smaller  spaces  of  the  system.  From  these 
latter  it  enters  the  general  circulation  principally 
by  way  of  the  pouches  of  arachnoid  called  Pac- 
chonian  granulations  which  invaginate  the  su- 
perior longitudinal  and  other  sinuses.  Fluid  also 
escapes  to  the  general  circulation  from  prolonga- 
tions of  the  space  into  the  peri-neural  sheaths. 
Thus  there  is  provided  an  admirable  system  for 
maintaining  intra-cranial  pressure,  and  for 
cushioning  the  brain5. 

We  can  therefore  visualize  the  sub-arachnoidal 
space  as  one  filled  every  where  with  cerebro- 
spinal fluid  extending  from  the  farthermost 
reaches  of  the  lateral  ventricles  of  the  brain, 
and  then  outside  the  brain  into  the  sub-arachnoid 
meshes,  first  of  the  base  (cisternae),  secondly  of 
the  convexity  of  the  cerebrum,  and  cerebellum, 
third  the  prolongation  into  the  internal  auditory 
meatus,  and  fourth  along  the  nerves  for  varying 
distances,  and  fifth  down  the  spinal  cord  into  the 
anterior  and  posterior  parts  of  the  spinal  arach- 
noid system.  Eagleton1  calls  it  the  cerebro- 
spinal fluid  system,  the  septic  inflammation  of 
which  is  called  meningitis. 

While  normally  of  great  aid,  the  sub-arachnoid 
space  becomes  a menace  to  the  individual  when 
pathogenic  micro-organisms  have  invaded  it,  pro- 
viding an  ideal  channel  for  spread  of  the  infec- 
tion. In  favorable  cases  this  progress  is  impeded 
or  arrested  by  the  appearance  of  gi’eat  numbers 
of  phagocytic  cells,  or  by  adhesions  between  pia 
and  arachnoid. 

It  must  be  emphasized  that  the  large  cisternae 
at  the  base  of  the  brain  and  the  channels  in  the 
sulci  on  the  convexity  of  the  brain  are  continu- 
ous. They  are  parts  of  the  far  flung  sub-arach- 
noid space. 

The  sixth  cranial,  or  abducent  nerve  has  its 
superficial  origin  from  the  brain  at  the  lower 
border  of  the  pons.  It  passes  forward,  then  up- 
ward and  laterally  lying  between  the  pons  and  the 
slope  of  bone  formed  by  the  basal  part  of  the  occi- 
pital and  clivus  of  the  sphenoid.  It  pierces  the 


dural  sac  just  above  the  junction  of  these  two 
bones.2  The  sixth  nerve  then  turns  forward  and 
lies  between  the  petrous  apex  and  the  posterior 
clinoid  process  of  the  sphenoid  bone.  It  is  here 
bridged  over  by  the  petro-sphenoid  ligament  which 
connects  the  petrous  apex  with  the  posterior 
clinoid  process.  The  canal  so  formed  is  called 
Dorello’s  canal.  It  is  agreed  by  most  writers  that 
the  swelling  of  this  canal  is  the  pathological 
process  which  causes  abducens  paresis  of  otitic 
origin. 

The  Gasserian  ganglion  of  the  fifth  nerve  lies 
in  a duplication  of  dura  mater  in  a shallow  depres- 
sion on  the  anterior  surface  of  the  petrous  pyra- 
mid near  its  apex.  Deep  eye  pain  is  held  to  be 
due  to  traction  on  the  first,  or  ophthalmic  branch  of 
this  ganglion  caused  by  an  edema  or  inflamma- 
tory swelling  of  the  dura  in  the  region  of  the 
petrous  tip  (Kopetzky  and  Almour).5  The 
ophthalmic  branch  is  tightly  bound  down  to  the 
surface  of  the  petrous  bone.  The  maxillary  and 
mandibular  branches,  on  the  other  hand,  rest 
loosely  upon  the  internal  carotid  artery,  and 
therefore,  theoretically  at  least,  are  less  liable  to 
irritation. 

The  courses,  in  part,  of  the  first  branch  of  the 
fifth  and  sixth  cranial  nerves  are  thus  seen  to  be 
adjacent  to  the  petrous  tip. 

GENERAL  SYMPTOMS 

The  first  prodromal  symptom  of  otitic  menin- 
gitis may  be  restlessness,  crankiness  or  sleepless- 
ness. Wells  Eagleton1  advises  that  when  a pa- 
tient cannot  sleep  after  a mastoidectomy  to  be  on 
the  lookout  for  a meningitis.  This  'is  providing 
the  wound  pain  itself  can  be  excluded  as  a cause 
of  the  sleeplessness. 

Temperature  gives  a clue  in  complications  of 
ear  illness  of  which  meningitis  is  one.  Hans 
Brunner2  says  that  a temperature  of  101  4/10 
degrees  Fahrenheit  in  a case  of  otitis  media  in  an 
adult  is  suspicious  for  an  intracranial  compli- 
cation and  that  chills  in  an  adult  cannot  be 
caused  by  the  otitis,  but  indicate  an  intra-cranial 
complication.  Of  course,  this  is  assuming  that 
other  causes  of  fever  and  chills  in  the  body  can 
be  excluded. 

According  to  Erich  Ruttin,6  the  cerebrospinal 
fluid  picture  counts  more  than  symptoms  in  diag- 
nosis. He  describes  a practical  test  which  can  be 
quickly  made:  First,  note  pressure.  It  is  typic- 
ally increased.  Then  note  the  appearance,  which 
may  be  cloudy  or  purulent.  Then  examine  for 
cells,  typically  above  50  or  60.  These  are  both 
polynuclear  and  mononuclear  cells  in  type.  Bac- 
teria found  are  Streptococci,  Diplococci,  Streptoc- 
cus  Mucosis  (Pneumonoccus,  type  Three  [McCal- 
lum],  and  rarely,  Influenza  Bacillus.  However, 
one  may  find  bacteria,  and  still  be  mistaken  in 
diagnosing  meningitis. 

Beck7  places  special  importance  on  the  viability 
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of  the  organisms  found  in  the  cerebrospinal  fluid 
as  an  aid  in  prognosis.  The  presence  of  organ- 
isms in  the  smear  which  do  not  grow  on  culture 
does  not,  according  to  him,  necessarily  give  a 
fatal  prognosis. 

In  this  connection  it  should  be  recalled  that  in- 
creased pressure,  cells  and  even  cloudy  appear- 
ances of  the  fluid  in  the  absence  of  bacteria  points 
to  the  presence  of  a protective  or  sterile  menin- 
gitis where  adequate  surgical  treatment  of  the 
petrous  bone  promises  success. 

Another  common  symptom  is  headache.  A 
dull  pain  or  headache  which  is  only  temporary 
may  be  of  but  minor  importance..  However,  per- 
sistent head  pain,  steady  or  on  paroxysms,  when 
associated  with  an  ear  illness  should  arouse  the 
physician  to  alert  attention.  This  is  especially 
true  after  the  first  few  days  have  passed  and 
points  to  an  intracranial  complication.2 

The  excruciating  head  pain  associated  with 
meningitis  is,  according  to  Joseph  Beck,7  due  to 
increased  intracranial  pressure  and  not  directly 
due  to  the  inflammation  itself.  It  may  therefore 
be  found  on  the  contra-lateral,  as  well  as  the 
homo-lateral  side. 

Ruttin®  recalls  that  when  he  treated  a number 
of  Russian  Jewish  patients,  he  noticed  that  those 
having  meningitis  cried  out:  “oi  oi  Oi,”  while 
those  with  brain  abscess  cried:  “Oi,  oi,  oi.”  In 
meningitis  the  paroxysm  increases  to  a climax. 

I shall  not  quickly  forget  a case  I had  of  a boy 
of  11  years.  He  was  brought  into  the  office  with 
an  aural  discharge,  which  was  purulent  and  quite 
free  and  of  10  days  duration.  He  had  but  a de- 
gree of  elevation  of  temperature.  No  tenderness 
was  elicited  over  the  mastoid.  He  complained 
of  severe  pain  in  paroxysms  above  the  eye  on  the 
same  side.  There  was  a very  slight  horizontal 
and  rotatory  nystagmus,  to  both  sides.  I thought 
the  nystagmus  was  perhaps  due  to  pressure  on 
the  oval  window.  The  next  time  I saw  him  the 
nystagmus  was  gone  but  the  pain  persisted. 
Transillumination  of  the  frontal  sinus  was  nega- 
tive. There  were,  as  well,  no  signs  of  involve- 
ment of  the  sphenoid  or  maxillary  sinuses.  I 
therefore  sent  him  to  the  hospital.  As  he  was  a 
service  case  I did  not  again  see  this  patient. 
The  doctor  in  charge  had  the  same  view  as  I.  He 
observed  him  a day  or  two  when  cervical  rigidity 
appeared.  A mastoidectomy  revealed  an  exten- 
sive coalescing  mastoiditis.  A few  days  later  the 
patient  died.  If  I had  only  followed  Ruttin’s  ad- 
vice and  examined  the  cerebrospinal  fluid  at  first 
possibly  he  might  have  been  saved. 

According  to  Brunner,22  the  nystagmus  in  men- 
ingitis is  coarse,  horizontal  or  at  least  with  a 
horizontal  component.  Verticle  nystagmus  may 
also  be  present.  This  will  be  described  later. 

PATHWAYS  OF  INFECTION 

Pathways  of  infection  from  the  middle  ear  to 
the  meninges  must  be  understood  if  one  is  to 
adequately  manage  the  case.  Of  these  the  more 
frequent  is  through  the  labyrinth  and  internal 
auditory  meatus.  Eagleton,1  says  the  cochlea 
should  be  regarded  surgically  as  the  outpost  of 


the  cerebrospinal  fluid  system  as  there  is  a direct 
path  to  the  subarachnoid  space  through  the  mo- 
diolus. Ruttin®  cites  the  report  that  90  per  cent 
of  cases  dying  of  meningitis  after  a suppurating 
otitis  media  had  also  a labyrinthine  suppuration. 
Cases  complicating  a chronic  otitis  media  are  es- 
pecially apt  to  traverse  this  pathway  of  infection. 
Also  90  per  cent  of  the  cases  dying  after  the 
mastoid  operation  had  a labyrinthine  suppuration 
present  before  the  operation  was  done.  In  puru- 
lent labyrinthitis  he  describes  a zig  zag  line 
medial  to  the  tractus  spiraliforamenulentis  in  the 
internal  auditory  meatus  as  the  last  barrier  of 
defense  against  the  progress  of  the  infection  in- 
ward to  the  meninges. 

Now  supposing  one  should  operate  on  the  mas- 
toid in  the  presence  of  a dead,  pus  filled  laby- 
rinth. Here  the  labyrinth  is  not  reacting.  He 
must  by  all  means  also  open  the  labyrinth.  Should 
he  fail  to  do  so  he  has  left  pus  enclosed  in  a 
bony  capsule  with  the  easiest  exit  through  the 
internal  auditory  meatus  to  the  brain.  His  opera- 
tive procedure  causes  the  purulent  process  to 
flare  into  activity  and  easily  spread  to  the 
meninges  with  fatal  results.  Opening  the  laby- 
rinth is  quite  safe  as  barriers  to  the  infection 
have  been  laid  down.  Neuman’s  technique  of 
labyrinthotomy  is  not  difficult  if  one  has  studied 
the  anatomy  of  the  region. 

As  a corollary  one  must  likewise  avoid  the 
chance  opening  a normal  labyrinth  during  a 
mastoid  operation.  Here  no  barriers  have  been 
laid  down  and  death  from  meningitis  is  likely  to 
result  in  a few  hours  from  this  error®. 

Failure  to  observe  these  rules  is  inexcusable, 
as  the  operation  thus  inadvertently  contributes  to 
the  patient’s  death. 

The  testing  of  labyrinthine  reactibility  is  both 
quick  and  easy.  This  is  done  by  the  caloric  test 
and  when  possible  the  turning  test.  Determina- 
tion of  total  unilateral  deafness  with  the  aid  of 
the  noise  apparatus  to  rule  out  the  opposite  ear 
is  also  a help.  However,  one  must  be  sure  the 
labyrinth  is  dead  before  opening  it.  It  is  just  as 
dangex-ous  to  open  a labyrinth  which  has  partly 
lost  its  function  as  one  which  is  normal  (Ruttin). 

Other  pathways  to  the  posterior  fossa  are 
(Eagelton)1  through  the  posterior  surface  of  the 
petrous  bone,  through  caries  of  the  perilaby- 
rinthine  cells,  or  caries  of  the  posterior  semi- 
circular canal,  through  the  ductus  endolymphati- 
cus  or  through  Trautman’s  triangle.  Middle  fossa 
pathways  are  through  the  tegmen  tympani  et 
antri  of  the  anterior  surface  of  the  petrous. 
Another  interesting  pathway  to  the  middle  fossa 
is  through  suppuration  of  the  cells  of  the  petrous 
apex.  Indeed,  pus  in  these  cells  may  break  back 
into  the  posterior  fossa  also. 

Kopetzky  and  Almour  in  their  series  of  papers 
entitled  “The  Suppuration  of  the  Petrous  Pyra- 
mid,”5 have  prepared  a most  comprehensive  study 
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of  petrous  apex  cases.  They  have  clarified  path- 
ology, symptoms  and  surgical  approach. 

These  authors  enumerate  pathways  of  infection 
from  the  middle  ear  to  the  petrous  tip,  as:  (1) 
Perilabyrinthine  from  the  mastoid  antrum  or 
epitympanic  space,  above  or  below  the  superior 
semicircular  canal,  following  the  posterior- 
superior  surface  of  the  petrosal  into  the  pyra- 
midal tip.  (2)  Peritubar  cells.  (3)  Carotid  Canal. 

They  claim  that  in  practically  all  cases,  the 
first  of  these,  the  perilabyrinthine,  is  taken.  This 
is  shown  by  serial  microscopical  sections  of  the 
petrous.  They  agree  with  Lange  that  the  cells 
around  the  tympanic  end  of  the  eustachian  tube, 
the  peritubar  cells,  serve  as  a means  of  escape 
of  the  purulent  material  from  the  petrous  tip  of 
the  middle  ear,  rather  than  a pathway  of  in- 
fection in  the  reverse  direction.  When  pus 
escapes  by  this  route  instead  of  breaking  through 
to  the  meninges  the  patient  is  saved.  However,  a 
chronic  purulent  otitis  media  may  result. 

All  cases  of  apex  petrositis  occurred  in  ex- 
tensively pneumatized  mastoids.  We  should  pic- 
ture such  a temporal  bone  as  having  two  main 
groups  of  cells  communicating  with  the  middle 
ear:  One  in  the  mastoid,  communicating  through 
the  antrum,  another  in  the  petrous  apex,  com- 
municating through  perilabyrinthine  cells. 

LOCALIZING  SYMPTOMS 

First  will  be  discussed  those  occurring  while 
the  petrous  apex  route,  (one  of  the  pathways  of 
infection),  is  being  traversed.  These  might  there- 
fore be  called  prodromal  symptoms.  Kopetzky 
and  Almour,5  found  two  symptoms  constantly 
present  in  petrous  apex  suppurations.  These 
were  eye  pain  and  profuse  aural  discharge. 

The  eye  pain  was  usually  the  first  to  appear. 
It  was  on  the  homolateral  side,  deep  seated  and 
worse  at  night.  The  patients  described  a pain 
just  above  and  through  the  eye  ball.  These 
authors  eliminate  pain  over  regions  supplied  by 
the  second  and  third  branches  of  the  fifth  nerve 
as  signs  of  the  condition,  since  these  nerves  com- 
municate with  sensory  branches  from  the  mid- 
dle ear  and  mastoid  and  therefore  can  occur  in 
uncomplicated  cases  of  otitis  media  and  mas- 
toiditis. 

The  aural  discharge  was  profuse  in  all  cases  of 
apex  petrositis  and  was  either  continuously 
present,  or  suddenly  reappeared,  accompanying 
the  onset  of  the  eye  pain.  Therefore,  if  one  finds 
on  X-ray  an  extensively  pneumatized  mastoid  he 
should  be  on  the  lookout  for  eye  pain  and  aural 
discharge  later,  as  Kopetzky  considers  them 
almost  certain  signs  of  involvement  of  the 
petrous  tip.  He  cites  numerous  pathological  re- 
ports, taken  from  the  literature  of  petrous  tip 
suppuration,  often  found  in  conjunction  with 
fatal  meningitis.  In  some  cases  the  tip  was  found 
destroyed.  Eagletons’  first  case  showed  a large 


cavity  present  in  the  pyramid,  filled  with  granu- 
lation tissue  and  pus. 

The  eye  pain  is  described  by  Kopetzky  as  due 
to  traction  on  the  ophthalmic  branch  of  the  fifth 
nerve  due  to  inflammatory  swelling  in  the  region 
of  the  petrous  apex  induced  by  the  localizing  col- 
lection of  pus  within  the  apex. 

A recent  case  was  interesting  when  viewed  in 
the  light  of  Kopetzky  and  Almour’s  work.  This 
patient  had  excruciating  deep  seated  eye  pain  on 
the  homolateral  side,  requiring  repeated  injections 
of  morphine  for  relief.  Although  he  was  a college 
football  player  who  could  take  plenty  of  pun- 
ishment on  the  gridiron  he  cried  out  in  agony 
with  the  eye  pain.  This  occurred  during  an  acute 
exaccerbation  of  chronic  otitis  media  of  many 
years  standing.  X-ray  showed,  quite  naturally, 
ibumated  mastoids,  which  would  rule  out  apex 
petrositis.  However,  he  had  ophthalmic  (fifth) 
nerve  irritation  which  is  not  supposed  to  be  pro- 
duced by  otitis  media  or  mastoiditis  per  se.  This 
patient  had  also  an  elevation  of  temperature  to 
103  8/10,  an  actual  chill,  and  facial  paresis. 

A radical  mastoid  operation  was  done,  and  a 
peri-sinus  abscess  and  thrombophlebitis  of  the 
sigmoid  portion  of  the  lateral  venous  sinus  found. 
The  latter  was  handled  without  ligation  of  the 
internal  jugular.  The  eye  pain  was  relieved  im- 
mediately following  the  operation,  and  recurred 
only  once  for  a short  period.  It  was  felt  the 
packing  was  producing  this  pain  in  some  way,  by 
pressure.  The  packing  was  changed,  and  there 
was  no  reappearance  of  the  eye  pain.  All  symp- 
toms were  relieved  and  the  patient  .recovered. 

Eagleton  says  that  the  fifth  nerve  irritation 
and  sixth  nerve  paralysis  may,  in  some  cases,  be 
due  to  congestion  of  the  base,  and  are  apt  to  be 
relieved  by  subsidence  of  the  congestion  which 
follows  drainage  of  the  antrum  and  complete 
exenteration  of  the  cells  of  the  mastoid. 

This  case  would  fall  into  this  category.  Eagle- 
ton’s  reasoning  here  must  be  accepted  tentatively 
until  other  possible  reasons  for  this  phenomenon 
are  definitely  eliminated.  The  question  of  just 
how  the  congestion  causes  the  pain  must  also  be 
answered. 

In  none  of  Kopetzky’s  cases  was  abducens 
paresis  present.  However,  so  many  cases  in  the 
literature  had  abducens  paresis  that  it  had  come 
to  be  looked  upon  as  diagnostic  of  apex  petro- 
sitis. 

Gradinego  described  sixth  nerve  paralysis  and 
fifth  nerve  irritation  in  1904.  Since  then  the 
term,  Gradinego’s  syndrome  has  been  quite  am- 
biguously used  in  the  literature.  This  tendency 
has  been  deplored  by  Ruttin,  Vogel,  Kopetzky 
and  Almour.  The  pathological  boundaries  of  the 
condition  which  the  syndrome  was  supposed  to 
indicate  have  been  vaguely  placed.  As  late  as 
1934,  W.  H.  Johnston,8  writing  on  abducens 
paresis,  reports  17  per  cent  fatalities.  On  the 
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other  hand,  Eagleton,1  says  that  it  may  be 
present  in  sterile  meningitis.  Kopetzky,5  says 
that  most  cases  presenting  Gradinego’s  syn- 
drome go  on  to  complete  recovery  and  that  ab- 
ducens palsy  in  the  course  of  an  otitic  suppura- 
tion is  most  often  associated  with  a mild  type  of 
meningeal  inflammation. 

It  might  clarify  the  situation  to  go  back  to 
Gradinego’s  original  conception:  Chamberlain,10 
in  his  review  states  that  Gradinego  describes  it 
as  a “circumscribed  simple  serous  leptomenin- 
gitis localized  about  the  tip  of  the  pyramid”. 
Chamberlain  described  the  syndrome  as  consist- 
ing of:  (1)  A purulent  otitis  media  with  or 

without  mastoid  involvement.  (2)  A severe  pain 
referred  to  the  temporal  and  parietal  regions  of 
the  affected  side  and  explained  by  Gradinengo  as 
being  due  to  an  involvement  of  the  Gasserian 
Ganglion  (3)  Paralysis  or  paresis  of  the  sixth 
nerve  of  the  same  side,  produced  by  swelling  or 
edema  of  Dorello’s  Canal  surrounding  the  sixth 
nerve. 

Chamberlain  warns  the  ophthalmologist  who  is 
more  apt  to  recognize  the  paresis  than  is  the 
otologist,  that  he  must  keep  the  otologic  sig- 
nificance in  mind  and  not  think  only  of  the  more 
common  leutic  or  toxic  origin.  It  has  been  said 
that  the  commonest  nerve  manifestation  of  ear 
illness  which  the  ophthalmologist  sees  is  the 
abducens  paresis. 

One  of  Dr.  Russell  Means’  cases  which  had 
abducens  paresis  was  a child  of  five  years  who 
han  contracted  scarlet  fever  December  23rd, 
1935.  Four  weeks  later  the  left  ear  started  to 
discharge.  After  another  three  weeks  abducens 
paralysis,  complete,  of  the  homo-lateral  side  ap- 
peared. Mastoidectomy  was  performed  a week 
later  by  Dr.  Means.  He  gave  me  permission  to 
examine  the  case  a few  days  after  the  operation. 
At  that  time  the  paresis  had  diminished  by  about 
half.  I next  saw  the  patient  about  four  weeks 
after  the  operation.  The  paresis  had  entirely 
disappeared  and  the  ear  was  dry.  No  eye  pain 
was  complained  of  in  this  case,  double  vision  and 
excessive  lacrimation  being  the  only  eye  com- 
plaints. 

As  an  explanation  of  those  cases  which  pre- 
sent Gradinego’s  symptoms  complex,  and  which 
clear  up  after  simple  mastoid  surgery,  or  even 
clear  up  spontaneously,  I offer  the  following 
theory:  The  nerve  manifestations  might  be  com- 
pared to  the  early  mastoid  pain  accompanying  an 
acute  otitis.  This  mastoid  pain,  for  which  the 
term  mastoidismus  has  been  coined,  passes  away 
in  a few  days,  and  does  not  indicate  the  presence 
of  a mastoid  condition  requiring  surgery.  Mas- 
toidismus is  considered  by  Hans  Brunner,2  to  be 
a simple  inflammation  of  the  membranous  lining 
of  the  mastoid  cells  and  mastoid  antrum  which 
has  extended  by  continuity  from  that  of  the 
lining  of  the  middle  ear. 

It  is  plausible  that  inflammation  by  continuity 


might  also  extend  from  the  middle  ear  to  the 
cells  of  the  petrous  apex,  by  way  of  the  peri- 
labyrinthine  cells.  Its  path  is  longer  and  less 
direct  than  that  to  the  mastoid,  and  this  could  be 
the  reason  for  the  later  appearance  of  Gradin- 
ego’s symptom  complex.  In  the  case  of  the  mas- 
toidismus the  pain  might  reasonably  be  produced 
in  part  by  a collateral  edema  of  the  periosteum, 
with  traction  exerted  on  its  nerve  supply.  In 
the  case  of  the  fifth  and  sixth  nerve  involvement 
collateral  edema  of  the  dura,  which  is  itself  a 
modified  periosteum,  would  be  the  cause. 

Kopetzky,5  states  the  pain  of  purulent  mas- 
toiditis is  produced  by  increased  tension  exerted 
upon  the  nerves  of  the  periosteum,  which  in  turn 
is  caused  by  inflammatory  swelling  of  the  perios- 
teum. Likewise,  the  eye  pain  in  purulent  apex 
petrositis  is  produced  by  tension  on  the  ophthal- 
mic nerve  caused  by  the  inflammatory  swelling 
of  the  dura.  In  both  cases  there  is  a purulent 
process  within  the  bone  itself.  It  was  upon  this 
basis  that  the  theory  of  the  pain  in  mild  cases 
presenting  Gradinego’s  syndrome,  in  which  con- 
dition, however,  there  is  no  frank  pus  present, 
has  been  predicated. 

Let  us  confine  the  term  to  those  conditions  in 
which  there  is  this  simple  type  of  inflammation 
of  the  membrane  lining  the  bony  cells  of  the 
petrous  apex.  Of  course,  the  involvement  of  the 
fifth  and  sixth  nerve  is  also  present  in  more 
serious  conditions,  such  as  purulent  meningitis. 
In  each  case,  however,  the  accompanying  symp- 
toms give  the  differentiated  diagnosis.  Eagleton,1 
says  that  in  those  cases  in  which  fifth  nerve 
irritation  and  sixth  nerve  paralysis  is  accom- 
panied by  sepsis,  a localized  suppurative  menin- 
gitis is  indicated. 

Ruttin,6  states  that  contra-lateral  abducens 
paresis  gives  a fatal  prognosis.  All  of  his  cases 
with  the  symptom  died.  This  is  much  as  one 
would  expect  as  involvement  of  the  opposite 
nerve  shows  a more  advanced  progress  of  the 
meningeal  process  rather  than  a prodromal,  or 
at  worst,  early  sign. 

A localizing  symptom  of  meningitis  is  vertical 
nystagmus.  When  this  appears  the  case  is  hope- 
less. It  cannot  therefore  be  classed  as  an  early 
sign,  but  it  serves  to  emphasize  the  necessity  for 
earlier  treatment.  I was  unfortunate  enough  to 
have  a case  of  meninigtis  with  vertical  nystag- 
mus. 

A vertical  nystagmus  must  be  of  central 
origin,  because  any  originating  peripherally  from 
the  labyrinth  must  be  ruled  over  by  the  pre- 
dominating horizontal  canal,  and  therefore  have 
a horizontal  component.  Vertical  nystagmus  is 
present  when  the  ventricles  of  the  brain  are  in- 
vaded by  the  suppurative  process.  Erich  Ruttin,8 
first  described  the  pathological  picture.  While 
reading  Knockendall’s  work  he  noticed  the  state- 
ment that  tumors  of  the  quadrigemina  cause 
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deviation  of  the  eye  downward.  Deviation  of  the 
eyes  is  equivalent  to  the  slow  component  of 
nystagmus.  This  component  is  peripheral,  since 
according  to  Ruttin,  a patient  having  nystagmus 
who  loses  consciousness  will  demonstrate  only  the 
slow  component.  Therefore,  the  fast  component 
is  central  in  origin.  Now  with  the  slow  com- 
ponent directed  down  the  fast  component  must 
be  directed  up.  This  could  be  caused  by  an  irri- 
tation of  the  corpora  quadregemina.  The  latter  are 
placed  adjacent  to  the  Sylvian  aquaduct  connect- 
ing the  third  and  fourth  ventricle.  The  irritation 
could  be  produced  by  a suppurative  process  break- 
ing in  or  entering  the  ventricles  any  where,  from 
which  it  spreads  to  the  Sylvian  aquaduct. 

Verticle  nystagmus  is  present  in  brain  abscess 
cases  in  which  the  abscess  breaks  somewhere  into 
the  ventricles,  or  in  suppurative  meningitis  which 
invades  the  ventricles,  possible  from  the  Cisterna 
Magna,  through  the  foramen  of  Morgendi  and 
the  Foramina  of  Lusckka  into  the  fourth  ven- 
tricle. 

When  Ruttin  was  called  in  on  a case  of  otitis 
media  with  symptoms  of  intracranial  compli- 
cations, and  found  verticle  nystagmus,  he  would 
inform  the  family  that  time  for  surgery  had 
passed  and  that  the  patient  was  surely  lost.  In 
this  manner  he  avoided  the  embarrassment  of 
operating  on  a hopeless  case. 

A colored  child  of  eight  years  became  ill  about 
the  middle  of  January,  1935,  with  measles.  I saw 
her  first  on  April  2,  some  two  and  one-half 
months  later.  The  history  given  was  that  about 
two  weeks  after  onset  of  the  illness,  pus  ap- 
peared in  the  left  external  ear  canal  followed  in 
a few  days  by  the  appearance  of  pus  in  the  right 
external  canal  also. 

This  discharge  from  both  ears  was  still  present 
when  seen  eight  weeks  later  on  admission  to  the 
hospital.  It  was  still  purulent  in  type  and  very 
large  in  amount.  Six  weeks  after  onset  of  the 
ear  illness  the  mother  had  noticed  that  the  eyes 
had  become  crossed.  On  examination  a complete 
abducens  paresis  of  the  right  eye  was  found. 
The  child  was  complaining  of  pain  just  below  the 
right  eye,  intense  headache  and  pain  in  the  ears. 
She  had  vomited  repeatedly  during  the  day.  Some 
resistance  was  found  on  moving  the  neck  and 
there  was  present  a third  degree  horizontal  and 
rotaory  nystagmus  to  the  right.  The  right  mas- 
toid was  tender  throughout:  the  left  mastoid  less 
tender.  The  temperature  ranged  up  to  105°  F., 
with  corresponding  increase  in  pulse. 

At  the  operation  on  the  right  side  there  was 
found  a periosteal  abscess  with  a large  fistula 
through  the  cortex.  The  mastoid  was  filled  with 
pus  and  granulations;  the  cells  were  broken  down. 
Almost  all  of  the  upper  wall,  separating  the  mas- 
toid from  the  middle  fossa,  was  destroyed.  I felt 
at  the  time  that  the  purulent  process  above  the 
eroded  tegmen  had  extended  forward,  dissecting 
up  the  dura:  that  it  had  thereby  reached  the 
region  of  the  apex  and  this  produced  the  fifth  and 
sixth  nerve  involvement.  This  route  was  de- 
scribed by  Meltzer11.  However  the  autopsy 
showed  that  the  more  usual  route  to  the  petrous 
apex,  perilabyrinthine,  had  been  taken. 


Two  days  subsequent  to  the  operation  the  ex- 
ternus  paresis  was  much  reduced.  However  the 
nystagmus  was  now  verticle,  and  a note  was  en- 
tered on  the  chart  that  the  purulent  process  had 
broken  into  the  ventricles.  Dr.  Hugh  Beatty  was 
asked  to  see  the  patient  and  he  noticed  also  ver- 
ticle movements  of  the  head.  Opisthotonos  was 
now  present.  The  patient  was  screaming  out 
with  head  pain.  This  was  followed  by  delirium 
alternating  with  stupor.  Death  followed  on 
April  8. 

The  autopsy  was  performed  by  Dr.  Horace  B. 
Davidson,  of  the  Department  of  Pathology,  Ohio 
State  University,  and  reads  in  part:  Head — “The 
scalp  presents  the  previously  mentioned  incision 
over  the  mastoid  processes.  Upon  removing  the 
scalp  there  is  found  to  be  an  operative  removal 
of  bone  in  each  mastoid  region  measuring  ap- 
proximately 3x2.  5x2cm.  These  cavities  are  clean 
and  empty  except  for  a small  amount  of  serous 
material.  The  calvarium  is  not  remarkable.  In- 
spection of  the  superior  surface  of  the  cerebral 
hemispheres  discloses  an  intense  meningeal  con- 
gestion and  some  flattening  of  the  convolutions. 
No  exudate  is  seen  on  this  surface.  However,  in 
removing  the  brain  the  interpeduncular  cistern 
and  the  pontine  cistern  are  found  to  be  distended 
with  sero-purulent  material.  Inspection  of  the 
base  of  the  brain  discloses  the  presence  of  a 
large  amount  of  exudate  between  the  arachnoid 
and  pia.  Multiple  sections  through  the  brain  show 
it  to  be  moist,  swollen,  and  congested.  The  right 
lateral  ventricle  is  enlarged;  both  lateral  ven- 
tricles contain  seropurulent  material  and  their 
lining  is  congested.  A large  amount  of  frankly 
purulent  material  is  found  in  the  fourth  ventricle. 
No  abscesses  are  found.  A careful  examination 
of  the  base  of  the  brain  discloses  the  fact  that  the 
suppurative  process  in  the  right  middle  ear  has 
eroded  its  way  through  the  petrous  portion  of 
the  temporal  bone  at  a point  posterior  and  lateral 
to  the  right  posterior  clinoid  process.  Careful 
dissection  of  all  dural  sinuses  shows  them  to  be 
filled  with  postmortem  clot.  There  are  no  areas 
of  thrombosis.” 

The  other  two  children  of  the  family  contracted 
the  measles  also.  A sister  of  11  years  of  age  suc- 
cumbed following  another  complication:  pleural 
empyema.  A younger  brother  also  had  otitis 
media  which  appeared  two  weeks  following  that 
of  the  eight  year  old  girl.  Therefore,  his  case 
had  not  been  of  so  long  standing  when  seen.  He 
also  had  bilateral  mastoiditis.  When  operated 
upon  this  was  found  to  be  coalescing  in  type. 
However,  the  plates  separating  the  mastoid  from 
both  middle  and  posterior  fossa  were  found  to  be 
intact.  This  child  recovered. 

TREATMENT 

One  finds  little  in  the  literature  that  is  very 
encouraging  on  treatment  of  the  condition  when 
it  has  reached  the  generalized  suppurative  stage. 
Kopetzky  reports  that  of  his  cases  of  tip  sup- 
purations, all  died  who  had  meningitis  previous 
to  the  operation.  I observed  a few  cases  in  the 
Neuman  Clinic  which  had  had  meningitis  prev- 
ious to  the  operative  procedure.  All  died.  The 
results  have  been  poor  when  dural  incisions  have 
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been  made.  The  cisterna  drainage  operations  are 
not  widely  practiced. 

This  fact  emphasizes  the  necessity  for  ade- 
quate handling  of  otitis  media,  mastoiditis,  or 
apex  petrositis,  thus  preventing  most  cases  of 
otitic  meningitis.  It  shows  the  advisability  of  re- 
moving the  focus  summarily  when  dealing  with 
sterile  meningitis,  in  which  condition  the  in- 
fective process  has  not  itself  invaded  the  sub- 
arachnoid space. 

Ruttin,6  reports  two  series  of  cases  in  which 
solganol,  a gold  preparation  suitable  for  intra- 
spinal  use,  was  used.  In  the  first  group  five  out 
of  eleven  recovered:  In  the  second,  three  out  of 
nine.  Of  those  recovering  one  showed  streptoc- 
cocus  haemolyticus  in  pure  culture  in  the  cerebro- 
spinal fluid  eight  different  times.  There  were  also 
eighteen  to  twenty  thousand  cells.  His  technique 
was  as  follows: 

(1)  Expose  as  much  dura  as  possible  at  the 
operation. 

(2)  During  the  lumbar  puncture  take  out  20 
cc.  of  fluid  and  inject  10  cc.  of  sterile  normal 
saline  containing  .01  gram  of  the  solganol.  Re- 
peat every  other  day:  in  severe  cases,  every  day. 

(3)  Stop  the  injection  when  the  cells  of  the 
spinal  fluid  get  down  to  50. 

(4)  Repeat  four  to  eight  times.  One  case  was 
treated  two  months  and  given  twelve  to  fifteen 
injections. 

So  far  I have  been  unable  to  obtain  solganol 
for  intraspinous  use  in  this  country.  It  could  per- 
haps be  purchased  abroad. 

In  conclusion,  we  find  that  the  advances  made 
in  prevention  and  early  recognition  of  this  dis- 
ease are  smaller  than  those  of  many  other  dis- 
eases. However,  strides  forward  have  been  made 
in  prevention.  Early  diagnoses  are  not  gen- 
erally made,  unfortunately.  However  if  one 
understands  the  pathways  of  infection,  normal 
and  pathologic  anatomy,  and  early  symptoms,  an 
improvement  can  be  shown  in  this  respect  also. 
We  can  then  better  cope  with  meningitis  of 
otitic  origin. 

9 Buttles  Avenue. 
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X-Ray  Examination  of  the  Gallbladder 

In  recent  years  the  X-ray  examination  of  the 
gallbladder  has  received  some  undeserved  critic- 
ism due,  I believe,  not  so  much  to  the  fault  of  the 
method  as  to  a misunderstanding  of  its  signifi- 
cance. It  must  be  borne  in  mind  that  the  Graham- 
Cole  test  is  a test  of  function  and  not  a test  of 
disease  except  in  so  far  as  disease  prevents  normal 
function.  Even  though  a failure  to  visualize  in  a 
certain  instance  can  by  exclusion  be  attributed 
directly  to  gallbladder  disease  it  does  not  neces- 
sarily follow  that  removal  of  such  a gallbladder 
will  relieve  the  patient  of  his  symptoms.  Par- 
ticularly will  this  be  true  if  these  symptoms  are 
in  part  the  result  of  some  unrelated  condition. 
It  is  a well-known  fact  that  cardiac,  renal,  pan- 
creatic and  gastro-intestinal  disease  may  pro- 
duce symptoms  similar  to,  and  at  times  indis- 
tinguishable from,  gallbladder  disease.  Also,  as 
pointed  out  by  one  observer  recently,  patients 
with  a non-functioning  gallbladder  on  one  oc- 
casion may  later  after  medical  management  show 
a normal  response.  It  seems  logical  to  suppose 
that  the  gallbladder  may  at  times,  like  other  or- 
gans, suffer  from  disease  from  which  it  may 
later  recover  so  as  to  resume  its  normal  function. 
It  would  seem  that  removal  of  such  a gallbladder 
would  not  be  to  the  patient’s  advantage. 

While  the  X-ray  examination  of  the  gallblad- 
der is  an  exceedingly  valuable  diagnostic  pro- 
cedure it  must  not  be  used  to  the  exclusion  of  all 
others.  Each  individual  case  must  be  considered 
upon  its  own  merits.  All  clinical  and  laboratory 
data  should  be  given  full  consideration,  together 
with  the  X-ray  findings,  before  one  arrives  at  a 
diagnosis  and  outlines  a program  of  treatment. 
Only  in  this  way  can  the  best  interests  of  the 
patient  be  served. — Carl  L.  Gillies,  M.D.,  Iowa 
City;  Jour,  of  Iowa  State  Med.  Society,  Vol. 
XXVII,  No.  9;  Sept.  1937. 


Preventive  Pediatrics 

The  common  symptoms  of  poor  appetite,  sleep- 
lessness, tantrums  and  fears  rest  largely  on  an 
emotional  basis.  By  correcting  in  early  life  the 
environmental  factors  which  bring  about  these 
comparatively  mild  neuropathic  conditions,  we 
may  save  the  child  from  the  delinquency  of 
adolescence  and  the  so-called  nervous  breakdowns 
of  adult  life. — E.  J.  Huenekens,  M.D.,  Minne- 
apolis, Minn.  Neb.  State  Med.  Jour.,  Vol.  22, 
Sept.,  1937. 


PREGNANCY  COMPLICATED  BY  MITRAL  STENOSIS  AND  TOXEMIA 

By  SAMUEL  J.  WEBSTER,  M.D.,  and  JAMES  E.  MORGAN,  M.D.,  Cleveland,  Ohio 


A GREAT  deal  has  appeared  in  recent 
literature  concerning  the  association  of 
pregnancy  and  heart  disease,  particularly 
mitral  stenosis,  and  the  management  of  such 
cases  has  received  much  consideration.  Should 
such  a patient,  pregnant  and  with  heart  disease, 
also  develop  a true  toxemia  of  pregnancy,  cer- 
tainly the  picture  is  made  more  complicated  and 
the  prognosis  more  grave.  Little  attention  seems 
to  have  been  paid  to  this  possible  triad  in  ob- 
stetrical literature.  It  has  recently  been  our 
privilege  to  observe  such  a case  and  so  many 
interesting  points  were  brought  out  that  we  feel 
it  should  be  reported. 

CASE  HISTORY 

Mrs.  R.,  a 25  year  old  primipara,  was  first  seen 
on  July  7,  1936.  At  this  time  she  was  approxi- 
mately 6V2  months  pregnant.  She  was  complain- 
ing of  considerable  shortness  of  breath,  upon 
walking  or  attempting  to  climb  stairs,  and  of 
swelling  of  her  ankles.  This  pedal  edema  was 
most  marked  toward  evening  and  disappeared 
overnight.  There  was  also  a slight  hacking,  non- 
productive cough  which  was  aggravated  by  ex- 
ertion. 

Inquiry  into  the  past  history  disclosed  that 
she  had  had  a comparatively  mild  attack  of 
rheumatic  fever  11  years  previous.  She  had 
also  noticed  a decided  shortness  of  breath  and  a 
slight  cough  following  undue  exertion  for  two 
years  before  the  advent  of  pregnancy. 

Physical  examination  at  this  time  showed  the 
uterus  to  be  about  two  fingers  above  the  navel 
and  to  contain  apparently  the  normal  products 
of  gestation.  There  was  slight  pitting  edema  of 
the  ankles.  The  apex  beat  of  the  heart  was  in 
the  fifth  interspace  just  outside  the  mid-clavi- 
cular line.  Percussion,  confirmed  by  fluoroscopy, 
showed  the  heart  to  be  of  mitral  configuration. 
There  was  a rumbling  diastolic  murmur  at  the 
apex,  followed  by  a presystolic  cresendo.  The 
pulmonic  second  sound  was  very  loud,  slapping 
and  reduplicated.  Blood  pressure  was  120/90. 
Urine  examination  showed  three  plus  albumin,  no 
sugar,  and  an  occasional  hyaline  cast. 

A diagnosis  of  moderately  high  grade  mitral 
stenosis  complicated  by  pregnancy  was  made. 
At  this  time  it  was  considered  that  the  albumi- 
nuria was  probably  due  to  passive  congestion  in 
the  kidneys. 

Since  the  patient  was  very  anxious  to  obtain 
a live  baby,  she  was  put  at  complete  bed  rest 
and  her  subsequent  course  observed.  With  bed 
rest,  her  edema  disappeared.  There  was  no 
shortness  of  breath,  and  subjectively  she  felt 
normal.  However,  there  continued  to  be  three  to 
four  plus  albumin  in  her  urine.  The  blood  pres- 
sure mounted  progressively  until  by  July  23 
(seven  months  gestation)  it  was  140/110.  The 
systolic  blood  pressure  was  then  noted  to  be 
very  erratic.  Slight  exertion  would  send  it  up 
to  170  or  180.  With  rest  it  would  again  fall  to 
140.  The  diastolic  pressure  remained  constant  at 
about  110. 
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At  this  time  we  began  to  feel  that  the  patient 
was  developing  a true  toxemia  of  pregnancy. 
Her  fluids  were  limited  to  1000  c.c.  per  day;  she 
was  placed  on  a low  protein  diet  and  was  given 
small  doses  of  sodium  phosphate  each  day  to 
insure  adequate  elimination. 

On  August  6,  (7%  months  pregnancy)  she  de- 
veloped a terrific  headache  and  there  was  slight 
pitting  edema  of  the  ankles.  The  next  morning, 
August  7,  she  vomited  twice  and  her  blood  pres- 
sure was  read  at  180/140.  The  urine  showed  four 
plus  albumin  with  hyaline  and  granular  casts.  A 
classical  cesarean  section  was  performed  and  a 
viable  baby  weighing  three  pounds  was  obtained. 

The  patient’s  postoperative  course  was  un- 
eventful. At  the  end  of  three  days  her  blood 
pressure  had  dropped  to  110/70,  and.  remained  at 
this  level.  When  she  left  the  hospital  on  the 
twelfth  postoperative  day,  there  was  just  a trace 
of  albumin  in  the  urine. 

At  the  present  time,  four  months  after  de- 
livery, her  heart  is  well  compensated  and  there 
is  no  albumin  in  the  urine.  The  baby  did  well  on 
routine  premature  care,  and  now  weighs  eight 
pounds. 

DISCUSSION 

One  important  question  in  the  clinical  manage- 
ment of  this  case  was  why  the  elevation  of  blood 
pressure  occurred  so  late.  We  evidently  had  a 
true  toxemia  of  pregnancy  with  four  plus  albumin 
in  the  urine  and  a systolic  blood  pressure  of 
only  120  to  140.  Usually  the  rise  in  blood  pres- 
sure occurs  before,  or  at  least  simultaneously 
with,  the  appearance  of  albumin  in  the  urine. 
We  feel  that  probably  this  late  rise  was  due  to 
the  associated  heart  lesion.  Even  though  there 
be  actual  mitral  stenosis,  it  is  entirely  possible 
to  have  a high  blood  pressure  providing  the 
heart  muscle  is  adequate.  However,  in  cases  of 
mitral  stenosis  with  a failing  or  inadequate 
myocardium,  it  is  unusual  to  find  an  elevated 
blood  pressure.  In  our  case,  though  there  was  a 
true  toxemia  of  pregnancy  developing,  we  feel 
that  the  blood  pressure  readings  gave  little  in- 
dication of  the  approaching  danger  because  of, 
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first,  inadequately  filling  left  ventricle  and, 
second,  failing  heart  muscle.  This  should  be 
given  due  consideration  in  the  management  of 
similar  cases. 

As  to  treatment,  we  felt  that  no  choice  other 
than  Cesarean  section  was  left.  Had  the  patient 
had  toxemia  alone,  labor  might  have  been  in- 
duced and  allowed  to  progress  to  vaginal  de- 
livery. With  the  complicating  cardiac  lesion,  it 
was  felt  unsafe  to  subject  the  heart  to  this  ad- 
ditional strain. 

CONCLUSIONS 

A case  is  reported  of  pregnancy  complicated 
by  moderately  severe  mitral  stenosis  and  toxemia. 
From  the  observations  it  would  appear  that  in 
the  presence  of  mitral  stenosis,  the  blood  pres- 
sure is  not  a reliable  index  of  developing  toxemia. 

4275  Pearl  Road. 


The  Epileptic  School  Child 

Cooperation  of  the  school  physician,  public 
health  nurse,  family  physician,  parents,  hospital 
and  child  guidance  clinic,  as  well  as  psychiatrist 
or  neurologist,  is  necessary  in  order  that  con- 
tinued care  and  supervision  of  the  child  may  be 
adequate. 

The  educational  treatment  in  the  case  of  the 
epileptic  child  of  average  intelligence  is  to  retain 
him  in  the  normal  age-grade  grouping  by  in- 
dividualizing his  program  as  much  as  may  be  in- 
dicated. Of  particular  moment  is  the  sympathetic 
and  helpful  understanding  and  handling  of  the 
child  by  the  teacher  and  pupils.  Home  teaching  is 
arranged  for  those  who  have  too  many  or  too- 
severe  seizures  to  permit  attendance  at  public 
school,  and  who  have  the  intelligence  (at  least  60 
I.Q.)  to  profit  by  such  instruction.  Allowance 
must  be  made  for  learning  process  difficulties 
such  as  inattention,  confusion,  and  entanglement 
of  details  in  order  that  he  may  not  be  further 
confused  and  excited,  since  this  may  give  rise  to 
seizures.  He  must  not  be  classed  with  the  child 
who  is  mentally  retarded,  although  a combination 
of  this  and  epilepsy  is  quite  common. 

The  tendency  is  to  retain  the  child  in  a public 
school  or  in  the  community  with  home  teaching  as 
long  as  is  possible.  Indications  for  institutionali- 
zation are  frequent  and  severe  seizures;  inade- 
quate home  treatment,  guidance,  or  supervision; 
and  the  superior  advantages  (medical  and  edu- 
cational) of  institutions  caring  for  epileptics 
over  those  agencies  in  the  local  community. 

Comments  are  made  as  to  the  understanding 
and  treatment  of  the  child,  particularly  with  re- 
spect to  the  educational  angle  as  it  touches  upon 
the  work  of  the  school  physician  in  the  light  of 
home-school-community  relationships. — Frederick 
L.  Patry,  M.D.,  Albany;  N.  Y.  State  Jour,  of 
Med.,  Vol.  37,  No.  18;  Sept.  1937, 


Addiction  to  Barbituric  Acid  and 
Derivatives 

The  barbiturates  should  be  controlled.  Physi- 
cians should  not  prescribe  them  without  a word 
of  warning  as  to  their  possible  dangers.  This 
would  be  an  about-face  on  the  part  of  many  phy- 
sicians who  have  in  the  past  believed  and  told 
their  patients  that  the  barbiturates,  especially 
some  of  the  newer  synthetics,  are  harmless  and 
non-habit-forming.  We  feel  that  the  barbiturates 
should  be  put  on  a restricted  basis  so  that  they 
can  be  prescribed  only  by  a physician  and  the 
promiscuous  purchasing  of  these  drugs  by  lay- 
men should  be  stopped. 

The  states  that  have  such  laws  have  a sur- 
prisingly small  incidence  of  barbiturate  addic- 
tions. The  Colorado  Psychopathic  Hospital  ad- 
mitted only  thirteen  barbital  addicts  in  the  two 
years  ending  December  31,  1936.  This  was  .8 
per  cent  of  their  total  admissions.  This  is  a semi- 
charity hospital,  which  differs  in  its  organization 
set-up  from  the  state  hospitals  in  Missouri,  and 
their  patient  population  from  the  standpoint  of 
economic  conditions  and  social  position  can  be 
compared  to  that  of  the  private  hospitals.  During 
this  same  period  of  time  the  Neurological  Hos- 
pital admitted  twenty-eight  patients  who  either 
were  addicted  to  barbiturate  alone  or  were  using 
them  in  toxic  doses  accompanying  other  forms  of 
addiction.  This  was  8.3  per  cent  of  the  admissions 
for  that  period,  or  ten  times  the  incidence  in  the 
Colorado  Psychopathic  Hospital.  Over  75  per 
cent  of  our  total  admissions  give  a history  of 
having  taken  large  doses  of  barbiturates  for  a 
more  or  less  extended  period  before  admission  to 
the  hospital.  Some  of  this  barbiturate  was  self- 
administered  and  some  of  it  was  prescribed  by 
physicians.  A comparison  of  the  incidence  of  bar- 
bital addiction  in  states  which  have  no  law  with 
states  which  have  restrictive  laws  should  be 
sufficient  evidence  of  the  need  of  such  a law. 

In  the  absence  of  such  a law,  or  even  if  we  had 
such  restrictive  laws,  the  physician  must  always 
remember  that  he  is  dealing  with  a drug  which 
will  fasten  its  influence  upon  certain  psychologic 
types  so  that  for  the  rest  of  their  lives  their 
psychogenic  mechanisms  will  crave  and  demand 
the  oblivion  produced  by  the  drug.  He  should  re- 
member that  if  the  layman  is  left  to  his  own  de- 
vices, and  if  no  restrictions  are  placed  upon  the 
use  of  this  drug,  he  will  take  more  and  more  until 
his  dosage  reaches  the  toxic,  dangerous  level,  and 
from  this  point  continuous  use  will  gradually  de- 
stroy his  brain  and  his  mental  and  emotional 
efficiency  and  stability.  A physician  should  al- 
ways carefully  analyze  his  patient  before  he  pre- 
scribes any  of  these  drugs,  just  as  he  does  before 
he  prescribes  the  opiates. — G.  Wilse  Robinson,  Jr., 
M.D.,  Kansas  City,  Mo.;  Jour.  Missouri  State 
Med.  Assn.  Vol.  34,  No.  10;  Oct.  1937. 


TORSION  OF  THE  SPERMATIC  CORD 
Presentation  of  a Case  and  Short  Resume  of  the  Literature 

By  E.  A.  OCKULY,  M.D.,  and  F.  M.  DOUGLASS,  M.D.,  Toledo,  Ohio 


TORSION  of  the  spermatic  cord,  frequently 
referred  to  as  torsion  of  the  testicle,  is 
becoming  recognized  as  a comparatively 
common  clinical  entity.  Ninety-seven  years  ago 
Delarsiarve2  described  the  first  case.  Eighteen 
years  ago  O’Conor3  was  able  to  find  124  cases 
in  the  literature  and  during  the  past  year  Abes- 
house1  was  able  to  list  350  cases  which  had  been 
reported.  This  represents  an  increase  of  182  per 
cent  in  the  past  18  years  compared  to  the  previ- 
ous 80  years.  This  higher  incidence  is  undoubt- 
edly due  to  a greater  number  of  correct  diagnosis 
proved  by  surgery  and  the  willingness  of  the  phy- 
sician to  put  his  case  on  record.  O’Conor3  calls 
our  attention  to  the  fact  that  the  incidence  may 
even  be  considerably  higher  by  stating  that  a 
careful  history  in  cases  with  a long  standing 
atrophic  testicle  may  reveal  that  this  atrophy  was 
secondary  to  an  old  torsion  of  the  cord.  It  is 
therefore  apparent  that  this  condition  is  not  as 
much  of  a rarity  as  we  are  wont  to  believe.  The 
necessity  of  immediate  recognition  and  early  in- 
tervention in  order  to  conserve  the  testicle  makes 
it  imperative  that  the  physician  become  familiar 
enough  with  this  condition  to  consider  it  in  his 
differential  diagnosis  in  all  cases  of  acute,  sudden 
scrotal  pain  and  swelling.  This  fact  prompts  us 
to  report  the  following  case: 

CASE  REPORT 

Mr.  P.  S.,  aged  16,  referred  to  Dr.  M.  Loren- 
zen,  was  seized  with  a sudden,  sharp  pain  in  the 
right  inguinal  region  while  he  was  dressing,  fol- 
lowing a short  track  workout.  He  immediately 
became  nauseated,  and  said  he  thought  he  would 
faint.  He  could  readily  feel  “a  tender  lump  low 
in  right  groin.” 

Approximately  five  hours  elapsed  between  the 
onset  and  surgical  intervention.  During  this  time 
the  pain  was  constant  and  the  patient  vomited 
twice.  , 

Upon  entering  the  hospital,  examination  re- 
vealed a reddened  retracted  right  half  of  the 
scrotum,  the  testicle  twice  the  size  of  its  partner, 
excruciatingly  tender  and  lying  tightly  against 
the  external  inguinal  ring.  The  urine  showed 
a trace  of  albumin  and  acetone,  was  free  of  sugar, 
pus  and  casts.  His  tempterature  was  98.6.  A 
diagnosis  of  torsion  of  the  spermatic  cord  was 
made  and  immediate  operation  advised. 

At  operation  the  testicle  was  found  to  be  black 
and  the  vessels  distal  to  two  complete  turns  in 
the  cord  were  markedly  engorged.  The  torsion 
was  released  and  under  the  application  of  moist 
heat  the  circulation  returned.  The  tunica  vagi- 
nalis was  everted,  the  testicle  replaced  and  an- 
chored in  the  scrotum. 

The  patient  made  an  uneventful  recovery  ex- 
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cept  for  a postoperative  temperature  of  101° 
of  three  days  duration.  Examination  of  the  pa- 
tient two  years  later  revealed  an  apparently  fully 
developed  normal  testicle  in  its  proper  position. 

AGE  INCIDENCE 

Torsion  of  the  spermatic  cord  may  occur  at  any 
age.  It  has  been  reported  in  the  newborn,8  in  an 
infant  of  two  months4  and  in  adults  of  nearly  70 
years5  of  age.  The  greatest  number  occur  in 
youths  under  20.  Various  authors6'  -7  estimate  70 
to  75  per  cent  of  the  cases  occur  at  this  time. 

PATHOGENESIS 

The  right  and  left  testicles  are  involved  about 
equally  frequent.  In  Abeshouse’s  review  it  oc- 
curred 144  times  on  the  right  and  142  times  on  the 
left.  In  24  cases  bilateral  torsion  was  reported. 
He  also  found  that  the  undescended  testicle  was 
involved  in  as  many  cases  as  was  a fully  de- 
scended one,  and  consequently  with  the  relative 
incidence  of  undescended  to  normally  descended 
testicles,  it  is  evident  that  undescended  testicles 
are  much  more  prone  to  torsion  than  testicles  that 
have  unergone  normal  descent. 

CAUSES 

The  immediate  cause  of  the  torsion  of  the  cord 
is  according  to  Uffreduzzi9,  and  usually  accepted 
by  most  writers,  a forceful  contraction  of  the 
cremasteric  muscle.  Torsion  has  occurred  follow- 
ing all  types  of  physical  effort,  from  playing  foot- 
ball10 to  sneezing11  as  well  as  when  the  patient 
was  at  rest;  as  quoted  by  Kretschmer12  “while 
the  patient  was  in  bed  and  asleep”. 

Nearly  all  authors  agree  that  the  predisposing 
cause  is  some  congenital  anomaly  allowing  the 
testicle  and  cord  unusual  mobility.  Practically 
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every  anomaly  possible  in  the  anatomy  of  the  tes- 
ticular area  has  at  some  time  or  another  been 
described  as  the  predisposing  cause. 

SYMPTOMS 

Torsion  of  the  spermatic  cord,  being  a mechanical 
obstruction  to  the  blood  circulation  of  the  testicle 
allows  a variation  in  the  degree  of  symptomatol- 
ogy and  pathological  processes,  depending  upon 
the  completeness  of  obstruction. 

Cases  of  repeated  torsion  with  mild  symptoma- 
tology and  slow  atrophy  of  the  testicle  have  been 
reported  by  Perry13  and  others.  Usually,  however, 
the  onset  is  sudden,  the  pain  severe  and  constant, 
usually  increasing  for  24  to  72  hours,  with  general 
systemic  symptoms  slight  if  present  at  all.  Lo- 
cally the  testicle,  if  in  the  scrotum,  is  drawn  up- 
ward, is  enlarged  and  very  tender.  Within  a few 
hours  the  scrotal  tissue  covering  the  testicle  be- 
comes reddened  and  shows  evidence  of  oedema,  as- 
suming a shiny  appearance.  Occasionally  the  twist 
in  the  cord  can  be  felt  above  the  testicle  and  at 
times  the  epididymis  can  be  felt  in  an  unnatural 
position.  Within  24  to  36  hours,  the  scrotum  as- 
sumes a red  to  dark  red,  shiny  appearance,  under 
which  a tender  palpable  mass  is  present.  Pain 
and  the  local  findings  are  always  present.  Occa- 
sionally vomiting,  abdominal  distention  and  slight 
elevations  of  temperature  occur.  Urinary  symp- 
toms are  practically  always  absent.  If  the  affected 
testicle  lies  in  the  inguinal  canal,  the  same  find- 
ings, except  for  location,  are  present. 

DIFFERENTIAL  DIAGNOSIS 

In  cases  of  torsion  of  the  scrotal  testicle  the 
conditions  of  epididymitis,  orchitis,  strangulated 
hernia  and  ruptured  varicocele  must  be  ruled  out. 

Nearly  all  of  these  conditions  may  be  excluded 
by  a careful  history,  rectal  and  local  examination. 
In  Abeshouse’s  review,  he  found  seven  cases  had 
been  incorrectly  diagnosed  as  epididymitis,  two  as 
orchitis,  23  as  strangulated  hernia,  three  as  hema- 
tocele, one  as  hydrocele,  and  one  as  tumor  of  the 
spermatic  cord.  Inguinal  lymphadentitis  might 
at  times  be  confused  with  torsion,  when  the  tes- 
ticle has  been  arrested  in  the  inguinal  canal. 

Torsion  of  the  cord  in  cases  of  intra-adominal 
testicles  may  similate  a so-called  acute  surgical 
abdomen,  and  has  been  mistaken  for  an  attack  of 
acute  appendicitis14.  Seller15  found  11  cases  of 
torsion  reported  in  which  the  testicle  was  intra- 
abdominal. Occasionally  associated  pathology  is 
encountered.  Cases  of  torsion  associated  with 
tumor  of  the  testicle,  acute  epididymitis,  hydro- 
cele, tuberculous  epididymitis  and  hernia  have 
been  reported.1.  These  are  of  course  incidental 
findings  and  have  in  the  opinion  of  some  of  the  re- 
porters accounted  for  the  torsion  occurring. 

PROGNOSIS 

The  prognosis  has  in  the  vast  majority  of  cases 
been  disappointing.  Where  operation  was  not  re- 
sorted to,  loss  of  the  testicle  through  necrosis  or 


atrophy  occurred.  When  surgery  was  performed, 
castration  was  usually  necessary  because  too  long 
a time  had  elapsed  between  the  onset  and  surgical 
intervention.  Except  in  cases  of  intra-abdominal 
or  high  lying  inguinal  testicles  that  cannot  be 
placed  in  the  proper  scrotal  position,  this  is  un- 
necessary if  the  patient  is  seen  early,  properly 
diagnosed  and  immediate  surgical  intervention 
adopted,  exceptions  of  course  being,  testicles  or 
epididymi  harboring  other  serious  disease. 
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Sulfanilamide — A Warning 

The  Journal,  the  Council  on  Pharmacy  and 
Chemistry  and  various  individual  practitioners 
have  warned  against  indiscriminate  use  of  sul- 
fanilamide. Apparently  these  warnings  have  been 
insufficient.  In  The  Journal,  September  25,  11 
contributions  on  sulfanilamide  were  published. 
Nine  of  these  reported  the  occurrence  of  toxic 
manifestations,  including  dermatitis  and  photo- 
sensitization of  the  skin.  Particularly  serious  are 
the  possible  dangers  of  granulocytopenia  and 
sulfhemoglobinemia.  The  latter  may  sometimes 
go  unrecognized  without  adequate  methods  of 
diagnosis.  The  complication  originally  called  en- 
terogenous cyanosis,  thought  to  be  due  to  “in- 
testinal toxemia,”  has  been  shown  to  be  due  to 
the  presence  of  sulfhemoglobin  or  methemo- 
globin  in  the  blood. 

Sulfanilamide  should  not  be  administered  in 
association  with  other  drugs  until  definite  in- 
formation is  available  as  to  toxic  effects.  Thus 
far  only  the  harmlessness  of  sodium  bicarbonate 
in  such  association  seems  to  have  been  estab- 
lished. Magnesium  sulfate  and  some  of  the  coal 
tar  derivatives  are  conspicuously  drugs  which 
should  not  be  administered  concurrently. — Ex- 
cerpts from  editorial  in  The  Journal  of  the 
American  Medical  Association,  Oct.  2,  1937,  issue. 


OBSERVATIONS  ON  THE  USE  OF  BENZEDRINE  IN  THE  PSYCHOSES 

By  DOROTHY  E.  DONLEY,  M.D.,  Amityville,  New  York 


THE  psychiatric  literature  of  1936  and  1937 
contains  several  articles  on  the  use  of 
benzedrine.  This  drug,  also  called  phenyla- 
minoethanol,  beta-amino-propyl  benzene  and 
synthetic  racemic  benzylmethyl  carbamine,  is  dis- 
tinguished for  its  sympathomimetic  properties. 
The  approach  to  the  psychoses,  through  study  of 
the  autonomic  nervous  system,  has  been  carried 
on  intensively  in  recent  years.  In  various  centers 
of  psychiatric  research,  the  effects  of  adrenergic 
and  cholergic  drugs  in  psychotic  as  well  as  non- 
psychotic  persons  are  being  systematically 
studied.  Originally  used  to  produce  experimental 
alterations  in  blood  pressure,  benzedrine  was  ob- 
served to  have  an  interesting  secondary  effect.  A 
mild  elation  in  depressions  after  use  of  the  drug 
was  reported  by  Guttman1.  At  the  same  time 
and  in  the  course  of  somewhat  similar  studies 
Myerson2  found  benzedrine  effective  in  relief  of 
fatigue  in  normal  persons  and  helpful  in  amelior- 
ating the  depressions  of  neurotics. 

The  reaction  of  psychotics  to  the  drug  has  been 
reported  by  several  groups.  Myerson  and  his  co- 
workers3 observed  its  action  on  15  cases  of 
dementia  praecox,  two  cases  of  paresis  and  one 
manic  depressive,  all  of  whom  were  described  as 
objectively  passive  and  affectless  at  the  time  of 
study.  In  them  there  occurred  the  usual  peri- 
pheral changes  without  any  variation  in  the  men- 
tal or  emotional  picture.  More  recently  Davidoff4 
has  studied  some  fifty-five  cases  in  great  detail 
with  results  generally  comparable  to  ours.  The 
following  report  is  the  result  of  a study  under- 
taken with  a view  to  ascertaining  more  exactly 
the  therapeutic  possibilities  of  benzedrine  in  the 
various  psychoses. 

REVIEW  OF  THE  LITERATURE 
Many  effects  of  benzedrine  on  the  autonomic 
system  have  been  cited.  The  central  action  in 
normal  persons  is  described  as  a lessening  of 
fatigue,  with  euphoria,  increased  energy,  talk- 
ativeness and  interference  with  the  sleep  rhythm9. 
In  its  peripheral  action  it  has  been  reported  to 
produce  mild  but  definite  elevation  of  blood  pres- 
sure6, a relaxation  of  the  spastic  gastrointestinal 
tract7,  a local  constriction  of  the  vascular  bed  of 
the  mucous  membranes.  It  is  not  effective  as  a 
bronchodilator.  Possible  alteration  in  the  basal 
metabolic  rate  was  studied8  in  three  normal  in- 
dividuals after  daily  doses  of  20  mg.  benzedrine 
sulphate  orally.  In  two  of  the  cases  the  rate  rose 
during  the  treatment,  to  drop  to  the  original,  and 
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then,  far  below,  after  the  drug  was  discontinued. 
In  the  third  case  there  was  a drop  during  treat- 
ment and  a much  greater  drop  afterward.  Others 
reported  the  basal  metabolism  to  be  unchanged3,5, 
or  to  vary  inconsistently4.  Clinically,  benzedrine 
has  found  its  most  important  use  in  the  treat- 
ment of  narcolepsy9.  In  addition  it  is  advocated 
for  use  as  an  antispasmodic  in  gastro-intestinal 
roentgenology7,  a vasoconstrictor  in  laryngology10, 
and  more  recently  for  use  with  stramonium  or 
scopolamine  in  post-encephalitic  Parkinsonism — 
particularly  oculo-gyric  crises11. 

METHOD 

Eight  women  between  the  ages  of  17  and  67 
formed  the  material  for  study.  .Six  of  them 
showed  affective  disorder  in  the  form  of  depres- 
sion. Two  presented  schizophrenic  reactions  with 
catatonic  manifestations.  Each  patient  received 
20  or  in  a few  instances  30  milligrams  of  benze- 
drine sulphate  by  mouth  before  9 A.M.  daily  for 
various  lengths  of  time,  the  longest  consecutive 
period  being  30  days,  and  the  greatest  total  dose 
being  1020  milligrams. 

Daily  notations  were  made  on  the  topics  of  the 
routine  mental  status,  on  blood  pressure,  weight, 
appetite,  and  any  specific  ill  effects.  Fasting 
blood  sugar  and  basal  metabolic  rate  were  re- 
corded before  and  during  the  treatment  whenever 
possible. 

PROTOCOLS 

Case  1,  (D.  M.),  a 41  year  old  woman,  married 
and  a multipara  of  five,  had  been  a patient  at 
the  Massillon  State  Hospital  for  two  months 
when  benzedrine  was  started.  Four  months  pre- 
viously, while  a patient  at  the  County  Tuber- 
culosis Sanitarium  as  a suspected  case  of  tuber- 
culosis following  hemorrhage,  she  developed  signs 
of  psychosis.  Precipitating  factors  included 
worry  about  her  financial  difficulties,  and  re- 
ligious conflicts  after  consulting  a “powwow” 
doctor.  The  characteristic  findings  at  the  time  of 
treatment  were  depression  with  agitation  and 
self-accusation,  grandiose  delusions  of  impending 
world-wide  disaster,  impulsive  and  resistive  be- 
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havior,  and  at  times  periods  of  apparent  super- 
ficial insight.  No  specific  pathology  was  found  on 
physical  examination. 

With  20  mg.  of  benzedrine  in  the  morning  there 
was  an  increase  in  motor  activity  with  increased 
agitation.  However,  negativism  was  less  so  that 
occasionally  she  was  able  to  cooperate  in  oc- 
cupational therapy.  The  stream  of  talk  was  de- 
cidedly increased  in  amount.  As  the  patient  be- 
came more  articulate,  she  explained  at  great 
length  her  delusions.  There  was  no  change  in 
content  of  thought,  no  increase  in  insight.  The 
sensorium  remained  clear. 

On  the  somatic  side  there  was  a prompt  and 
sustained  loss  of  weight  and  a decrease  in  ap- 
petite. The  blood  pressure  was  elevated  quite 
markedly  at  first  rising  from  90/70  to  116/90, 
but  then  dropped  back  to  the  original  level.  It  is 
possible  that  the  blood  pressure  curve  would  have 
maintained  its  high  level  if  all  readings  had  been 
made  daily  within  the  three  to  four  hours  of  ad- 
ministration. Omission  of  the  drug  did  result  in 
prompt  drops  to  low  levels  and  resumption  again 
produced  the  elevation.  Blood  sugar  was  not 
changed — 91  mg.  and  95  mg. 

During  treatment  the  patient  was  transferred 
to  the  convalescent  cottage  to  give  her  all  its 
advantages  in  making  an  adjustment  but  her  im- 
pulsive behavior  there  resulted  in  return  to  the 
disturbed  ward  where  it  was  difficult  to  point  to 
any  gain  toward  ultimate  recovery  during  ben- 
zedrine therapy.  The  drug  was  discontinued  after 
51  days  of  treatment.  The  blood  pressure  dropped 
to  lower  levels,  the  patient  became  more  passive, 
motor  agitation  disappeared  and  there  was  a gain 
in  weight. 

Case  2 (A.  S.),  is  a 67  year  old  white  woman, 
married  and  a multipara  of  ten,  hospitalized  from 
a rural  community  in  her  second  attack  of  depres- 
sion. For  one  year  before  benzedrine  treatment, 
she  had  been  showing  depression  with  poverty  of 
ideas,  delusions  of  guilt,  insomnia  and  restless- 
ness. With  benzedrine  during  the  first  three  days 
she  became  more  talkative,  spontaneously  giving 
expression  to  ideas  which  she  stated  were  present 
from  the  first  of  her  illness  and  to  which  she 
ascribed  her  depression.  She  responded  more 
readily  to  conversation  and  appeared  to  cooperate 
more  willingly.  Content  of  thought  remained  the 
same  and  insight  was  absent.  There  was  very 
little  change  in  blood  pressure.  Later  she  re- 
lapsed to  her  previous  state  and  after  51  days  of 
treatment  there  was  no  appreciable  improvement 
in  her  condition.  Efforts  to  secure  a better  in- 
sight at  the  time  when  resistance  was  reduced 
seemed  fruitless. 

Case  3,  (B.  K.),  a 60  year  old  white  woman, 
married  and  a multipara  of  three,  had  been  hos- 
pitalized for  3 1/3  years  with  cyclic  type  of  manic 
depressive  psychosis.  She  had  had  previous  at- 
tacks of  short  duration  at  22,  and  at  28  years.  At 
the  time  benzedrine  was  begun  the  patient  was 
depressed,  agitated,  unable  to  sleep  and  losing 
weight.  The  immediate  reaction  was  one  in  which 
the  appearance  of  depression  was  lost.  She  be- 
came very  composed  and  cooperative  in  manner 
but  stated  that  she  felt  “awful — Oh,  my  God!  I 
don’t  know  what  to  do.”  Gradually  there  was  an 
increase  in  restlessness.  She  showed  impulsive 
behavior  much  like  that  in  her  previous  attacks. 
Blood  pressure  which  was  not  changed  under 
medication  became  elevated  as  her  agitation  in- 
ci’eased.  The  drug  was  discontinued  after  16 


days.  The  patient  continued  to  be  agitated  and 
soon  swung  over  to  her  elated  phase.  In  review- 
ing the  picture  no  improvements  were  noted  over 
previous  attacks. 

Case  4,  (M.  R.),  was  a white  female  aged  20, 
single,  hospitalized  in  her  second  psychotic  epi- 
sode. Three  months  before  the  drug  was  ad- 
ministered, the  onset  occurred  following  the  death 
of  her  mother  and  was  a typical  schizophrenic 
excitement  with  motor  acceleration,  increased 
stream  of  talk,  irrelevant  and  incoherent,  and  im- 
pulsive weeping  and  giggling.  When  benzedrine 
was  started,  the  patient  sat  in  a catatonic  stupor, 
inaccessible  and  passively  obedient.  There  were 
periods  of  silly  giggling  and  posturing.  On  ques- 
tioning she  blocked  on  all  except  matters  of  home. 
The  immediate  reaction  to  benzedrine  was  strik- 
ing. In  an  hour  there  was  an  outburst  of  weeping, 
then  loud  forceful  speech  with  demands  to  go 
home  and  her  reasons  for  wanting  to  go.  Later 
in  the  day  she  was  observed  to  move  rapidly  and 
was  accessible  in  conversation.  There  was  no  in- 
crease in  insight  or  judgment,  and  her  spon- 
taneous statements  were  of  a self-assertive,  brag- 
ging nature.  Within  three  days  she  was  showing 
interest  in  her  personal  appearance  and  caring 
for  others.  In  carriage  she  was  manneristic.  She 
revealed  the  nature  of  her  preoccupations,  stating 
that  her  mother  was  not  dead  and  that  she  was 
married  to  a boy  friend.  Both  statements  were 
false.  Later  she  showed  some  degree  of  insight, 
saying  that  her  mother  was  dead.  After  a week 
of  treatment  when  her  family  visited,  she  created 
a scene,  and  when  she  did  not  get  her  own  way 
relapsed  into  a stupor,  regardless  of  an  increased 
dose  of  benzedrine.  She  continued  to  show  some 
impulsive  behavior,  however,  dashing  herself  on 
the  floor  or  running  around  the  room.  Appetite 
was  diminished,  sleep  was  poor,  weight  remained 
stationary.  Blood  pressure  response  was  prompt 
elevation  from  100/65  to  110-20/85-90,  and  a 
good  maintenance  of  it  while  receiving  the  drug, 
with  a prompt  drop  to  normal  when  the  drug  was 
omitted.  Basal  metabolism  decreased  from  plus 
32  at  the  beginning  of  treatment  to  plus  3 at  the 
conclusion.  There  was  no  apparent  ultimate  gain 
as  result  of  therapy. 

Case  5,  (Z.  C.),  a 17  year  old  white  woman, 
single,  was  institutionalized  about  one  week  be- 
fore benzedrine  was  begun.  This  quiet,  bashful 
girl,  retarded  in  school  work  because  of  “nervous- 
ness”, developed  personality  changes  introduced 
by  a week  of  vague  illness,  culminating  in  a 
schizophrenic  excitement  with  impulsive  behavior, 
profane,  disconnected  talk.  Physical  health  had 
been  good  with  the  exception  of  irregular  menses. 
At  the  time  benzedrine  was  begun,  she  was  mute, 
cataleptic,  inaccessible  and  slightly  fearful  in 
expression.  She  submitted  to  examination  with- 
out resistance.  After  benzedrine  was  begun  she 
became  more  alert,  responded  to  questioning  by 
moving  her  lips.  Fear  was  more  apparent  and 
there  was  tremulousness  of  extremities.  She  re- 
fused to  have  blood  pressure  taken,  saying  that 
she  was  afraid,  walked  spontaneously  to  the 
scales  to  weigh  herself  and  tried  to  call  over  the 
phone.  She  slept  poorly  and  ate  poorly,  and  lost 
six  pounds  in  five  days.  Gradually,  she  returned 
to  her  inaccessible  state  with  some  passivity, 
though  fear  and  tremors  persisted  until  benze- 
drine was  discontinued. 

Case  6,  (L.  B.),  a 50  year  old  white  woman, 
married  and  multipara  of  three,  was  hospitalized 
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two  years  before  benzedrine  was  begun.  Her 
psychosis  was  of  three  years’  duration  with 
gradual  onset,  withdrawal  from  society,  depres- 
sion, agitation  and  suicidal  preoccupation.  At  the 
time  benzedrine  was  begun,  she  was  emaciated, 
agitated,  and  depressed.  She  was  able  to  do  a few 
routine  tasks.  Her  characteristic  behavior  was 
the  constant  repetition  of  “Oh.  my!”  six  to  eight 
times  a minute  during  most  of  her  waking  hours. 
During  the  medication  there  was  an  increase  in 
her  agitation.  She  wept  more  and  wailed,  “Oh 
my!”  more  rapidly.  There  was  a moderate  eleva- 


lasted  for  four  days,  then  in  spite  of  the  benze- 
drine she  became  resistive  again.  After  two 
weeks  there  came  a striking  elevation  of  blood 
pressure — 120-100/80  to  170-140/90-100 — without 
any  show  of  emotional  change.  At  this  time  she 
was  observed  to  have  jaundice  with  an  icteric 
index  of  14.  Benzedrine  was  discontinued  im- 
mediately. Increased  temperature,  pulse  rate  and 
respirations  followed.  Pneumonia  developed  with 
fatal  termination  one  week  after  the  drug  was 
discontinued.  In  that  week  her  blood  pressure 
had  returned  to  its  former  low  levels. 


SUMMARY  OF  RESULTS  OP  BENZEDRINE  THERAPY. 


Key 

+ increased 
0 unchanged 
— decreased 
M.D.  Manic  Depressive 
D.P.  Dementia  Praecox 

M.D.,  Depressed 
(Case  1) 

M.D.,  Depressed 
(Case  2) 

M.D.,  Circular 
(Case  3) 

D.P.,  Catatonic 
(Case  4) 

D.P.,  Catatonic 
(Case  5) 

Involutional,  Depressed 
(Case  6) 

Involutional,  Depressed 
(Case  7) 

Psychoneurosis 
(Case  8) 

Total  Dose 

1.02  Gm. 

1.02  Gm. 

.22  Gm. 

.34  Gm. 

.50  Gm. 

.60  Gm. 

.820  Gm. 

.920  Gm. 

Days  of  Treatment 

51 

51 

11 

15 

23 

30 

22 

41 

Age 

41 

67 

60 

20 

17 

50 

58 

55 

Motor  Activity 
Responsiveness  by 

+++ 

+ 

H — b+ 

++ 

0 

+ 

0 

0 

Speech 

Responsiveness  by 

+++ 

++ 

0 

++ 

-f 

0 

++ 

0 

Emotional  Display 

+ 

0 

— 

+ 

0 

+ 

0 

0 

Content  of  Thought 

0 

0 

0 

0 

0 

0 

0 

0 

Blood  Pressure  (Hg.) 

H — b 

+ 

0 

++ 

++ 

+ 

++-U 

0 

Blood  Sugar  (fasting) 
Basal  Metabolic  Rate 

0 

0 

0 

0 

0 

0 

0 

0 

Weight 

— 

0 

J- 

1 

— 

— 

+ 

0 

0 

Appetite 

— 

0 

0 

— 

— 

0 

— 

0 

Condition  after  Rx. 
Complication 

0 

0 

0 

0 

0 

0 

died 

jaundice 

0 

tion  of  blood  pressure.  The  medicine  was  discon- 
tinued after  one  month,  leaving  the  patient  un- 
changed except  for  a gain  in  weight. 

Case  7,  (M.  A.),  a 58  year  old  white  woman, 
widowed  and  a multipara  of  three  had  been  hos- 
pitalized for  three  months.  Her  illness  began  in 
a setting  of  financial  and  domestic  trouble  and 
was  characterized  by  depression,  suicidal  at- 
tempts, delusions  of  poisoning,  of  electricity, 
nihilistic  delusions  concerning  herself  and  her 
possessions.  At  the  time  benzedrine  was  started, 
she  was  mute,  negativistic,  retarded,  and  required 
tube  feeding.  She  appeared  depressed.  Physi- 
cally she  was  undernourished  but  without  gross 
pathology.  Following  the  first  dose  there  was  a 
marked  increase  in  articulateness.  She  spoke 
voluntarily  and  in  answer  to  questions.  She  ate 
well  with  spoon  feeding.  She  appeared  to  be  just 
waking  up — “What  is  it  all  about?  Why  should 
I eat?”  She  repeated  her  previous  delusions — 
spoke  of  fire  going  to  destroy  her.  This  behavior 


Case  8,  (C.  D.),  a 55  year  old  white  female, 
married  and  a primipara,  had  been  hospitalized 
6%  years.  There  is  history  dating  from  the 
menopause  of  several  years’  hypochondriasis  and 
vague  paranoid  tendencies,  and  a gradual  grow- 
ing depression  with  talk  of  suicide.  Through  all 
her  hospitalization  there  has  been  very  little  de- 
terioration and  no  exaggeration  of  her  paranoid 
tendencies.  For  the  most  part  she  is  vei’y  ex- 
clusive, associating  mostly  with  the  attendants, 
and  employing  herself  at  dressmaking  and  cook- 
ing. At  frequent  intervals  she  has  periods  of 
great  weakness  and  inertia  associated  with  para- 
noid trends  and  complaints  of  headache,  body 
pains,  and  coldness  of  fingertips,  for  which  care- 
ful examination  has  shown  no  cause.  Alter- 
nately she  has  hypomanic  periods  when  she  is 
very  good  company.  Benzedrine  was  begun  to- 
ward the  end  of  a hypomanic  period.  There  was 
occasional  elevation  of  blood  pressui'e  and  dry- 
ness of  the  mouth  at  first.  The  subsequently  de- 
veloping period  of  depression  with  complaints  of 
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weakness  and  bodily  pain  seemed  in  no  way 
changed.  Weight  remained  constant.  Basal 
metabolism  went  from  plus  8 to  minus  8.  After 
40  days  of  treatment,  there  was  no  obvious 
change  in  the  patient  except  a possible  accentua- 
tion of  her  paranoid  trends. 

RESULTS  AND  DISCUSSION 

Increased  motor  activity  and  increase  in  the 
amount  of  relevant  and  coherent  speech  were  the 
most  marked  responses.  This  agrees  with  the 
findings  of  Davidoff  and  his  co-workers.  In  no 
case  was  there  any  increase  in  insight  or  modifi- 
cation of  the  disordered  content  of  thought  but, 
contrary  to  Myerson’s  report,  all  the  psychotic 
patients  gave  some  evidence  of  a temporary 
stimulation  or  disinhibition  of  the  higher  cortical 
centers.  Contrary  to  Guttman’s  report  none  of 
our  patients  gave  expression  to  subjective  im- 
provement in  mood,  and  only  three  gave  objective 
evidence  of  slight  elevation  of  mood.  An  eleva- 
tion of  blood  pressure  was  present  generally  but 
varied  greatly  in  degree.  Case  seven,  our  one 
fatality,  at  first  showed  little  or  no  reaction, 
then  marked  progressive  elevation  without  change 
in  emotion  or  motor  activity,  with  a prompt  re- 
turn to  normal  upon  the  omission  of  a single 
dose.  Such  reaction  in  the  presence  of  jaundice 
suggests  a hepatic  deficiency  and  a break  in  the 
usual  metabolism  of  the  drug  by  which  any  toxic 
radicals,  such  as  the  benzene  ring,  are  protec- 
tively synthesized.  This  requires  further  study. 
In  the  two  cases  where  the  basal  metabolic  rate 
could  be  determined  satisfactorily  there  was  a 
decrease. 

One  observation  of  particular  interest  for 
speculation  is  the  decrease  in  negativism.  This, 
in  the  absence  of  any  change  in  affect,  confirms 
Bleuler’s  opinion  that  negativism  is  not  entirely 
dependent  on  mood.  Further,  in  light  of  the  fact 
that  this  drug  which  reduces  negativism  is  a 
marked  stimulant  of  the  sympathetic  centers, 
there  occurs  a revival  of  interest  in  the  theory  of 
Kleist12,  that  motor  negativism  which  he  cor- 
related with  forced  grasping  and  the  optic  thala- 
mus has  an  organic  basis. 

Reviewing  the  results  with  a view  to  therapy 
one  sees  findings  that  are  not  desirable — jaun- 
dice and  mounting  hypertension,  decreased  ap- 
petite, loss  of  weight  and  increased  motor  ac- 
tivity, which  in  the  absence  of  insight  or  directa- 
bility,  is  hardly  to  be  considered  an  advantage. 
On  the  other  hand,  the  increased  accessibility 
through  speech  and  emotional  display  gives  the 
psychiatrist  a possible  opening  for  the  institu- 
tion of  psychotherapy.  Our  experience  in  this  re- 
gard has  not  been  encouraging.  More  or  less 
rapidly  the  patient  becomes  refractive  to  the  drug 
and  in  the  relapse  that  follows,  the  mental  re- 
tardation probably  prevents  the  recall  of  the 
good  days,  and  so  one  feature  which  has  been 
stressed  by  many  investigators,  namely,  that  of 


offering  the  depressed  patient  an  encouraging 
period  of  improvement,  is  lost. 

CONCLUSION 

From  our  own  observations  and  from  a review 
of  the  reports  of  others  it  is  our  opinion  that 
benzedrine  remains,  as  before,  an  interesting  and 
valuable  tool  for  investigation.  It  has  not  yet 
earned  a place  in  the  therapy  of  psychoses. 
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Canker  Sores 

In  rare  cases  an  allergic  dsturbance  in  the 
mouth  can  even  give  a picture  resembling  that 
spoken  of  during  the  war  as  “trench  mouth.”  I 
have  recently  reported  a case  in  which  a life-long 
misery  due  to  canker  sores  was  stopped  the  day 
that  chocolate  was  removed  from  the  diet. 

It  is  certain,  then,  that  canker  sores  can  be  due 
to  the  eating  of  some  food  to  which  the  victim  is 
sensitive.  It  may  well  be,  of  course,  that  there 
are  other  causes,  but  certainly,  now,  when  a pa- 
tient comes  with  this  trouble,  he  should  be  in- 
structed to  keep  a careful  record  of  unusual 
foods  eaten  for  twenty-four  hours  preceding  the 
appearance  of  each  crop  of  sores,  and  he  should 
be  asked  to  stop  the  use  of  laxatives  and  all 
other  drugs  during  the  period  of  investigation. 
After  he  has  had  four  or  five  attacks  he  may  find 
that  some  one  unusual  food,  not  used  every  day, 
was  eaten  just  before  each  outbreak  of  sores. — 
W.  C.  Alvarez,  M.D.,  Rochester,  Minn.  Minne- 
sota Medicine,  20:9;  Sept.,  1937. 


Trust  in  Time:  Be  patient  and  hopeful,  time  is 
a great  therapist. — Fetterman. 
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FOR  a number  of  years,  it  had  been  the 
routine  procedure  at  Mount  Sinai  Hospital 
to  have  service  patients  take  knee-chest 
exercises  during  the  interval  between  their  dis- 
charge from  the  hospital  and  their  first  post- 
natal clinic  visit.  Late  in  1932,  Schauffler*  re- 
ported that  in  168  cases,  knee-chest  exercises 
had  increased  the  incidence  of  puerperal  retro- 
displacements.  This  survey  was  therefore  under- 
taken in  an  effort  to  verify  his  results.  It  in- 
cludes only  service  patients.  These  were  followed 
until  their  discharge  by  the  postnatal  clinic  from 
July  1929  through  June  1934.  Three  hundred  six- 
teen women  having  402  deliveries  were  studied  in 
this  series. 

All  patients  were  examined  at  the  time  of  their 
discharge  from  the  hospital.  They  were  told  to 
return  to  the  out-patient  department  in  two  or 
three  weeks  for  further  examination,  and  treat- 
ment if  necessary.  During  the  first  half  of  this 
survey  all  patients  were  instructed  in  knee-chest 
at  the  time  of  their  discharge  from  the  hospital, 
and  were  told  to  do  this  exercise  for  five  to  ten 
minutes  three  times  daily.  During  the  last  two 
and  one-half  years  only  patients  with  known 
retroplacements  at  the  time  of  their  discharge 
examination  were  instructed  to  use  knee-chest. 
Patients  whose  retrodisplacements  were  found  at 
the  first  postpartum  dispensary  examination  were 
instructed  in  knee-chest.  Wherever  deemed  ad- 
visable, a visiting  nurse  was  sent  to  the  home  to 
supervise  the  exercises. 

At  the  first  postnatal  dispensary  visit  each  pa- 
tient underwent  a pelvic  examination,  and  the 
findings  compared  with  those  of  the  hospital  dis- 
charge note.  The  treatment  instituted  and  the 
progress  made  at  each  subsequent  visit  were 
recorded  on  a dispensary  chart.  For  the  purpose 
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sacrum  are  classified  as  third  degree  posterior; 
second  degree  posterior  are  those  posterior  to  the 


*Schauffler,  Goodrich  C.  J.A.M.A.  99,  pp.  726.  August 
27,  1932. 
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plane  of  the  vagina,  and  all  others  are  considered 
as  anterior. 

As  stated  above  402  patients  were  followed 
until  discharged.  One  hundred  and  one  had  re- 
trodisplacements. The  percentage  of  posterior 
positions  increased  with  the  parity  up  to  para 
VI  (Chart  I).  When  the  higher  parities  are 
grouped  together  the  percentage  of  retrodisplace- 
ments is  the  same  as  in  the  primiparae  Charts 
I and  II). 

CHART  II 
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0 

1 
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post. 

14.1 

40.0 

0 

0 

0 

0- 

0 

0 
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Patients  who  failed  to  respond  to  a six-month 
course  of  treatment  with  knee-chest  exercises 
were  discharged  if  they  were  symptom-free; 
otherwise,  they  were  referred  to  the  gynecological 
dispensary  for  further  observation  and  treatment. 
In  either  case  treatment  was  considered  a failure. 
Before  therapy  for  retroplacement  was  instituted 
erosions  of  the  cervix  and  subinvolution  of  the 
uterus  received  primary  consideration. 


CHART  III 


Treatment  # Pts. 

# 

Failures 

% 

Failures 

Knee-Chest 

46 

14 

30.4 

S-H  Pessary 

22 

7 

31.4 

No  Treatment  Fldxt. 
Ergot,  or  Cautery 

12 

0 

00.0 

Cutting  Cervico- 
V aginal  Adhesions 

2 

0 

00.0 

Knee-Chest  and  S-H 
Pessary  combined 

19 

13 

68.4 

The  results  of  the  use  of  knee-chest  exercises 
and  of  the  Smith-Hodge  pessary  are  shown  to  be 
almost  equal.  (Chart  III).  However,  knee-chest 
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was  used  when  retrodisplacement  was  the  only 
pathological  finding,  whereas  pessaries  were  used 
when  other  conditions  such  as  fibroids,  chronic 
subinvolution,  utero-sacral  tenderness  or  pelvic 
adhesions  were  present.  In  the  more  severe  of 
these  cases  pessaries  and  knee-chest  exercises 
were  used  simultaneously.  In  no  case  was  a 
pessary  inserted  unless  the  uterus  had  been 
brought  forward.  In  12  patients  who  received 
ergot  for  subinvolution  or  cautery  for  endocer- 
vicitis  or  failed  to  use  knee-chest  as  instructed 
the  uteri  became  anterior  with  the  cure  of  the 
associated  lesions  or  normal  involution. 

In  the  successful  cases  the  average  time  in- 
terval necessary  for  a cure  was  almost  the  same 
regardless  of  the  treatment  used,  and  the  average 
maximum  duration  of  treatment  was  three 
months.  Furthermore,  the  12  patients  wichout 
treatment  for  retroversion  had  anterior  uteri  in 
a shorter  interval  than  those  who  practiced  knee- 
chest  exercises.  (Chart  IV).  After  knee-chest 
had  failed  to  bring  a uterus  anteriorly,  the  use 
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Successful 

(Duration 
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Average 

Knee-chest 

32 
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12 
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12 

5.2 
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15 

2 

25 

6.6 
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(after  K-C) 

6 

4 

8 

5.5 

of  the  pessary  accomplished  this  result  in  a 
period  on  the  average  less  than  that  required  for 
knee-chest. 

Further  infoi'mation  as  to  the  value  of  the 
knee-chest  exercises  is  gained  from  an  analysis 
of  the  failures.  Of  the  fourteen  failures  six  be- 
came anterior  after  a course  of  long  hot  douches 
followed  by  the  insertion  of  a pessary,  and  seven 
symptom-free  patients  were  discharged  without 
further  treatment.  All  of  the  pessary  failures  re- 
mained posterior  in  spite  of  secondary  knee-chest 
therapy.  Pathological  reasons  (fibroids,  ad- 
hesions or  subinvolution)  accounted  for  five  of  the 
failures,  one  became  anterior  with  the  next  preg- 
nancy, and  no  explanation  could  be  found  in  the 
last  case. 

As  previously  stated,  all  patients  during  the 
first  half  of  this  survey  were  instructed  in  knee- 
chest  at  the  time  of  their  discharge  from  the 
hospital.  Of  the  211  patients  in  this  group,  48  or 
22.7  per  cent  had  posteriorly  displaced  uteri  at 
their  first  dispensary  examination.  The  second 
half  of  the  survey  covers  the  191  patients  who 
were  not  instructed  in  knee-chest  at  the  time  of 
their  discharge  from  the  hospital.  Of  these,  53 


or  27.7  per  cent  had  retropositions  at  the  first 
dispensary  examination. 

The  several  case  reports  presented  here  illus- 
trate that  there  is  no  single  treatment  effectual 
in  all  types  of  retrodisplacement,  that  occasion- 
ally pregnancy  itself  will  correct  a posterior 
position  when  other  treatment  has  failed,  and 
that  appropriate  treatment  of  a subinvoluted 
uterus  or  an  endocervicitis  will  accomplish  re- 
sults without  mechanical  aid. 

The  following  cases  are  taken  from  the  Ob- 
stetrical Service  of  Mount  Sinai  Hospital: 

1.  Para  II — The  uterus  was  anterior  on  dis- 
charge from  the  hospital  and  on  the  second  post- 
partum examination.  Three  months  after  de- 
livery the  patient  complained  of  backache  and  the 
uterus  was  found  in  second  degree  retroplace- 
ment  with  endocervicitis.  There  was  no  relief 
with  the  use  of  a pessary.  Treatment  of  the  cer- 
vix cleared  up  the  backache  and  the  uterus  was 
forward  at  six  months  postpartum. 

2.  Para  III — The  uterus  was  in  third  degree 
posterior  position.  Knee-chest  exercises  for  six 
weeks  were  unsuccessful  and  a diagnosis  of  sub- 
involution was  made.  Uterus  became  anterior 
after  one  week’s  treatment  with  fluid  extract  of 
ergot  and  remained  so. 

3.  Para  IV — Patient  had  a fibroid  on  the  an- 
terior uterine  surface.  There  was  a third  degree 
retrodisplacement  after  the  fourth  and  fifth 
pregnancies  which  knee-chest  exercises  failed  to 
correct.  A pessary  held  the  uterus  anteriorly 
only  so  long  as  the  pessary  was  in  place.  This 
uterus  was  in  an  anterior  position  after  each  of 
the  first  three  pregnancies. 

4.  Para  I — The  uterus  was  elevated  from  the 
hollow  of  the  sacrum  in  early  pregnancy  and  held 
up  by  a pessary.  It  remained  in  posterior  position 
after  delivery.  The  same  routine  and  results  oc- 
curred in  the  succeeding  pregnancy. 

5.  Para  V — The  uterus  was  in  third  degree  re- 
trodisplacement during  the  fifth  puerperium  and 
could  not  be  replaced.  There  was  a spontaneous 
correction  with  her  sixth  pregnancy  at  four 
months  gestation  and  the  uterus  remained  an- 
terior during  this  postnatal  period. 

SUMMARY 

Three  hundred  and  sixteen  women  having  402 
deliveries  on  the  obstetrical  service  at  Mount 
Sinai  Hospital  were  studied  in  an  attempt  to 
evaluate  knee-chest  exercises;  22.7  per  cent  of 
the  uteri  of  211  patients  instructed  in  knee-chest 
during  their  hospital  stay  were  found  in  a pos- 
terior position  at  their  first  dispensary  examina- 
tion, while  27.7  per  cent  of  the  uteri  of  the  191 
patients  not  so  instructed  were  retroplaced  at 
their  first  postnatal  examination.  In  the  entire 
series  101  patients  or  25.1  per  cent  of  the  total 
had  retrodisplacements  at  their  initial  postpar- 
tum visit.  The  percentage  of  posteriors  in- 
creased with  the  parity  from  20  per  cent  in  the 
primiparae  to  41.2  per  cent  in  the  quintigravidae; 
30.4  per  cent  of  the  posteriors  treated  by  knee- 
chest  were  failures  and  of  these  six  patients  re- 
sponded to  the  use  of  a pessary  and  seven  were 
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discharged.  In  cases  in  which  pessary  failed  the 
knee-chest  also  failed.  In  twelve  patients  the 
uterus  became  anterior  without  treatment  for  the 
retrodisplacement  in  an  interval  less  than  that 
required  for  either  pessaries  or  knee-chest  exer- 
cises. 

CONCLUSIONS 

1.  Knee-chest  exercises  are  valueless  in  the 
treatment  of  postpartum  retrodisplacement  ex- 
cept during  the  third  and  fourth  weeks  of  the 
puerperium  when  these  exercises  appear  to  re- 
duce the  percentage  of  displacements. 

2.  Normal  involution  of  the  uterus  occurs  in 
the  same  space  of  time  as  is  required  for  knee- 
chest  exercises  to  accomplish  this  result.  No 
treatment,  or  treatment  of  a subinvolution  or 
endocervicitis,  corrected  displacement  of  uterus 
in  approximately  as  much  time  as  was  required 
for  knee-chest  exercises. 

3.  The  proper  use  of  a pessary  will  frequently 
correct  the  position  of  uteri  which  do  not  respond 
to  knee-chest  exercises. 

7016  Euclid  Avenue. 


RAT  BITE  FEVER 

By  JUSTIN  A.  GARVIN,  M.D.,  Cleveland,  Ohio 

THE  incidence  of  rat  bite  fever  in  the  United 
States  can  not  be  accurately  determined 
but  from  the  paucity  of  reported  cases  it 
would  appear  to  be  an  uncommon  disease. 

Bayne  Jones*  in  1931  collected  81  (six  doubt- 
ful) cases  of  rat  bite  fever  which  had  been  re- 
ported in  American  Medical  Journals  between 
1839,  when  Wilcox  reported  the  first  case  in  this 
country,  and  1930.  Twelve  of  these  cases  were 
reported  from  Ohio,  eleven  prior  to  1869,  one  in 
1924. 

From  1931  to  1936,  nineteen  additional  cases 
have  been  reported  in  the  American  Medical  Jour- 
nals listed  in  the  Index  Medicus.  Three  of  these 
were  from  Ohio.  The  present  case  is  the  fifth  to 
be  reported  from  Ohio  since  1869. 

A review  of  the  literature  on  rat  bite  fever  in 
the  United  States  from  1931  to  1936  indicates 
that  the  disease  is  often  unrecognized  at  first  and 
specific  therapy  consequently  delayed.  At  other 
times  the  delay  is  due  to  reluctance  to  use  specific 
therapy  before  identifying  the  causative  organ- 
ism. 

This  report  is  made  to  call  attention  to  the  pos- 
sibility that  any  rat  bite  may  be  followed  by  a 
rather  typical  syndrome  which  can  be  quickly 
cured  and  to  urge  the  early  use  of  specific 
therapy  in  all  suspicious  cases. 

CASE  report 

C.  M.,  a seven-year  old  white  boy,  lives  in  a 
residential  suburb  of  Cleveland.  While  playing 


out  of  doors  on  May  17,  1937,  he  saw  that  a- 
neighbor’s  dog  had  caught  a rat.  Thinking  the 
rat  dead,  he  picked  it  up  by  the  tail  whereupon 
the  rat  bit  the  tip  of  his  right  index  finger.  When 
seen  two  hours  later,  the  finger  tip  presented  a 
small  puncture  wound  on  the  palmar  surface  and 
an  abrasion  on  the  dorsal  surface.  The  wound 
opening  was  cauterized  with  nitric  acid.  In  two 
days  the  wound  was  healed  and  there  was  no 
complaint. 

On  June  1,  fifteen  days  after  the  bite,  the  right 
index  finger  tip  became  slightly  painful,  tender 
and  swollen  with  the  area  around  the  bite  wound 
of  a purplish  color. 

The  temperature  rose  to  101 3/5°  F.  and  a 
gland  in  the  right  axilla  became  tender  and  en- 
larged. A superficial  incision  of  the  finger  drew 
blood  only.  For  three  days  prior  to  this,  the  boy 
complained  occasionally  of  headache.  On  June  2, 
the  finger  tip  was  painful  and  swollen  and  the 
boy  complained  of  headache  and  general  malaise. 
Temperature  fluctuated  between  99  2/5°  and 
104°  F.  On  June  3,  the  temperature  reached 
105°  F.  and  the  other  signs  and  symptoms  per- 
sisted. 

Sulpharsephenamine  0.2  Gm.  was  given  intra- 
muscularly that  evening.  The  temperature  rose  to 
103°  F.  on  the  following  day.  For  three  days 
thereafter  he  had  less  than  IV2  degrees  of  fever 
and  felt  almost  normal.  By  June  7,  the  finger 
had  regained  its  normal  size,  the  skin  over  the 
area  one-half  inch  in  diameter  around  the  bite 
scar  was  desquamating  and  axillary  tenderness 
was  almost  gone.  Subsequent  examinations  show 
him  to  be  normal. 

Although  the  spirochete  morsus  muris  was  not 
identified  as  the  causative  agent,  and  no  exan- 
them appeared,  perhaps  because  of  the  early 
administration  of  sulpharsephenamine  it  is  felt 
that  the  local  signs  in  the  finger  and  axillary 
gland,  the  systemic  symptoms  arising  fifteen  days 
after  a rat  bite,  and  the  therapeutic  response  to 
arsephenamine,  justify  a diagnosis  of  rat  bite 
fever. 

10515  Carnegie  Avenue. 


Anti-Syphilis  Posters  Available 

To  assist  in  promoting  the  educational  cam- 
paign to  eradicate  syphilis,  the  Division  of  Ven- 
ereal Diseases  of  the  U.  S.  Public  Health  Service 
has  prepared  a set  of  six  educational  posters. 
These  posters  may  be  of  assistance  to  physicians 
who  wish  to  take  part  in  this  activity.  The  pos- 
ters, which  are  15"  x 19%",  printed  on  light  card- 
board, may  be  obtained  from  the  Superintendent 
of  Documents,  Washington,  D.  C.,  at  75  cents  per 
set. 


The  first  sanitary  legislation  in  North  America 
was  a quarantine  act  passed  by  the  Governor  and 
Company  of  Massachusetts  Bay,  in  1647,  in  order 
to  avert  a threatened  epidemic  of  yellow  fever 
which  was  then  raging  in  the  West  Indies. 


* S.  Bayne  Jones,  Inter.  Clinics,  3 :235,  1931. 


VAGINAL  DISCHARGE 

By  ABE  CLINE,  M.D.,  Dayton,  Ohio 


The  Author 

• Dr.  Cline  is  a graduate  of  Indiana  University 
School  of  Medicine,  1921;  member  Dayton  Ob- 
stetrical Society;  associate  on  obstetrical  staff. 
Good  Samaritan  Hospital,  Dayton,  Ohio. 


VAGINAL  discharge  is  one  of  the  com- 
monest complaints  in  gynecological  prac- 
tice, and  for  that  matter,  one  of  the  com- 
monest symptoms  of  general  medical  practice. 
In  many  cases  it  is  the  chief  complaint,  but  in  a 
large  percentage  of  women  complaining  of  var- 
ious “female”  ailments,  leueorrhea  is  to  them  of 
secondary  importance.  Often  it  is  accepted, 
especially  by  less  fastidious  women,  as  one  of 
the  natural  burdens  of  womanhood,  especially 
after  childbearing,  to  be  endured  without  question 
and  without  protest. 

As  I review  in  my  mind  the  number  of  women 
consulting  me  after  other  practitioners  failed  to 
cure  their  discharge,  or  in  whom  discharge  was 
discovered  at  examination,  I am  forced  to  the 
conclusion  that  lack  of  enlightenment  extends  to 
the  profession.  I am  especially  pained  when  I 
examine  women  who  have  had  major  gynecolog- 
ical operations  and  who  still  carry  a diseased 
cervix  exuding  mucopurulent  material. 

These  women  almost  invariably  have  constitu- 
tional symptoms,  backache,  “bearing  down”  or 
pelvic  “dragginess”,  arthritic  pains  or  general 
malaise.  Often  they  have  the  symptoms  that  took 
them  originally  to  the  surgeon,  seeking  relief. 
It  behooves  us  then  to  take  stock,  to  bring  our- 
selves up  to  date,  and  to  focus  our  attention  on 
these  prosaic  diseases  that  constitute  such  a large 
proportion  of  human  frailty.  Vaginal  discharge 
is  one  such;  and  although  an  old  and  trite  topic, 
is  deserving  of  accurate  diagnostic  and  thera- 
peutic consideration. 

Discharge  is,  of  course,  not  a clinical  entity, 
but  a symptom,  and  I shall  consider  only  the  com- 
moner etiologic  diseases  that  it  foretells.  Our 
purpose,  given  a case  of  leueorrhea,  is  to  relieve 
the  patient  of  discomfort  and  annoyance  and  to 
cure  her  of  the  underlying  disease,  if  any,  that 
may  have  constitutional  importance.  A cure  is, 
obviously,  based  on  accurate  etiologic  and  ana- 
tomic diagnosis.  Where  is  the  discharge  coming 
from,  and  what  is  causing  it? 

As  in  most  diagnoses,  a history  is  of  impor- 
tance. Has  the  patient  any  constitutional  dis- 
order, any  bad  sexual  practices?  Has  she  re- 
cently had  a child,  or  an  abortion? 

On  examining  the  patient,  what  is  the  nature 
of  the  discharge?  Is  it  mucous  and  ropy,  or 
purulent,  frothy  or  thin  and  creamy  blood  tinged, 
odorous  ? 

Where  does  the  discharge  originate:  In  the 

glands  of  the  introitus,  Skene’s  or  Bartholin’s, 
the  urethra,  the  vaginal  walls,  or  the  cervix  ? 

Are  there  other  signs  of  disease:  Red  granu- 
lations of  the  vaginal  walls  (trichomonas),  ulcera- 


tions, generalized  swelling  and  tenderness  of 
cervix  and  urethra  (G.C.)  erosions  and  lacera- 
tions of  cervix  (endocervicitis)  ? What  are  the 
accompanying  symptoms? 

Lastly,  what  does  the  microscope  reveal  of  the 
infective  agent;  gonococcus,  streptococcus  and 
staphylococcus,  trichomanads,  yeasts?  Occasion- 
ally the  benign  inhabitant  the  Doederlin  bacillus 
turns  offender. 

The  commoner  diseases  giving  rise  to  vaginal 
discharge  may  be  grouped  as  follows: 

A.  Constitutional. 

1.  Normal  glandular  activity.  Especially 
near  puberty  and  following  menstruation  and 
during  pregnancy. 

2.  Catarrhal,  in  certain  asthenic  individuals 
and  those  with  chronic  debilitating  diseases. 

3.  Abnormal  glandular  activity  denoting 
abnormal  sex  practices,  eg.  over-indulgence,  re- 
pression following  sex  excitement,  premature 
ejaculations  of  male  partner,  excessive  masturba- 
tion. The  discharge  is  clear,  mucoid  and  non- 
irritating. There  may  be  accompanying  bladder 
discomfort. 

B.  Secondary  to  pelvic  pathology. 

1.  Chronic  pelvic  infection. 

2.  Incompletely  evacuated  uterus  after  abor- 
tion. The  discharge  is  frequently  blood  tinged, 
usually  malodorous  and  contains  thick  material 
or  solid  fragments.  Treatment  includes  rest,  hot 
douches,  postural  drainage,  oxytocics. 

3.  Malposition  of  uterus. 

4.  Fibroids. 

5.  Cancer  of  uterus  or  cervix.  The  treat- 
ment of  the  last  three  is  obviously  that  of  the 
underlying  condition. 

6.  Irritation  of  neglected  pessary. 

C.  Infection. 

1.  Gonorrhea.  Acute  or  chronic.  The  former 
is  usually  recognized  by  the  swelling,  burning  on 
urination  and  history  of  exposure.  The  gonococ- 
cus may  be  readily  recognized  by  methylene  blue 
or  gram  stain.  Chronic  GC  is  frequently  difficult 
to  diagnose.  The  infection  becomes  over-run  by 
secondary  pyogenic  organisms,  the  discharge  being 
expressed  from  the  urethra  and  neighboring  glands 
and  exuding  freely  from  a red  swollen  cervix. 

2.  Non-specific  endocervicitis:  Usually  fol- 

lowing obstetrical  injury,  but  frequently  present 
in  non-parous  women. 
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3.  Trichomonas  Vaginitis.  The  discharge  is 
frothy;  the  vagina  is  irritated  and  gives  rise  to 
itching  and  burning.  This  infection  is  most  fre- 
quently overlooked.  It  can  be  diagnosed  posi- 
tively by  examining  a fresh,  wet  specimen  di- 
luted with  saline  solution.  The  organisms  are 
seen  as  motile  flagellates.  There  are  a number  of 
treatments  advocated.  My  own  consists  in  wiping 
the  entire  vaginal  mucosa  clean  with  cotton  then 
blowing  in  a mixture  of  equal  parts  of  Kaolin 
and  boric  acid  at  two  or  three  day  intervals.  The 
patient  is  instructed  to  douche  daily  with  lactic 
acid,  1 teaspoonful  to  a quart  of  water. 

4.  Ulcerative  vaginitis.  The  discharge  is 
scanty,  but  multiple  ulcers  of  the  vaginal  mucosa 
cause  extreme  pain.  In  these  cases,  smears  re- 
veal an  over-abundance  of  Doederlein  bacilli 
which  apparently  become  pathogenic.  These 
patients  need  vitamins  and  other  tonics.  It  must 
be  remembered  that  the  Doederlin  bacillus 
flourishes  in  an  acid  medium.  The  popular  com- 
mercial medications  for  trichomanas  are  acidify- 
ing and  aggravate  the  condition. 

D.  Chemical,  caused  by  strong  douches.  Bichlor- 
ide of  mercury  and  lysol  are  the  common  offend- 
ers. 

SUMMARY  AND  CONCLUSIONS 

My  aim  is  to  focus  attention  on  a common 
everyday  symptom,  frequently  mistreated  and 
neglected.  A careful  history  and  complete  pelvic 
examination  should  be  made  to  rule  out  constitu- 
tional or  serious  pelvic  disorders.  The  causes  of 
vaginal  discharge  most  commonly  encountered 
are  gonorrhea,  trichomonas  vaginitis  and  non- 
specific endocervicitis.  I cannot  discuss  in  this 
paper,  the  treatment  of  gonorrhea,  but  I must 
warn  against  deep  cauterization  of  the  cervix 
which  may  light  up  a latent  infection  within  the 
pelvis. 

Trichomanas  vaginitis  can  be  readily  recog- 
nized by  examination  of  a wet  specimen,  and 
readily  controlled.  It  is  prone  to  recur  under  any 
form  of  treatment. 

Endocervicitis  may  be  eradicated  by  cauteriza- 
tion, electrocoagulation  or  the  Sturmdorf  opera- 
tion. Medicated  tampons  may  be  of  some  benefit  in 
depleting  the  swollen  cervix  and  removing  sur- 
face discharge,  but  it  never  cures.  Simple  caustic 
medication  also  reaches  only  the  surface,  but 
not  the  deep  lying  infection  within  the  cervical 
glands. 

Infected  Bartholin  glands  are  best  treated  by 
electrocoagulation  and  Skene’s  glands  by  de- 
struction with  a fine  tipped  cautery  knife  slit- 
ting through  into  the  urethral  canal. 

Lactic  acid  douches  are  helpful  in  trichomonas 
and  in  long  standing  gonococcal  infections.  Pro- 
prietary medicated  douche  powders  and  solutions 
are  of  very  little  value. 

The  gratification  of  a woman  made  clean  and 
comfortable,  fully  repays  the  moderate  skill  and 
diligence  required  to  diagnose  and  cure  her 
leucorrhea. 

Fidelity  Medical  Building. 


Allergic  Tracheitis 

The  diagnosis  is  made  by: 

1.  The  detection  during  diagnostic  study  at 
some  time  by  physical  examination  of  the  usual 
evidences  of  asthmatic  bronchitis,  where  the  case 
has  progressed  to  include  the  bronchial  tree.  This 
always  occurs  sooner  or  later.  This  detection 
may  occur  only  after  the  case  has  been  watched 
in  and  out  of  attacks  for  weeks  or  months. 

2.  The  detection  at  some  time  during  the 
period  of  observation  of  evidences  of  nasal  al- 
lergy either  by  the  nasal  membrane  appearance 
characteristic  of  such  condition  or  by  the  finding 
of  eosinophiles  in  the  nasal  secretion,  if  and  when 
any  secretion  is  present. 

3.  The  permanent  or  semipermanent  relief  of 
the  condition  by  usual  anti-allergic  measures. 

4.  The  production  of  the  condition  following 
the  intentional  or  occasional  overdosage  of  the 
antigenic  factor  actually  at  the  bottom  of  the  con- 
dition, which  inadvertently  I have  done  several 
times  testing  or  treating  these  cases. 

Very  suggestive  diagnostic  points  are  a his- 
tory of  allergy  in  the  family.  The  condition  may 
be  occasional,  seasonal  or  perennial,  depending  on 
the  nature  of  the  causal  antigen. 

The  natural  evolution  of  these  cases  is,  after  a 
variable  period  of  time,  often  a year  or  more, 
obvious  bronchial  asthma.  When  the  asthmatic 
state  has  been  reached  beyond  a question  of  diag- 
nostic doubt,  periods  of  this  cough  will  often 
alternate  with  periods  of  asthma,  and  often  cause 
more  annoyance  and  present  more  difficulty  to 
relieve  than  the  frank  asthma.  . I have  had 
mothers  of  asthmatic  children  in  describing  a new 
case  of  this  type  whom  they  have  seen  in  my 
office  reception  room  often  use  the  statement 
“my  child  used  to  cough  just  like  that  before  he 
had  asthma.” 

Treatment:  The  permanent  handling  of  such 
cases  consists  in  the  detection  and  correction  of 
the  offending  allergic  antigenic  factors.  The 
handling  of  the  case  during  the  acute  “status”  is 
very  unsatisfactory  on  account  of  the  frequent 
relief  failure  of  ephedrine  and  epinephrine. 
Nausea  and  facility  of  vomiting  increased  by  the 
cough  is  probably  one  cause  of  the  inefficacy  of 
ephedrine.  Following  the  trial  of  ephedrine  and 
epinephrine,  codeine  and  similar  preparations 
give  a certain  amount  of  relief  to  cases  in  which 
there  exists  no  sensitivity  to  any  of  the  opium 
derivatives.  An  elimination  of  usual  allergic 
irritants — feathers,  dust,  odors  and  odoriferous 
local  applications  and  air  currents  in  pollen  cases 
by  closing  windows — is  essential.  In  children,  ex- 
haustion finally  produces  rest  and  relief. 

The  importance  of  the  detection  and  correction 
of  this  definite  entity  of  allergic  tracheitis  is 
obvious.- — I.  S.  Kahn,  M.D.,  San  Antonio,  Tex.; 
Diseases  of  the  Chest,  Vol.  Ill,  No.  10,  Oct.  1937. 


TUBERCULOSIS  ABSTRACTS 


A Review  for  Physicians  Issued  by  the  National  Tuberculosis  Association  and  Distributed 
by  Its  Component  Society,  the  Ohio  Public  Health  Association 


THE  DOCTOR  AND  TUBERCULOSIS  OF  THE  FUTURE 
u^tt^UBERCULOSIS  work  of  the  immediate 
future  throws  out  a challenge  for  a finer, 
more  complete  service  than  we  have  been 
able  to  render  in  the  past.” 

Early  Diagnosis — “To  what  extent  can  the 
practicing  physician  increase  his  batting  average 
of  discovering  the  disease  in  its  incipiency? 
About  five  out  of  every  six  patients  in  our  sana- 
toria are  classified  on  admission  as  advanced 
cases  of  tuberculosis  and  this  ratio  has  not  im- 
proved to  any  appreciable  extent  for  the  past 
ten  years.” 

“To  find  early  tuberculosis  it  is  necessary  to 
have  it  in  mind  and  search  diligently  for  it.” 
More  prompt  use  of  the  X-ray  and  prompt  con- 
sultation with  the  specialist  will  help  and  today 
these  services  are  available,  even  for  those  unable 
to  pay,  in  nearly  every  community.  The  tuber- 
culin test  should  be  routinely  used  by  every  gen- 
eral practitioner. 

Contact  Follow-Up — “The  second  opportunity 
which  the  general  practitioner  can  enlarge  to  his 
own  benefit  as  well  as  the  patient’s  is  more 
thorough  contact  follow-up  work.  Tuberculosis  is 
a household  epidemic.  The  responsibility  of  the 
family  doctor  is  not  discharged  until  he  is  sure  of 
the  physical  status  of  every  member  of  the 
family.” 

Management  of  the  Patient — “The  general 
management  of  the  tuberculosis  patient  in  the 
hands  of  the  general  practitioner  can  be  vastly 
improved.” 

“Williams  and  Hill  who  studied  the  experiences 
of  1,499  tuberculosis  patients  handled  by  private 
practitioners  found  that  42  per  cent  were  not  in- 
structed how  to  dispose  of  their  sputum,  47  per 
cent  were  not  told  to  use  their  own  dishes,  37 
per  cent  were  not  cautioned  to  sleep  alone,  and 
only  17  per  cent  were  given  printed  or  written 
instructions.  Certainly  that  record  has  been  bet- 
tered in  the  past  few  years  but  there  is  still  room 
for  improvement.” 

Determining  Date  of  Infection — “Our  vista  of 
the  future  of  tuberculosis  includes  a virgin  field 
begging  to  be  occupied  by  the  up-to-date  prac- 
titioner. It  has  to  do  with  the  anticipation  of 
tuberculosis,  not  merely  its  detection  when  pa- 
tients come  to  him  on  their  own  initiative. 
Tuberculin  test  surveys  have  led  the  way  and 
have  prepared  the  people  for  the  acceptance  of  a 
service  not  yet  commonly  offered  by  the  family 
advisor.  Why  should  not  the  family  doctor  pro- 
vide this  form  of  insurance  against  tuberculosis? 
Years  ago  Sir  Robert  Philip  advocated  the  tuber- 
culin testing  of  all  children  annually  from  shortly 


after  birth  until  the  first  positive  reaction  ap- 
pears. Determining  not  only  the  fact  but  also 
the  approximate  date  of  infection,  he  said,  would 
help  enormously  in  locating  the  source  of  infec- 
tion. So  long  as  the  child  reacts  negatively  all  is 
well.  When  the  test  for  the  first  time  becomes 
positive  the  doctor  knows  that  the  infection  has 
taken  place  in  the  past  twelve  months.  This  nar- 
rows his  search  down  to  the  events  of  the  im- 
mediate past  and  increases  the  possibility  of 
putting  his  finger  on  the  source.  Moreover, 
knowledge  of  a recent  infection  puts  the  doctor 
on  his  guard,  for  while  it  is  true  that  the  first 
infection  usually  heals  spontaneously  it  does  seem 
wise  to  shield  the  child  during  the  period  of  ac- 
tivity of  the  primary  lesion  and  to  give  him  every 
favorable  chance.  Somehow,  Sir  Robert’s  idea  has 
never  caught  on.  He  was  perhaps  ahead  of  his 
time.  The  time  seems  ripe  now,  however,  to  try 
out  the  scheme  seriously.  With  a little  encourag- 
ing publicity  on  the  part  of  health  educators  it 
should  not  be  difficult  to  create  a demand  among 
intelligent  parents  for  this  kind  of  medical  ser- 
vice. Such  a plan  fits  in  admirably  with  the 
modern  trend  of  pediatric  practice  which  em- 
phasizes health  guidance  of  the  growing  child.” 

Care  of  Children — “There  is  also  the  question 
of  the  care  of  children  found  to  be  positive  re- 
actors and  those  with  roentgenograph  shadows  of 
primary  lesions. 

“All  children  with  benign  lesions  should  be 
placed  under  observation  until  they  have  safely 
weathered  the  stormy  period  of  adolescence. 
Given  adequate  social  facilities  there  is  no  medical 
need  of  the  infected  or  contact  child  that  cannot 
be  met  by  the  private  doctor.” 

Team  Work — “The  several  fields  here  briefly 
sketched  will  be  properly  occupied  by  the  doctor 
only  if  he  is  willing  to  gear  his  practice  into  the 
present  public  health  and  social  machinery. 
Finding  new  cases,  detecting  early  infection,  in- 
structing the  patient;  these  are  among  his  many 
responsibilities.  But  he  is  not  a teacher,  social 
worker,  nor  administrator.  His  office  is,  however, 
a clearing  house  in  touch  with  all  the  agencies 
coming  in  contact  with  the  problems  of  the  tuber- 
culous. The  aid  of  the  specialist,  the  help  offered 
by  the  sanatorium,  the  diagnostic  clinic,  the 
tuberculosis  association  and  the  facilities  of  wel- 
fare agencies  are  his  for  the  asking.  Coopera- 
tion with  the  health  department  is  particularly 
necessary.” 

The  Doctor  and  Tuberculosis  of  the  Future, 
H.  E.  Kleinschmidt,  M.D.,  Minnesota  Medicine, 
April,  1937. 
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CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

By  HARRY  L.  REINHART,  M.D. 


A RATHER  obese  62  year  old  negress  was 
admitted  to  the  hospital,  complaining  of 
“shortness  of  breath”.-  She  stated  that 
dyspnea  on  exertion  had  been  noted  for  “quite  a 
long  time”.  Ten  weeks  previous  to  her  admission 
she  was  forced  to  go  to  bed  because  of  increased 
dyspnea,  cardiac  palpitation  and  edema  of  the 
lower  extremities;  she  remained  in  bed  most  of 
the  time  during  this  period.  During  the  last  few 
weeks  she  has  suffered  repeated  headaches,  and 
stiffness  of  her  neck.  Emesis  occurred  on  several 
occasions,  the  vomitus  consisting  of  grayish- 
green  material.  Nocturia  (one  to  two  times)  was 
present,  but  no  polyui’ia  or  dysuria. 

Past  History:  Essentially  negative. 

Physical  examination:  The  patient  was  a mod- 
erately obese  elderly  negress,  quite  orthopneic 
and  edematous.  Eyes — sclerae  and  conjunctivae 
clear.  A definite  arcus  senilis  was  present.  Pupils 
were  round  and  equal,  and  reacted  to  light  and 
accommodation.  Optic  discs  were  normal,  but 
scattered  patches  of  exudate  were  seen  on  the 
retinae.  All  teeth  had  been  extracted.  The  cer- 
vical veins  were  moderately  distended.  Medium 
moist  rales  were  heard  over  the  lower  portions  of 
both  lungs.  Cardio-vascular — pulse  112.  Volume 
poor.  The  walls  of  the  radial  vessels  were  scler- 
otic. B.P.  160/110.  Apex  impulse  of  the  heart 
was  diffuse  and  heaving.  The  L.B.D.  extended  to 
the  anterior  axillary  line  in  the  sixth  intercostal 
space  and  the  R.B.D.  was  3.5  cm.  to  the  right  of 
the  sternum  in  the  third  intercostal  space.  A loud 
systolic  murmur  was  heard  at  the  base  and  apex 
of  the  heart  and  was  transmitted  to  axilla  and 
back.  P;>A2.  The  abdominal  wall  was  edemat- 
ous, making  palpation  unsatisfactory.  The  liver 
apparently  extended  two  fingers  breadth  below 
the  right  costal  margin.  On  pelvic  examination, 
the  uterus  was  small  and  the  adnexa  were  clear. 
No  masses  were  felt  on  rectal  examination.  There 
was  pitting  edema  of  the  lower  extremities. 

Laboratory  Findings:  Blood  count:  Hb.  65  per 
cent;  R.B.C.  3,100,000;  W.B.C.  9,350;  Pmn-  seg. 
58,  bands  14;  Lymph  20;  Mono.  6;  Eosinophiles 
2.  Urinalysis:  Sp.  Gr.  1022;  reaction  acid;  al- 
bumin 100  mgm;  sugar  negative;  acetone  nega- 
tive; R.B.C.  6-8  HPF;  W.B.C.  4-6  HPF;  casts  2-3 
HPF;  hyaline  and  granular.  P.S.P.;  10  per  cent 
first  hour — 15  per  cent  second  hour.  N.P.N.:  22 
mgs;  five  days  later  it  was  24  mgs.  Wassermann 
and  Kahn  negative.  X-ray:  six  foot  plate  of  chest 
showed  “marked  enlargement  of  heart  shadow  on 
both  sides  suggesting  a pericardial  effusion”.  In 
view  of  the  appearance  of  the  heart  shadow  a 
pericardial  tap  was  attempted,  but  no  fluid  was 
obtained.  An  EKG  was  interpreted  as  presenting 
“evidence  of  myocardial  damage”. 

Course  in  the  Hospital:  On  admission  tem- 

perature was  98°,  pulse  120,  resp.  24.  Tempera- 
ture fluctuated  between  normal  and  subnormal 
until  sixth  day,  when  it  was  101.4°  and  on  the 
seventh  day  106°.  Pulse  slowed  appreciably  after 
several  days  of  hospitalization,  but  accelerated 


This  is  the  twenty-third  of  a series  of  cases  to  be  pub- 
lished under  the  heading,  “Case  Record  Presenting  Clinical 
Problems.”  The  cases  presented  are  selected  by  Dr.  Harry 
L.  Reinhart  as  the  most  instructive  among  those  discussed 
at  the  weekly  pathologic  conferences  at  Starling  Loving 
Hospital,  Ohio  State  University,  Columbus,  Ohio. 


again  with  the  temperature  elevation.  Respira- 
tions varied  between  20  and  40.  On  admission, 
fluids  were  limited  and  digitalis  was  administered. 
Edema  was  not  affected  by  these  measures  nor  by 
salyrgan  intravenously.  On  the  seventh  day  im- 
paired percussion  note  and  bronchial  breathing 
were  noted  over  the  base  of  each  lung,  posteriorly, 
with  distant  breath  sounds  on  the  left.  The  pa- 
tient’s condition  became  rapidly  worse  and  death 
occurred  on  the  eighth  day. 

Dr.  G.  I.  Nelson,  Commentator: 

This  patient  entered  the  hospital  complaining 
of  a rather  long-standing  dyspnea,  edema,  nausea, 
vomiting  and  nocturia. 

On  physical  examination  she  showed  dyspnea, 
orthopnea,  an  enlarged  heart  with  a systolic  mur- 
mur at  the  apex,  a pulmonic  second  sound  greater 
than  the  aortic  second  sound,  distended  cervical 
veins,  rales  at  the  base  of  both  lungs,  enlarged 
liver,  a high  blood  pressure,  sclerotic  radial  ves- 
sels, and  edema  of  the  lower  extremities.  Labora- 
tory work  showed  albumin,  blood  and  casts,  di- 
minished renal  function,  normal  non-protein 
nitrogen,  and  a secondary  anemia. 

This  represents  the  typical  history,  physical 
and  laboratory  findings  in  the  usual  case  of  con- 
gestive heart  failure  in  a patient  62  years  of  age. 
The  fundamental  mechanism  producing  these 
symptoms  and  signs  in  congestive  heart  failure 
is  an  increase  in  the  venous  px-essure  of  the  pul- 
monic and  systemic  circulation.  With  a failure  of 
the  left  ventricle  there  is  an  increase  in  venous 
pressure  of  the  pulmonic  cii’culation  and  an  en- 
gorgment  of  the  pulmonic  capillaries.  The  result- 
ing increased  rigidity  of  the  alveolar  walls  brings 
about  a deci-ease  in  the  vital  capacity.  It  is  also 
probable  that  this  change  in  the  pulmonic  cir- 
culation brings  about  an  inci’ease  in  the  irrita- 
bility of  the  respiratory  center  which  accounts 
for  the  dyspnea  of  early  congestive  heart  failure 
befoi’e  there  is  any  marked  interference  with  the 
oxygen  and  carbon-dioxide  exchange  in  the  lungs. 

As  the  failure  increases  there  is  an  accumula- 
tion of  fluid  in  the  alveoli  of  the  lungs  and  even 
in  the  pleural  cavity  which  still  further  decreases 
the  vital  capacity,  interfei-es  with  gaseous  ex- 
change and  increases  the  dyspnea. 

This  increase  in  the  pulmonic  venous  pressure 
also  produces  an  increase  in  the  accentuation  of 
the  pulmonic  second  sound  which  has  been  em- 
phasized as  the  earliest  physical  sign  of  con- 
gestive heart  failure.  Right  ventricular  failure 
brings  about  an  increase  in  the  venous  pressure 
in  the  systemic  circulation.  The  cexwical  veins  ax-e 
distended,  the  liver  becomes  engorged  and  en- 
larges, the  intracapillary  filtration  pressui’e  in- 
creases, producing  an  edema  most  marked  in  the 
dependent  portions  of  the  body. 
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The  resultant  back  pressure  at  the  respiratory 
center  interferes  with  its  function  and  is  a large 
factor  in  causing  orthopnea.  The  increased  ven- 
ous pressure  in  the  renal  vein  is  a factor  in  the 
appearance  of  albumen,  casts  and  blood  cells 
during  the  course  of  congestive  heart  failure. 
The  inadequate  renal  circulation  makes  the 
measurement  of  renal  function  impossible. 

This  case  represents  the  terminal  events  in  a 
hypertensive  and  arteriosclerotic  individual.  Ap- 
proximately 60  per  cent  of  hypertensive  in- 
dividuals die  cardiac  deaths.  High  blood  pressure 
as  a factor  in  heart  failure  probably  surpasses 
all  other  etiological  factors.  There  are  numerous 
conditions  associated  with  or  in  some  way  pro- 
ductive of  hypertension.  There  is  nothing  in  this 
patient’s  history  by  which  we  can  with  certainty 
exclude  the  more  infrequent  causes  of  hyper- 
tension such  as  pituitary  basophilism,  adrenal 
tumor,  or  polycystic  kidneys.  On  the  other  hand 
there  is  nothing  to  point  to  the  existence  of  these 
conditions.  The  most  likely  underlying  cause  is 
either  a chronic  diffuse  glomerular  nephritis  or  a 
so-called  essential  vascular  hypertension.  It  is 
difficult  or  impossible  to  differentiate  these  con- 
ditions accurately  in  their  terminal  state.  How- 
ever, in  the  absence  of  a history  of  acute  nephritis 
it  is  not  justifiable  to  make  a diagnosis  of  chronic 
glomerular  nephritis  in  a person  of  this  age.  I, 
therefore,  feel  that  the  most  likely  diagnosis  here 
is  that  of  a long-standing  case  of  essential  hyper- 
tension terminating  in  congestive  heart  failure. 

When  or  why  the  heart  will  begin  to  show  evi- 
dences of  failure  in  the  hypertensive  individual  is 
extremely  variable  and  is  probably  dependent  on 
factors  that  are  not  well  understood.  It  is  not 
directly  dependent  upon  the  height  or  duration  of 
the  pressure.  It  is  often  associated  with  sclerosis 
of  the  coronary  vessels  and  an  insufficient  cor- 
onary circulation  is  undoubtedly  often  the  cause 
of  the  failing  heart.  Not  infrequently  angina 
pectoris  and  coronary  thrombosis  may  occur  be- 
fore the  onset  of  congestive  heart  failure.  With- 
out a history  of  anginal  attacks  in  this  patient  we 
have  no  evidence  for  the  existence  of  coronary 
sclerosis  or  thrombosis  though  we  know  that  this 
often  occurs  in  the  hypertensive  individual  and  a 
negative  history  is  not  very  significant. 

The  usual  clinical  course  of  this  type  of  con- 
gestive heart  failure  is  that  they  will  usually  re- 
spond to  rest  and  digitalis  the  first  few  times  that 
their  compensation  fails.  It  usually  becomes  in- 
creasingly difficult  to  restore  their  compensation 
until  it  is  finally  impossible  to  restore  an  ade- 
quate cardiac  function.  This  patient  apparently 
had  been  at  bed-rest  for  a considerable  period  of 
time  before  her  admission  to  the  hospital,  and 
had  apparently  also  taken  a considerable  quantity 
of  digitalis  without  much  response.  During  her 
stay  in  the  hospital  she  did  not  respond  satis- 
factorily to  the  usual  measurements  of  rest, 


digitalis,  limitation  of  fluids,  and  the  use  of 
diuretics.  After  a short  stay  in  the  hospital  an- 
other factor,  that  of  pulmonary  infection,  en- 
tered. On  the  sixth  hospital  day  her  temperature 
suddenly  rose  and  she  developed  signs  of  con- 
solidation over  both  lung  bases  indicating  that 
she  had  developed  a terminal  bronchopneumonia 
which  was  the  immediate  cause  of  her  death. 

Because  of  their  impaired  pulmonic  circulation 
these  patients  are  extremely  prone  to  the  de- 
velopment of  a bronchopneumonia  and  it  is  often 
the  terminal  event. 

Our  clinical  diagnosis,  therefore,  is  1 — Essen- 
tial vascular  hypertension,  2 — Peripheral  and 
probably  also  coronary  sclerosis,  3— Renal  ar- 
terio-  and  arteriolosclerosis,  4 — Cardiac  hyper- 
trophy, 5 — Chronic  passive  congestion  of  lungs 
and  liver,  6 — Bronchopneumonia. 

Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Cardiac  hypertrophy  (650  grams). 

2.  Marked  coronary  arteriosclerosis  with  old 
and  recent  cardiac  infarcts. 

3.  Chronic  passive  congestion  of  lungs,  liver, 
spleen  and  kidneys.  Anasarca. 

4.  Terminal  lobular  pneumonia.  Atelectasis 
lower  lobe,  left  lung. 

5.  Generalized  arteriosclerosis. 

6.  Nephrosclerosis  and  renal  arteriosclerosis. 

7.  Multiple  uterine  fibroids. 

The  cardiac  hypertrophy  involved  principally 
the  left  ventricle  and  was  of  the  concentric  type 
so  frequently  encountered  in  arterial  hyperten- 
sion. The  wall  of  the  left  ventricle  was  20  mm. 
in  diameter.  The  clinical  record  and  anatomical 
investigations  evidenced  a cardiac  decompensa- 
tion with  a terminal  lobular  pneumonia. 

One  of  the  most  interesting  features  of  the 
case  was  the  apparently  clinically  silent  coronary 
disease.  Since  the  deceased  was  in  a state  of 
vascular  senility  and  manifestly  in  the  late 
stages  of  cardiac  decompensation  when  admitted 
to  the  hospital  the  question  of  real  or  apparent 
clinically  latent  coronary  disease  may  be  raised. 
However,  the  common  association  of  hypertension 
and  coronary  arteriosclerosis  in  individuals  past 
the  age  of  40,  either  with  or  without  anginal  at- 
tacks is  well  known.  In  this  case  the  oldest  in- 
farction was  at  the  apex  of  the  heart  and  about 
the  size  of  a dime.  The  left  ventricular  wall  (scar 
tissue)  at  this  point  measured  approximately  1 
mm.  in  diameter.  Two  more  recent  infarcts  were 
present  in  the  anterior  wall  of  the  left  ventricle 
near  the  junction  of  the  middle  and  apical  third 
of  the  heart.  The  coronary  arteries  within  the 
first  inch  of  their  origin  were  pipe  stem  in  char- 
acter without  any  narrowing  of  the  vessels.  These 
infarctions,  which  may  have  been  precipitated  by 
the  congestive  heart  failure,  were  probably  an 
important  factor  in  the  rapid  and  unremittent 
fatal  course. 


Kept  by  David  A.  Tucker,  Jr.,  M.D.,  Cincinnati,  Ohio 

ROUND  LIGAMENT  VENTROSUSPENSION  OF  THE  UTERUS : 

A NEW  METHOD 

By  D.  TOD  GILLIAM,  M.D.,  (1844-1923),  Columbus,  Ohio 


The  Author 

® Dr.  Gilliam,  graduate  of  Medical  College  of 
Ohio,  Cincinnati,  1871,  was  the  dean  of  the  Co- 
lumbus medical  profession,  having  practiced 
there  from  1877  until  1913;  member  American 
Medical  Association  and  the  American  Associa- 
tion of  Obstetricians  and  Gynecologists;  veteran 
of  the  Civil  War,  teacher  of  medicine;  surgeon, 
writer  of  text  books,  novelist,  executive,  citizen, 
and  author  of  an  operation  that  has  made  his 
name  famous  wherever  surgery  is  practiced. 


ON  the  evening  of  Saturday,  November  18, 
1899,  I received  a copy  of  The  Journal  of 
the  American  Medical  Association,  giving 
a description  of  Ferguson’s  method  of  suspending 
the  uterus  by  the  round  ligaments.  Thirty-six 
hours  later  I did  my  first  case,  and  it  was  during 
the  performance  of  this  , operation  that-  I formu- 
lated and  in  part  carried  into  effect  the  technique 
described  below. 

To  facilitate  this  operation  I had  Tiemann  & Co. 
construct  for  me  a forceps  which  in  general  out- 
line resembled  the  Senn  compression  forceps,  but 
with  sharp  end  and  edges  so  that  it  might  be 
thrust  through  the  tissues.  This  forceps  is  six 
inches  in  length,  the  blade  being  one  and  three- 
quarter  inches  long.  For  convenience  of  descrip- 
tion I will  call  this  the  perforating  forceps.  I 
also  had  two  other  forceps  constructed,  which 
will  be  described  further  on. 

The  basic  principle  of  this  operation  is  that  of 
invagination  of  the  proximal  portion  of  the  round 
ligaments  in  the  abdominal  wall,  as  evolved  by 
Ferguson.  The  successive  steps  of  the  operation 
modified  by  me  are: 

1.  A median  abdominal  section.  This  section 
is  from  three  to  four  inches  long  and  at  the  usual 
site  between  the  umbilicus  and  pubis. 

2.  Break  up  adhesions  and  bring  the  fundus 
forward. 

3.  Seize  the  Fallopian  tube  and  bring  it  to  the 
opening.  For  this  purpose  I have  had  constructed 
two  long,  slender  forceps,  something  after  the 
style  of  the  bullet  forceps,  but  with  blunt  ends 
instead  of  sharp  teeth,  in  order  to  avoid  wound- 
ing the  delicate  tissues.  These  are  called  button 
forceps.  Guided  by  the  finger,  one  of  the  forceps 
is  introduced  through  the  abdominal  incision,  and 
the  tube  seized  at  its  most  convenient  point  and 


From  Journal  of  Obstetrics,  Vol.  41,  March,  1900;  pp. 
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drawn  into  the  opening.  While  thus  held  the 
round  ligament  of  the  same  side  is  seized  about 
one  and  a half  inches  from  its  uterine  extremity 
and  lifted  up. 

4.  Carry  a heavy  silk  thread  under  the  liga- 
ment close  to  the  forceps  in  such  a manner  as  to 
include  a little  of  the  tissue  of  the  broad  liga- 
ment. This  may  be  most  conveniently  done  with 
an  aneurism  needle  or  ligature  carrier.  This 
forms  a loop  under  the  ligament,  which  is  not  to 
be  tied,  but  after  withdrawing  the  needle  the 
two  ends  of  the  thread  are  brought  out  of  the 
abdomen  and  secured  in  the  bite  of  a snap  for- 
ceps. 

5.  The  forceps  holding  the  tube  and  round 
ligament  are  now  removed. 

6.  The  other  round  ligament  is  secured,  in  the 
same  way,  and  the  ends  of  the  thread  brought 
out  of  the  abdomen  and  held  in  the  bite  of  another 
clamp  forceps. 

7.  Retract  the  skin  and  superficial  fat  on  one 
side  until  an  inch  or  more  of  the  rectus  muscle 
is  exposed.  For  this  purpose  a retractor  may  be 
used,  but,  as  the  tissues  glide  easily  over  each 
other,  I prefer  to  push  them  back  with  the  thumb, 
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with  two  fingers  within  the  cavity  and  applied  to 
the  peritoneal  surface.  The  object  of  this  re- 
traction is  to  expose  a point  through  which  the 
forceps  may  be  thrust  into  the  peritoneal  cavity. 
This  point  should  be  one  inch  external  to  the 
margin  of  the  wound  and  an  inch  and  a half  or 
two  inches  above  the  pubis. 

8.  Thrust  the  perforating  forceps  through  into 
the  peritoneal  cavity  and  seize  the  thread  which 
holds  the  round  ligament.  The  two  fingers  already 
within  the  cavity  guard  the  instrument  in  its 
passage  and  place  the  thread  within  its  jaws. 

9.  Remove  the  clamp  forceps  from  the  thread. 
These  are  lying  on  the  surface  of  the  abdomen. 

10.  Withdraw  the  perforating  forceps.  This 
brings  with  it  the  thread  and  the  thread  in  turn 
brings  the  ligament  through  the  perforated  wound 
in  the  abdominal  wall. 

11.  While  the  ligament  is  held  taut,  fasten  it 
into  the  wound.  This  is  done  by  a few  catgut 
sutures  passed  through  its  base  and  including  the 
tissues  on  either  side  the  entire  thickness  of  the 
wall. 

12.  The  exposed  free  loop  of  the  ligament  is 
now  spread  out  on  either  side  of  its  point  of 
emergence  and  tacked  down  with  catgut  so  as  to 
form  a button  or  bar.  This  is  intended  to  pre- 
vent retraction. 

13.  Treat  the  opposite  side  in  the  same  manner. 

14.  Close  the  median  abdominal  incision. 


Health  Commissioners  to  Meet  at 
Co’umbus,  November  3,  4 and  5 

The  Eighteenth  Annual  Conference  of  Ohio 
Health  Commissioners  with  the  State  Department 
of  Health  will  be  held  at  the  Deshler-Wallick 
Hotel,  Columbus,  November  3,  4 and  5. 

The  first  session  beginning  Wednesday,  No- 
vember 3,  will  be  opened  with  the  annual  address 
of  the  State  Director  of  Health,  Dr.  Walter  H. 
Hartung,  followed  by  a talk  by  Dr.  F.  K.  Harder, 
health  commissioner  of  Cincinnati,  on  “Effect  of 
Immunization  on  the  Incidence  of  Diphtheria’’. 

On  Thursday  morning,  November  4,  at  8 
o’clock,  the  pioneer  health  commissioners  of  1920 
will  hold  a breakfast  session  in  the  Ionian  Room 
of  the  Deshler-Wallick  Hotel. 

Dr.  W.  D.  Bishop,  health  commissioner  of 
Greenville  and  Darke  County,  will  preside  at  the 
Thursday  morning  session  beginning  at  9 o’clock. 
The  speakers  will  be  Dr.  Oscar  V.  Brumley,  Presi- 
dent of  the  American  Veterinary  Medicine  Asso- 
ciation and  Dean  of  the  Ohio  State  University 
College  of  Veterinary  Medicine;  Dr.  H.  N.  Bun- 
densen,  President,  Board  of  Health,  Chicago, 
Illinois,  “City  Health  Problems”,  and  Dr.  C.  C. 
Applewhite,  Regional  Consultant,  U.  S.  Public 
Health  Service,  “Public  Health  Organization”. 

Guest  speaker  at  the  Public  Health  Luncheon 
Thursday  noon  will  be  Dr.  Frank  G.  Boudreau, 


Executive  Director,  Milbank  Memorial  Fund,  New 
York  City. 

Dr.  C.  D.  Selby,  Toledo,  Director  of  Industrial 
Hygiene,  General  Motors  Corporation,  will  speak 
on  “Industrial  Medicine — A Phase  of  Public 
Health”,  at  the  Thursday  afternoon  session  be- 
ginning at  2 o’clock.  Dr.  R.  H.  Markwith,  Sum- 
mit County  health  commissioner,  will  preside  at 
this  session,  which  will  be  followed  by  a busi- 
ness meeting  of  the  Ohio  Federation  of  Public 
Health  Officials. 

At  4 o’clock,  Thursday  afternoon,  there  will  be 
three  round  table  discussions:  for  health  com- 
missioners, Dr.  R.  W.  DeCrow,  chief,  Bureau  of 
Local  Health  Organization,  presiding;  for  public 
health  nurses,  S.  Gertrude  Bush,  chief,  Division 
of  Nursing,  presiding,  and  for  sanitarians,  George 
Eagle,  assistant  sanitary  engineer,  presiding. 

Dr.  Valloyd  Adair,  Lorain  health  commissioner, 
will  preside  at  the  Friday  morning  session,  be- 
ginning at  9 o’clock.  Dr.  J.  W.  Wilce,  director, 
Student  Health  Department,  Ohio  State  Univer- 
sity, will  discuss  “Improved  Health  Standards 
for  Athletics  and  Physical  Education”.  Cora  M. 
Templeton,  director  of  nursing,  Cleveland  Health 
Department,  will  speak  on  “The  Public  Health 
Nurse  and  her  Health  Officer”,  and  a paper  on 
“Lessons  in  Sanitation  to  be  Learned  from  Two 
Recent  Typhoid  Outbreaks  in  Ohio”,  will  be  read 
by  F.  H.  Waring,  chief  engineer,  State  Depart- 
ment of  Health. 

At  the  Friday  afternoon  session,  beginning  at 
one  o’clock,  Dr.  Carl  A.  Wilzbach,  Director  of 
Public  Health  Education,  Cincinnati  Public  Health 
Federation,  will  speak  on  “Cancer  Control,  a 
Public  Health  Problem”,  and  Dr.  Paul  N.  Hudson, 
of  the  Department  of  Bacteriology,  Ohio  State 
University,  will  speak  on  “Poliomyelitis”.  Dr.  G. 
T.  Wasson,  health  commissioner  of  Crawford 
County,  will  preside  at  this  session. 


Want  Bigger  Old  Age  Pensions 

Bigger  old  age  pensions  in  the  United  States 
were  recommended  in  a report  recently  announced 
by  the  Committee  on  Old  Age  Security  of  the 
Twentieth  Century  Fund. 

Asserting  that  pension  payments  under  the 
Social  Security  Act  are  inadequate  in  a majority 
of  cases,  the  committee  urged  that  the  present 
minimum  be  raised  from  $10  to  $20  a month, 
with  $15  more  for  married  couples.  Increase  in 
the  present  levels  of  old  age  assistance  pensions 
was  also  proposed,  and  changing  of  the  starting 
time  from  1942  to  1939  was  advocated.  The  pay 
roll  tax  pensions  should  be  widened,  the  commit- 
tee suggested,  to  include  most  of  that  half  of 
the  nation’s  workers  who  are  not  covered. 

The  committee  also  criticized  the  pay  roll  tax 
pension  system  as  too  costly  to  low  income 
workers. 


THE  SOCIAL  SECURITY  PROGRAM  IN  OHIO 


By  WALTER  H.  HARTUNG,  M.D.,  Columbus,  Ohio 
State  Director  of  Health 


'UST  a year  ago  the  Social  Security  Program 
was  inaugurated  in  Ohio,  and  before  its  in- 
ception there  was  expressed  the  hope  that 
through  the  Social  Security  Act,  as  sponsored  by 
the  United  States  Public  Health  Service  and  the 
Children’s  Bureau,  something  might  be  done  by 
which  public  health,  more  especially  in  the  rural 
sections  of  Ohio,  would  be  benefited.  That  hope  is 
being  fulfilled:  an  impetus  has  been  given  public 
health  work  in  the  State  so  far-reaching  that  an 
estimation  of  its  future  benefits  would  be  im- 
possible. 


I can  merely  outline  a few  of  the  things  ac- 
complished, and  glance  down  the  line  of  endeavor 
with  the  firm  assurance  that  we  are  just  at  the 
beginning  of  a new  era. 


For  centuries  the  world  took  it  for  granted 
that  a large  per  cent  of  infants  must  die  in  the 
first  year  of  life  and  parents  resigned  themselves 
to  the  apparently  inevitable,  regarding  it  sadly, 
sorrowfully,  as  one  of  the  mysterious  dispensa- 
tions of  Providence,  and  to  be  rebellious  was  al- 
most sacriligious — the  good  were  supposed  to  die 
young. 

Physicians  and  health  workers  have  long 
known  why  these  infants  die,  and  what  could  and 
should  be  done,  yet  they  have  had  to  stand  prac- 
tically helpless  because  they  had  no  means  of 
imparting  proper  instruction  where  it  was  most 
needed  to  overcome  the  inertia  and  ignorance  of 
the  masses. 


A new  day  dawns.  The  Bureau  of  Child  Hy- 
giene and  Maternal  Welfare  has  been,  until  a 
year  ago,  almost  a name  only,  due  to  lack  of  per- 
sonnel. Under  the  Social  Security  Act  there  came 
a rejuvenation  that  is  sure  to  have  a wide-reach- 
ing effect. 

As  a first  step,  and  to  secure  cooperation  with 
all  existing  organizations  having  to  do  with  the 
welfare  of  mothers  and  infants,  an  advisory 
board  of  twelve  was  formed  of  the  leaders  in  the 
medical,  dental  and  nursing  professions.  An  out- 
line of  a three-fold  program  of  procedure  was 
presented  and  approved;  the  work  of  the  Bureau 
was  to  be  educational,  demonstrative  and  in- 
vestigative. The  personnel  now  includes  besides 
the  chief  of  the  bureau,  two  pediatricians,  one 
nutritionist,  one  health  educator,  one  technician, 
twenty  nurses,  one  field  demonstrator,  one  nurse- 
clerk,  and  one  field  representative. 


Roundtable  Discussion  at  Public  Health  Luncheon,  Ohio 
State  Medical  Association,  91st  Annual  Meeting,  Dayton, 
Ohio,  April  28-29,  1937. 


These  days  much  is  heard  of  economy  in  many 
fields  of  government,  so  some  people  might  be 
prone  to  conclude  also  to  mean  the  reduction  of 
appropriations  (by  federal,  state  or  local  govern- 
ments) for  the  support  of  specific  public  health 
procedure  of  proven  value. 

They  think  this  for  no  other  reason  than  that 
appropriations  for  much  less  vital  purposes  are 
being  reduced.  The  real  interpretation  of  true 
economy  means  that  the  expenditure  of  money 
appropriated  to  the  end  that  thus  money  should 
be  used  to  the  greatest  advantage,  and  this  we 
hope  to  do  with  the  appropriation  given  Ohio 
under  the  Social  Security  Act,  because,  First,  we 
recognize  the  existing  need  of  increased  public 
health  protection,  and  Second,  we  understand  the 
degree  in  which  this  protection  actually  can  be 
afforded  by  effective  public  health  administration 
and  public  health  methods. 

The  health  of  the  people,  the  importance  of 
public  health  protection  as  an  element  in  na- 
tional security,  has  been  fully  recognized  for  the 
first  time  in  the  history  of  the  nation  by  an  ex- 
pression of  national  policy  for  the  strengthening 
of  state  and  local  health  agencies  through  the 
passage  of  the  Social  Security  Act. 

“A  logical  step  in  dealing  with  the  risks  and 
losses  of  sickness  is  to  begin  by  preventing  sick- 
ness so  far  as  it  is  possible.” 

This  simple  truth  was  stated  by  the  Medical 
Advisory  Board  of  the  President’s  Committee  on 
Economic  Security.  It  was  siezed  upon  by  those 
drafting  the  Social  Security  Act,  and  the  result  is 
an  extended  program  of  public  health  work  about 
double  the  efforts  now  put  forth  in  that  direction. 
The  provisions  are  made  in  Titles  V and  VI  of 
the  Act. 

To  carry  out  the  program  an  appropriation  of 
$8,000,000  is  authorized  yearly,  this  sum  to  be 
distributed  to  the  states  on  a three-part  basis— 
First,  of  population,  Second,  of  special  health 
problems,  and  Third,  of  financial  needs.  In  ad- 
dition there  is  authorized  a yearly  appropriation 
of  $2,000,000  for  investigation  of  disease  and  san- 
itation problems  by  the  Public  Health  Service,  the 
agency  which  is  designated  to  administer  all 
parts  of  Title  VI. 

The  following  general  objectives  have  already 
been  determined  by  officials  of  the  United  States 
Public  Health  Service  and  representatives  of 
state  organizations. 

I.  Aid  to  State  and  Territorial  Health  Depart- 
ments for  strengthening  the  service  divisions  and 
in  providing  adequate  facilities,  especially  for  the 
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promotion  and  administrative  guidance  of  full- 
time city,  ccunty  and  district  health  service. 

II.  Aid  for  the  development  of  city,  county  and 
district  health  departments. 

III.  Training  of  public  health  personnel. 

In  connection  with  the  investigation  provisions 
of  the  program,  officials  of  the  service  have 
drawn  up  a program  for  increased  work  in  study- 
ing such  problems  as  Cancer,  Child  Hygiene,  Den- 
tistry, Heart  Disease,  Leprosy,  Malaria,  Mental 
Hygiene,  Milk  Standards,  Nutrition,  Stream  Pol- 
lution and  Tuberculosis. 

HEALTH  FOR  EACH — THE  JOB  OF  ALL 

This  is  indicated  the  objective  of  a country- 
wide campaign  being  sponsored  by  the  National 
Health  Council  to  acquaint  the  public  with  vital 
community  health  needs  and  to  indicate  stand- 
ards of  public  health  which  it  is  desired  to  at- 
tain. 

The  special  objectives  of  this  campaign  are: 

To  stimulate  interest  of  the  citizens  in  com- 
munity health. 

To  disseminate  information  about  the  use  of 
existing  health  agencies,  such  as  health  depart- 
ments, clinics,  nurses,  etc. 

To  bring  about  awareness  of  health  standards. 

To  invite  volunteer  health  workers,  professional 
and  lay,  in  a concerted  effort  to  attain  the  com- 
munity health  objectives  considered  most  de- 
sirable. 

To  make  this  a purely  educational  program. 

This  Act  is  not  merely  a money-spending  pro- 
gram, nor  is  it  a relief  program  to  furnish  em- 
ployment; it  is  an  educational  one,  and  its  per- 
manency has  been  assured  by  Dr.  Thomas  Parran, 
Surgeon  General  of  the  United  States  Public 
Health  Service,  who  states  that  the  section  hav- 
ing to  do  with  the  Public  Health  has  been  ruled 
constitutional. 

A Health  Education  program  is  to  be  con- 
ducted in  cooperation  with  the  Department  of 
Education  in  which  teacher-training  school  and 
public  schools  will  be  visited  and  School  Health 
programs  critically  analyzed. 

Appraisal  of  any  school  as  to  its  sanitary  con- 
dition, the  health  protection  offered  children,  and 
the  health  education  program  may  be  secured  at 
the  invitation  of  the  school  superintendent. 
Parents  are  being  contacted  through  the  school 
and  public  health  nurses,  and  by  public  talks. 
Over  100,000  pieces  of  literature  on  Maternal  and 
Child  Health  have  been  distributed  during  the 
past  year. 

Two  investigative  activities  have  been  con- 
ducted— the  presence  of  dental  fluorosis,  or  mot- 
tled enamel,  in  north-western  Ohio,  and  the 
prevalance  of  trachoma  in  Lawrence  County;  and 
in  the  very  near  future  there  will  be  made  a 
study  of  maternal  deaths  in  Ohio  hospitals,  a 
tuberculosis  survey  of  high-school  students,  and 


a study  of  the  failure  to  correct  physicial  defects 
in  rural  areas. 

The  health  education  movement  is  the  latest 
movement.  We  are  well  acquainted  with  the  fact 
that  there  had  been  instruction  in  physiology  and 
hygiene  in  some  school  systems  throughout  the 
several  states.  The  weakness  of  this  form  of 
health  instruction  was  the  false  assumption  that 
mere  presentation  of  facts  would  in  itself  lead  to 
a healthy  living. 

This  movement  had  its  stimulus  from  the  un- 
satisfactory health  status  of  young  men  found  in 
the  draft  examination  dui’ing  the  late  war.  As  a 
result  a cry  has  come  forth  for  better  health  in 
the  rising  generations.  We  are  all  of  the  opinion 
that  there  should  be  a sturdier  youth,  so  with 
that  in  mind  it  is  essential  that  there  be  in- 
stituted both  a health  service  and  health  instruc- 
tion in  the  schools,  if  the  school  is  to  make  an 
effective  contribution  toward  health  betterment. 

Health  surveys  of  large  groups  of  school  chil- 
dren have  been  made  in  various  parts  of  the 
Nation  within  recent  years.  These  have  shown 
that  60  to  85  per  cent  of  all  children  have  dental 
defects;  37  to  97  per  cent  have  visual  defects;  40 
per  cent  have  tonsillar  defects;  12  per  cent  have 
hearing  defects;  3 per  cent  have  emotional  mal- 
adjustments, and  so  on. 

We  are  staggered  at  the  amount  of  mental  ill- 
ness affecting  society.  It  might  interest  you  to 
know  that  in  1930  nearly  half  a million  people 
were  social  liabilities  because  of  mental  disease, 
and  that  another  half  million  were  in  prisons  and 
reformatories. 

To  discharge  the  duties  of  life  and  to  benefit 
from  leisure  one  must  necessarily  have  good 
health.  The  health  of  the  individual  is  essential 
also  to  the  vitality  of  the  race  and  the  defense 
of  the  Nation.  Health  education  is,  therefore, 
fundamental. 

The  Bureau  of  Occupational  Diseases  has  been 
practically  non-existent  until  nearly  a year  ago. 
The  Chief  of  the  Division  of  Hygiene  and  one 
stenographer  have  for  several  years  been  the 
whole  working  force.  Now,  with  a specially 
trained  force  consisting  of  a medical  supervisor, 
an  assistant  supervisor,  a chemical  engineer,  a 
chemist  and  a chemical  assistant  this  Bureau  is 
prepared  to  go  forward  with  work  that  has  been, 
of  necessity,  sadly  neglected  in  Ohio. 

Research,  and  not  intrusive  investigation,  of 
the  causes  of  diseases  as  well  as  their  extent  or 
prevalence,  and  the  spread  of  information  so  that 
prevention  and  perhaps  complete  elimination  may 
follow,  is  among  the  chief  concepts  of  a public 
health  department;  such  work  must  be  carried  on. 

The  purpose,  therefore,  of  the  new  program  is 
to  ascertain  the  relation  between  cause  and  effect, 
and  to  make  use  of  this  information  to  prevent 
further  similar  mishaps,  not  only  to  the  given 
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worker  in  the  given  work-place,  but  among  all 
similar  workers  in  all  similar  work-places. 

This  new  program,  backed  with  enthusiasm  and 
a will  to  accomplish,  is  now  erystalizing  to  insure 
better  health  of  employes  in  this  the  second 
largest  industrial  state  in  the  Nation,  and  is 
proceeding  on  the  theory  that  all  important 
health  hazards  can  be  eliminated  and  that  much 
safer  industrial  environment  can  be  assured  for 
all  who  work.  A complete  equipment  for  stereo- 
scopic, fluoroscopic,  chemical  and  microscopical 
determination  has  been  provided.  Not  only  a 
newly  equipped  local  laboratory  in  Columbus,  but 
a special  automobile  traveling  X-ray  laboratory 
will  be  placed  in  service  within  the  next  three 
weeks. 

For  the  first  time  in  its  history  the  State  De- 
partment of  Health  has  available  trained  per- 
sonnel for  work  in  Milk  Sanitation.  This  work 
conforms  to  a national  program  of  standardiza- 
tion of  milk  sanitation  codes,  the  State  Depart- 
ment advising  that  when  and  if  a code  of  milk 
regulations  is  adopted  in  any  health  district,  the 
United  States  Standard  Milk  Regulations  be  made 
the  basis  of  such  code. 

As  a result  of  their  work,  more  than  30  coun- 
ties have  adopted  and  begun  enforcement  of  the 
standard  milk  regulations  during  the  past  year. 
Seventy-five  surveys  of  local  milk  supplies  have 
been  made,  several  schools  for  milk  sanitarians 
have  been  held,  and  34  local  sanitarians  have  re- 
ceived intensive  instruction  in  their  districts. 

The  services  of  our  milk  sanitarians  are  avail- 
able at  all  times  for  technical  advice  for  surveys 
and  for  explanation  of  the  regulations  to  those 
interested  in  a better  milk  supply  in  Ohio. 

Following  the  wide-spread  publicity  given  an 
article  on  Syphilis  written  by  the  Surgeon  Gen- 
eral, laymen  for  the  first  time  became  fully  aware 
of  the  peril  to  civilization  of  the  world’s  greatest 
plague.  Physicians,  of  course,  knew  of  this  peril, 
but  their  voices  were  muted  by  public  opinion. 

The  Bureau  of  Venereal  Diseases  in  the  State 
Department  of  Health  has  taken  on  renewed  ac- 
tivity; three  physicians  are  devoting  their  time 
wholly  to  this  work.  Their  first  contact  is  the 
local  health  commissioner,  and  then  every  physi- 
cian, dentist,  and  druggist  is  interviewed  per- 
sonally in  order  to  present  to  him  a complete 
explanation  of  the  program  in  order  to  secure 
his  cooperation  and  a better  reporting.  The  early 
treatment  of  syphilis  is  stressed,  and  routine 
Wassermann  of  all  expectant  mothers  urged. 

This  department  furnishes  free  drugs  in  ever- 
increasing  quantities,  regardless  of  whether  the 
patient  is  a pay  case,  or  indigent. 

The  central  office  will  exercise  only  supervision 
of  the  county  or  city  venereal  disease  control 
program,  exactly  as  they  do  in  the  control  of 
other  communicable  disease  programs,  the  object 
being  to  decentralize  the  responsibility  as  rquch 


as  possible  and  place  the  burden  of  all  venereal 
disease  control  measures  on  the  community  where 
it  exists. 

There  are  available  talkie  films  outfits,  several 
kinds  of  pamphlets  including  charts  for  demon- 
stration. 

Since  October  of  last  year  150  meetings  have 
been  conducted,  with  a total  attendance  of  22,301. 
This  includes  Medical  Societies,  Universities,  CCC 
Camps,  High  Schools,  P.T.A.  groups,  Nurses  In- 
stitutes, civic  groups  such  as  Elks,  Rotary, 
Kiwanis,  etc. 

The  Division  of  Laboratories  has  operated  at 
high  speed  during  the  past  year,  due  to  the  in- 
crease in  amount  of  Wassermann  tests — nearly 
800  blood  specimens  are  received  daily — an  in- 
crease of  more  than  500  since  the  inauguration  of 
the  Syphilis  program. 

The  Division  of  Communicable  Diseases  has  in 
addition  to  the  three  medical  men  in  the  Bureau 
of  Venereal  Diseases,  three  others  who  are  active 
in  immunization  and  vaccination  work,  and  in 
pre-school  examinations, — all  of  this  made  pos- 
sible through  the  Social  Security  Funds.  Toxoid 
has  been  furnished  in  the  amount  of  $75.00  to 
those  health  commissioners  requesting  same. 
Like  amount  can  be  requested  each  quarter. 

The  Pneumonia  Control  program  recently 
brought  forth  as  a new  and  very  important  ac- 
tivity within  the  Department,  will  derive  a por- 
tion of  its  funds  through  the  Social  Security  Act 
in  the  next  fiscal  year.  The  importance  of  this 
program  was  pointed  out  in  a recent  'meeting  of 
health  officials  in  Washington,  and  each  state  was 
urged  to  take  the  necessary  steps  to  develop  this 
much  needed  program.  Ohio  is  the  fourth  state 
to  go  fox'ward  in  the  endeavor  to  lower  its  pneu- 
monia death  rate.  Laboratory  technicians  are  to 
be  given  a special  course  as  a typer. 

We  are  launching  a training  program  in  Cin- 
cinnati under  Dr.  Blankenhorn,  who  has  done  very 
fine  pneumonia  work.  We  are  centering  our  train- 
ing efforts  here  because  the  material  is  available 
and  the  personnel  to  take  part  in  the  training  is 
also  available. 

We  also  have  launched  out  on  a new  venture. 
It  is  not  new  in  one  sense,  but  it  is  new  in  the 
sense  of  an  activity  in  the  Department.  It  is  a 
refresher  course  which  was  instituted  under  the 
Child  Welfare  Group  in  our  Department.  A re- 
fresher course  in  obstetrics  has  been  started. 
Dr.  Runnels  conducted  the  course  May  6th  and 
7th  in  Gallipolis  and  the  same  course  at  Ports- 
mouth May  4th  and  5th.  In  a month  they  will  re- 
turn to  those  areas.  Next  month  Dr.  Skeel  will 
give  the  course. 

These  refresher  courses  are  very  important, 
very  instructive  and  interesting,  and  will  give  the 
doctors  in  the  rural  areas  an  opportunity  to  get  a 
postgraduate  course  right  in  their  own  localities. 
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The  courses  are  being  held  in  one  of  the  hospitals 
in  each  area. 

In  a few  months  doctors  in  those  areas  will  be 
given  a similar  course  in  pediatrics.  This  pro- 
gram will  move  over  the  entire  state.  The  next 
area  will  be  the  southwestern  part  of  the  state. 
Funds  will  be  furnished  with  the  Child-Maternal 
Welfare  fund  to  secure  trained  pediatricians. 

Bureau  of  Dental  Hygiene.  The  great  need  of 
a dental  health  educational  program  was  realized 
for  a period  of  nearly  five  years.  This  activity 
ended  in  1931  with  Dr.  Bean’s  death.  Today 
through  Social  Security  funds  the  Ohio  Depart- 
ment of  Health  has  a Doctor  of  Dentistry  and 
four  oral  hygienists.  Each  member  of  this  Bureau 
is  fully  equipped  with  projectoscope,  films,  slides, 
charts,  models,  literature  and  pamphlets. 

Ohio  is  to  be  divided  in  the  very  near  future 
into  five  districts — a hygienist  to  each  of  these 
districts  responsible  for  the  program  in  those 
counties  comprising  her  area. 

The  program  is  set  up  by  the  local  health  com- 
missioner, he  having  made  all  the  necessary  ar- 
rangements with  the  local  school  authorities. 
This  activity  is  not  confined  alone  to  schools,  but 
with  the  P.T.A.  group  and  civic  groups,  and  such 
other  organizations  requesting  this  service. 

The  Division  of  Public  Health  Nursing  has  like- 
wise been  made  possible  through  the  Social  Se- 
curity Funds.  A chief  in  the  central  organization, 
and  six  supervisors.  Each  supervisor  is  stationed 
in  a district  directing  nursing  programs  in  the 
counties  within  her  district.  These  programs 
vary  as  to  the  needs  of  the  county.  Continuous 
contact  with  the  local  county  health  departments, 
arranging  and  assisting  in  Rural  Health  pro- 
grams, conducting  Institutes  and  giving  talks  in 
schools,  P.T.A.  and  such  other  groups  interested 
in  health. 

At  the  present  time  there  are  nurses  in  coun- 
ties carrying  on  in  several  special  important 
capacities  and  in  generalized  nursing  service. 


Congenital  and  Prenatal  Syphilis:  Clinical 
Lecture  at  Atlantic  City  Session 

The  incidence  of  prenatal  syphilis*  varies 
greatly  according  to  countries,  population  and 
race.  The  social  status  and  education,  likewise, 
have  a bearing  on  the  situation.  The  pathologic 
changes  in  the  child  and  the  placenta  are  charac- 
teristic. The  placenta  is  larger  than  usual  and 
has  thickened,  rather  avascular  villi.  In  some 
cases  it  reveals  little  and  yet  the  child  shows 
plenty  of  positive  evidence.  For  convenience  the 
clinical  picture  may  be  divided  into  early  and  late 
manifestations.  The  early  manifestations  of  the 

*Dr.  Cole  uses  the  term  prenatal  syphilis  for  syphilis 
contracted  by  the  placental  route. 


disease  correspond  to  the  secondary  stage  of  ac- 
quired syphilis.  Ordinarily  they  show  up  some 
weeks  after  birth.  If  they  are  seen  at  birth, 
the  case  is  usually  very  severe.  It  has  been  well 
said  that  prenatal  syphilis  can  ape  any  of  the 
characteristics  of  acquired  syphilis  and  then  some 
more.  There  is  a later  stage  of  prenatal  syphilis, 
as  of  acquired  syphilis,  in  which  the  disease  has 
more  of  a tendency  to  localize  itself  to  certain 
parts  or  organs.  One  of  the  most  distressing 
accidents  of  late  prenatal  syphilis  is  deafness. 
Latent  prenatal  syphilis  may  be  discovered  by  the 
Wassermann  reaction,  and  through  treatment  the 
later  devastating  crippling  effects  of  the  disease 
may  be  arrested.  A not  uncommon  involvement 
in  prenatal  syphilis  is  that  of  the  central  nervous 
system.  It  seems  to  be  somewhat  more  frequent 
in  the  earlier  years  of  life  than  later.  There  does 
not  seem  to  be  any  possibility  of  a man  with  pre- 
natal syphilis  transmitting  the  disease  to  his  wife 
or  to  the  next  generation.  It  is  probably  true 
that  under  certain  rare  circumstances,  if  the  per- 
son acted  as  a donor  in  a blood  transfusion,  the 
disease  might  be  transmitted.  This  is  the  prob- 
lem that  arises  with  the  woman  who  has  prenatal 
syphilis:  ordinarily  such  a person  has  no  organ- 
isms in  her  blood  stream.  There  is  a slight  chance 
that  she  might  transfer  the  disease  to  the  fetus 
— it  is  very  slight.  Perhaps  such  persons  should 
receive  some  antisyphilitic  treatment  through 
their  pregnancy  if  they  have  not  been  treated 
adequately  in  the  past.  In  the  average  case  of 
early  prenatal  syphilis  the  reddish  brown  or  cop- 
pery red  eruption  on  the  palms,  soles  and  but- 
tocks, perhaps  accompanied  with  snuffles  and  with 
radiating  superficial  ulcerations  around  the 
mouth,  should  suggest  to  the  physician  the  pos- 
sibility of  prenatal  syphilis.  In  some  cases  the 
diffuse,  shiny,  leathery,  brown-red  eruption  on  the 
palms  and  soles  is  almost  pathognomonic.  A 
differentiation  from  bullous  impetigo  or  so-called 
pemphigoid  of  the  new-born  is  sometimes  neces- 
sary. Cases  of  hydrarthrosis  of  the  knees  with 
suggestive  Hutchinson’s  teeth,  certain  vague 
cases  of  early  deafness,  eye  trouble  and  cases  of 
suspected  disturbance  of  the  central  nervous  sys- 
tem may  be  due  to  syphilis,  and  in  addition  to  a 
careful  physical  examination,  a Wassermann  test 
of  the  blood  should  be  taken.  The  best  treat- 
ment of  prenatal  syphilis  is,  after  all,  prophy- 
laxis. It  is  to  be  hoped  that  a utopia  will  be 
arrived  at  when  all  maternal  syphilis  will  be 
diagnosed  early  and  treated  thoroughly,  so  that 
prenatal  syphilis,  like  other  preventable  diseases, 
will  be  a thing  of  the  past. — Harold  N.  Cole, 
M.D.,  Cleveland,  Ohio,  Jour.  A.M.A.,  August  27, 
1937. 


Ninety-eight  entrants  sent  2,072  articles  to  the 
annual  art,  hobby  and  medical  history  exhibit  of 
the  Medical  Society  of  New  Jersey  at  its  recent 
annual  meeting. 


MEDICAL  RELIEF  BEING  STUDIED;  RECOMMENDATIONS  FOR 
REVISION  OF  OLD  LAWS  TO  BE  MADE  FOR  ACTION  BY  OHIO 
GENERAL  ASSEMBLY  AT  ITS  NEXT  REGULAR  SESSION 

Preliminary  Report  of  the  Sub-Committee  on  Poor  Relief 


ESTABLISHMENT  of  adequate  and  prac- 
tical methods  of  financing  and  administer- 
ing poor  relief  is  one  of  Ohio’s  unsolved 
problems,  despite  considerable  experimentation  on 
the  part  of  state  and  local  governments  during 
the  past  several  years. 

The  executive  and  legislative  branches  of  the 
state  government  and  officials  of  local  political 
subdivisions,  as  well  as  interested  individuals 
and  unofficial  groups  have  been  devoting  much 
time  and  effort  in  attempts  to  find  a solution. 
Some  communities  are  finding  it  almost  impos- 
sible to  cope  with  the  problem.  Suggestions  for 
solutions  have  been  numerous  but  efforts  to  try 
to  consolidate  all  groups  on  common  ground  have 
failed.  There  is  much  duplication  in  relief  ac- 
tivities, overlapping  of  authority  and  responsi- 
bility, and  waste  of  effort,  as  well  as  money.  It 
is  not  a pretty  picture. 

The  day  is  rapidly  approaching  when  steps 
must  be  taken  in  Ohio  to  overhaul  relief  ma- 
chinery and  establish  by  legislation,  modern  and 
practical  methods  of  providing  the  state’s  needy 
with  necessities. 

It  is  vital  that  organizations,  such  as  the  Ohio 
State  Medical  Association,  representing  a group 
of  individuals  directly  interested  in  the  relief 
problem,  should  make  a study  of  this  question  for 
the  purpose  of  formulating  constructive  sugges- 
tions which  can  be  presented  to  official  agencies 
and  the  Legislature  for  consideration  when  the 
job  of  modernizing  and  rejuvenating  Ohio’s  relief 
machinery  is  undertaken. 

WHY  COMMITTEE  WAS  CREATED;  WHY  IT  HAS 
HAD  TO  MOVE  SLOWLY 

Obviously,  the  medical  profession  and  medical 
organization  of  Ohio  are  primarily  interested  in 
one  special  phase  of  the  relief  problem — the 
medical  aspects,  although  it  may,  and  should, 
offer  suggestions  on  all  phases  of  this  big  prob- 
lem. It  should  be  assumed  that  the  medical  pro- 
fession will  be  looked  to  for  advice  and  guidance 
on  the  medical  angles  of  the  question.  It  should 
be  ready  and  willing  to  offer  suggestions  and 
recommendations  at  the  appropriate  time. 

Realizing  this,  the  House  of  Delegates  of  the 
Ohio  State  Medical  Association  authorized  the 
Council  to  initiate  a study  of  the  medical  relief 
problem  and  take  steps  at  the  appropriate  time 
to  sponsor  proposed  legislation  to  correct  and 


improve  statutes  dealing  with  the  provision  and 
administration  of  medical  relief. 

Subsequently,  the  Council  approved  the  ap- 
pointment of  a Sub-Committee  on  Poor  Relief 
serving  under  the  Committee  on  Public  Relations 
and  Economics  to  carry  out  the  purposes  sum- 
marized above. 

That  committee  is  now  at  work.  Up  to  this 
time  it  has  been  practically  impossible  for  the 
committee  to  make  any  headway  because  of  un- 
usual, uncertain  and  at  times  chaotic  conditions 
in  the  field  of  relief,  which  developments  will  be 
summarized  later  in  this  report.  Now,  however, 
the  relief  situation  has  crystallized  to  such  an 
extent  that  the  committee  can  start  to  assemble 
data,  establish  contacts  with  other  interested 
groups,  and  set  certain  definite  goals  which  it 
hopes  can  be  attained.  Members  of  the  medical 
profession  and  county  medical  societies  through- 
out the  state  will  be  called  upon  by  the  com- 
mittee to  cooperate  and  assist.  Much  research 
will  have  to  be  done.  Conferences  with  other 
organizations  will  need  to  be  held.  After  facts 
and  recommendations  have  been  compiled,  it  will 
be  necessary  to  present  a report  to  the  Council 
for  official  action  before  steps  can  be 'initiated  to 
have  such  recommendations  presented  and  con- 
sidered by  the  State  Legislature. 

SUDDEN  CHANGES  AND  UNCERTAINTY  HAVE 
COMPLICATED  THE  RELIEF  SITUATION 

So  that  members  of  the  Ohio  State  Medical  As- 
sociation will  have  a better  understanding  of  the 
complications  and  ramifications  of  the  relief 
problem  and  some  of  the  situations  which  con- 
front the  Sub-Committee  on  Poor  Relief,  the  fol- 
lowing summary  of  the  relief  question  as  it  exists 
today  and  some  of  the  developments  during  the 
past  four  years,  is  presented. 

Previous  to  the  recent  economic  depression, 
furnishing  of  relief  to  the  needy  was  not  the 
gigantic  problem  which  it  has  been  for  the  past 
four  or  five  years.  Some  of  the  responsibility  was 
assumed  by  voluntary  charitable  organizations. 
Relief  activities  financed  with  public  funds  were 
carried  on  by  local  political  subdivisions — town- 
ships, counties  and  municipalities.  Care  of  the 
poor  is  provided  for  in  general  statutes.  Many  of 
them  have  been  in  existence  for  as  long  as  40  to 
50  years.  Some  of  these  laws  had  become  obsolete 
and  unworkable  but  because  there  was  no  par- 
ticular acuteness  in  the  relief  situation,  public 
interest  in  such  activities  lagged.  Little  thought 


1247 


1248 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  11 


was  given  to  the  matter  of  modernization  and 
recodification  of  these  statutes. 

In  1932,  the  relief  problem  became  acute  and 
national  in  scope.  A State  Relief  Commission  was 
established  in  Ohio  to  allocate  state  funds  to 
cities,  counties  and  townships  and  assist  local 
subdivisions  in  administering  relief.  The  Federal 
Government  entered  the  picture  in  1933  with 
financial  aid,  necessitating  additional  administra- 
tive procedure.  The  state  and  Federal  relief  ac- 
tivities were  designated  as  “emergency  relief”  pro- 
grams and  designed  primarily  to  provide  relief 
for  the  temporarily  unemployed  and  needy.  How- 
ever, many  local  communities  had  no  relief  funds 
except  those  received  from  the  state  and  Fed- 
eral governments.  The  result  was  that  the 
emergency  relief  programs  supplanted  former  re- 
lief activities  and  emergency  agencies  took  over 
relief  administration,  virtually  nullifying  respon- 
sibilities and  procedures  provided  in  the  perma- 
nent relief  statutes. 

This  situation  continued  in  some  form  or  other 
until  the  Spring  of  1937  when  the  State  Legis- 
lature, then  in  session,  did  not  re-enact  expiring 
emergency  laws  which  had  provided  for  state  aid 
to  local  communities  and  had  centralized  the  ad- 
ministration of  relief  to  a certain  degree  under  a 
State  Relief  Commission.  The  Federal  Govern- 
ment had  retired  from  direct  relief  in  1936.  For 
the  past  six  months,  local  political  subdivisions 
have  been  “on  their  own”  for  the  most  part  and 
the  only  legal  provisions  governing  administra- 
tion of  relief  have  been  the  old  state  statutes 
previously  described. 

The  outlook  for  the  immediate  future  is  un- 
certain. Some  communities  are  asking  the  state 
to  resume  financial  and  administrative  assistance 
through  a centralized  agency.  Others  are  meet- 
ing relief  needs  with  local  funds  and  applying 
existing  permanent  statutes.  A joint  legislative 
committee  has  been  studying  the  question  and 
holding  hearings.  It  expects  to  submit  a report 
to  the  General  Assembly  when  and  if  the  As- 
sembly is  called  into  special  session  this  Fall  to 
take  up  emergency  relief  legislation.  A predic- 
tion cannot  be  made  at  this  time  as  to  what 
action  will  be  taken  by  the  Legislature  on  another 
“stop-gap”  relief  program. 

These  two  points  stand  out  in  this  maze  of 
developments : 

1.  As  long  as  relief  was  considered  an 
“emergency”  problem  and  as  long  as  the  state 
remained  as  the  principal  administrative  agency, 
there  was  little  demand  for  revision  of  the  perma- 
nent relief  statutes.  Such  statutes  were  virtually 
in  a state  of  coma.  The  state  was  assuming  most 
of  the  responsibility.  Groups  interested  in  re- 
vising and  recodifying  these  laws  rightly  con- 
cluded that  the  time  was  not  appropriate  for 
asking  the  General  Assembly  to  act  on  statutes 
which  were  not  being  administered.  They  felt 


that  the  situation  would  have  to  crystallize  before 
such  a request  could  be  made.  For  that  reason, 
an  official  study  of  the  medical  relief  question 
was  not  started,  only  the  machinery  created  for 
making  such  an  investigation  at  the  appropriate 
time. 

2.  Now  that  the  movement  to  decentralize  re- 
lief has  started,  the  time  has  arrived  for  actual 
work  in  securing  data  and  drafting  recommenda- 
tions for  changes  in  the  permanent  relief  statutes. 
There  is  no  certainty  as  to  when  the  opportunity 
for  submitting  recommendations  to  the  Legisla- 
ture will  arise.  The  possibility  that  revision  of 
the  permanent  statutes  will  be  undertaken  at  a 
special  session  of  the  General  Assembly  is  re- 
mote. The  Legislature’s  joint  committee  has 
been  considering  only  the  “emergency”  relief 
question  and  “emergency”  proposals.  Spokesmen 
for  the  committee  have  stated  that  complete  re- 
vision of  the  relief  statutes  will  not  be  under- 
taken now  and  that  this  task  should  be  assigned 
to  a special  committee,  with  orders  to  report  at  a 
later  session  of  the  General  Assembly,  probably 
the  next  regular  session  which  will  be  held  in 
1939.  If  this  situation  develops,  the  Sub-Com- 
mittee on  Poor  Relief  will  have  adequate  time  to 
make  a searching  study  of  the  problem  of  medical 
relief  and  to  carefully  formulate  its  recom- 
mendations. 

SOME  OF  THE  IMPORTANT  QUESTIONS  WHICH 
MUST  BE  CONSIDERED  AND  ANSWERED 

The  responsibilities  placed  upon  the  shoulders 
of  the  Sub-Committee  on  Poor  Relief  are  im- 
portant. The  task  of  investigating  medical  relief 
and  recommending  legislative  proposals  will  not 
be  simple.  The  committee  will  need  the  active 
assistance  and  cooperation  of  all  physicians 
throughout  the  state. 

To  give  the  membership  some  idea  of  the  im- 
portance of  the  work  confronting  the  committee, 
the  following  questions  are  some  of  the  more 
important  ones  which  must  be  considered  by  the 
committee  before  any  report  can  be  written  and 
recommendations  submitted: 

1.  Are  the  old  relief  laws,  known  as  the 
permanent  relief  statutes  and  which  have  been  in 
existence  for  many  years,  especially  those  relat- 
ing to  medical  relief,  in  need  of  revision?  If  so, 
how  should  they  be  revised? 

2.  Should  relief  be  administered  by  local 
political  subdivisions  (townships,  counties  and 
cities)  or  by  the  state  through  a centralized 
agency,  bureau  or  commission? 

3.  If  administration  of  relief  is  to  be  on  a 
local  basis,  should  the  setup  be  by  townships, 
counties  and  cities,  respectively,  or  on  a com- 
bined, county-wide  basis  ? 

4.  If  a local  setup  is  the  better,  should  a new 
administrative  agency  be  created  within  each 
county  or  should  this  responsibility  continue  with 
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township  trustees,  county  commissioners  and  city 
officials  ? 

5.  Is  the  creation  of  a county  department  of 
welfare,  under  which  would  be  consolidated  all 
relief  activities,  the  solution  of  the  problem?  Is 
there  any  other  existing  county-wide  agency 
capable  of  taking  over  this  function?  Should 
there  be  a medical  bureau  within  the  county  re- 
lief administration? 

6.  If  state-administered  relief  is  contemplated, 
what  should  be  the  character  of  the  administra- 
tive agency  ? Should  there  be  an  independent 
relief  commission?  Should  a relief  bureau  within 
the  State  Department  of  Public  Welfare  be 
established?  Should  administration  of  relief  be 
delegated  to  the  State  Division  of  Public  Assist- 
ance which  now  administers  relief  to  the  blind, 
crippled  children,  dependent  children,  aged,  etc., 
as  part  of  Ohio’s  Social  Security  Program?  How 
much  authority  should  be  invested  in  any  state 
agency  administering  relief? 

7.  How  should  poor  relief  be  financed? 

8.  Has  administration  of  relief  by  townships 
and  cities  proved  satisfactory?  If  not,  why? 

9.  Can  duplication  and  overlapping  of  relief 
activities  be  eliminated?  If  so,  how? 

10.  What  plan  should  be  adopted  for  the  re- 
muneration of  physicians  for  medical  care  of  the 
needy?  What  fees  should  be  expected  and  paid? 
Is  the  adoption  of  a fee  schedule  advisable?  Is 
the  so-called  “city  physician”  plan  a success? 
If  so,  why?  If  not,  why? 

11.  What  provision  should  be  made  for  the 
hospitalization  of  relief  clients?  How  should 
this  be  financed? 

12.  What  has  been  the  experience  in  ad- 
ministering medical  relief  in  typical  Ohio  coun- 
ties; in  other  states? 

In  a thorough  study  of  the  relief  question, 
these  questions  must  be  analyzed.  Because  medi- 
cal service  is  a fundamental  part  of  relief  gen- 
erally, the  medical  profession  should  be  pre- 
pared to  submit  suggestions  on  general  adminis- 
trative details  as  well  as  medical  problems.  All 
members  of  the  State  Association  should  volun- 
teer information  and  advice  to  assist  the  com- 
mittee in  attempting  to  answer  some  of  these 
questions. 

SUMMARY  OF  RELIEF  STATUTES,  APPENDED, 
SHOULD  BE  STUDIED 

Appended  to  and  a part  of  this  report  is  a 
compilation  of  the  more  important  permanent 
relief  statutes,  especially  those  dealing  with 
medical  service.  In  any  revision  or  revamping  of 
the  relief  program,  these  must  be  taken  into  con- 
sideration, and  revised  or  repealed.  They  should 
be  read  carefully  together  with  information 
which  has  been  submitted  to  the  membership 
from  time  to  time  in  The  Ohio  State  Medical 
Journal,  and  otherwise,  relative  to  relief  activities 


which  are  handled  independently  as  a part  of  the 
Social  Security  Program. 

The  Sub-Committee  on  Poor  Relief  is  prepar- 
ing to  attack  this  problem.  With  the  active  help 
of  the  membership  it  hopes  to  have  something 
constructive  to  recommend  to  the  Council  for 
adoption  and  subsequent  submission  to  the  Gen- 
eral Assembly. 

Respectfully  submitted, 

L.  H.  Schriver,  Cincinnati,  chairman. 
W.  K.  Stewart,  Youngstown, 

Charles  H.  Tate,  Dayton, 

R.  M.  Knoble,  Sandusky, 

Paul  H.  Beaver,  Leetonia, 

L.  D.  Allard,  Portsmouth, 

James  G.  Kramer,  Akron. 

DIGEST  OF  IMPORTANT  GENERAL  OHIO 
POOR  RELIEF  STATUTES 

SEC.  3476.  Trustees  and  Municipal  Officers 
Shall  Afford  Relief.  Subject  to  the  conditions, 
provisions  and  limitations  herein,  the  trustees  of 
each  township  or  the  proper  officers  of  each  city 
therein,  respectively,  shall  afford  at  the  expense 
of  such  township  or  municipal  corporation  public 
support  or  relief  to  all  persons  therein  who  are  in 
condition  requiring  it.  It  is  the  intent  of  this  act 
(G.C.  3476  et  seq.)  that  townships  and  cities  shall 
furnish  relief  in  their  homes  to  all  persons  need- 
ing temporary  or  partial  relief,  who  are  residents 
of  the  state,  county  and  township  or  city  as  de- 
scribed in  sections  3477  and  3479.  Relief  to  be 
granted  by  the  county  shall  be  given  to  those 
persons  who  do  not  have  the  necessary  residence 
requirements,  and  to  those  who  are  permanently 
disabled  or  have  become  paupers  and  to  such 
other  persons  whose  peculiar  condition  is  such 
they  can  not  be  satisfactorily  cared  for  except  at 
the  county  infirmary  or  under  county  control. 
When  a city  is  located  within  one  or  more  town- 
ships, such  temporary  relief  shall  be  given  only 
by  the  proper  municipal  officers,  and  in  such  cases 
the  jurisdiction  of  the  township  trustees  shall  be 
limited  to  persons  who  reside  outside  of  such  a 
city. 

SEC.  3477.  Legal  Settlement  Defined.  Each 
person  shall  be  considered  to  have  obtained  a 
legal  settlement  in  any  county  in  this  state  in 
which  he  or  she  has  continuously  resided  and 
supported  himself  or  herself  for  twelve  con- 
secutive months,  without  relief  under  the  pro- 
visions of  law  for  the  relief  of  the  poor,  or  relief 
from  any  charitable  organization  or  other 
benevolent  association  which  investigates  and 
keeps  a record  of  facts  relating  to  persons  who 
receive  or  apply  for  relief. 

SEC.  3478.  Defense  of  Trustees  in  Action  for 
Non-Support  of  Pauper.  In  an  action  to  compel 
the  support  or  relief  of  a pauper,  or  in  an  action 
based  upon  the  refusal  of  such  officers  to  afford 
support  or  relief  to  any  person,  it  shall  be  a 
sufficient  defense  for  the  township  trustees,  or 
proper  municipal  officers  to  show  that  such  per- 
son, during  the  period  necessary  to  obtain  a legal 
settlement  therein  has  been  supported  in  whole  or 
in  part  by  others  with  the  intention  to  thex’eby 
make  such  person  a charge  upon  such  township  or 
municipal  corporation.  The  fact  that  such  person, 
during  the  period  necessary  to  obtain  a legal  set- 


1250 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  11 


tlement  therein,  has  been  supported  in  whole  or 
in  part  by  others  shall  be  prima  facie  evidence  of 
such  intention.  (R.S.  Sec.  1492a.) 

SEC.  3479.  Who  Considered  Having  Legal  Set- 
tlement. A person  having  a legal  settlement  in 
any  county  in  the  state  shall  be  considered  as 
having  a legal  settlement  in  the  township,  or 
municipal  corporation  therein,  in  which  he  has 
last  resided  continuously  and  supported  himself 
for  three  consecutive  months  without  relief,  under 
the  provisions  of  law  for  the  relief  of  the  poor, 
or  from  any  charitable  organization  or  other 
benevolent  association  which  investigates  and 
keeps  a record  of  facts  relating  to  persons  who 
receive  or  apply  for  relief.  When  a person  has 
for  a period  of  more  than  one  year  not  secured  a 
legal  settlement  in  any  county,  township  or  city 
in  the  state,  he  shall  be  deemed  to  have  a legal 
settlement  in  the  county,  township  or  city  where 
he  last  has  such  settlement. 

SEC.  3480.  Relief,  How  Obtained;  Notice  to 
Trustees  or  Officers.  When  a person  in  a town- 
ship or  municipal  corporation  requires  public  re- 
lief, or  the  services  of  a physician  or  surgeon, 
complaint  thereof  shall  be  forthwith  made  by  a 
person  having  knowledge  of  the  fact  to  the  towrn- 
ship  trustees,  or  proper  municipal  officer.  If 
medical  services  are  required,  and  no  physician 
or  surgeon  is  regularly  employed  by  contract  to 
furnish  medical  attendance  to  such  poor,  the 
physician  called  or  attending  shall  immediately 
notify  such  trustees  or  officer,  in  writing,  that  he 
is  attending  such  person,  and  thereupon  the  town- 
ship or  municipal  coporation  shall  be  liable  for 
relief  and  services  thereafter  rendered  such  per- 
son, in  such  amount  as  such  trustees  or  proper 
officers  determine  to  be  just  and  reasonable.  If 
such  notice  be  not  given  within  three  days  after 
such  relief  is  afforded  or  services  begin,  the  town- 
ship or  municipal  corporation  shall  be  liable  only 
for  relief  or  services  rendered  after  notice  has 
been  given.  Such  trustees  or  officer,  at  any  time 
may  order  the  discontinuance  of  such  services, 
and  shall  not  be  liable  for  services  or  relief  there- 
after rendered.  (R.S.  Sec.  1494.) 

SEC.  3480-1.  Municipality  or  Township  of 
Legal  Settlement  of  Indigent  Person  Liable  for 
Medical  Services.  When  an  indigent  person  re- 
quiring medical  services  or  the  services  of  a hos- 
pital, in  cases  other  than  contagious,  has  a legal 
settlement  in  a municipality  or  township  within 
the  same  county  but  other  than  that  in  which  the 
service  is  rendered,  and  such  person  is  unable  to 
pay  the  expenses  of  such  service,  the  municipality 
or  township  rendering  such  service  shall  notify, 
in  writing,  the  proper  officials  of  the  municipality 
or  township  of  legal  settlement  of  such  person 
that  services  are  being  rendered.  Such  written 
notice  shall  be  sent  within  three  days  if  the  fact 
of  non-residence  is  disclosed  upon  the  beginning 
of  such  service  or  admission  to  such  hospital,  or 
within  three  days  after  discovery  of  such  fact  if 
the  same  be  not  disclosed  as  above.  Thereupon 
the  municipality  or  township  of  legal  settlement 
shall  be  liable  for  such  services  at  the  established 
rate  of  the  municipality  or  township  rendering 
such  service  and  shall  pay  for  the  same  within 
thix-ty  days  after  date  of  the  sworn  statement 
covering  such  expenses,  which  sworn  statement 
shall  be  sent  to  the  proper  officials  of  the 
municipality  or  township  of  legal  settlement 
within  twenty  days  after  the  discharge  of  such 
person.  If  the  notice  of  such  service  be  not  sent 
to  the  municipality  or  township  of  legal  settle- 


ment within  three  days  after  the  disclosure  by 
such  person  or  the  discovery  of  such  non-resi- 
dence, such  municipality  or  township  shall  be 
liable  only  after  the  receipt  of  such  notice. 
Nothing  herein  contained  shall  prevent  the  re- 
moval of  such  person,  or  the  assumption  of  care 
of  such  person,  by  the  municipality  or  township 
of  legal  settlement,  at  its  expense,  but  such  re- 
moval or  assumption  shall  not  relieve  such 
municipality  or  township  from  liability  for  the 
expenses  theretofore  incurred  by  the  municipality 
or  township  rendering  such  sex-vice.  The  muni- 
cipality or  township  of  legal  settlement  is  hereby 
subrogated  to  all  the  rights  of  the  municipality  or 
township  rendering  such  service  to  such  person. 

SEC.  3481.  Proper  Officers  Shall  Visit  Persons 
Requiring  Relief;  Examination  and  Report.  When 

complaint  is  made  to  the  township  trustees  or  to 
the  proper  officers  of  the  municipal  corporation 
that  a person  therein  requires  public  l-elief  or 
support,  one  or  more  of  such  officers,  or  some 
other  duly  authorized  person,  shall  visit  the  per- 
son needing  relief,  forthwith,  to  ascertain  his 
name,  age,  sex,  color,  nativity,  length  of  resi- 
dence in  the  county,  previous  habits  and  present 
condition  and  in  what  township  and  county  in 
this  state  he  is  legally  settled.  The  information 
so  ascertained  shall  be  tx-ansmitted  to  the  town- 
ship clex-k,  or  proper  officer  of  the  municipal  cor- 
poration, and  l-ecorded  on  the  proper  records. 
No  relief  or  suppoi’t  shall  be  given  to  a person 
without  such  visitation  or  investigation,  except 
that  within  counties,  whex-e  there  is  maintained 
a public  charity  organization,  or  other  benevolent 
association,  which  investigates  and  keeps  a 
record  of  facts  relating  to  persons  who  x-eceive  or 
apply  for  relief,  the  infii-mary  superintendents, 
township  trustees  or  officers  of  a city  shall  ac- 
cept such  investigation  and  information  and  may 
grant  relief  upon  the  approval  and  recommenda- 
tion of  such  oi-ganization.  Every  reasonable  effort 
shall  be  made  by  the  township  trustees  and 
municipal  officers  to  secure  aid  from  relatives  and 
interested  ox-ganizations  before  granting  relief 
from  public  funds. 

SEC.  3482.  Removal  of  Foreign  Paupers  to 
Their  Own  County;  Removal  Expenses.  When  it 
has  been  so  ascertained  that  a person  requiring 
relief  has  a legal  settlement  in  some  other  county 
of  the  state,  such  trustees  or  officers  shall  im- 
mediately notify  the  infirmary  superintendent  of 
the  county  in  which  the  person  is  found,  who,  if 
his  health  pex-mits,  shall  immediately  remove  the 
person  to  the  infirmary  of  the  county  of  his  legal 
settlement.  If  such  person  refuses  to  be  removed, 
on  the  complaint  being  made  by  the  infii-mary 
superintendent,  the  probate  judge  of  the  county 
in  which  the  person  is  found  shall  issue  a warrant 
for  such  removal,  and  the  county  wherein  the 
legal  settlement  of  the  person  is,  shall  pay  all 
expenses  of  such  removal  and  the  necessary 
charges  for  relief  and  in  case  of  death  the  ex- 
pense of  burial  if  a written  notice  is  given  the 
county  commissioners  thereof  within  twenty  days 
after  such  legal  settlement  has  been  ascex-tained. 

SEC.  3483.  Notice  to  Other  County;  Action  for 
Recovery.  Upon  refusal  or  failure  to  pay  such 
expenses,  such  board  of  county  commissioners 
may  be  compelled  so  to  do  by  a civil  action 
against  them  by  the  board  of  county  commis- 
sioners of  the  county  from  which  such  person  is 
removed,  in  the  coux-t  of  common  pleas  of  the 
county  to  which  such  removal  is  made.  If  such 
notice  is  not  given  within  twenty  days  after  such 
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board  of  county  commissioners  ascertain  such 
person’s  residence,  and  within  ninety  days  after 
such  relief  has  been  afforded,  the  board  of  county 
commissioners  where  such  person  belongs  shall 
not  be  liable  for  charges  or  expenditures  acci’uing 
prior  to  such  notice. 

SEC.  3484.  Removal  of  Indigent  Persons  to 
Their  Own  Counties.  When  the  trustees  of  a 
township,  or  proper  officers  of  a municipal  cor- 
poration in  a county  in  the  state  in  which  there 
is  no  county  infirmary  ascertain  that  any  person, 
requiring  relief,  in  such  township  or  municipal 
corporation  has  a legal  settlement  in  another 
county  of  the  state,  they  shall  immediately  notify 
the  board  of  county  commissioners  thereof  to  re- 
move such  person  to  the  infirmary  of  such  county. 
Should  his  health  permit,  such  board  of  county 
commissioners  shall  immediately  remove  such 
person  to  their  infirmary,  and,  if  within  twenty 
days  after  such  legal  settlement  is  ascertained,  a 
written  notice  is  given  them,  to  pay  all  expenses 
theretofore  incurred  for  his  relief  in  the  township 
or  municipal  corporation  in  which  such  person  is 
found.  Upon  their  refusal  or  failure  to  so  remove 
such  person,  the  trustees  of  such  township,  or 
proper  officers  of  a municipal  corporation,  may 
furnish  him  the  necessary  relief  and  collect  the 
amount  thereof  from  such  board  of  county  com- 
missioners by  a civil  action,  in  the  name  of  such 
township  trustees,  or  of  such  municipal  officers  in 
the  court  of  common  pleas  of  the  county  in  which 
such  infirmary  is  situated. 

SEC.  3484-1.  Action  When  Indigent  Persons 
Refuse  to  be  Removed  to  Their  Own  Counties.  If 
a person  requiring  relief  whose  legal  settlement 
has  been  ascertained  to  be  in  some  other  county 
of  the  state  refuses  to  be  removed  thereto,  pur- 
suant to  section  3482  or  to  section  3484  of  the 
General  Code,  on  complaint  being  made  by  the 
officer  whose  duty  it  is  to  remove  him,  the  probate 
judge  of  the  county  in  which  the  person  is  found 
shall  issue  a warrant  for  such  removal.  In  ad- 
dition to  all  other  proceedings  for  the  removal 
of  a person  requiring  relief  to  another  county  of 
the  state  wherein  his  legal  settlement  may  be,  the 
township  trustees  or  the  proper  officers  of  the 
municipal  corporation  in  which  a person  requir- 
ing public  relief  is  found  or  resident  taxpayer  of 
the  county  may  institute  proceedings  in  the  pro- 
bate court  of  such  county  to  determine  the  legal 
settlement  of  such  person  and  procui'e  his  re- 
moval thereto.  Such  proceedings  shall  be  by 
petition  which  shall  be  sufficient  if  it  states  the 
facts  required  by  section  3481  of  the  General 
Code  to  be  ascertained.  The  county  commissioners 
of  the  county  in  which  such  person  is  alleged  to 
have  a legal  settlement  shall  be  made  parties  and 
summons  issued  to  them  as  in  civil  actions.  The 
proceedings  may  be  set  down  for  hearing  at  any 
time  after  the  return  day  of  the  summons  and 
shall  be  deemed  at  issue  without  further  plead- 
ing. If  upon  the  evidence  the  person  is  found  to 
require  public  relief  or  support  and  that  he  is 
legally  settled  in  the  township  and  county  al- 
leged in  the  petition  a warrant  for  his  removal  to 
said  county  shall  be  issued  by  the  probate  judge 
and  judgment  shall  be  rendered  for  costs  and  all 
charges  and  expenditures  for  which  the  commis- 
sioners of  said  county  shall  be  liable  by  virtue  of 
notice  similar  to  that  provided  for  in  sections 
3482  and  3483  of  the  General  Code,  which  notice 
for  the  purpose  of  action  herein  provided  for  may 
be  given  by  a board,  officer  or  person  authorized 
to  bring  such  action. 


SEC.  3484-2.  When  Medical  Services  in  County 
Not  Legal  Settlement.  When  a person  requiring 
medical  services  or  the  services  of  a hospital,  in 
cases  other  than  contagious,  has  a legal  settle- 
ment in  a county  other  than  the  one  in  which  such 
service  is  rendered,  and  is  unable  to  pay  the  ex- 
penses of  such  service,  and  such  service  is  ren- 
dered by  a municipality  or  township,  the  muni- 
cipality or  township  rendering  such  service  shall 
notify  in  writing  the  county  commissioners  of  the 
county  of  legal  settlement  that  such  service  is 
being  rendered.  Such  written  notice  shall  be  sent 
within  three  days  if  the  fact  of  non-residence  is 
disclosed  upon  the  beginning  of  such  service,  or 
admission  to  such  hospital,  or  within  three  days 
after  the  discovery  of  such  fact,  if  the  same  be 
not  disclosed  as  above.  Within  twenty  days  after 
the  discharge  of  such  person,  or  the  rendering  of 
the  last  service,  the  municipality  or  township 
rendering  such  service  shall  send  a notice  thereof, 
and  a sworn  statement  of  its  expenses,  at  the 
established  rate  of  the  municipality  or  township 
therefor,  to  the  county  commissioners  of  the 
county  of  legal  settlement.  Thereupon  the  county 
of  legal  settlement  shall  be  liable  to  the  munici- 
pality or  township  rendering  such  service  for  the 
expenses  of  such  service,  including  hospital  ser- 
vice, at  the  established  rate  of  the  municipality 
or  township  therefor,  and  shall  pay  for  the  same 
within  thirty  days  after  date  of  the  sworn  state- 
ment of  expenses.  If  the  notice  of  the  rendering 
of  such  service,  required  to  be  sent  by  the  muni- 
cipality or  township  rendering  the  same,  be  not 
sent  within  three  days  after  the  disclosure  by 
such  person,  or  the  discovery  of  such  non-resi- 
dence, the  county  of  legal  settlement  shall  be 
liable  only  after  the  receipt  of  such  notice.  Noth- 
ing herein  contained  shall  prevent  the  removal  or 
assumption  of  care  of  such  person  by  the  county 
of  legal  settlement,  as  its  expense,  but  such  re- 
moval or  assumption  shall  not  relieve  such  county 
of  liability  for  the  expenses  theretofore  incurred 
by  the  municipality  or  township  rendering  such 
service.  Any  such  person  who  does  not,  upon 
discharge  from  such  hospital,  or  upon  the  render- 
ing of  the  last  service,  pay  the  expenses  of  such 
service,  at  the  established  rate  therefor,  shall  for 
the  purpose  of  this  act,  be  deemed  indigent  in 
so  far  as  the  municipality  or  township  rendering 
such  service  is  concerned.  The  county  of  legal 
settlement  is  hereby  subrogated  to  all  the  rights 
of  the  municipality  or  township  rendering  such 
service  to  such  person. 

SEC.  3488.  Relief  in  Counties  Having  no  In- 
firmary. When  the  trustees  of  a township  in  a 
county  having  no  county  infirmary,  are  satisfied 
that  a person  in  such  township  ought  to  have 
public  relief  they  shall  afford  such  relief  at  the 
expense  of  their  township  as  in  their  opinion  the 
necessities  of  the  person  require.  When  more  than 
temporary  relief  is  required,  they  shall  post  a 
notice  in  three  public  places  in  the  township, 
specifying  a time  and  place  at  which  they  will 
re’ceive  proposals  for  the  maintenance  of  such 
person,  which  notice  shall  be  posted  at  least 
seven  days  before  the  day  therein  named  for  re- 
ceiving proposals. 

SEC.  3490.  Medical  Relief  of  Poor  in  Town- 
ships or  Corporations.  The  trustees  of  a town- 
ship, or  the  proper  officers  of  a municipal  cor- 
poration in  any  county,  may  contract  with  one  or 
more  competent  physicians  to  furnish  medical  re- 
lief and  medicines  necessary  for  the  persons  who 
come  under  their  charge  under  the  poor  laws,  but 
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no  contract  shall  extend  beyond  one  year.  Such 
physician  shall  report  quarterly  to  the  clerk  of 
the  township  or  municipality,  on  blanks  furnished 
him  for  that  purpose,  the  names  of  all  persons  to 
whom  he  has  furnished  medical  relief  or  medi- 
cines, the  number  of  visits  made  in  attending 
such  person,  the  character  of  the  disease,  and 
such  other  information  as  may  be  required  by 
such  trustees  or  officers.  (R.S.  Sec.  1499-1.) 

SEC.  3491.  To  Whom  Contract  Shall  Be 
Awarded.  Such  contracts  shall  be  given  to  the 
lowest  competent  bidder.  The  trustees  or  muni- 
cipal officers  shall  reserve  the  right  to  reject  any 
and  all  bids,  and  to  annul  such  contract  at  any 
time  for  proper  cause.  (R.S.  Sec.  1499-2.) 

SEC.  3492.  Non-Liability  After  Contract.  When 
the  township  trustees  or  the  officers  of  a muni- 
cipal corporation  enter  into  such  contract,  such 
township  or  municipality  shall  not  be  liable  for 
any  relief  thereafter  otherwise  furnished  such 
person,  so  long  as  such  contract  remains  in  force. 

SEC.  4438.  When  Person  Quarantined  in  County 
Not  Legal  Settlement.  When  a person  with  a 
contagious  disease,  quarantined  in  a county  by  a 
city  or  general  health  district  has  a legal  settle- 
ment in  another  county  of  the  state,  and  such  per- 
son is  unable  to  pay  the  expenses  of  such  service, 
the  city  or  general  health  district  rendering  such 
service  shall  notify  in  writing  the  county  com- 
missioners of  the  county  of  legal  settlement  that 
such  services  are  being  rendered.  Such  written 
notice  shall  be  sent  within  three  days  if  the  fact 
of  non-residence  is  disclosed  upon  the  beginning 
of  such  service  or  admission  to  a hospital  or  other 
institution,  of  quarantine,  or  within  three  days 
after  the  discovery  of  such  fact  if  the  same  be 
not  disclosed  as  above.  Within  twenty  days  after 
the  discharge  of  such  quarantined  person,  the 
health  commissioner  of  the  city  or  general  health 
district  shall  send  a notice  of  such  discharge  and 
a sworn  statement  of  the  expenses,  either  actual 
or  at  the  established  rate  of  the  hospital  or  other 
institution  of  quarantine  to  the  commissioners  of 
the  county  of  legal  settlement.  Thereupon  the 
county  of  legal  settlement  shall  be  liable  to  the 
city  or  general  health  district  rendering  such  ser- 
vice, and  shall  pay  for  the  same  within  thirty 
days  after  date  of  the  sworn  statment  of  expenses. 
If  the  notice  of  the  rendering  of  such  service,  re- 
quired to  be  sent  by  the  health  commissioner,  be 
not  sent  within  three  days  after  the  disclosure  by 
the  person  quarantined,  or  the  discovery  of  such 
non-residence,  the  county  of  legal  settlement 
shall  be  liable  only  after  the  receipt  of  such 
notice.  Nothing  herein  contained  shall  prevent 
the  removal  of  such  quarantined  person  by  the 
county  of  legal  settlement,  at  its  expense,  but 
such  removal  shall  not  relieve  the  county  of  legal 
settlement  for  the  expenses  theretofore  incurred 
by  the  city  or  general  health  district  in  which 
such  person  has  been  quarantined.  Any  such  per- 
son who  does  not,  upon  discharge,  pay  the  ex- 
penses of  such  quarantine,  shall,  for  the  purposes 
of  this  act,  be  deemed  indigent  in  so  far  as  the  city 
or  general  health  district  is  concerned.  The 
county  of  legal  settlement  is  hereby  subrogated 
to  all  the  rights  of  the  city  or  general  health  dis- 
trict in  which  such  service  was  rendered. 

SEC.  4438-1.  When  Quarantined  in  City  Not 
Legal  Settlement.  When  a person  with  a con- 
tagious disease,  quarantined  by  a city  or  general 
health  district,  has  a legal  settlement  in  a 
municipality  or  township  within  the  same  county 


but  other  than  that  in  which  quarantined,  and 
such  person  is  unable  to  pay  the  expenses  of  such 
service,  the  city  or  general  health  district  render- 
ing such  service  shall  notify,  in  writing,  the 
proper  officials  of  the  municipality  or  township  of 
legal  settlement  of  such  person  that  such  services 
are  being  rendered.  Such  written  notice  shall  be 
sent  within  three  days  if  the  fact  of  non-residence 
is  disclosed  upon  the  beginning  of  such  service 
or  admission  to  a hospital  or  other  institution  of 
quarantine,  or  within  three  days  after  discovery 
of  such  fact  if  the  same  be  not  disclosed  as 
above.  Thereupon  the  municipality  or  township 
of  legal  settlement  shall  be  liable  for  such  ex- 
penses, either  actual  or  at  the  established  rate  of 
the  hospital  or  other  institution  of  quarantine, 
and  shall  pay  the  same  within  thirty  days  after 
date  of  the  sworn  statement  covering  the  ex- 
penses of  such  quarantine,  which  sworn  state- 
ment shall  be  sent  to  the  proper  officials  of  the 
municipality  or  township  of  legal  settlement 
within  twenty  days  after  the  discharge  of  such 
quarantined  person.  If  the  notice  of  such  service 
be  not  sent  to  the  municipality  or  township  of 
legal  settlement  within  three  days  after  the  dis- 
closure by  the  person  quarantined  or  the  dis- 
covery of  such  non-residence,  the  municipality  or 
township  of  legal  settlement  shall  be  liable  only 
after  the  receipt  of  such  proper  notice.  Nothing 
herein  contained  shall  prevent  the  removal  of 
such  quarantined  person  by  the  municipality  or 
township  of  legal  settlement,  at  its  expense,  but 
such  removal  shall  not  relieve  such  municipality 
or  township  from  liability  for  the  expenses  there- 
tofore incurred  by  the  city  or  general  health  dis- 
trict in  which  such  person  has  been  quarantined. 
Any  such  person  who  does  not,  upon  discharge, 
pay  the  expenses  of  such  quarantine  shall,  for 
the  purpose  of  this  act,  be  deemed  indigent  in  so 
far  as  the  city  or  general  health  district  is  con- 
cerned. The  municipality  or  township  of  legal 
settlement  is  hereby  subrogated  to  all  the  rights 
of  the  city  or  general  health  district  in  which  such 
service  was  rendered. 

SEC.  4410.  Care  of  Sick  and  Quarantined  Per- 
sons. The  board  of  health  shall  care  for  the  sick 
poor  and  each  person  quarantined  when  such  per- 
son is  unable  to  pay  for  care  and  treatment,  and 
for  all  persons  sent  to  the  municipal  detention 
hospital  when  such  persons  are  unable  to  pay  for 
care  and  treatment. 

SEC.  2394-6.  Non-Institutional  Relief  for 
Needy  Persons.  In  addition  to  other  powers 
vested  in  it,  the  board  of  county  commissioners 
of  any  county  may  provide,  for  needy  persons 
therein  whose  condition  requires  it,  such  non- 
institutional  support,  care,  assistance,  or  relief  as 
such  persons  may  be  entitled  by  law  to  receive  at 
public  expense;  and  may  establish  a suitable 
office  or  agency  for  the  administration  thereof. 


Dr.  Gerber  Named  Spokesman 

Dr.  Samuel  R.  Gerber,  Cleveland,  coroner  of 
Cuyahoga  County,  was  recently  selected  by  the 
National  Association  of  Coroners  to  represent 
the  association  at  a conference  in  Washington, 
D.  C.,  with  the  American  Asociation  of  Motor 
Vehicles  Administrators  and  the  National  Safety 
Council,  to  promote  uniform  traffic  accident  re- 
porting and  statistics. 


OHIO  STATE  MEDICAL  ASSOCIATION  REGIONAL  POSTGRADUATE 
LECTURES  OPENED  AUSPICIOUSLY  AT  FINDLAY,  OCT.  21,  WITH 
FINE  ADDRESSES  AND  ATTENDANCE  OF  200 


ONE  of  the  most  important  and  promising 
new  activities  of  the  Ohio  State  Medical 
Association  was  launched  auspiciously  on 
Thursday  evening,  October  21,  when  the  opening 
session  of  the  first  course  of  Ohio  State  Medical 
Association  Regional  Postgraduate  Lectures  was 
held  at  the  Elks’  Home,  Findlay,  Ohio. 

Approximately  200  members  of  the  State  Asso- 
ciation, most  of  whom  reside  in  the  20  counties 
in  Northwestern  Ohio  comprising  Region  A,  at- 
tended the  opening  session. 

Lecturers  were  Dr.  Roy  W.  Scott,  Cleveland, 
professor  of  clinical  medicine,  Western  Reserve 
University,  who  spoke  on  “Rheumatic  Heart  Dis- 
ease”, and  Dr.  William  H.  Bunn,  Youngstown, 
chief,  cardiac  clinic,  Youngstown  Hospital,  whose 
subject  was  “Anatomy  and  Physiology  of  the 
Heart;  Causes  of  Heart  Disease;  General  Prob- 
lems of  Cardiac  Failure”. 

The  addresses  were  general  and  clinical  iu 
scope  and  designed  especially  for  physicians  en- 
gaged in  general  practice.  Judging  from  the 
favorable  comments  made  by  many  in  attendance 
the  lectures  were  of  unusual  interest  and  ex- 
ceptionally instructive,  appealing  not  only  to  gen- 
eral practitioners  but  specialists  as  well. 

STATE  ASSOCIATION  OFFICIALS  THERE 
The  presence  of  a large  number  of  officials  of 
the  State  Association  was  evidence  of  the  im- 
portance attached  to  this  new  activity.  Among 
the  officers  and  committeemen  who  were  present 
and  introduced  were:  Dr.  J.  H.  J.  Upham,  Co- 
lumbus, president  of  the  American  Medical  As- 
sociation; Dr.  John  B.  Alcorn,  Columbus,  presi- 
dent of  the  Ohio  State  Medical  Association;  Dr. 
Barney  J.  Hein,  Toledo,  president-elect  of  the 
Ohio  State  Medical  Association;  Dr.  R.  R.  Hen- 
dershott,  Tiffin,  past-president  of  the  State  As- 
sociation; Dr.  Clyde  L.  Cummer,  Cleveland,  past- 
president  and  chairman  of  the  Committee  on  Edu- 
cation, Ohio  State  Medical  Association;  Dr.  O.  P. 
Klotz,  Findlay,  Dr.  E.  J.  McCormick,  Toledo,  and 
Dr.  C.  C.  Sherburne,  Columbus,  councilors  re- 
spectively of  the  Third,  Fourth  and  Tenth  Dis- 
tricts; Dr.  Jonathan  Forman,  Columbus,  editor, 
Ohio  State  Medical  Journal,  Dr.  Harry  S.  Noble, 
St.  Marys,  vice-chairman,  Committee  on  Educa- 
tion; Charles  S.  Nelson,  Columbus,  and  George 
H.  Saville,  Columbus,  executive  secretary  and 
assistant  executive  secretary  of  the  State  Asso- 
ciation. 

NEXT  SESSION  AT  DEFIANCE,  NOV.  4 
The  session  was  opened  by  Dr.  Cummer,  chair- 
man of  the  Committee  on  Education  which  form- 


ulated the  Regional  Postgraduate  Lectures  plan 
and  is  directing  the  courses,  who  introduced  Dr. 
B.  F.  Mowry,  Findlay,  and  Dr.  D.  J.  Slosser,  De- 
fiance, co-chairmen  of  Region  A.  Dr.  Mowry  pre- 
sided during  the  session. 

During  a brief  intermission  Dr.  Slosser  urged 
a large  attendance  at  the  next  session  which  will 
be  held  Thursday  evening,  November  4,  at  the 
High  School  Auditorium,  Defiance,  when  ad- 
dresses will  be  made  by  Dr.  Leslie  L.  Bigelow, 
Columbus,  on  “Intestinal  Obstruction”,  and  by 
Dr.  Parke  G.  Smith,  Cincinnati,  on  “Infections  of 
the  Urinary  Tract”. 

SUMMARY  OF  PROGRAM 

The  program  for  the  remainder  of  the  course 
follows: 

November  18 — Findlay — “Prenatal  and  Post- 
natal Care;  Management  of  Pregnancy”,  Dr. 
Loyal  E.  Leavenworth,  Canton;  “Diagnosis  and 
Treatment  of  Early  Syphilis”,  Dr.  Harold  N. 
Cole,  Cleveland. 

December  2 — Defiance — “Common  Lesions  of 
the  Cervix;  Differential  Diagnosis;  Preventive 
Measures  and  Treatment”,  Dr.  William  H.  Weir, 
Cleveland;  “Scarlet  Fever”,  Dr.  James  G.  Kramer, 
Akron. 

December  16 — Findlay — “Pneumonia”,  Dr.  Julien 
E.  Benjamin,  Cincinnati;  “Clinical  Aspects  of 
Tuberculosis  in  Infancy  and  Childhood”,  Dr.  A. 
Graeme  Mitchell,  Cincinnati. 

January  6 — Defiance — “Chronic  Arthritis- 
Medical  Aspects”,  Dr.  A.  B.  Brower,  Dayton; 
“Chronic  Arthritis — Orthopedic  Aspects”,  Dr. 
William  R.  Hochwalt,  Dayton. 

January  20 — Findlay — -“Principles  of  Treat- 
ment of  Diabetes”,  Dr.  Henry  J.  John,  Cleveland; 
“Common  Psychoses”,  Dr.  Louis  J.  Karnosh, 
Cleveland. 

February  3— Defiance — “Cancer  of  the  Breast”, 
Dr.  John  W.  Means,  Columbus;  “Fungous  and 
Pyogenic  Infections  of  the  Skin”,  Dr.  Claude  B. 
Norris,  Youngstown. 

Sessions  will  start  at  7:00  P.M.  All  meetings 
in  Findlay  will  be  at  the  Elks’  Home,  and  in  De- 
fiance at  the  High  School  Auditorium. 

THOSE  WHO  REGISTERED 

Those  who  registered  at  the  Findlay  session, 
October  21,  were: 

F.  M.  Elliott,  Don  R.  Printz,  G.  S.  Wilcox,  Ada; 
W.  F.  Lehr,  Arlington;  Avery  D.  Powell,  Attica; 
C.  J.  Bondley,  Belle  Center;  F.  B.  Kaylor,  L.  A. 
Kleinhenz,  W.  G.  Stinchcomb,  Belief ontaine;  W. 
C.  Miller,  Belmore;  J.  H.  Varnum,  Benton  Ridge; 
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F.  V.  Boyle,  F.  D.  Halleck,  E.  H.  Mercer,  F.  L. 
Sterling,  Thos.  W.  Whitacre,  R.  N.  Whitehead, 
Bowling  Green;  M.  R.  Bixel,  M.  D.  Soash,  B.  W. 
Travis,  Bluffton;  M.  F.  Axthelm,  Caledonia;  F.  M. 
Hartsook,  Cardington;  S.  R.  Bame,  H.  K.  Van- 
Buren,  Carey;  W.  C.  Scheidt,  Celina;  C.  L.  Cum- 
mer, Cleveland;  J.  J.  Gedert,  Clyde;  J.  B.  Alcorn, 
Jonathan  Forman,  C.  C.  Sherburne,  J.  H.  J.  Up- 
ham,  Columbus; 

C.  W.  Bird,  W.  R.  Flanagan,  H.  A.  Lewis,  B.  E. 
Watterson,  Continental;  S.  E.  Gates,  Cygnet;  D. 
J.  Slosser,  E.  C.  Wurst,  Defiance;  Byron  B. 
Blank,  DeGraff;  P.  S.  Bishop,  Delta;  B.  L.  John- 
son, Deshler;  C.  R.  Blosser,  Dunkirk;  B.  Frank 
Thutt,  Elida;  H.  O.  Crosby,  L.  H.  Goodman, 
Myron  Hanna,  John  V.  Hartman,  O.  P.  Klotz, 
John  Hugh  Marshall,  B.  F.  Mowry,  Edw.  W. 
Misamore,  P.  C.  Pennington,  E.  E.  Rakestraw, 
R.  S.  Rilling,  E.  J.  Thomas,  S.  F.  Whisler,  Frank 
M.  Wiseley,  Findlay;  J.  F.  Holtzmuller,  Forest; 

G.  H.  W.  Bruggemann,  J.  H.  Norris,  F.  H.  Pen- 
nell, Fostoria; 

J.  C.  Boyce,  D.  W.  Philo,  Carl  J.  Wolf,  Fre- 
mont; C.  J.  Wood,  Genoa;  R.  Allen  Eyestone,  Gib- 
sonburg;  0.  S.  Robuck,  Gomer;  D.  R.  Barr,  Grand 
Rapids;  R.  L.  Davis,  C.  G.  Hissong,  Hamler;  F.  F. 
DeMuth,  S.  E.  DeMuth,  J.  S.  Hull,  Hicksville;  C. 
B.  Geiger,  Holgate;  Dan  B.  Spitler,  Hoytville;  R. 
L.  Biedermann,  Jenera;  Calvin  G.  Jackson,  Henri 
A.  Kerns,  R.  C.  McNeill,  John  A.  Mooney,  Ken- 
ton; W.  D.  Hickey,  Leipsic;  B.  J.  George,  G.  M. 
Wright,  Liberty  Center; 

H.  L.  Basinger,  W.  W.  Beauchamp,  Burt  Hib- 
bard, G.  E.  Jones,  Nathan  Karb,  R.  B.  Krouse, 
Walter  A.  Noble,  E.  B.  Pedlow,  M.  B.  Rice,  H.  C. 
Weisenbarger,  Lima;  A.  A.  Babione,  Luckey;  J. 

H.  Fiser,  Malinta;  LeRoy  L.  Belt,  Marblehead; 
J.  W.  Bull,  Maud  L.  Bull,  J.  H.  Jackson,  H.  K. 
Mouser,  Robert  Ramroth,  A.  A.  Starner,  Marion; 
W.  M.  Gills,  Maumee;  M.  A.  Darbyshire,  Me- 
Comb;  Lee  E.  Traul,  John  Traul,  Middleburg; 
Frank  H.  Sweeney,  Mt.  Gilead; 

F.  R.  Bolles,  C.  M.  Harrison,  Thomas  Quinn, 
Napoleon;  W.  E.  McKee,  Ney;  C.  S.  Cavett,  E.  D. 
Foltz,  E.  A.  Powell,  North  Baltimore;  Geo.  A. 
Boon,  Alexander  Mack,  Oak  Harbor;  W.  J. 
Reuter,  Ohio  City;  C.  0.  Beardsley,  J.  R.  Echel- 
barger,  Ottawa;  0.  J.  Fatum,  Ottoville;  P.  D. 
Bixel,  H.  A.  Neiswander,  Pandora;  H.  W.  Dierk- 
sheide,  H.  E.  Ward,  Pemberville;  D.  R.  Canfield, 
Paul  F.  Orr,  Perrysburg;  Geo.  McGuffin,  Pettis- 
ville;  Cyrus  R.  Wood,  Port  Clinton;  H.  L.  Bying- 
ton,  John  J.  Stitt,  Rising  Sun;  John  F.  McHugh, 
L.  E.  Price,  Shelby;  George  W.  Demuth,  H.  C. 
Lindersmith,  Sherwood; 

H.  G.  Deerhake,  Spencerville;  Harry  S.  Noble, 
St.  Marys;  Wm.  H.  Price,  Stony  Ridge;  C.  G. 
Goll,  Stryker;  C.  W.  Montgomery,  F.  M.  Smith, 
Sycamore;  Proctor  Benner,  Robert  C.  Chamber- 
lain,  Wade  Chamberlin,  Chas.  F.  Daniel,  A.  W. 
Harrold,  R.  R.  Hendershott,  R.  E.  Hershberger, 
John  M.  Leahy,  Paul  J.  Leahy,  Edmund  F.  Ley, 
W.  W.  Lucas,  R.  F.  Machamer,  Victor  L.  Magers, 
Geo.  W.  Willard,  Tiffin; 

Frank  C.  Clifford,  Paul  R.  Ensign,  Hugh  M. 
Foster,  John  Gardiner,  Norris  W.  Gillette,  Mat- 
thew Ginsburg,  B.  J.  Hein,  Paul  Hohly,  Paul  M. 
Holmes,  J.  Lester  Kobacker,  Rollin  Kuebbeler,  E. 
J.  McCormick,  C.  L.  McKibben,  Nelson  Morris, 
Carll  S.  Mundy,  Foster  Myers,  C.  E.  Price,  M. 
Shaner,  Harry  M.  Scott,  W.  B.  Sloan,  Toledo;  J. 
Craig  Bowman,  R.  L.  Garster,  John  M.  Thompson, 
Upper  Sandusky;  S.  A.  Edwards,  B.  L.  Good,  J. 


R.  Jarvis,  Chas.  R.  Keyser,  Van  Wert;  Chas.  C. 
Berlin,  Theo.  A.  Campbell,  E.  F.  Heffner,  R.  C. 
Hunter,  S.  H.  Sibert,  Wapakoneta;  Lee  E.  Botts, 
Wm.  H.  Maddox,  Wauseon;  W.  V.  Stephenson, 
Woodville;  R.  A.  Firmin,  Zanesfield. 


Gold  Keys  Presented  Former  Montgomery 
County  Presidents 

Gold  keys  were  presented  to  17  former  presi- 
dents of  the  Montgomery  County  Medical  Society 
when  the  society  launched  its  Fall- Winter  season 
at  a meeting  October  1,  at  the  Biltmore  Hotel, 
Dayton.  Ralph  Peters,  son  of  the  late  Dr.  A.  0. 
Peters,  received  the  gold  key  for  his  father. 
Other  past  presidents  honored  were  Dr.  L.  G. 
Bowers,  for  whom  the  key  was  received  by  his 
son,  Dr.  A.  T.  Bowers;  Dr.  A.  B.  Brower,  Dr.  W. 
B.  Bryant,  Dr.  A.  W.  Carley,  Dr.  C.  N.  Chrisman, 
Dr.  H.  V.  Dutrow,  Dr.  A.  G.  Farmer,  Dr.  George 
Goodhue,  Dr.  H.  C.  Hanning,  Dr.  Howard  H. 
Herman,  Dr.  E.  M.  Huston,  Dr.  P.  H.  Kilbourne, 
Dr.  H.  F.  Koppe,  Dr.  A.  F.  Kuhl,  Dr.  C.  D.  Smith 
and  Dr.  C.  H.  Tate. 


Study  Delinquent  Tax  Problem 

A joint  legislative  and  public  commission  has 
begun  a study  seeking  to  devise  a plan  for  col- 
lecting almost  $210,000,000  in  delinquent  Ohio 
taxes. 

The  commission,  created  by  the  Legislature, 
organized  by  selecting  Representative  E.  J.  Gard- 
ner of  Butler  County  as  chairman,  J.  Edwin 
Smith,  Logan  County  prosecutor  as  vice  chair- 
man, and  Representative  W.  D.  Burgett,  of  Ash- 
tabula County,  as  secretary. 

The  commission  will  study  methods  used  in 
counties  which  have  had  success  in  collecting 
delinquent  taxes  and  determine  whether  these 
methods  may  be  used  effectively  in  other  coun- 
ties. 

According  to  the  research  division  of  the  State 
Tax  Commission,  the  total  delinquencies  appear- 
ing at  the  end  of  the  1936  collection  amounted  to 
$113,235,000  on  real  estate,  $82,683,000  in  special 
real  estate  assessments,  $12,414,000  on  tangible 
personal  property  and  $1,434,000  on  intangible 
personal  property. 


Wisconsin  Prexy  a Native  Ohioan 

The  new  president  of  the  State  Medical  Society 
of  Wisconsin,  Dr.  James  C.  Sargent,  Milwaukee, 
is  a native  Ohioan,  having  been  born  in  Piqua  in 
1892.  He  graduated  from  the  Ohio  State  Uni- 
versity College  of  Medicine  in  1915,  and  is  clinical 
professor  and  director  of  the  Division  of  Urology, 
Marquette  University  School  of  Medicine.  Dr. 
Sargent  is  a former  president  of  the  Wisconsin 
Urological  Society  and  of  the  Medical  Society  of 
Milwaukee  County. 


DISTRICT  AND  LOCAL  POSTGRADUATE  MEETINGS  DRAW  LARGE 
CROWDS;  PROGRAMS  FOR  GATHERINGS  IN  NOVEMBER 

OCTOBER,  1937,  undoubtedly  established  an  all-time  record  in  the  educational 
activities  carried  on  by  medical  organization  in  Ohio.  Five  Councilor  District 
meetings  were  held,  in  addition  to  a number  of  local  postgraduate  meetings, 
sponsored  by  county  medical  societies.  The  month’s  activities  were  climaxed  with  the 
opening  session  of  the  Ohio  State  Medical  Association  Regional  Postgraduate  Lectures 
at  Findlay,  an  article  on  which  will  be  found  elsewhere  in  this  issue.  On  this  and  the 
following  pages  will  be  found  news  articles  relative  to  the  district  and  local  meetings 
held  during  October  and  those  scheduled  during  November. 


Drs.  Lahey  and  Hurxthal  Speakers  at 
Toledo  Medical  Institute  to  Be 
Held  Friday,  Nov.  19 

The  Fourth  Annual  Postgraduate  Day  of  the 
Medical  Institute  of  Toledo  will  be  held  at  the 
Doermann  Theatre,  University  of  Toledo,  Friday, 
November  19. 

The  program  will  consist  of  a series  of  lectures 
on  “Thyroid  Diseases’’,  by  Dr.  Frank  H.  Lahey 
and  Dr.  Lewis  Hurxthal,  of  the  Lahey  Clinic,  Bos- 
ton, Mass. 

In  the  morning,  beginning  at  10  o’clock,  Dr. 
Lahey  will  conduct  a clinical  discussion  of  thy- 
roid diseases,  with  presentation  of  cases,  and  Dr. 
Hurxthal  will  speak  on  “Basal  Metabolism, 
Blood  Cholesterol,  Myxedema  and  the  Relation- 
ship to  Obesity  and  Endocrine  Disorders.” 

Beginning  at  2 o’clock  in  the  afternoon,  Dr. 
Lahey  will  lecture  on  “Thyroiditis,  Recurrent 
Laryngeal  Paralyses,  Complications  of  Hyper- 
thyroidism; Hyperthyroidism  and  Pregnancy; 
Hyperthyroidism  and  Tuberculosis;  Hyperthyroid- 
ism and  Diabetes”,  and  a motion  picture  film  on 
“Subtotal  Thyroidectomy”  will  be  shown.  Dr. 
Hurxthal  will  discuss,  “Postoperative  Tetany — 
Liver  Function  and  the  Blood  in  Thyroid  Dis- 
eases”. 

The  evening  program  beginning  at  8:30,  will 
consist  of  an  address  by  Dr.  Lahey  on  “The  Gen- 
eral Diagnosis  and  Management  of  Diseases  of 
the  Thyroid  and  Parathyroid”,  and  an  address  by 
Dr.  Hurxthal  on  “The  Heart  in  Hyperthyroidism; 
the  Heart  in  Myxedema”. 

The  Committee  on  Arrangements  consists  of 
Mr.  Philip  C.  Nash,  Dr.  John  T.  Murphy,  Dr. 
Barney  J.  Hein,  Dr.  H.  H.  M.  Bowman,  Dr.  Fred 
M.  Douglass  and  Dr.  E.  Benjamin  Gillette. 

Theye  is  no  registration  fee  for  this  lecture 
series.  All  members  of  the  medical  profession  are 
cordially  invited  to  attend. 


Varied  Program  Planned  For  Annual 
Postgraduate  Day  at  Akron 
Wednesday,  Nov.  10 

The  Sixth  Postgraduate  Day  of  the  Summit 
County  Medical  Society  will  be  held  at  the  May- 
flower Hotel,  Akron,  Wednesday,  November  10. 

The  speakers  will  be:  Dr.  B.  B.  Vincent  Lyon, 
associate  professor  of  medicine,  Jefferson  Medical 
College;  Dr.  Max  Cutler,  associate  professor  of 
surgery,  Northwestern  University  Medical 
School;  Dr.  Stewart  H.  Clifford,  instructor  in 
pediatrics,  Harvard  University  Medical  School, 
and  A.  R.  Jaqua,  assistant  editor.  Diamond  Life 
Bulletin,  Cincinnati. 

Three  papers  will  be  presented  at  the  after- 
noon session,  beginning  at  2 o’clock:  “Intra- 

cranial Hemorrhage  in  the  Newborn’’,  by  Dr.  Clif- 
ford; “Breast  Tumors”,  by  Dr.  Cutler,  and  “The 
Methods  of  Diagnosis  and  Treatment  of  Cholecy- 
stitis”, by  Dr.  Lyon. 

The  speaker  at  the  dinner  session  will  be  Mr. 
Jaqua,  on  “Economic  Pitfalls  for  the  Doctor  and 
His  Estate”. 

The  program  for  the  evening  session,  begin- 
ning at  7:30  o’clock,  will  be:  “The  Diagnosis  and 
Treatment  of  the  Important  Diseases  of  the  New- 
born”, by  Dr.  Clifford;  “Recent  Developments  in 
Radiation  Treatment  of  Cancer”,  by  Dr.  Cutler, 
and  “The  Diagnosis  and  Management  of  Peptic 
Ulcer”,  by  Dr.  Lyon. 

Registration  fee  is  $5,  including  the  dinner. 


Mayo  Foundation  Lectures 

A special  program  of  lectures  and  demonstra- 
tions will  be  held  under  the  direction  of  The 
Mayo  Foundation,  Rochester,  Minn.,  from  No- 
vember 8 to  12,  inclusive.  Mornings  will  be  de- 
voted to  clinics,  while  the  afternoon  and  evening 
programs  will  consist  of  symposiums  on  gastro- 
enterology, sulfanilamide  therapy,  hematology, 
neurology,  allergy,  diseases  of  the  chest  and 
cardiovascular  diseases.  Visiting  physicians  are 
invited  to  attend. 
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Graduate  Course  in  Venereal  Diseases  at 
Western  Reserve  University 

Graduate  courses  for  training-  in  the  various 
phases  of  venereal  disease  control  have  been  in- 
stituted by  Western  Reserve  University,  Cleve- 
land, Ohio,  under  authority  of  the  United  States 
Public  Health  Service  and  the  Ohio  State  Depart- 
ment of  Health. 

They  will  be  open  without  fees  to  health  offi- 
cers and  to  physicians  cooperating  with  state  and 
local  health  departments  in  the  states  of  Ohio, 
Michigan,  Indiana,  Illinois,  Wisconsin,  Minne- 
sota, Iowa,  Missouri,  Kansas,  Nebraska,  North 
Dakota  and  South  Dakota,  but  the  number  who 
can  be  admitted  is  limited.  The  course  may  be 
entered  at  any  time  when  a vacancy  exists, 
usually  for  a duration  of  three  or  four  months  or 
longer.  Visitors  may  also  be  admitted  for  shorter 
periods,  if  they  can  be  accommodated. 

The  training  will  be  informal  and  adapted  to 
the  individual  needs  of  those  taking  the  course. 
To  a clinician  in  a venereal  disease  clinic  much 
clinical  material  is  available  and  that  poi'tion  of 
the  training  will  be  stressed.  For  the  educator  in 
a state  health  department,  in  addition  to  the 
clinical  course,  source  material  for  talks  to  both 
lay  and  professional  groups  will  be  available  and 
the  student  will  be  expected  to  prepare  varied 
lectures.  For  the  health  department  officials  in 
addition  to  these  features,  case  finding,  case 
holding  and  morbidity  reporting  will  be  discussed 
more  fully. 

Ohio  physicians  who  desire  to  take  these  courses 
should  apply  through  the  State  Director  of 
Health,  Dr.  Walter  Hartung.  Application  blanks 
can  be  obtained  by  addressing  Dr.  C.  C.  Apple- 
white,  regional  consultant,  United  States  Public 
Health  Service,  Room  314,  U.  S.  Court  House, 
Chicago,  Illinois. 


Homecoming  Clinic  at  O.  S.  U.  Nov.  13 

Ohio  State  University  College  of  Medicine  will 
present  its  annual  Homecoming  Clinic,  at  Star- 
ling Loving  University  Hosptal,  Columbus,  on  the 
morning  of  November  13,  the  date  of  the  Ohio 
State-Illinois  football  game. 

The  program  will  consist  of  a series  of  surgical 
operations  from  8:00  A.M.  to  10:00  A.M.;  pre- 
sentation of  patients  by  the  various  departments 
— medical,  obstetrical,  pediatric,  gynecological, 
etc.,  from  9:00  A.M.  to  10:00  A.M.;  presentation 
of  medical  and  surgical  diagnostic  cases  from 
10:00  A.M.  to  11:00  A.M.,  and  a clinical-pathologi- 
cal conference  from  11:00  A.M.  to  11:30  A.M. 

Plans  are  being  formulated  for  the  105th  An- 
niversary Post-Collegiate  Clinical  Assembly  to  be 
held  at  Columbus,  March  3,  4 and  5,  1938.  The 
committee  in  charge  of  the  program  consists  of 
Dr.  Russel  G.  Means,  chairman;  Dr.  Jonathan 


Forman,  Dr.  Chas.  A.  Doan,  Dr.  H.  M.  Platter, 
Dr.  N.  P.  Hudson,  Dr.  I.  B.  Harris  and  Dr.  Verne 
A.  Dodd,  Columbus. 

Officers  of  the  Medical  Alumni  Division  of  the 
Ohio  State  University  Association  are:  Dr.  Waldo 
W.  Beck,  Toledo,  president;  Dr.  Chas.  T.  Atkinson, 
Middletown,  first  vice-president;  Dr.  Clyde  W. 
Kirkland,  Bellaire,  second  vice-president;  Dr. 
Forman,  secretary  and  historian,  and  Dr.  Means, 
chairman  of  meetings. 


Tuscarawas  County  Medical  Society  Holds 
Postgraduate  Session 

Thirty-eight  physicians  attended  a postgraduate 
study  meeting  arranged  by  the  Tuscarawas 
County  Medical  Society,  at  the  Hotel  Buckeye, 
Uhrichsville,  October  13.  At  the  morning  session 
a symposium  on  the  medical,  X-ray  and  surgical 
diagnosis  and  management  of  peptic  ulcer  was 
presented  by  Dr.  Carl  V.  Moore,  Dr.  Huston  F. 
Fulton  and  Dr.  Leslie  L.  Bigelow  of  the  faculty 
of  the  Ohio  State  University  College  of  Medicine. 
The  speakers  were  introduced  by  Dr.  J.  H.  J. 
Upham,  Dean  of  the  College.  Dr.  Upharn  also  was 
guest  of  honor  at  a dinner  at  which  he  talked  on 
some  of  the  problems  and  objectives  of  organized 
medicine.  At  the  afternoon  session  the  same 
speakers  discussed  “Diseases  of  the  Gallbladder 
and  Liver”.  The  program  was  arranged  by  the 
officers  of  the  Tuscarawas  County  Medical  So- 
ciety, Dr.  M.  W.  Everhard,  president,  and  Dr.  W. 
E.  Hudson,  secretary,  New  Philadelphia. 


Poliomyelitis  Program  Presented  at  Fall 
Meeting  of  Eighth  District 

An  excellent  discussion  of  “Acute  Anterior 
Poliomyelitis”  was  presented  by  Dr.  Frank  E. 
Stevenson,  associate  professor  of  pediatrics,  and 
Dr.  Merlin  L.  Cooper,  assistant  professor  of 
pediatrics,  University  of  Cincinnati  College  of 
Medicine,  at  the  annual  Fall  meeting  of  the 
Eighth  Councilor  District  of  the  Ohio  State  Medi- 
cal Association,  held  at  the  Zane  Hotel,  Zanes- 
ville, October  14.  Dr.  Stevenson  spoke  on  the 
clinical  aspects  of  the  disease  and  Dr.  Cooper,  its 
etiology  and  bacteriology.  Hon.  Wm.  Wetherald, 
mayor  of  Zanesville,  gave  an  address  of  welcome 
to  the  approximately  100  physicians  who  at- 
tended the  meeting.  The  program  was  arranged 
by  the  officers  of  the  district:  Dr.  E.  R.  Brush, 
Councilor,  Dr.  C.  M.  Rambo,  president,  and  Dr. 
D.  G.  Caudy,  secretary,  all  of  Zanesville. 

Among  the  physicians  who  registered  at  the 
meeting  were:  Geo.  F.  Swan,  Cambridge;  Lloyd 
Jonnes,  Circleville;  R.  D.  Book,  James  Miller, 
Corning;  A.  C.  Lawrence,  Geo.  C.  Tedrow,  Crooks- 
ville;  L.  P.  Cassady,  J.  R.  McDaniel,  East  Ful- 
tonham;  E.  Le  Fever,  Glouster;  R.  W.  Miller, 
Hemlock;  Benedict  B.  Backlay,  Jacksonville;  W. 
D.  Porterfield,  Junction  City;  Geo.  O.  Berry,  Geo. 
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E.  Gardner,  A.  M.  Kelley,  L.  E.  Stenger,  Lan- 
caster; E.  B.  Roller,  Lithopolis;  J.  B.  McClure,  R. 
M.  Meredith,  A.  G.  Sturgiss,  Marietta;  Edgar 
Northrup,  McConnelsville;  C.  N.  Sanders,  Mill- 
field;  R.  E.  Wells,  Nashport;  C.  C.  Butt,  Nathan 
Hill,  W.  E.  Howe,  A.  L.  Pritchard,  J.  L.  Webb,  C. 
E.  Welch,  Nelsonville;  H.  B.  Anderson,  C.  E. 
Evans,  G.  A.  Gressle,  R.  W.  Jones,  Wm.  H. 
Knauss,  Newark;  J.  Herbert  Bain,  I.  W.  Curtis, 
New  Concord;  0.  D.  Ball,  F.  J.  Crosbie,  C.  B.  Mc- 
Dougal,  J.  G.  McDougal,  H.  F.  Minshull,  New 
Lexington;  C.  V.  Davis,  Pennsville;  M.  O.  Smith, 
Portersville;  M.  S.  Lawrence,  Quaker  City;  W.  E. 
Hopkins,  Summit  Station;  M.  S.  Rarick,  Thorn- 
ville;  H.  W.  Hill,  Vincent;  R.  B.  Bainter,  J.  H. 
Boulware,  E.  M.  Brown,  S.  P.  Carter,  D.  G. 
Caudy,  L.  R.  Culbertson,  Stanford  S.  Daw,  0.  I. 
Dusthimer,  Philip  H.  Elliott,  H.  T.  Glaser,  Mary 
B.  Graham,  P.  Wm.  Haake,  Beatrice  T.  Hagen,  L. 
Lasky,  M.  A.  Loebell,  Geo.  C.  Malley,  Robert  S. 
Martin,  S.  W.  Obenour,  Margaret  O’Neal,  A.  C. 
Ormond,  Fred  W.  Phillips,  C.  M.  Rambo,  W.  F. 
Sealover,  C.  F.  Sisk,  G.  B.  Trout,  Chas.  S.  Tur- 
ville,  Earl  B.  Zurbrugg,  Zanesville. 


Refresher  Course  at  Lebanon 

Sixty  physicians  from  Clinton,  Butler,  Hamil- 
ton and  Warren  counties  attended  a series  of 
lectures  on  obstetrics  under  the  auspices  of  the 
State  Department  of  Health,  at  Lebanon,  Sep- 
tember 14.  Dr.  Arthur  J.  Skeel,  Cleveland,  presi- 
dent of  the  Hospital  Obstetrical  Society  of  Ohio, 
was  the  speaker  at  the  afternoon  and  evening 
sessions.  Dr.  Walter  H.  Hartung,  State  Director 
of  Health,  spoke  at  the  dinner  meeting.  Local 
arrangements  were  handled  by  Dr.  Mary  A. 
Cook,  president,  and  Dr.  James  H.  Arnold,  secre- 
tary, of  the  Warren  County  Medical  Society. 


Excellent  Program  is  Presented  at 
Northwestern  District  Meeting 

The  Ninety-Third  Annual  Meeting  of  the 
Northwestern  Ohio  Medical  Society,  comprising 
the  Third  and  Fourth  Councilor  Districts  of  the 
Ohio  State  Medical  Association,  was  held  at  the 
Eagles’  Hall,  Lima,  October  5. 

Speakers  at  the  morning  session  were:  Dr. 

John  S.  Coulter,  associate  professor  of  physio- 
therapy, Northwestern  University,  Chicago,  111., 
“Physiotherapy  in  Treatment  of  Arthritis”;  Dr. 

R.  C.  McKay,  associate  professor  of  medicine, 
Western  Reserve  University  School  of  Medicine, 
Cleveland,  “Treatment  of  Tuberculosis  in  the 
Sanatorium  and  in  the  Home”;  and  Dr.  F.  L. 
Adair,  professor  of  obstetrics  and  gynecology, 
University  of  Chicago  School  of  Medicine,  “In- 
dications and  Contra-indications  for  Caesarian 
Section”. 

Following  luncheon,  Dr.  Sidney  McCurdy,  su- 
pervisor of  the  Medical  Division  of  the  State  In- 
dustrial Commission,  discussed  “The  Relations  of 
the  Industrial  Commission  to  the  Physician”.  Dr. 
Walter  H.  Hartung,  State  Director  of  Health, 


spoke  on  “Syphilis  Control  in  Ohio”.  “Treatment 
of  Syphilis”,  was  the  subject  of  an  address  by 
Dr.  Carroll  Wright,  professor  of  dermatology  and 
syphililogy,  Temple  University  School  of  Medi- 
cine, Philadelphia,  Pa.;  and  Dr.  Dean  Lewis,  pro- 
fessor of  surgery,  Johns  Hopkins  University 
School  of  Medicine,  Baltimore,  Md.,  read  a paper 
on  “Surgical  Significance  of  Lesions  of  the  Duct- 
less Glands”. 

During  a business  meeting,  brief  remarks  were 
made  by  Dr.  Barney  J.  Hein,  Toledo,  President- 
Elect  of  the  Ohio  State  Medical  Association;  Dr. 
Wm.  Kelley  Hale,  Wilmington,  chairman  of  the 
Association’s  Sub-Committee  on  District  Meet- 
ings; and  Charles  S.  Nelson,  the  Executive  Secre- 
tary. It  was  voted  to  hold  the  1938  meeting  in 
Defiance.  The  following  officers  were  elected  for 
the  ensuing  year:  Dr.  E.  B.  Pedlow,  Lima,  presi- 
dent; Dr.  W.  D.  Hickey,  Leipsic,  vice-president; 
Dr.  A.  S.  Avery,  Toledo,  secretary;  and  Dr.  D.  B. 
Spitler,  Hoytville,  treasurer. 

Approximately  175  physicians  attended  the 
meeting.  Those  who  registered  were: 

G.  S.  Wilcox,  Ada;  P.  E.  Decatur,  Ashland;  W. 
C.  Lacock,  Beaverdam;  0.  C.  Amstutz,  C.  L.  Bar- 
rett, F.  B.  Kaylor,  L.  A.  Kleinhauz,  Belief ontaine; 
M.  R.  Bixel,  M.  D.  Soash,  J.  S.  Steiner,  B.  W. 
Travis,  Bluffton;  F.  V.  Boyle,  Bowling  Green;  E. 

R.  Irvin,  Bradford;  H.  R.  Mayberry,  Bryan;  M.  F. 
Axthelm,  Caledonia;  R.  C.  McKay,  Cleveland;  W. 
H.  Hartung,  W.  P.  Johnson,  Sidney  McCurdy,  Co- 
lumbus; Bert  Watterson,  Continental;  J.  H. 
Schaeffer,  Cridersville;  J.  D.  Cameron,  D.  J. 
Slosser,  J.  D.  Westrick,  Defiance;  G.  P.  Bohlender, 
Ezra  Burnett,  H.  G.  Illig,  J.  F.  Ockuly,  Delphos; 

S.  P.  Churchill,  Dunkirk;  B.  B.  Thutrt,  Elida;  A. 

S.  McKitriek,  Elyria;  M.  Hanna,  John  V.  Hart- 
man, O.  P.  Klotz,  J.  H.  Marshall,  E.  E.  Rakestraw, 

T.  A.  Spitler,  Findlay;  G.  H.  Bruggemann,  A.  J. 
Reycraft,  Fostoria;  R.  L.  Tecklenberg,  Glandorf; 
H.  M.  Robuck,  0.  S.  Robuck,  Gomer;  D.  R.  Barr, 
Grand  Rapids;  R.  Biedermann,  Jenera;  E.  Black- 
burn, J.  Watterson,  Kalida;  N.  C.  Schroeder,  Ken- 
ton; W.  D.  Hickey,  W.  B.  Reeker,  Leipsic;  L.  A. 
Auletta,  M.  J.  Barker,  H.  L.  Basinger,  I.  D.  Bax- 
ter, W.  W.  Beauchamp,  A.  A.  Dalton,  E.  H. 
Hedges,  Burt  Hibbard,  F.  H.  Hutchinson,  G.  E. 
Jones,  Alan  Knisely,  Charles  Leech,  H.  Lotzoff, 
F.  G.  Maurer,  J.  M.  McBride,  W.  Noble,  Virgil 
Parent,  E.  B.  Pedlow,  A.  W.  Pinkerton,  J.  B. 
Poling,  M.  B.  Rice,  R.  O.  Ruch,  T.  T.  Sidener,  C. 
L.  Steer,  0.  Steiner,  H.  L.  Stelzer,  Paul  J.  Steu- 
ber,  L.  C.  Thomas,  T.  R.  Thomas,  J.  R.  Tillotson, 
Herman  Turk.  P.  I.  Tussing,  H.  C.  Weisenbarger, 
Lima;  G.  M.  Wright,  Liberty  Center;  J.  H.  Fiser, 
Malinta;  L.  L.  Belt,  Marblehead;  C.  L.  Baker,  E. 
L.  Brady,  J.  W.  Bull,  Maud  L.  Bull,  B.  B.  Hurd, 

T.  H.  Jackson,  E.  H.  Morgan,  Carl  W.  Sawyer, 
Marion;  M.  A.  Darbyshire,  McComb;  T.  P.  Del- 
venthal,  C.  M.  Harrison,  Thomas  Quinn,  Na- 
poleon; C.  W.  Ekermeyer,  F.  F.  Fledderjohann, 
New  Bremen;  C.  E.  Meckstroth,  New  Knoxville; 
E.  D.  Foltz,  E.  A.  Powell,  North  Baltimore;  Alex- 
ander Mack,  Oak  Harbor;  W.  J.  Reuter,  Ohio 
City;  C.  I.  Anders,  Old  Fort;  W.  B.  Light,  Ot- 
tawa; O.  J.  Fatum,  Ottoville;  L.  R.  Fast,  Pauld- 
ing; F.  A.  McCammon,  Payne;  Harley  E.  Ward, 
Pemberville;  G.  A.  Woodhouse,  Pleasant  Hill;  C. 
R.  Wood,  Port  Clinton;  D.  W.  Hogue,  Stephen 
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Michaelis,  Springfield;  Guy  Noble,  N.  Noble,  St. 
Marys;  C.  W.  Montgomery,  F.  M.  Smith,  Syca- 
more; A.  W.  Harrold,  R.  E.  Hershberger,  J.  M. 
Leahy,  P.  J.  Leahy,  V.  L.  Magers,  Tiffin;  A.  S. 
Avery,  W.  A.  Baird,  Walter  Brand,  L.  A.  Brewer, 
Thomas  E.  Burgess,  J.  J.  Dobkin,  L.  M.  Dolloway, 

F.  B.  Ficklin,  H.  S.  Hayford,  Barney  J.  Hein,  C. 
E.  Hufford,  Lorin  E.  Kerr,  Jr.,  R.  B.  Kieffer,  Chas. 
Lukens,  John  Lukens,  E.  J.  McCormick,  Nelson 
Morris,  C.  Storz,  Toledo;  J.  R.  Jarvis,  Chas.  R- 
Keyser,  J.  B.  Sampsell,  Van  Wert;  C.  C.  Berlin, 
C.  Berry,  T.  A.  Campbell,  E.  F.  Heffner,  A.  W. 
Veit,  Wapakoneta;  and  George  J.  Roberts,  West 
Minster. 


Ninth  District  Meeting  Attracts  Large 
Turn-Out  at  Portsmouth 

An  exceptionally  well-attended  meeting  of  the 
Ninth  Councilor  District,  Ohio  State  Medical  As- 
sociation, was  held  at  the  Washington  Hotel, 
Portsmouth,  October  14.  More  than  80  physicians, 
nearly  half  of  the  members  of  the  State  Associa- 
tion residing  in  the  district  registered  at  the 
meeting.  Dr.  I.  P.  Seiler,  Piketon,  Councilor  for 
the  Ninth  District,  presided. 

The  program  began  with  a luncheon,  following 
which  Charles  S.  Nelson,  Executive  Secretary  of 
the  State  Association,  gave  a resume  of  some  of 
the  important  questions  confronting  and  activi- 
ties of  the  Association;  and  Dr.  Sidney  McCurdy, 
Supervisor  of  the  Medical  Division  of  the  State 
Industrial  Commission,  spoke  on  mutual  prob- 
lems of  the  physician  and  the  Commission.  Dr. 
McCurdy’s  talk  was  discussed  by  Dr.  C.  L.  Fergu- 
son and  Dr.  R.  P.  Elder,  Portsmouth. 

It  was  voted  to  hold  the  1938  meeting  at 
Ironton.  Dr.  W.  F.  Mailing  and  Dr.  V.  V.  Smith, 
both  of  Ironton,  were  elected  president  and  secre- 
tary respectively,  of  the  district  society,  for  the 
ensuing  year. 

The  scientific  program  consisted  of  the  follow- 
ing addresses:  “The  Modern  Management  of  Can- 
cer of  the  Gastro-Intestinal  Tract”,  Dr.  Fred  W. 
Rankin,  Lexington,  Ky.,  with  discussions  by  Dr. 
Chas.  E.  Holzer,  Gallipolis  and  Dr.  Harry  A. 
Schirrman,  Portsmouth;  “Digitalis”,  Dr.  Clifford 
J.  Straehley,  Cincinnati,  with  discussions  by  Dr. 
Leo  C.  Bean,  Gallipolis.  and  Dr.  Wm.  F.  Marting, 
Ironton;  “The  More  Common  Infections  of  Chil- 
dren and  Their  Management”,  Dr.  George  Lyon, 
Huntington,  W.  Va.,  with  discussions  by  Dr. 
Tunis  Nunemaker  and  Dr.  Jackson  Herbert, 
Portsmouth. 

The  Committee  on  Arrangements  for  the  meet- 
ing consisted  of  Dr.  Dow  Allard,  Dr.  Clyde  M. 
Fitch  and  Dr.  0.  D.  Tatje,  Portsmouth. 

Among  the  physicians  who  registered  at  the 
meeting  were:  D.  N.  Plopkins,  Friendship;  C.  E. 
Holzer,  N.  A.  Martin,  C.  E.  Richard,  Gallipolis; 
Wm.  Lynd,  Anne  Marting,  W.  F.  Marting,  G.  K. 
Mohl,  U.  V.  Smith,  V.  V.  Smith,  Ironton;  W.  R. 
Evans,  J.  S.  Hunter,  J.  J.  McClung,  A.  G.  Ray, 
Jackson;  D.  C.  Coleman,  J.  R.  Hilling,  Lucasville; 


G.  W.  Fishbaugh,  W.  C.  McCann,  Minford;  Mil- 
ton  Levine,  A.  A.  Mills,  New  Boston;  Martin  P. 
Wedemeyer,  Oak  Hill;  G.  W.  Chabot,  R.  B.  Elli- 
son, Peebles;  R.  M.  Andre,  Mack  E.  Moore,  I.  P. 
Seiler,  Piketon;  C.  H.  Allen,  F.  C.  Beeks,  A.  L. 
Berndt,  D.  A.  Berndt,  T.  C.  Crawford,  J.  W. 
Daehler,  R.  P.  Elder,  C.  L.  Ferguson,  C.  M.  Fitch, 
J.  W.  Fitch,  R.  M.  Gault,  W.  E.  Gault,  A.  P.  Hunt, 
J.  D.  Jordan,  H.  M.  Keil,  J.  P.  McAfee,  S.  L. 
Meltzer,  O.  R.  Micklethwait,  W.  D.  Micklethwait, 
A.  R.  Moore,  J.  T.  Murchie,  G.  E.  Neff,  T.  Nune- 
maker, Geo.  E.  Obrist,  H.  C.  O’Roark,  W.  A. 
Quinn,  Harry  F.  Rapp,  J.  S.  Rardin,  W.  A.  Ray, 
W.  E.  Scaggs,  H.  A.  Schirrman,  W.  M.  Singleton, 

O.  D.  Tatje,  A.  L.  Test,  H.  Thurman,  G.  D.  Waite, 

P.  D.  Weems,  C.  W.  Wendelken,  J.  Widrich,  A.  A. 
Wikoff,  Portsmouth;  J.  W.  Hutchins,  Sciotoville; 
A.  K.  Beumler,  L.  B.  Hatch,  South  Webster;  A. 
M.  Shrader,  Waverly;  B.  U.  Howland,  Wheelers- 
burg;  J.  W.  Payne,  Willow  Wood;  M.  W. 
Meadows,  W.  S.  Morris,  Fullerton,  Kentucky;  H. 

H.  Ivasabach,  New  York,  N.  Y. 


Fine  Clinical  Program  On  Syphilis  Given 
at  Fifth  District  Meeting 

One  of  the  most  instructive  and  practical  pro- 
grams ever  presented  in  Ohio  on  the  diagnosis 
and  treatment  of  syphilis  was  given  at  Cleveland, 
October  8,  at  the  Fifth  District  Meeting  of  the 
Ohio  State  Medical  Association. 

The  program  was  opened  at  10:30  A.M.,  with  a 
clinic  on  syphilis  at  Lakeside  Hospital,  presented 
by  members  of  the  Cleveland  Dermatological  So- 
ciety. Dr.  Claude  B.  Norris,  Youngstown,  presi- 
dent of  the  society,  presided  over  the  discussion. 
About  15  patients  were  presented  and  their  cases 
discussed. 

Among  those  who  attended  the  morning  ses- 
sion was  Dr.  William  Thomas  Corlett,  Professor 
Emeritus  of  Dermatology  and  Syphilology  West- 
ern Reserve  University  School  of  Medicine.  Dr. 
Corlett  was  a pioneer  in  this  field  in  the  Middle 
West.  While  he  has  been  retired  from  active 
practice  for  a decade  or  more,  he  maintains  his 
interest  in  the  progress  of  scientific  medicine. 

Dr.  Alfred  A.  Jenkins,  Councilor  for  the  Fifth 
District,  presided  at  an  informal  luncheon,  at 
which  Charles  S.  Nelson,  Executive  Secretary  of 
the  Ohio  State  Medical  Association,  commented 
briefly  on  the  activities  of  the  Association. 

At  the  first  afternoon  session  held  in  the  Sur- 
gical Amphitheatre,  Lakeside  Hospital,  members 
of  the  service  of  Dr.  H.  N.  Cole  and  Dr.  J.  R. 
Driver,  demonstrated  the  technic  of  intravenous 
and  intramuscular  injections  and  diagnostic  lum- 
bar puncture  and  Dr.  Cole,  who  presided,  lectured 
on  various  methods  of  treatment. 

The  second  afternoon  session  consisted  of  a 
round-table  discussion  at  the  Auditorium  of  Allen 
Memorial  Library,  on  “Some  Phases  of  the  Diag- 
nosis and  Treatment  of  Transmissible  Syphilis”, 
at  which  Dr.  Gerald  S.  Shibley,  presided.  Talks 
were  made  by  the  following:  “The  Diagnosis  of 
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Early  Syphilis”,  Dr.  Robert  E.  Barney;  “The 
Treatment  of  Early  Syphilis”,  Dr.  Earle  Nether- 
ton;  and  “The  Recognition  and  Treatment  of 
Syphilis  in  Pregnancy”,  Dr.  Clyde  L.  Cummer. 
These  ten-minute  talks  were  followed  by  question- 
and-answer  periods. 

A moving  picture  sound  film  on  syphilis  pre- 
pared under  the  joint  auspices  of  the  American 
Medical  Association  and  the  U.  S.  Public  Health 
Service  was  shown  at  4:30  P.M. 

Dr.  John  Dickenson,  president  of  the  Academy 
of  Medicine  of  Cleveland,  presided  at  the  evening 
session.  Greetings  from  the  Ohio  State  Medical 
Association  were  extended  by  Dr.  Barney  J.  Hein, 
President-Elect,  Toledo,  acting  as  official  repre- 
sentative in  place  of  Dr.  John  B.  Alcorn,  Colum- 
bus, President  of  the  Association,  who  was  unable 
to  be  present.  Dr.  R.  A.  Vonderlehr,  Washington, 
D.  C.,  Assistant  Surgeon  General  in  charge  of 
the  Division  of  Venereal  Diseases,  U.  S.  Public 
Health  Service,  spoke  on  “The  Public  Health 
Control  of  Syphilis”,  and  Dr.  J.  Earle  Moore, 
Baltimore,  Md.,  professor  of  syphilology,  Johns 
Hopkins  University  School  of  Medicine,  discussed 
“The  Treatment  of  Nervous  System  Syphilis”. 

Arrangements  for  the  meeting  were  made  by 
Dr.  Jenkins,  Dr.  Cummer  and  Dr.  Shibley.  The 
committee  on  clinics  consisted  of  Dr.  George  W. 
Binkley,  chairman,  Dr.  Garrett  Cooper  and  Dr. 
W.  F.  Schwartz.  Attendance  at  the  meeting  was 
approximately  200. 

Among  the  physicians  who  registered  at  the 
meeting  were:  J.  S.  Millard,  Akron;  R.  M.  Ar- 
nold, Avon  Lake;  F.  W.  Knittel,  Brunswick;  W. 

A.  Reed,  Burton;  V.  C.  Kenney,  Chagrin  Falls; 
C.  F.  Gilmore,  Chesterland;  Thomas  Adams,  F. 
W.  Andreas,  R.  E.  Barney,  W.  T.  Bennie,  R.  E. 
Bowman,  A.  Brill,  E.  J.  Braun,  S.  Bunin,  F.  H. 
Clark,  C.  L.  Cummer,  John  Dickenson,  M.  T. 
Donahue,  V.  H.  Dredge,  M.  T.  Ebner,  M.  C.  Eddy, 

A.  Gross,  W.  A.  Haldy,  R.  S.  Hallock,  Lloyd  A. 
Hawk,  Wm.  Herman,  C.  H.  Heyman,  F.  H. 
Hooper,  J.  Hornstein,  L.  F.  Huffman,  W.  J.  Irwin, 
C.  R.  Jablonoski,  Bernard  Katz,  H.  C.  Kelker,  J. 

B.  Klein,  M.  S.  Klein,  W.  J.  Klein,  Frank  T.  Kopf- 
stein,  Frank  J.  Kuta,  W.  B.  Landesman,  John  A. 
Lewis,  Jr.,  Philip  R.  Linsey,  Roswell  Lowry,  A. 
R.  Miller,  James  Munsie,  H.  V.  Paryzek,  A.  M. 
Pfeffer,  L.  Pillersdorf,  Albert  T.  Ransone,  R.  J. 
Shale,  A.  V.  Spaeth,  C.  W.  Stone,  Harold  J.  Stow, 

H.  0.  Studley,  A.  E.  Szczytowski,  W.  S.  Taylor, 

R.  Thomson,  J.  E.  Tuckerman,  W.  H.  Tuckerman, 
J.  E.  Wallace,  J.  D.  Walters,  B.  G.  Wiesstien, 
John  P.  Wycislik,  S.  Yamshon,  A.  B.  Wasinow, 
Cleveland;  P.  L.  Harris,  W.  P.  Johnson,  F.  Van 
Orsdall,  Columbus;  E.  H.  Evans,  George  Hoke,  A. 

S.  McKitrick,  F.  M.  Sponseller,  Elyria;  Paul  D. 
Meyer,  Euclid;  A.  D.  Williams,  Huntsbui’g;  E.  J. 
Arday,  D.  M.  Spicer,  Lakewood;  E.  L.  Crum, 
Lodi;  Waite  Adair,  Hugh  Amos,  M.  E.  Kishman, 

I.  L.  Levin,  S.  C.  Ward,  Lorain;  E.  G.  Kyle,  New- 
ton Falls;  F.  R.  Dew,  Oberlin;  Burt  T.  Church, 
Painesville;  F.  Schoepfle,  G.  A.  Stimson,  San- 
dusky; B.  J.  Hein,  Toledo;  H.  T.  Pease,  Wads- 
worth; Claude  B.  Norris,  C.  W.  Sears,  Youngs- 
town. 


Ohio  Liberal  In  Old  Age  Pension  Pay- 
ments, Recent  Report  Shows 

According  to  a recent  statement  of  Henry  J. 
Berrodin,  chief,  State  Division  of  Aid  for  the 
Aged,  219  persons  out  of  each  1,000  over  65  yeax's 
of  age  in  Ohio,  are  receiving  old-age  assistance. 

During  the  first  eight  months  of  1937,  needy 
aged  Ohioans  were  paid  grants  totaling  $18,- 
859,145,  one-half  of  the  program  cost  being  borne 
by  the  Federal  Government  and  the  other  50  per 
cent  by  the  state,  in  accordance  with  the  pro- 
visions of  the  Social  Security  Act. 

A compai’ison  of  the  status  of  old-age  assist- 
ance in  Ohio  and  in  neighboring  states,  taken 
from  statistics  issued  in  a recent  bulletin  of  the 
Federal  Social  Security  Board,  follows: 

Number  of  Recipients:  Ohio,  103,125;  New 

York,  96,624;  Pennsylvania,  90,073;  West  Vir- 
ginia, 18,128;  Kentucky,  35,649;  Indiana,  39,218, 
and  Michigan,  35,883. 

Total  Monthly  Aid:  Ohio,  $2,327,076;  New 

York,  $2,133,063;  Pennsylvania,  $1,972,669;  West 
Virginia,  $278,276;  Kentucky,  $354,704;  Indiana, 
$606,944;  Michigan,  $615,897. 

Average  Grant  Per  Recipient:  Ohio,  $22.57; 
New  York,  $22.06;  Pennsylvania,  $21.90;  West 
Virginia,  $15.35;  Kentucky,  $9.95;  Indiana,  $15.53, 
and  Michigan,  $17.16. 


Convicted  on  Telephone  Ad 

Two  Columbus  “naprapaths”  recently  were  con- 
victed in  the  Municipal  Coui’t,  and  firled  $200  and 
costs  on  a charge  of  “illegal  advertising  or  an- 
nouncing before  a certificate  had  been  issued  by 
the  State  Medical  Board”.  For  the  first  time  in 
Ohio,  listing  of  unlicensed  practitioners  in  a tele- 
phone directory  was  accepted  by  a coui’t  as  evi- 
dence substantiating  the  complaint  of  the  Board. 
The  naprapaths  were  listed  in  the  telephone 
dii’ectory  with  the  degree,  “D.N.”  following  their 
names.  One  of  them  was  fined  an  additional 
$200  and  costs  for  practicing  without  a certificate. 
Warrants  have  been  issued  for  the  arrest  of  six 
more  naprapaths  similarly  listed  in  the  Columbus 
telephone  directory. 


Open  New  Offices 

Physicians  who  have  recently  established  new 
locations  in  Ohio  include  the  following:  Dr.  B.  W. 
Ti’avis,  Bluffton;  Dr.  Chai’les  S.  Turville,  Philo; 
Dr.  J.  J.  DelVecchio,  Bridgeport;  Dr.  Maurice 
Sheets,  Lafayette;  Dr.  H.  T.  Martin,  Ashland; 
Dr.  F.  C.  Reutter,  Medina;  Dr.  S.  S.  Daw  and  Dr. 

C.  F.  Sisk,  Zanesville;  Dr.  Benjamin  Chavinson, 
St.  Marys;  Dr.  R.  E.  Schreiner,  Tiffin;  Dr.  H.  C. 
Johnson,  Croton;  Dr.  Mel  Davis,  Painesville;  Dr. 
W.  H.  Carey,  Findlay,  and  Dr.  Reed  P.  Joyce, 
Ashland. 


BOARDS  OF  CLAIMS  TO  ASSIST  IN  ADMINISTRATION  OF  OHIO 
WORKMEN’S  COMPENSATION  LAW  NAMED  BY  GOVERNOR 


ON  October  7,  Governor  Davey  announced 
the  personnel  of  four  district  boards  of 
claims,  established  under  the  provisions  of 
Am.  H.  B.  235,  effective  August  18,  for  the  ad- 
ministration of  the  Workmen’s  Compensation 
Law. 

Personnel  of  the  boards,  with  their  designa- 
tions as  representatives  of  employers,  employes 
and  the  public,  together  with  the  location  of  the 
district  office  and  the  counties  comprising  each 
district,  follows: 

District  No.  1,  Cleveland.  Cuyahoga,  Lorain, 
Ashtabula,  Geauga  and  Lake  counties.  John 
Mihelich,  attorney,  Cleveland,  six-year  term,  pub- 
lic representative;  Howell  Wright,  attorney, 
Cleveland,  four-year  term,  employers’  representa- 
tive; John  J.  Steel,  Cleveland,  two-year  term, 
employes’  representative. 

District  No.  2,  Toledo.  Lucas,  Allen,  Auglaize, 
Crawford,  Defiance,  Erie,  Fulton,  Hancock,  Har- 
din, Henry,  Huron,  Mercer,  Ottawa,  Paulding, 
Putnam,  Richland,  Sandusky,  Seneca,  Van  Wert, 
Williams,  Wood  and  Wyandot  counties.  Kevin 
Gannon,  Toledo,  four-year  term,  public  represen- 
tative; W.  G.  Christensen,  attorney,  Toledo,  two- 
year  term,  employers’  representative,  and  Otto 
G.  Brach,  Toledo,  secretary,  Central  Labor  Coun- 
cil, six-year  term,  employes’  representative. 

District  No.  3,  Dayton.  Hamilton,  Adams, 
Brown,  Butler,  Clermont,  Clinton,  Darke,  Greene, 
Highland,  Miami,  Montgomery,  Preble,  Shelby 
and  Warren.  Struthers  Jackson,  attorney,  Day- 
ton,  six-year  term,  public  representative;  Harry 
E.  Newlin,  accountant,  Middletown,  four-year 
term,  employers’  representative,  and  Joseph  In- 
derieden,  Cincinnati,  two-year  term,  employes’ 
representative. 

District  No.  4,  Canton.  Ashland,  Carroll,  Co- 
lumbiana, Harrison,  Holmes,  Jefferson,  Mahoning, 
Medina,  Portage,  Stark,  Summit,  Trumbull,  Tus- 
carawas, and  Wayne.  Page  Kilpatrick,  attorney, 
Warren,  six-year  term,  public  representative; 
John  G.  Cooper,  former  congressman,  Youngs- 
town, two-year  term,  employers’  representative, 
and  J.  R.  McCahan,  president  of  the  Canton  Fed- 
eration of  Labor,  four-year  term,  employes’  rep- 
resentative. 

Thirty-three  counties  in  central  and  south- 
eastern Ohio  have  not  been  assigned  to  any  of 
the  four  claims  boards,  but  are  to  be  considered 
as  Columbus  territory,  the  work  of  which  will  be 
handled  directly  through  the  headquarters  office 
of  the  State  Industrial  Commission  in  Columbus. 
These  counties  are  Athens,  Belmont,  Champaign, 


Clark,  Coshocton,  Delaware,  Fairfield,  Fayette, 
Franklin,  Gallia,  Guernsey,  Hocking,  Jackson, 
Knox,  Lawrence,  Licking,  Logan,  Madison, 
Marion,  Meigs,  Monroe,  Morgan,  Morrow,  Mus- 
kingum, Noble,  Perry,  Pickaway,  Pike,  Ross, 
Scioto,  Union,  Vinton  and  Washington. 

The  boards  of  claims  are  empowered  to  in- 
vestigate, hear  and  decide  workmen’s  compensa- 
tion claims  referred  to  them  by  the  Industrial 
Commission,  and  in  such  cases  their  decisions 
will  have  the  same  force  and  effect  as  a decision 
of  the  Commission.  The  annual  salary  of  each 
member  of  the  district  board  has  been  set  at 
$3,600. 


WHY  WE  WERE  LATE 
Although  it  was  not  to  blame,  The 
Journal  apologizes  to  its  readers  for 
being  late  with  its  October  issue.  Be- 
cause of  the  suspension  of  activities 
in  all  Columbus  job  printing  plants 
for  almost  a week  while  differences  of 
opinions  between  employers  and  em- 
ployes were  being  ironed  out,  The 
Journal  could  not  be  put  to  press  and 
was  late  in  reaching  the  membership 
— spoiling  a record  which  had  existed 
for  a good  many  years. 


Mississippi  Valley  Medical  Society  Awards 

The  Mississippi  Valley  Medical  Society  offers  a 
cash  prize  of  $100,  a gold  medal  and  a certificate 
of  award  for  the  best  unpublished  essay  on  a 
subject  of  interest  and  practical  value  to  the  gen- 
eral practitioner  of  medicine.  Entrants  must  be 
ethical  licensed  physicians,  residents  of  the 
United  States  and  graduates  of  approved  medical 
schools.  The  winner  will  be  invited  to  present 
his  contribution  before  the  next  annual  meeting 
of  the  Mississippi  Valley  Medical  Society  (Sep- 
tember 28,  29,  30,  1938),  the  Society  reserving  the 
exclusive  right  to  first  publish  the  essay  in  its 
official  publication — the  Radiologic  Review  and 
Mississippi  Valley  Medical  Journal.  All  contri- 
butions shall  not  exceed  5,000  words,  be  type- 
written in  English  in  manuscript  form,  submitted 
in  five  copies,  and  must  be  received  not  later  than 
May  15,  1938.  Further  details  may  be  secured 
from  Harold  Swanberg,  M.D.,  Secretary,  Mis- 
sissippi Valley  Medical  Society,  209-224  W.C.U. 
Building,  Quincy,  Illinois. 


1260 


COOPERATIVE  CANCER  EDUCATIONAL  CAMPAIGN  BEGUN  IN 
OHIO;  PLANS  MADE  BY  EXECUTIVE  COMMITTEE 


PURSUANT  to  a call  issued  by  the  officials  of 
the  American  Society  for  the  Control  of 
Cancer,  a meeting  of  the  newly  appointed 
State  Executive  Committee,  Women’s  Field  Army 
Against  Cancer,  was  held  Wednesday,  September 
22,  at  the  State  Headquarters  Office,  Ohio  State 
Medical  Association,  Columbus,  Ohio,  for  the  pur- 
pose of  organizing  and  making  preliminary  plans 
for  initiating  the  Women’s  Field  Army  program 
in  Ohio. 

Those  attending  the  meeting  were:  Dr.  F.  L. 
Rector,  field  representative,  American  Society 
for  the  Control  of  Cancer,  Evanston,  Illinois;  Mrs. 
Majorie  B.  Illig,  Onset,  Mass.,  national  com- 
mander, Women’s  Field  Army;  Dr.  Lawrence  A. 
Pomeroy,  Cleveland;  Dr.  Carl  A.  Wilzbach,  Cin- 
cinnati; Mrs.  Ralph  W.  Hoffman,  Columbus;  and 
Dr.  W.  H.  Hartung,  Columbus,  state  director  of 
health;  members  of  the  executive  committee;  and 
Charles  S.  Nelson,  Executive  Secretary,  Ohio 
State  Medical  Association,  by  invitation.  Dr. 
Harry  S.  Noble,  St.  Marys,  a committee  member, 
was  absent. 

By  action  of  the  committee,  Dr.  Pomeroy  was 
elected  chairman  and  Mrs.  Hoffman,  secretary. 

It  was  recommended  by  officials  of  the  Ameri- 
can Society  for  the  Control  of  Cancer  that  Miss 
Elizabeth  Haymaker,  Ravenna,  Ohio,  be  ap- 
pointed state  commander,  and  on  motion  by  Dr. 
Wilzbach,  seconded  by  Dr.  Hartung,  and  carried, 
the  committee  approved  this  recommendation  and 
selected  Miss  Haymaker  for  that  official  position. 

At  the  request  of  the  committee,  Mrs.  Illig  out- 
lined the  purposes  and  objectives  of  the  Women’s 
Field  Army  program  and  submitted  to  questions 
asked  by  members  of  the  committee  relative  to 
organization  details,  financing,  etc.  She  pointed 
out  that  the  Ohio  program  is  a par-t  of  a nation- 
wide movement  to  teach  the  public  the  value 
of  recognition  of  the  early  symptoms  of  cancer 
and  the  necessity  of  regular  physical  examina- 
tions and  clinical  attention  in  case  cancer  symp- 
toms are  discovered.  The  program  will  be  en- 
tirely educational,  Mrs.  Illig  said,  consisting  of 
talks  by  physicians  before  lay  groups  and  dis- 
tribution of  literature  on  cancer  to  the  public. 

By  action  of  the  committee,  it  was  decided  to 
divide  the  state  into  10  districts,  identical  with 
the  Councilor  Districts  of  the  Ohio  State  Medical 
Association,  and  that  a vice-commander  should 
be  selected  at  a later  date  by  the  committee  for 
each  district.  It  was  the  sense  of  the  committee 
that  a small  executive  committee  should  be  estab- 
lished in  each  district  to  serve  as  an  administra- 


tive group  within  the  district  and  that  an  ex- 
ecutive committee  should  be  set  up  in  each  county 
composed  of  three  representatives  of  the  local 
medical  society,  a representative  of  local  women’s 
organizations,  and  a local  public  health  official 
representing  either  the  county  health  department 
or  a city  health  department  within  the  county. 

The  question  of  finances  was  discussed.  Inas- 
much as  the  campaign  for  funds  will  not  be  held 
until  next  April,  the  committee  felt  it  advisable 
to  ask  the  American  Society  for  the  Control  of 
Cancer  to  advance  money  for  the  work  of  or- 
ganization and  to  meet  expenses  of  preliminary 
activities.  An  amount  of  approximately  $3,000.00 
was  agreed  upon  and  the  secretary  was  au- 
thorized to  request  a loan  of  this  amount  from 
the  American  Society  for  the  Control  of  Cancer, 
the  committee  agreeing  to  pay  back  the  amount 
borrowed  out  of  the  first  70  per  cent  of  funds 
raised  during  the  first  year.  It  was  pointed  out 
at  this  time  that  70  per  cent  of  all  money  raised 
in  Ohio  for  the  Women’s  Field  Army  program  is 
re-allocated  to  Ohio  for  educational  activities; 
that  20  per  cent  is  retained  by  the  American  So- 
ciety for  the  Control  of  Cancer,  for  expenses  in- 
volved in  field  work  conducted  by  officials  of  that 
organization  in  Ohio;  and  that  the  remaining  10 
per  cent  is  kept  by  the  American  Society  for  the 
Control  of  Cancer  for  a contingent  fund  main- 
tained by  that  organization.  Mrs.  Illig  pointed 
out  that  under  the  per  capita  financing  plan, 
evolved  by  the  national  organization,  Ohio’s  quota 
would  be  approximately  $60,000.00,  based  on  in- 
dividual membership  dues  of  $1.00. 

Dr.  Pomeroy,  the  chairman,  was  authorized  to 
select  an  official  of  some  Cleveland  bank  to  act  as 
treasurer  for  the  committee. 

Reverting  to  the  question  of  district  organiza- 
tion, the  committee  felt  that  the  advice  and  as- 
sistance of  the  District  Councilors  of  the  Ohio 
State  Medical  Association  should  be  sought,  espe- 
cially in  selecting  the  personnel  of  the  District 
Executive  Committee. 

After  discussing  at  some  length  ways  and 
means  of  completing  organization  details,  pub- 
licity, etc.,  the  committee  adjourned  to  meet  at 
the  call  of  the  chairman. 

The  Women’s  Field  Army  program  will  receive 
the  active  cooperation  of  the  Ohio  State  Medical 
Association  so  long  as  the  general  statement  of 
policy  adopted  by  the  Council  at  its  meeting  on 
April  27,  1937,  (June,  1937,  issue,  The  Journal, 
page  679)  is  followed  and  used  as  the  basis  for 
the  activities  carried  on. 
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WAIVER  BY  PATIENT  TO  PERMIT  PHYSICIAN  TO  TESTIFY  MUST 
BE  DISTINCT  AND  UNEQUIVOCAL,  COURT  HOLDS 


AN  interesting  decision  involving  waiver  the 
statute  of  privileged  communications  was 
rendered  by  the  Supreme  Court  of  Ohio, 
October  6,  1937,  (No.  26377,  133  O.S.),  in  re- 
versing a decision  of  the  Court  of  Appeals  of 
Mahoning  County. 

The  case  arose  out  of  an  action  for  damages 
for  personal  injuries  in  which  the  Court  of  Com- 
mon Pleas  of  Mahoning  County  returned  a verdict 
for  the  plaintiff.  The  defendant  appealed,  con- 
tending the  trial  court  erred  in  excluding  the 
testimony  of  a physician  who  had  treated  the 
plaintiff  prior  to  the  time  of  the  accident.  Counsel 
for  the  defendant  contended  that  inasmuch  as 
the  plaintiff  voluntarily  testified  generally  as  to 
his  good  physical  condition  at  the  time  of  and 
prior  to  the  accident,  such  testimony  constituted 
a waiver  of  the  statute  of  privileged  communica- 
tions, and  that  testimony  of  a physician  who  had 
treated  him  for  an  ailment  for  six  months  or 
more  before  the  accident,  should  have  been  ad- 
missible. The  Court  of  Appeals  upheld  this  con- 
tention, reversing  the  Court  of  Common  Pleas. 

The  Supreme  Court  reversed  the  action  of  the 
Court  of  Appeals  and  affirmed  the  decision  of  the 
Mahoning  County  Court  of  Common  Pleas,  Judges 
Myers,  Matthias,  Day  and  Williams,  concurring, 
Judges  Weygandt  and  Zimmerman,  dissenting, 
and  Judge  Gorman,  not  participating. 

THE  SYLLABUS 

Syllabus  of  the  opinion  follows: 

1.  Where  in  an  action  for  damages  for  per- 
sonal injuries  the  plaintiff  on  direct  examination 
testifies  that  his  general  physical  condition  was 
good  before  an  accident,  such  declaration  alone 
without  mention  of  any  treatment  by  or  com- 
munication to  or  from  any  physician  is  not  a 
waiver  of  the  protection  of  Section  11494,  General 
Code,  forbidding  a physician  to  testify  concern- 
ing treatments  or  communications  without  ex- 
press consent  of  the  patient. 

2.  Where  a patient  voluntarily  testifies  as  to 
his  general  physical  condition,  such  testimony 
will  not  enlarge  the  term  “subject”  as  used  in 
Section  11494,  General  Code,  so  as  to  permit  a 
physician  to  testify,  without  the  express  consent 
of  the  patient,  concerning  treatments  for  a 
specific  ailment  of  the  patient. 

3.  Merely  answering  questions  as  to  treat- 
ments from  physicians  in  response  to  questions 
on  cross-examination  does  not  waive  the  privilege 
under  Section  11494,  General  Code.  Such  testi- 
mony is  not  voluntarily  within  the  purview  of 
the  statute. 


Section  11494,  General  Code,  reads  in  part: 
The  following  persons  shall  not  testify  in  certain 
respects: 

“An  attorney,  concerning  a communication 
made  to  him  by  his  client  in  that  relation,  or  his 
advice  to  his  client;  or  a physician,  concerning  a 
communication  made  to  him  by  his  patient  in 
that  relation,  or  his  advice  to  his  patient.  But 
the  attorney  or  the  physician  may  testify  by  ex- 
press consent  of  the  client  or  patient;  and  if  the 
client  or  patient  voluntarily  testifies,  the  attorney 
or  physician  may  be  compelled  to  testify  on  the 
same  subject”. 

HIGH  LIGHTS  OF  OPINION 

Following  are  excerpts  from  the  decision,  which 
was  written  by  Judge  George  S.  Myers: 

“The  relationship  between  physician  and  pa- 
tient is  protected  and  privileged  under  the  law, 
not  for  the  benefit  of  the  physician  but  solely  for 
the  patient.  Since  there  was  no  express  consent 

in  the  instant  case,  the  lips  of  Dr.  

were  sealed  under  the  law  unless  the  plaintiff 
voluntarily  testified  respecting  any  communica- 
tions or  advice  from  the  physician” “In 

other  words,  what  the  patient  has  said  to  his 
physician  and  what  the  physician  has  said  to  the 
patient  is  closed  to  the  outside  world  unless  the 
patient  first  voluntarily  testifies  in  respect  thereto 
or  gives  express  consent  to  its  revealment.  Upon 
broad  grounds  of  public  policy  that  appears  to  be 
the  intendment  of  the  statute”  . . . 

“The  privilege  between  physician  and  patient 
may  be  waived  but  the  waiver  must  be  distinct 
and  unequivocal.  We  do  not  find  such  a waiver 
in  the  case  at  bar.  While  statutes  in  other  juris- 
dictions are  not  in  all  respects  like  the  Ohio 
statute,  nevertheless  the  principle  regarding  a 
waiver  is  practically  the  same.  Unless  there  is 
either  an  express  consent  or  unless  the  patient 
voluntarily  testifies  in  respect  to  communications 
or  treatment  by  the  physician  the  latter  will  not 
be  permitted  to  testify.  In  the  instant  case  the 

information  respecting  Dr.  was 

elicited  from  the  plaintiff  on  cross-examination. 
Such  testimony  was  not  voluntary  within  the 
purview  of  the  statute.  There  was,  therefore,  no 
waiver  of  the  privilege  conferred  by  Section 

11494,  General  Code.  When  Dr.  

answered  ‘I  don’t  know  as  I have  permission  to 
give  that.  It  is  under  privileged  communications,’ 
the  trial  court  under  the  circumstances  properly 
ruled  his  testimony  could  not  be  given  without 
express  consent  of  the  plaintiff.” 
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Do  You  Know 


During  the  year  1936,  38,500  persons  in  the 
United  States  died,  110,000  were  permanently  in- 
jured, and  1,230,000  were  temporarily  injured,  as 
a result  of  traffic  accidents. 

The  Westinghouse  Electric  and  Manufacturing 
Company  has  given  $50,000  to  the  University  of 
Pittsburgh  School  of  Medicine  for  a three-year 
program  of  research  in  fever  therapy. 

Dr.  Arthur  W.  Thomas,  recently  appointed 
chief  of  the  Bureau  of  Child  Hygiene  and  Ma- 
ternal Welfare,  State  Department  of  Health,  is  a 
former  president  of  the  Mahoning  County  Medical 
Society. 

A Louisville,  Ky.,  newspaper  recently  recorded 
the  death  of  a man  on  page  one  and  carried  an 
advertisement  on  another  page  in  which  his  pic- 
ture appeared  together  with  the  statement  that 
after  taking  three  bottles  of  a patent  medicine 
he  felt  “like  a new  man”. 

* ❖ * 

Two  cases  of  Rocky  Mountain  spotted  fever 
were  recently  reported  in  Southern  Ohio. 

The  September  25,  1937,  issue  of  The  Journal 
of  the  American  Medical  Association  contained 
11  articles  on  sulfanilamide  therapy. 

* ❖ * 

An  analysis  of  more  than  104,000  injuries  re- 
ported by  policyholders  in  the  Accident  and 
Health  Division  of  the  Metropolitan  Life  Insur- 
ance Company  during  1933-1936,  showed  that  45 
per  cent  were  injured  inside  buildings  or  on 
private  premises. 

sfc  s}: 

Of  172  group  hospitalization  and  hospital  in- 
surance plans  checked  by  the  Bureau  of  Medical 
Economics  of  the  American  Medical  Association, 
90  were  found  active  and  82  inactive;  and  that  56 
of  the  active  plans  were  found  to  be  operating 
and  34  were  in  the  state  of  organization. 

jSj 

Thirty  women  physicians  in  Russia  have  com- 
pleted their  studies  in  parachute  flying  at  the  Mos- 
cow regional  parachute  school  for  the  purpose  of 
taking  first-aid  to  patients  in  places  where  air- 
planes cannot  land. 

❖ ^ 

The  Council  of  the  Academy  of  Medicine  of 
Cleveland  has  requested  the  Cleveland  Hospital 
Service  Association  to  delete  the  word  “anes- 
thesia” from  its  contract. 


The  United  Automobile  Workers  have  estab- 
lished a Medical  Research  Institute  in  Michigan 
to  assist  workers  in  accident  and  occupational 
disease  cases,  such  as  providing  technical  medical 
testimony  and  expert  legal  advice  for  injured 
workers. 

❖ * # 

The  Chicago  Board  of  Health  is  using  Kahn 
tests  in  preference  to  Wassermanns  in  checking 
the  blood  of  persons  voluntarily  submitting  to 
such  a test  as  a result  of  the  city’s  anti-syphilis 
campaign,  but  Wassermann  tests  are  given  to 
the  positive  Kahn  reactors. 

The  National  Society  for  the  Prevention  of 
Blindness  estimates  that  about  3,000,000  school 
children  in  the  United  States — one-eighth  of  the 
entire  school  population — are  handicapped  by  de- 
fective eyesight,  farsightedness  being  the  com- 
mon visual  defect. 

A petition  is  being  circulated  in  Colorado  to 
initiate  an  amendment  to  the  state  constitution 
which  would  nullify  the  Basic  Science  Law  and 
open  every  hospital  and  all  insurance  and  com- 
pensation practice  to  all  cult  practitioners. 

At  a recent  meeting  of  the  Board  of  Trustees 
of  the  American  Medical  Association  the  Com- 
mittee on  Legislative  Activities  of  -the  Associa- 
tion was  authorized  to  offer  to  cooperate  with  the 
Committee  on  World  War  Veterans’  Legislation 
to  frame  legislation  concerning  the  hospitaliza- 
tion of  veterans. 

* * ❖ 

Laws  forbidding  the  sale  of  hypnotic  dings  ex- 
cept upon  the  prescription  of  licensed  physicians 
have  been  enacted  in  Rhode  Island  and  South 
Carolina. 

❖ ❖ ❖ 

The  House  of  Delegates  of  the  Protestant  Epis- 
copal Church  recently  adopted  a resolution  re- 
questing the  House  of  Bishops  to  approve  a 
ruling  making  it  mandatory  for  all  applicants 
for  marriage  in  that  church  to  present  a medical 
certificate,  especially  one  showing  a test  for 
syphilis  has  been  made;  but  the  bishops  rejected 
the  recommendation,  stating  this  was  a matter 
for  the  state  to  handle  through  legislation. 

* * * 

The  name  of  Colorado  Medicine  has  been 
changed  to  The  Rocky  Mountain  Medical  Journal 
which  will  become  the  official  publication  for  the 
Colorado,  Wyoming  and  Utah  State  Medical  As- 
sociations. 
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Next  Examinations  Will  be  Given  By 
Medical  Board,  Dec.  1-3 

The  mid-winter  examinations  of  the  State  Med- 
ical Board  will  be  given  at  the  Deshler-Wallick 
Hotel,  Columbus,  December  1,  2 and  3,  the  Board 
decided  at  its  meeting  in  Columbus,  October  5. 

The  license  to  practice  medicine  and  surgery  in 
Ohio  of  Dr.  Phares  P.  Mauk,  now  residing  at 
Portland,  Oregon,  was  revoked  because  of  his 
conviction  for  a violation  of  the  Harrison  Nar- 
cotic Act. 

The  Board  granted  licenses  through  reciprocity 
to  practice  medicine  and  surgery  in  the  state  to 
the  following  27  physicians:  Dr.  Freeman  H. 

Adams,  Monroe  Falls,  State  University  of  Iowa; 
Dr.  Albert  G.  Boldizar,  Shaker  Heights,  St.  Louis 
University;  Dr.  Phillips  K.  Champion,  Dayton, 
Cornell  Medical  College;  Dr.  Mary  M.  Coy, 
Mechanicsburg,  Woman’s  Medical  College  of 
Pennsylvania;  Dr.  Donald  W.  English,  Lima,  St. 
Louis  University;  Dr.  Joseph  P.  Evans,  Cincin- 
nati, Harvard  Medical  School;  Dr.  Daniel  J. 
Greiner,  Dayton,  University  of  Pittsburgh;  Dr. 
Alvin  P.  McD.  Hall,  Hamilton,  Meharry  Medical 
College;  Dr.  Roy  T.  Haskell,  Cleveland,  Geo. 
Washington  University;  Dr.  Albert  Hirsheimer, 
Dayton,  Harvard  Medical  College;  Dr.  Irving 
Knapp,  Cleveland,  N.  Y.  Medical  College  and 
Flower  Hospital;  Dr.  Glenn  V.  Karcher,  Belpre, 
Colorado  University;  Dr.  George  W.  Lawson, 
Steubenville,  Georgetown  University;  Dr.  William 
R.  Love,  Cleveland,  University  of  Kansas;  Dr. 
Henry  C.  Marsico,  Lorain,  St.  Louis  University; 
Dr.  Gertrude  F.  Mitchell,  Mansfield,  University 
of  Michigan;  Dr.  Don  W.  Oelker,  Urbana,  Uni- 
versity of  Tennessee;  Dr.  Alexander  Rogozen, 
Cleveland,  University  of  Louisville;  Dr.  Kenneth 
F.  Schneider,  Akron,  University  of  Illinois;  Dr. 
Arnold  F.  E.  Settlage,  Akron,  Harvard  Medical 
School;  Dr.  Harold  E.  Weller,  Columbus,  Univer- 
sity of  Pittsburgh;  Dr.  Arthur  Lepon,  Martins- 
burg,  New  York  Homeopathic  Medical  College 
and  Flower  Hospital;  Dr.  David  Polot,  Cleveland 
Heights,  University  of  Louisville;  Dr.  Charles  E. 
Hamner,  Cleveland,  Tulane  University;  Dr. 
Maurice  R.  Richter,  Cleveland,  Kansas  Univer- 
sity; Dr.  Beecher  L.  Smith,  Columbus,  Medical 
College  of  Virginia;  and  Dr.  Arthur  M.  Mac- 
namee,  Batavia,  Georgetown  University. 


Toledo  Physicians  Honored 

Dr.  John  T.  Murphy  and  Dr.  Clarence  E.  Huf- 
ford,  Toledo,  were  awarded  a silver  plaque  for 
their  scientific  exhibit  presented  at  the  Fifth  In- 
ternational Congress  of  Radiology  held  at  Chi- 
cago recently.  The  exhibit,  consisting  of  a col- 
lection of  600  X-ray  plates,  showed  the  results  of 
research  done  by  Dr.  Murphy  and  Dr.  Hufford  in 
the  X-ray  treatment  of  bone  diseases. 


WATCH  FOR  COMPLETE  STORY 

A complete  story  about  the  1937 
Mid-Year  Organization  Conference  of 
the  Ohio  State  Medical  Association, 
held  Sunday,  October  24,  at  the  Desh- 
kr-Wallick  Hotel,  Columbus,  for 
county  society  officials  and  commit- 
teemen and  officials  and  committee- 
men of  the  State  Association,  will  be 
published  in  the  December  1 issue  of 
The  Journal.  Watch  for  it,  as  many 
of  the  subjects  discussed  are  of  gen- 
eral interest  to  the  medical  profession 
of  the  state. 


Physicians  Gyped  By  Operators  of  New 
Check-Cashing  Racket 

Several  physicians  in  a southern  Ohio  city 
recently  were  “taken  in”  by  a check-cashing 
racketeer. 

The  physicians  were  called  by  telephone  one 
afternoon,  by  “Blain  Snyder”  who  reported  that 
“Joseph  Walsh”  would  be  in  for  treatment  and 
would  pay  for  the  call  out  of  his  week’s  pay 
check.  The  telephone  informant  explained  that 
the  man  had  been  working  for  him  and  had  ap- 
parently torn  a ligament  in  his  leg  in  a corn- 
shredder. 

“Joseph  Walsh”  received  a lot  of  medical  at- 
tention that  evening.  An  investigation  by  police, 
made  after  one  of  the  physicians  became  skepti- 
cal of  the  check  he  had  cashed,  showed  that  the 
supposedly  injured  workman  had  visited  at  least 
six  physicians  between  3:00  P.M.,  and  8:35  P.M. 

Three  physicians  cashed  checks,  written  on  a 
local  bank,  for  amounts  of  $8,  $8  and  $6,  re- 
spectively. Others  admitted  examining  the  man, 
but  said  they  charged  the  call,  rather  than  cash 
his  check. 

“Walsh”  was  described  as  between  30  and  35, 
about  five  feet,  eight  inches  tall,  with  black  hair. 
He  wore  a gray  sweater,  but  no  coat  or  hat. 


Liaison  Officer  for  State  Health  Dept. 

Dr.  Ernest  E.  Huber,  Washington,  D.  C.,  passed 
assistant  surgeon  of  the  United  States  Public 
Health  Service,  has  been  assigned  to  Ohio  as  a 
liaison  officer  between  the  U.S.P.H  S.  and  the 
State  Department  of  Health,  to  assist  in  the  de- 
velopment of  local  health  organization.  Dr. 
Huber  graduated  at  the  University  of  Michigan 
Medical  School  in  1921,  and  is  a Fellow  of  the 
American  Medical  Association. 


In  Our  Opinion: 


Comments  on  Current  Economic  and  Social 
Questions  and  Professional  Problems; 
Suggestions  Regarding  Organized  Activities 


Governor  Davey  has  not  yet  indicated  when  he 
will  issue  a call  for  a special  session  of  the  Ohio 
General  Assembly  to  consider  emergency  relief 

legislation.  How- 

“ Emergency'  ’ Poor  Relief  ever> is  reported 

that  the  special 
Program  Ready  for  session  wiH  be 

Action  of  Legislature  called  for  some- 
time in  November. 

The  unofficial  joint  relief  committee  of  the 
Senate  and  House  has  completed  its  hearings  and 
has  agreed  upon  a series  of  proposals  which  will 
be  submitted  to  the  General  Assembly  for  action. 
These  proposals  include  several  financing  bills 
which  would  yield  about  $3,492,000  in  state  aid 
for  the  balance  of  1937  and  about  $12,000,00  for 
1938.  Also  they  include  an  administrative  pro- 
posal, setting  up  a state  relief  director  to  handle 
the  allocation  of  state  funds  and  keep  a close 
check  on  how  the  money  is  used  in  the  various 
counties. 

The  administrative  bill  defines  “direct  relief” 
for  which  the  state  money  can  be  used.  The 
definition  states  that  the  state  money  may  be 
used  “for  physicians’  services  wherever  rendered 
and  emergency  dental  services”.  Use  of  the 
money  is  left  to  the  discretion  of  local  relief 
authorities. 

The  joint  committee  which  drafted  the  program 
adhered  to  the  policy  that  it  was  concerned  solely 
with  the  responsibility  of  formulating  “emerg- 
ency” relief  proposals  for  the  balance  of  1937  and 
1938.  No  effort  was  made  to  make  general  re- 
visions in  the  permanent  relief  statutes  governing 
county,  township  and  city  relief  activities,  for  the 
reason  that  it  was  the  sense  of  the  committee 
that  this  is  a question  which  should  be  studied 
extensively  and  taken  up  by  the  General  As- 
sembly at  a regular  session. 

This  in  a nutshell  is  the  relief  situation  at 
present.  It  indicates,  as  pointed  out  in  the  Pre- 
liminary Report  of  the  Sub-Committee  on  Poor 
Relief  of  the  State  Association,  published  else- 
where in  this  issue  of  The  Journal,  why  there  is 
little  possibility  of  early  action  by  the  Legisla- 
ture to  revise  the  permanent  relief  laws.  At  the 
same  time,  it  reveals  that  efforts  to  revise  the 
old  statutes  are  being  considered  and  may  be 
initiated  by  the  time  the  General  Assembly  meets 
again  in  regular  session — 1939.  All  of  which 
makes  the  activity  of  the  Sub-Committee  on  Poor 
Relief  timely  and  important. 

When  the  committee  issues  requests  for  in- 
formation and  assistance  to  individual  members 


and  county  medical  societies,  it  is  hoped  that  they 
will  cooperate,  so  that  the  committee  will  have 
something  constructive  to  present  when  the  pro- 
posals to  amend  the  local  relief  statutes  are 
being  formulated. 


The  Congress  will  meet  in  special  session  in 
November.  Have  you  told  your  Congressman 
that  public  health  services  should  not  be  included 
in  the  activities  assigned  to  the  proposed  new 
Department  of  Public  Welfare,  one  part  of  the 
Reorganization  Bill  sponsored  by  the  President? 


According  to  an  announcement  in  The  Health 
Officer,  publication  of  the  United  States  Public 
Health  Service,  The  American  Foundation  Stud- 

dies  in  Government 

Subtle  Propaganda  has  launched  an- 

other  study  in  the 
t ollows  Report  By  medical  and  public 

American  Foundation  health  field.  The 

new  project  will  be 
an  investigation  of  public  medical  services  “to 
illumine  the  difficult  question  as  to  how  far  Gov- 
ernment should  function  in  the  provision  of  pub- 
lic health  service  and  medical  care”. 

This  announcement  makes  us  wonder  if  the 
American  Foundation  will  call  upon  individual 
members  of  the  medical  profession  for  comments 
and  information  as  it  did  previous  to  the  pub- 
lication of  its  report,  “American  Medicine;  Ex- 
pert Testimony  Out  of  Court”. 

Also  we  wonder  if  the  physicians  of  the  coun- 
try, if  requested  to  assist  in  this  new  study,  will 
show  the  same  degree  of  warmth  which  was  ac- 
corded the  first  so-called  study.  It  may  be  that 
the  medical  profession  will  be  a bit  skeptical  of 
this  new  venture  inasmuch  as  recent  develop- 
ments indicate  rather  clearly  that  some  of  those 
who  took  the  lead  in  the  first  study  are  using  it 
as  the  basis  for  propaganda  to  promote  “prin- 
ciples and  proposals”  which  violate  principles  and 
policies  endorsed  by  organized  medicine. 

Some  of  those  who  had  a lot  to  do  with  The 
American  Foundation’s  first  study  were  badly  dis- 
appointed at  the  action  of  the  House  of  Delegates 
of  the  A.M.A.  in  scuttling  the  famous  New  York 
State  resolution.  Since  then,  they  have  been  cir- 
culating among  individual  physicians  a set  of 
“principles  and  proposals”  with  a view  to  obtain- 
ing endorsements.  Notably  among  the  group  be- 
hind this  activity  have  been  Dr.  Hugh  Cabot, 
Rochester,  Minnesota,  and  Dr.  Robei’t  B.  Osgood, 
Boston.  About  450  signatures  have  been  secured, 
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including  those  of  some  physicians  who  are  known 
to  be  opposed  to  some  of  the  “principles”  listed 
and  who  have  admitted  signing  without  analyz- 
ing the  content  of  the  policies  set  forth. 

It  is  hoped  that  all  physicians  will  read  the 
expose  of  this  activity  published  in  the  October  16 
issue  of  The  Journal  of  the  American  Medical 
Association,  page  1280.  Also,  it  is  hoped  that 
physicians  will  discontinue  the  practice  of  lending 
their  names  and  influence  to  subtle  schemes  of 
promoting  plans  and  projects  not  in  accord  with 
the  principle  and  policies  subscribed  to  by  the 
greater  majority  of  the  members  of  the  medical 
profession  for  the  purpose  of  safeguarding  the 
best  interests  of  the  public. 


For  value  received  a physician  obtains  more 
from  his  medical  dues  than  he  obtains  from  his 
dues  paid  to  non-medical  organizations.  The 
value  of  returns  is  so  great  and  membership 
benefits  so  vital  that  an  eligible  physician  cannot 
afford  to  not  be  a member. — California  and  West- 
ern Medicine. 


When,  and  if,  the  Federal  Government  decides 
to  establish  a government-controlled  system  of 
medical  and  hospital  services  it  will  have  to  tap 

new  sources  of 
wealth  or  perhaps 
we  should  have 
said,  tap  old 
sources  in  a new 
way. 

A Federalized  system  of  medical  and  hospital 
services  will  cost  plenty.  There  will  be  so  much 
waste  and  extravagance,  so  much  red  tape  and 
such  huge  administrative  costs  that  there  will 
have  to  be  pay  through  the  nose  in  big  batches 
to  provide  the  necessary  funds. 

Who  will  pay  the  bill,  if  and  when  this  rnuch- 
talked-about  plan  comes?  Business  and  industry? 
Yes.  The  capitalist  and  laborer?  Yes.  The  pub- 
lic generally?  Of  course.  It  always  foots  the 
bills. 

Realizing  this,  business  and  industrial  groups 
are  beginning  to  prick  up  their  ears  at  some  of 
the  reports  and  rumors  emanating  from  Wash- 
ington. This  is  a hopeful  sign.  The  medical  pro- 
fession would  be  wise  if  it  took  the  trouble  to  let 
the  public  in  general  know  that  the  pocketbook  of 
the  man  on  the  street  will  be  raided  again,  when 
and  if  the  Federal  Government  decides  to  take 
medicine  under  its  wing.  The  battle,  if  there  is 
one,  against  Federalization  of  medicine  will  be 
short  and  sweet  unless  those  who  will  have  to 
pay  the  bill  start  swinging.  If  they  do,  there  is 
some  chance  of  giving  the  long-haired  boys  a 
run  for  their  money. 

The  following  is  one  example  of  the  increased 
interest  on  the  part  of  business  and  industrial 


groups  which  we  spoke  about.  It  is  a copy  of  a 
bulletin  distributed  to  its  members  by  the  Manu- 
facturers’ Association  of  New  Jersey.  It  shows 
why  the  argument  that  Federalized  medicine  will 
add  another  5 per  cent,  or  more,  tax  on  the 
nation’s  payroll  is  quite  likely  to  become  a very 
effective  weapon: 

“The  long-threatened  but  hitherto  ‘postponed’ 
part  of  the  Administration’s  ‘Social  Security  Pro- 
gram,’ involving  a Federal  Government  controlled 
system  of  ‘Health  Insurance,’  is  on  the  verge  of 
Congressional  legislative  introduction.  This  is  the 
‘unofficial’  Administration  ‘word’  passed  out  to 
news  correspondents  at  Washington  early  this 
month,  by  certain  ‘authoritative  New  Deal 
sources’  at  the  nation’s  capitol. 

“The  ‘New  Deal  sources’  are  quoted  as  saying 
that  ‘Federal  Health  Insurance,’  based  on  a 
graded  scale  of  Federal,  and  possibly  Federal- 
State  taxes,  on  employers’  payrolls  and  employ- 
ees’ wages,  now  holds  one  of  the  top  places  on 
the  Administration’s  list  of  ‘legislative  futures,’ 
for  probably  definite  action  to  begin  next  year 
(1938).  It  is  further  said  by  the  same  ‘advisors’ 
that  the  Administration  regards  ‘health  insur- 
ance’ legislation  as  an  essential  need  with  which 
‘to  round  out  the  Social  Security  Program.’ 

“United  States  Senator  Robert  F.  Wagner, 
Democrat,  of  New  York,  sponsor  of  the  Federal 
Social  Security  Act,  is  ‘credited’  as  being  the 
prospective  Senatorial  author  of  the  Administra- 
tion’s new  ‘Health  Insurance  Bill’  to  be  introduced 
in  the  next  session  of  Congress,  if  the  Federal 
Budget  ‘picture’  at  that  time  has  ‘eased’  suffi- 
ciently to  make  it  expedient  to  do  so. 

“If  the  Federal  Budget  ‘picture’  should  ‘ease’ 
up  in  1938,  it  is  reported  that  the  payroll  and 
wage  tax  financing  method  for  the  set-up  of  the 
‘Federal  Health  Insurance  System’  might  be 
abandoned  in  favor  of  a large  Federal  appropria- 
tion of  funds  to  provide  ‘free’  medical  care  and 
hospitalization  for  needy  citizens.  The  revenues 
for  such  purpose,  if  the  appropriation  method  is 
decided  on,  would  be  provided  for  by  increased 
and  more  widely  distributed  income  taxes,  new 
taxes  on  estates  and  gifts  and  possibly  a ‘cor- 
porate profits  limitation  tax.’ 

“The  ‘word’  passed  out  about  the  imminence  of 
Federal  ‘health  insurance’  legislation,  constitutes 
‘notice’  to  the  medical  and  surgical  professions, 
welfare  organizations,  insurance  companies,  and 
all  the  wealth  and  income  producing  elements  of 
industry,  labor  and  agriculture,  that  the  issue  of 
socialized  medicine  and  hospitalization,  through 
a governmentally  controlled  system  of  subsidy 
and  taxation,  will  be  right  up  in  the  foreground 
of  public  policy  and  public  action,  in  the  very 
near  future. 

“It  has  been  estimated  that  a really  compre- 
hensive, national  ‘health  insurance  program,’ 
would  cost  a tax  equivalent  to  5 per  cent  of  the 
nation’s  payroll.  The  ‘President’s  Committee  on 
Economic  Security,’  in  January,  1935,  prepared  a 
tentative  plan  but  recommended  ‘further  studies.’ 
It  found,  according  to  press  announcements  at 
that  time,  that  the  cost  of  wage-loss  payments 
would  be  1 to  1%  per  cent  of  payrolls  and  esti- 
mated that  ‘families  with  incomes  up  to  $3,000’ 
were  spending  about  4%  per  cent  of  their  in- 
comes for  medical  care.  It  is  believed  these  pre- 
liminary ‘findings’  will  be  used  as  one  of  the 
chief  ‘economic  reasons’  for  a governmental  sys- 
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tem  of  ‘health  insurance’  by  proponents  of  the 
Administration’s  outline  of  ‘must’  legislation  by 
Congress  next  year. 

“The  premise  of  constitutionality,  upon  which 
the  proposed  Federal  ‘health  insurance’  legisla- 
tion is  to  be  based,  has  not  yet  been  made  known. 
It  is  assumed  that  the  ‘General  Welfare’  clause 
will  be  the  avenue  of  approach.  Either  direct 
Federal  appropriations  to  the  States,  fifty-fifty 
Federal-State  appropriations,  or  Federal  assump- 
tion of  administrative  costs  under  a Federal 
‘standards’.  Federal-State  legislative  set-up,  are 
the  alternative  forms  of  legislative  and  adminis- 
trative action  contemplated  in  the  now  ‘impend- 
ing’ Administration  move  for  early  Congres- 
sional action.” 


Learning  maketh  a man  fit  company  for  him- 
self.— Roger  Bacon. 


“The  County  Medical  Society 

met  on  the  regular  date,  June  8,  in  front  of  Burns 
Drug  Store  with  the  president  and  secretary  only 

attending.  W e 

County  Society  Meetings  were  conservative 

in  our  remarks 
but  considerably 
Deserve  Your  Support  less  so  in  our 

thinking  about 

the  absent  members.” 

Thus  reads  the  report  of  a county  medical  so- 
ciety meeting  in  the  medical  journal  of  another 
state.  Of  course  the  report  does  not  state  whether 
notices  of  the  meeting  had  been  sent  to  the  mem- 
bership and  whether  a capable  speaker  had  been 
invited. 

Right  here  in  Ohio,  even  with  meetings  prop- 
erly publicized  and  good  programs  arranged,  at- 
tendance at  some  of  the  county  society  meetings 
has  not  been  anything  to  brag  about.  We  sym- 
pathize with  the  secretary  who  has  to  apologize 
to  a guest  speaker  who  has  been  willing  to  leave 
his  practice  and  drive  a good  many  miles  to 
“give”  the  benefit  of  his  experience  to  his  col- 
leagues— only  to  have  a handful  of  them  turn  out 
to  hear  him. 

Most  of  the  county  medical  societies  in  Ohio 
have  regular  meetings,  with  good  programs, 
which  are  well-worth  hearing.  Most  of  the  meet- 
ings are  fairly  well-attended.  But  there  is  room 
for  improvement  in  some  counties. 

While  we’re  on  the  subject,  we  take  our  edi- 
torial hat  off  to  the  county  society  secretary 
quoted  above,  who  sent  an  account  of  the  meeting 
to  his  state  medical  journal,  even  though  only  two 
members  attended.  The  necessity  of  using 
“News  Clippings”  as  the  basis  for  items  about 
county  society  meetings  is  one  of  our  pet  peeves. 

To  summarize:  Good  county  society  programs 
deserve  a better  attendance  and  an  alert  county 
society  secretary  sends  in  an  account  of  each 
meeting  to  his  state  medical  journal. 


Are  Held  for  You  and 


“Beware  of  Swindlers”  is  the  title  of  a very 
interesting  article  written  by  Dr.  Frank  J, 
Clancy,  director,  Bureau  of  Investigation,  Ameri- 
can Medical  Associa- 

Slickers  Can  Be  tion>  and  Published  in 

the  October  issue  of 
Outslickered  By  the  Toiedo  Academy 

Cautious  Physician  of  Medicine  Bulletin. 

Dr.  Clancy  outlined 
a number  of  the  favorite  tricks  resorted  to  by  the 
gyp  artist  and  imposter  and  advises  physicians 
how  to  protect  themselves  against  racketeers. 
Boiled  down  his  advice  is  as  follows: 

1.  Don’t  cash  checks  for  strangers. 

2.  Don’t  cash  checks  or  lend  money  to  un- 
known physicians  unless  you  are  thoroughly 
satisfied  they  are  bona  fide  physicians  with  a 
bank  account  and  willing  to  keep  their  word. 

3.  Don’t  buy  books,  instruments,  insurance, 
etc.,  from  itinerant  salesmen.  Patronize  local 
dealers. 

4.  When  in  doubt,  call  your  local  Better  Busi- 
ness Bureau,  Chamber  of  Commerce,  or  similar 
agency. 

5.  If  uncertain,  telegraph  the  Bureau  of  In- 
vestigation, American  Medical  Association,  for 
information  and  advice. 

6.  Always  investigate  before  you  invest. 


It  is  still  true  that  it  is  more  important  to 
know  what  sort  of  a patient  has  a disease  than 
what  sort  of  a disease  a patient  has. — Welch. 


Quality , Not  Quantity , 
Will  Be  Keynote  of 
1938  Scientific  Exhibit 


It  has  been  announced  by  the  New  York  State 
Medical  Society  that  only  exhibits  by  medical 
schools  and  hospitals  will  be  accepted  for  the 

Scientific  Exhibit 
at  the  1938  Annual 
Meeting  of  that 
society. 

We  do  not  know 
why  exhibits  by  in- 
divduals  have  been  excluded  by  the  New  York 
Society.  In  our  opinion  the  new  plan  is  a mis- 
take, but  of  course  it’s  none  of  our  business. 

Some  of  the  most  interesting-  and  instructive 
exhibits  at  the  Annual  Meeting  of  the  Ohio  State 
Medical  Association  have  been  those  prepared  by 
individual  members.  We  believe  it  is  wise  to  give 
the  individual  physician  an  opportunity  to  use  his 
talent  in  this  manner  and  to  make  a contribution 
for  the  good  of  his  colleagues.  We  hope  that 
many  Ohio  physicians  will  enter  exhibits  for  the 
1938  Annual  Meeting  next  May  11  and  12  in  Co- 
lumbus. You  will  remember  that  an  Application 
Blank  was  published  in  the  October  issue  of  The 
Journal. 

At  the  same  time,  we  realize  that  the  high 
standard  of  the  Scientific  Exhibit  of  the  Ohio 
State  Medical  Association  can  not  be  maintained 
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if  it  should  become  a playground  for  publicity- 
seekers  and  those  who  place  the  commercial  side 
of  medical  practice  above  the  scientific  aspects. 
Those  who  have  something  original  and  some- 
thing of  value  to  exhibit  should  request  space. 
Those  who  don’t,  should  remain  silent.  The  Com- 
mittee on  Scientific  Work  is  planning  to  give  all 
applications  for  space  careful  scrutiny.  Every 
effort  will  be  made  to  make  the  1938  exhibit  one 
of  quality.  The  committee  needs  the  help  and  as- 
sistance of  all  members  in  carrying  out  this  re- 
sponsibility. 


While  everjr  physician  without  a blot  on  his 
reputation  is  eligible  to  join  his  county  society — 
and  the  ideal  medical  community  would  be  one 
in  which  every  practitioner  was  affiliated — this 
does  not  mean  that  the  investigation  of  applicants 
should  be  a perfunctory  routine.  The  admission 
of  undesirables  lowers  the  standing  of  a pro- 
fessional organization  and  lends  tacit  sanction  to 
objectionable  practices. — The  New  York  Medical 
Week. 


Some  members  of  the  medical  profession  are 
beginning  to  wonder  if  the  public  education  phase 
of  the  nation-wide  campaign  to  control  and  eradi- 
cate syphilis  isn’t 

Educating  the  Physician  setting  such  a 

r n r fast  pace  that  the 

Important  Part  of  professional  edu- 

Syphilis  Campaign  cation  feature  of 

the  program  is 

having  a lot  of  difficulty  keeping  abreast. 

There  is  no  doubt  but  what  the  campaign  has 
won  the  public’s  interest  and  confidence.  Therein 
lies  the  danger.  Is  the  medical  profession  ready 
to  adequately  meet  the  demands  for  examination 
and  treatment  which  are  being  made  and  which 
will  multiply  during  ensuing  months  ? Are  enough 
physicians  sufficiently  trained  to  handle  the  aver- 
age case  of  syphilis  ? Do  all  physicians  who  will 
be  called  upon  to  treat  syphilis  of  all  stages  have 
enough  knowledge  about  the  disease  and  methods 
of  treatment  to  protect  the  interests  of  all  pa- 
tients ? Do  these  physicians  know  when  to  pro- 
vide radical  treatment;  when  conservative  ther- 
apy? These  are  important  questions. 

Here  in  Ohio,  the  efforts  of  organized  medicine 
are  being  directed  primarily  to  education  of  the 
profession  itself.  Institutes  on  syphilis  have  been 
held  in  Cincinnati  and  Cleveland.  Others  are  being 
planned.  County  and  district  societies  will  be 
asked  to  schedule  addresses  during  the  next  year 
on  the  diagnosis  and  treatment  of  syphilis.  Ohio 
is  trying  to  help  the  physicians  of  the  state  keep 
up  with  the  public  education  aspects  of  the  cam- 
paign. There  will  be  plenty  of  patients.  Physi- 
cians must  be  ready  for  them  and  prepared  to 
give  them  proper  treatment. 

Since  there  is  inherent  danger  in  the  use  of 


radical  therapy  in  cases  of  late  syphilis  and  in 
patients  of  advanced  years,  we  offer  the  following 
comments  by  one  authority  on  syphilis  as  a warn- 
ing to  the  physician  who  may  be  visited  by  a 
syphilitic  in  the  degenerative  age  group: 

“The  ideal  treatment  of  late  syphilis  is  pro- 
phylactic and  consists  in  the  earliest  possible  de- 
tection of  the  disease  in  the  earliest  stage,  at 
which  time,  we  have  reason  to  believe,  it  can 
actually  be  cured  and  late  syphilis  thereby  pre- 
vented. If  the  disease  is  first  detected  in  its  late 
stage,  or  if  because  of  improper  treatment  in  the 
early  stage,  the  late  one  has  supervened,  all  we 
hope  to  accomplish  is  an  arrest  or  a clinical 
‘cure.’  There  are  other  pertinent  considerations. 
I believe  it  was  Joseph  Earle  Moore  who  said  that 
in  early  syphilis  the  disease  should  be  treated, 
and  that  in  late  syphilis  the  patient  should  be 
treated.  This  is  true  because  the  individual  with 
late  syphilis  is  usually  older  than  is  the  one  with 
early  syphilis,  and  is  more  likely  to  have  com- 
plicating diseases  which  modify  the  syphilitic  in- 
fection and  decrease  tolerance  to  drugs  used  in 
its  treatment.  A consideration  of  these  factors 
and  possibility  of  syphilitic  lesions  in  the  brain, 
liver,  cardio-vascular  system  or  other  vital  struc- 
tures which  cannot  be  demonstrated  by  the  most 
exhaustive  examinations,  and  the  consequent 
seriousness  of  Herxheimer  reaction  and  thera- 
peutic paradox  should  be  sufficient  to  make  one 
appreciate  the  importance  of  conservatism  in  the 
treatment  of  late  syphilis.  After  all,  the  treat- 
ment of  the  late  stage  is  not  a matter  of  wiping 
out  the  disease  in  a short  interval,  but  rather  that 
of  constantly  hammering  at  it  for  a long  time.” 


Attending  a medical  meeting  is  a mark  of  dis- 
tinction. It  reveals  eagerness  to  learn  from  others 
who  have  studied  hard  to  prepare  a subject  in  a 
presentable  way. — Bulletin  of  The  Columbus 
Academy  of  Medicine. 


The  Tuscarawas  County  Medical  Society  has 
appointed  a committee  to  prepare  articles  for 
local  newspapers  on  seasonal  and  contagious  dis- 
eases and  other 

Every  County  Society  medical  and  pub- 
, . lie  health  subjects 

o hoiiicl  Have  (^OTTunittee  interest 

To  Handle  Publicity  This  appeals  to 

us  as  a progres- 
sive step.  It  would  be  wise  for  other  county  med- 
ical societies  which  do  not  have  such  a committee, 
to  fall  in  line. 

For  too  long  the  medical  profession  has  hid  its 
light  under  a bushel.  Medical  organization  has 
been  too  slow  to  recognize  the  value  of  con- 
structive publicity.  This  applies  not  only  to  local 
societies,  but  also  to  the  State  Association.  If 
preliminary  plans  of  the  Sub-Committee  on  Pub- 
lic Health  Education  materialize,  this  situation 
will  be  corrected  so  far  as  the  State  Association 
is  concerned. 

The  medical  profession  should  be  recognized  as 
the  best  qualified  authority  on  medical  and  health 
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matters.  For  that  reason  the  profession,  through 
medical  organization,  should  take  proper  steps  to 
disseminate  its  knowledge  and  advice.  The  daily 
press  offers  a splendid  medium.  Of  course  pub- 
licity must  be  properly  controlled  and  handled  by 
those  with  seasoned  judgment.  Every  county  so- 
ciety should  give  this  idea  its  consideration. 


According  to  Dorothy  Thompson,  Germany  had 
sickness  insurance,  old  age  pensions,  unemploy- 
ment insurance,  and  all  the  rest  of  the  things 
designed  to  meet  “human  needs”,  yet  democracy 
had  to  stop  in  Germany  and  it  had  to  accept  Hit- 
ler because  the  financial  burden  of  “human 
needs”  became  top-heavy. 


Every  physician  is  a potential  witness.  He  can 
anticipate  being  asked  to  testify  sooner  or  later. 
For  that  reason  he  should  know  something  about 

court  procedure  and 
should  know  how  to 
conduct  himself  on 
the  witness  stand. 

We  like  the  sound 
advice  found  in  an 
editorial  prepared  by  the  Medical  Advisory  Com- 
mittee of  the  Minnesota  State  Medical  Associa- 
tion and  published  in  a recent  issue  of  Minne- 
sota Medicine,  reading  as  follows: 

“1.  Dignity  of  Manner.  A medical  man  is  a 
marked  individual  in  a court  room.  A ‘don’t  care” 
attitude  is  not  good.  A frightened  one  gives  a 
smart  lawyer  his  chance,  but  a cool,  calm  de- 
meanor with  a ‘be  yourself’  bearing  makes  for 
ease  under  most  unusual  and  trying  circum- 
stances. 

“2.  Simplicity  of  Words.  This  comes  from  the 
application  of  common  sense  born,  possibly,  of 
experience  and  the  ability  to  stick  to  the  truth 
at  all  times.  One  should  ‘know  his  stuff’  and  ‘say 
his  piece’  simply  but  convincingly. 

“3.  Preparedness.  Preparedness  means  a com- 
plete history  of  the  case  in  point,  unaltered  in 
wording,  as  made  at  the  time  of  examination,  not 
embellished  by  superfluous  thoughts  or  unneces- 
sary findings — a history  truthful  and  reliable 
which  will  convince  the  Court  that  the  testimony 
being  given  is  right  and  for  the  purpose  of  get- 
ting at  the  truth  in  the  case  so  that  the  correct 
decision  may  be  reached  by  judge  or  jury. 

“4.  Explain:  Do  Not  Argue.  Be  explicit  in 
answer  to  questions,  intelligent  in  explanation  of 
contested  points,  and  kind  in  demeanor  to  the 
witness  on  the  opposite  side  of  the  question.  An 
aigumentative  attitude  makes  one  a mark  for 
sharp  questioning  and  ridicule. 

“When  you  are  right  remember  you  can  afford 
to  keep  your  temper.  When  you  are  wrong  you 
can’t  afford  to  lose  it. 

“The  medical  witness  can  well  keep  in  mind 
that  dignity,  simplicity  of  words,  thorough  pre- 
paredness and  a non-argumentative  bearing  are 
the  qualities  best  suited  to  inspire  and  command 
respect  in  Court  as  well  as  elsewhere.” 


When  Dr.  Arthur  T.  McCormick,  new  president 
of  the  American  Public  Health  Association, 
recommended  greater  simplicity  in  medical  writ- 
ings and  addresses 
and  minimization  of 
“complicated”  word- 
ing, he  voiced  a sen- 
timent which  un- 
doubtedly will  draw 
an  “amen”  not  only  from  the  confused  newspaper 
reporter  and  the  befuddled  layman  but  from  many 
members  of  the  medical  profession  as  well. 

If  framed  in  language  easily  understood  by  the 
average  layman,  the  words  of  wisdom  of  the  phy- 
sician become  more  valuable  and  have  added  em- 
phasis. About  the  best  way  for  a physician  to 
slice  out  of  bounds  is  for  him  to  reel  off  a lot  of 
ultra-scientific  and  high-sounding  phrases  to  his 
patients  when  an  interpretation  in  simple,  every- 
day language  would  serve  the  purpose. 

Also,  we  can’t  help  but  believe  that  the  pro- 
fession itself  would  rather  listen  to  a speaker 
who  can  tell  his  story  in  unstilted  terms  and  by 
the  use  of  simple  terminology  than  to  the  lecturer 
who  may  know  his  stuff  but  who  thinks  that  he 
has  to  use  all  the  big  words  in  the  science  of 
medicine  to  put  across  his  subject.  A talk  jammed 
with  $10.00  words  can  be  just  as  dry  as  a treatise 
on  the  Einstein  theory  of  relativity  and  as 
potent  as  ether.  . 

Those  who  would  like  to  join  our  campaign  for 
greater  simplicity  in  medical  writing  and  oratory, 
please  step  forward  and  say  “Yea.” 


We  stand  upon  the  intellectual  shoulders  of 
those  medical  giants  of  bygone  days  and,  because 
of  the  hold  they  afford  us,  we  are  able  to  see  a 
little  more  clearly  than  they  were  able  to  do. — 
Bernard. 


At  the  recent  annual  meeting  of  the  Wisconsin 
State  Medical  Society  at  Milwaukee,  1,245  mem- 
bers of  the  society  registered  and  took  part  in 

the  meeting.  This  mem- 
ber registration  repre- 
sented 53  per  cent  of 
the  total  membership 
of  the  society  which  is 
some  record  and  one  of 
which  the  Wisconsin  society  can  be  proud. 

Our  Wisconsin  colleagues  also  can  boast  about 
the  success  of  the  “Hall  of  Health”  sponsored  by 
the  society  and  held  in  the  Milwaukee  Municipal 
Auditorium  during  the  meeting.  It  consisted  of 
80  exhibits.  It  was  open  to  the  public.  It  was 
visited  by  approximately  105,000  persons.  Direc- 
tor of  exhibits  was  Dr.  Eben  J.  Carey  of  “Cen- 
tury of  Progress”  fame  which  accounts  for  a 
large  part  of  the  success  of  the  undertaking. 

The  next  Annual  Meeting  of  the  Ohio  State 
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Medical  Association  will  be  held  May  11  and  12, 
1938  at  Columbus.  The  site  of  the  meeting  is  in 
the  very  heart  of  the  state.  There  is  no  good 
reason  why  Ohio  cannot  duplicate  Wisconsin’s 
feat.  It  will  take  a member  registration  of  about 
3,000  to  turn  the  trick.  Can  it  be  done?  It  can, 
if  every  member  will  analyze  carefully  the  value 
which  accrues  from  attending  the  Annual  Meet- 
ing. 

This  Association  is  not  planning  a “Hall  of 
Health”  for  1938.  Some  time  it  may  be  able  to 
add  that  feature  to  the  Annual  Meeting.  Per- 
haps it  will  have  to  discover  an  Ohio  “Dr.  Carey” 
before  this  can  be  attempted.  Nevertheless,  the 
1938  meeting  will  offer  many,  many  features  of 
distinct  value  to  members  of  the  medical  pro- 
fession. We  hope  that  Ohio  will  not  only  dupli- 
cate Wisconsin’s  record,  but  go  that  state  one 
better  by  producing  an  even  better  member  regis- 
tration figure. 


There  is  no  question  but  that  a critical  analysis 
of  the  American  diet  should  be  considered  in 
the  cause  and  cure  of  cancer,  but  this  may  take 
many  years  and  a good  deal  of  patience. — Hygeia. 


must  be  between  1,200  to  1,500  Ohio  physicians 
who  are  not  fellows  simply  because  they  have 
never  gone  to  the  trouble  of  applying  for  fellow- 
ship and  not  because  of  the  extra  expense.  Ap- 
plying for  fellowship  is  not  a complicated  pro- 
cedure. If  you  are  interested — and  every  member 
of  the  State  Association  should  be — just  fill  out 
the  following  coupon  and  mail  it  to  the  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  accompanied  by  a check  for  $7.00. 

APPLICATION  FOR  FELLOWSHIP 

19 

I hereby  make  application  for  fellowship  in  the 
American  Medical  Association  and  subscribe  to 
The  Journal  for  one  year  from  date.  I am  a 

member  in  good  standing  of  the 

County  Medical  Society,  a component  branch  of 
the  Ohio  State  Medical  Association. 

Signature  

(Name  in  Full) 

Street  

City  County  State 


There  seems  to  be  considerable  confusion  rela- 
tive to  membership  and  fellowship  in  the  Ameri- 
can Medical  Association.  » 

A member  of  a 

Are  You  a Fellow  of  county  medical 

AM. A.?  You  Should  Be.  T'i 

Procedure  Outlined  member  of  the 

Ohio  State  Medi- 
cal Association  and  the  American  Medical  Asso- 
ciation but  not  a fellow  of  the  American  Medical 
Association.  To  become  a fellow  of  the  A.M.A. 
a physician-member  must  make  special  applica- 
tion and  pay  to  the  American  Medical  Association 
annual  fellowship  dues  which  are  at  present 
$7.00.  Only  fellows  may  register  and  take  part 
in  the  Annual  Session  of  the  American  Medical 
Association,  hold  office  in  the  A.M.A.,  etc. 

A fellow  of  the  A.M.A.  receives  as  part  of  his 
fellowship  rights  and  privileges,  The  Journal  of 
the  American  Medical  Association.  Here  is  where 
the  confusion  arises.  A member  eligible  for  fel- 
lowship in  the  A.M.A.  who  subscribes  for  The 
Journal  of  the  A.M.A.  at  $7.00  a year,  could  be- 
come a fellow  for  the  same  amount  as  he  pays 
for  the  journal  and  get  The  Journal  free. 

Almost  2,000  members  of  the  Ohio  State  Medi- 
cal Association  are  not  fellows  of  the  A.M.A.  al- 
though they  are  eligible  for  fellowship.  Between 
1,200  and  1,300  physicians  in  Ohio  who  subscribe 
for  The  Journal  of  the  A.M.A.  at  $7.00  a year 
are  not  fellows  of  the  A.M.A.  although  they  could 
be  at  no  additional  cost. 

This  boils  itself  down  to  the  fact  that  there 


The  test  of  active,  open  competition  with  quali- 
fied professional  men  will  soon  reduce  the  pre- 
tender to  his  proper  level,  and  minimize  the 
potentialities  for  harm  that  he  may  have. — 
Thomas  R.  Boggs,  M.D.,  President,  Association 
of  American  Physicians. 


A new  experiment  m sickness  insurance  started 
recently  in  Washington,  D.  C.,  and  which  was 
analyzed  in  detail  in  the  October  2 issue  of  The 


Sickness  Insurance 
For  Group  of  Federal 
Employes  Established 

profession  throughout  the 


Journal  of  the  Amer- 
ican Medical  Associa- 
tion, page  39  B,  will 
be  watched  with  un- 
usual interest  by  mem- 
bers of  the  medical 
nation. 


Started  in  a strategic  quarter,  will  this  prove 
to  be  the  first  move  in  a subtle  way  to  include  a 
Federal  system  of  sickness  insurance  in  the  Social 
Security  program?  This  is  the  belief  expressed 
by  some.  What  will  be  the  quality  of  the  services 
rendered  and  the  administrative  costs  ? These 
are  two  of  many  questions  which  will  be  asked  as 
time  goes  on. 

The  plan  is  known  as  the  Group  Health  Asso- 
ciation, Inc.  It  has  been  established  for  some 
2,000  employes  of  the  Federal  Home  Loan  Bank 
Board  and  other  agencies  such  as  the  Home 
Owners’  Loan  Corporation  which  come  under  the 
jurisdiction  of  that  board.  Male  employes  with 
families  will  receive  medical  service  for  them- 
selves and  their  families  for  a monthly  payment 
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of  $3.30.  Single  employes  will  pay  $2.20  a month 
for  the  same  services. 

A clinic  under  the  direction  of  Dr.  Henry  R. 
Brown,  chief  of  the  Tuberculosis  Division,  Veter- 
ans’ Administration,  has  been  established.  There 
will  be  a staff  of  about  15,  including  a half  dozen 
physicians.  Beneficiaries  may  receive  service 
from  the  clinic  or  from  physicians  of  their  own 
choice.  The  service  will  include  complete  physi- 
cal examination  and  necessary  medical  and  surgi- 
cal care,  with  some  exceptions;  hospitalization  in 
a semi-private  room  for  three  weeks  during  a 
single  illness,  nursing  and  ambulance  services. 

Obviously  the  inherent  danger  of  this  plan  is 
enormous.  It  can  easily  be  extended  to  include 
employes  of  other  Federal  departments  and 
agencies.  Probably  nothing  can  be  done  now  to 
stop  this  excursion  of  the  Federal  Government 
into  sickness  insurance.  However,  the  results 
must  be  checked  carefully  and  if  the  plan  shows 
anticipated  weaknesses,  these  should  be  empha- 
sized and  used  to  advantage  in  demanding  its  dis- 
continuance. 


Cincinnatians  Win  Awards 

Cincinnati  physicians  won  two  of  the  four 
awards  for  excellence  of  scientific  exhibits  at 
the  Sixteenth  Annual  Meeting  of  the  American 
Congress  of  Physical  Therapy  held  at  Cincinnati 
recently.  Dr.  Louis  G.  Hermann,  Professor  of 
Surgery,  University  of  Cincinnati  College  of 
Medicine,  received  the  first  award  for  an  exhibit 
on  “The  Diagnosis  and  Treatment  of  Peripheral 
Vascular  Diseases”,  and  Dr.  George  Lyford  re- 
ceived honorable  mention  for  his  exhibit  of  an 
apparatus  “to  accurately,  substantially  and  auto- 
matically procure  essential  data  in  the  differential 
diagnosis  of  pelvic  pathology  in  the  female”. 


COMING  MEETINGS 

Ohio  State  Medical  Association,  Columbus,  May 
11-12,  1938. 

American  Medical  Association,  San  Francisco, 
June  13-17,  1938. 

American  College  of  Physicians,  New  York, 
April  4-8,  1938. 

American  Society  of  Tropical  Medicine,  New 
Orleans,  Nov.  30-Dec.  3,  1937. 

Southern  Medical  Association,  New  Orleans, 
Nov.  30-Dec.  3,  1937. 

Southern  Surgical  Association,  Birmingham, 
Dec.  7-9,  1937. 

Western  Surgical  Association,  Indianapolis, 
Dec.  3-4,  1937. 


SPECIAL  TRAIN  PLANS 
By  the  time  another  30  days  roll 
by,  it  is  quite  likely  that  some  definite 
information  relative  to  the  Ohio  Spe- 
cial Train  to  the  1938  American  Medi- 
cal Association  meeting  at  San  Fran- 
cisco, June  13-17,  will  be  available. 
Negotiations  are  now  being  carried 
on  with  various  railroad  companies. 
Don’t  sign  up  for  any  all-expense 
tours  to  the  West  next  June  until  you 
have  investigated  the  plan  which  will 
be  arranged  by  the  Ohio  State  Med- 
ical Association.  It  is  possible  an  an- 
nouncement can  be  made  in  the  De- 
cember issue  of  The  Journal. 


A.M.A.  Health  Broadcasts  for  November 

The  weekly  radio  “Your  Health”  broadcasts 
sponsored  by  the  American  Medical  Association 
and  the  National  Broadcasting  Company,  were 
resumed  over  the  Red  network  of  the  N.B.C., 
Wednesday,  October  13,  at  2:00  P.M.  These  dra- 
matized health  messages  will  be  presented  in 
nine  groups  of  four  programs  each,  each  Wednes- 
day afternoon,  from  2 to  2:30  o’clock,  running 
consecutively  through  June  15,  1938.  The  list  of 
stations  to  which  the  program  is  available  in- 
cludes: WTAM,  Cleveland;  WSAI  >and  WLW, 
Cincinnati,  and  WCOL,  Columbus. 

The  following  broadcasts  are  scheduled  for 
November: 

November  3 — Striving  for  Better  Bodies:  so- 
called  physical  defects;  their  recognition;  what 
can  be  done  about  them. 

November  10 — Playing  for  Fun:  health  values 
and  hazards  in  sports  and  reci-eation,  including 
football. 

November  17 — Fresh  Air,  Fresh  Clothes  and 
Fresh  Skin:  ventilation;  clothing;  bathing. 

November  24 — Rest,  Relaxation,  Refreshment: 
all  work  and  no  play,  or  all  play  and  no  rest — 
bad  for  health. 


Enrollment  in  Medical  Colleges  Drops 

Enrollment  in  medical  colleges  in  the  United 
States  dropped  from  6,456  in  1930  to  5,996  in 
1935,  according  to  a report  presented  by  Dr. 
Harold  Rypins,  secretary  of  the  New  York  State 
Board  of  Medical  Examiners,  at  the  33rd  annual 
Congress  on  Medical  Education,  Hospitals  and 
Licensure  held  in  Chicago  recently.  The  decrease 
was  attributed  to  stricter  entrance  requirements 
and  limitation  of  the  size  of  freshman  classes. 


THE  PHYSICIAN’S  BOOKSHELF 

All  unsigned  reviews  are  from  the  pen  of  the  Editor. 


Childbirth  Yesterday  and  Today.  By  A.  J.  Rogny, 
M.D.  $2.00.  Emerson  Books,  Inc.,  New  York, 
1937.  pp.  192. 

The  first  half  of  this  book  is  a historical  ac- 
count of  the  development  of  the  art  of  obstetrics 
from  the  primitive  up  to  the  present  time.  It  is 
concise  and  entertainingly  written  and  should  be 
of  interest  to  the  doctor,  medical  student,  or 
nurse  who  is  interested  in  the  transition  of 
medicine  from  the  medicine-man  until  today. 

The  second  half  of  the  book  should  be  of  in- 
terest also  to  the  layman.  It  deals  not  only  with 
the  development  of  medicine  as  a science  but  with 
the  legal,  religious  and  economic  aspects  as  well. 
The  chapter  on  superstitions  can  be  read  with 
profit  by  many  pregnant  women  who  still  believe 
in  the  supernatural.  Many  superstitions  still  re- 
main, but  the  only  one  of  any  merit,  alas,  has 
disappeared,  i.e.,  “If  the  doctor  is  not  paid  before 
the  child  comes,  a woman  will  have  difficult 
labor.” — Herman  W.  Koerper,  M.D. 

The  Principles  and  Practice  of  Clinical  Psychi- 
atry. By  Morris  Brande,  M.D.  P.  Blakiston’s 
Son  & Co.,  Inc.,  Philadelphia.  1937.  pp.  382. 

The  material  for  this  book  was  garnered  from 
a broad  experience  with  clinical  psychiatry  on  the 
wards  of  the  Cook  County  Psychopathic  Hospital. 
The  style  is  clear,  terse  and  at  times  even  pun- 
gent. This  may  delight  the  medical  student  who 
is  “oftentimes  disturbed  by  the  seeming  inchoate 
and  controversial  portion  of  psychiatry”. 

The  author  has  taken  the  liberty  of  modifying 
the  accepted  classification  of  mental  diseases — a 
procedure  which  may  in  some  respects  defeat  the 
prime  purpose  of  the  work.  To  group  together 
under  the  heading,  “Psychoses  with  Myoclonic 
States”,  such  entities  as  epilepsy,  Huntington’s 
chorea  and  encephalitic  sequellae  may  appeal  to 
a neuro-pathologist  but  to  a beginner  this  may 
come  as  a puzzling  discordance.  A distinctive 
feature  is  an  unusually  fine  chapter  on  simula- 
tion or  malingering. — Louis  J.  Karnosh,  M.D. 

Synopsis  of  Digestive  Diseases.  By  John  L.  Kan- 
tor,  Ph.D.,  M.D.  $3.50.  The  C.  V.  Mosby  Co., 
St.  Louis.  1937.  pp.  299. 

Synopsis  of  Gynecology.  By  Harry  S.  Crossen, 
M.D.,  F.A.C.S.  and  Robert  J.  Crossen,  M.D. 
$3.00.  The  C.  V.  Mosby  Co.,  St.  Louis.  1937. 
pp.  246. 

With  every  generation  of  physicians  there 
comes  a series  of  handbooks  designed  to  give  the 
medical  student  a bird’s-eye  view  of  the  promised 
land  and  to  give  the  busy  physician  an  effective 
means  for  the  review  of  various  fields  in 


medicine.  These  are  always  worth-while  efforts 
but  they  should  never  be  undertaken  lightly  for 
there  is  no  better  way  to  discover  the  teaching 
ability  of  the  author.  Mosby  is  to  be  congratu- 
lated upon  the  series  which  they  are  now  as- 
sembling of  which  these  two  books  are  excellent 
examples. 

Kantor  has  shown  his  worth  as  a teacher  in 
presenting  so  clearly  the  essential  facts  concern- 
ing diseases  of  the  digestive  system.  He  has  suc- 
ceeded in  giving  us  the  benefit  of  his  vast  ex- 
perience as  leader  in  this  field  and  so  the  book 
is  highly  recommended. 

The  Crossens  have  presented  in  good  sound 
fashion  the  salient  features  of  gynecology.  This  is 
in  fact  a synopsis  of  their  larger  book  on  Dis- 
eases of  Women  which  is  so  well  liked  by  those 
who  need  the  more  detailed  descriptions. 

Atlas  of  Hematology.  By  Edwin  E.  Osgood,  M.A., 
M.D.,  assistant  professor  of  medicine,  and 
Clarice  M.  Ashworth,  medical  illustrator, 
University  of  Oregon  Medical  School,  Port- 
land, Oregon.  $10.00.  J.  W.  Stacey,  Inc.,  San 
Francisco.  1937.  pp.  255. 

Attempts  by  American  and  English  hemato- 
logists to  reproduce  atlases  of  blood  cells  com- 
parable to  the  German  and  the  Italian  publica- 
tions of  the  schools  of  Pappenheim  and  Ferrata 
have  been  few  and  notably  inferior  from  the 
standpoint  of  color  photoengraving.  The  current 
offering  of  Dr.  Osgood  leaves  little  to  be  desired 
in  color  plates  illustrative  of  the  various  classi- 
cal, morphologic  characteristics  of  the  cells  from 
“oxalated  blood  or  sternal  marrow”  stained  by 
Wright’s  method  (some  hematologists  prefer 
blood  films  made  directly  without  anti-coagu- 
lants). In  the  first  part  of  the  book  some  316 
individually  numbered  cells  are  presented  in  color 
and  briefly  discussed  with  reference  to  their  type 
and  relationship  to  other  elements.  Some  para- 
sites are  illustrated  and  the  oxidase  reaction  is 
interpreted.  Then  follow  three  plates  with  nine 
selected  fields  from  representative  clinical  types 
of  anemia  and  leukemia.  The  second  half  of  the 
book  is  devoted  to  a dictionary-like  definition  of 
diagnostic  criteria  in  selected  pathologic  states 
with  cross  references  to  the  numbered  cells,  and 
tables  summarizing  synoptic  differential  diag- 
nostic data.  A very  brief  list  of  recommended 
methods,  a selected  list  of  references  and  a rather 
complete  index  conclude  the  volume. 

It  is  stated  that  the  principle  thesis  underlying 
the  presentation  of  this  Atlas  is  the  belief  that  a 
“systematic  hematologic  study  will  aid  materially 
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CANNED  FOODS  IN  THE  CONTROL  OF 
LATENT  AVITAMINOSIS  C 


• The  identification  of  cevitamic  acid  (1- 
ascorbic  acid ) as  vitamin  C served  as  a direct 
stimulus  for  the  intensive  study  of  the  mul- 
tiple problems  involved  in  determining  the 
human  requirement  for  this  factor.  As  a re- 
sult of  much  extensive  work,  there  have  been 
developed  three  methods  for  estimating  the 
intake  or  store  of  vitamin  C in  the  body. 

The  “retention  or  saturation”  test  is  carried 
out  by  administering  a massive  dose  of  vita- 
min C and  determining  the  amount  excreted 
in  the  urine  in  a given  time  (1) . 

As  a second  method,  the  daily  excretion  of 
vitamin  C in  the  urine  is  considered  indica- 
tive of  adequacy  of  the  intake  (2) . 

A third  method  is  the  determination  of  the 
amount  of  vitamin  C in  the  blood  plasma  or 
serum  (3) . 

These  tests  have  been  combined  in  balance 
studies  and  may  serve  as  valuable  checks  in 
the  diagnosis  of  latent  scurvy,  when  used 


separately  or  in  conjunction  with  the  less 
specific  capillary  resistance  test  (4) . 

Evidence  is  accumulating  from  the  applica- 
tion of  these  tests  which  confirms  the  older 
view  that  acute  cases  of  scurvy  are  rare  in 
this  country.  However,  this  evidence  does 
indicate  rather  wide  occurrence  of  the  sub- 
clinical  forms  of  scurvy  (5). 

Correction  of  this  condition  is  largely  a mat- 
ter of  modification  of  the  diet  to  include 
more  liberal  quantities  of  the  fruits  and 
vegetables  which  are  known  to  be  good 
sources  of  vitamin  C.  Recent  reports  indicate 
that  vitamin  C in  such  fruits  and  vegetables 
is  afforded  a good  degree  of  protection  dur- 
ing modern  canning  operations  (6). 

Since  they  are  available  at  all  seasons  on 
practically  every  American  market,  these 
canned  foods  afford  a valuable  and  econom- 
ical means  of  controlling  latent  avitami- 
nosis C. 


AMERICAN  CAN  COMPANY 


230  Park  Avenue,  New  York  City 


(1)  1935.  The  Lancet  228-1,  71  C5")  1937.  The  Avitaminoses 

(2)  1936.  Am.  J.  Med.  Sci.,  191,  319  Eddy  and  Dahldorff 

(3)  1935.  Proc.  Soc.  Exper.  Biol.  & Med.,  32, 1930  William  and  Wilkins 

(4)  1933.  J.  Lab.  & Clin.  Med.  18,  484  Baltimore 


(6)  1936.  J.  Nutr.  12,  40} 

1936.  Ibid.  11,383 

1935.  Am.  J.  Pub.  Health  25,  1340 


This  is  the  thirtieth  in  a series  of  monthly  articles-,  which  will  summarize, 
for  your  convenience,  the  conclusions  about  canned  foods  which  authorities 
in  nutritional  research  have  reached.  We  want  to  make  this  series  valuable 
to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a post  card  addressed  to 
the  American  Can  Company,  New  York,  N.  Y.,  what  phases  of  canned 
foods  knoivlcdge  are  of  greatest  interest  to  you?  Your  suggestions  will  deter- 
mine the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 
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in  the  diagnosis  of  almost  any  disease,  . . . and 
that  such  an  examination  is  simple  enough  to  be 
performed  by  any  qualified  practitioner  of  medi- 
cine.” Further,  “its  aim  is  to  show  the  physician 
and  medical  student  how  to  plan  and  interpret 
this  examination  and  the  technician  how  to  per- 
form the  laboratory  phase  of  it.” 

While  by  no  means  desiring  to  dampen  the 
ardor  or  enthusiasm  of  any  physician  intent  upon 
learning  more  about  the  fundamental  importance 
and  recognition  of  the  blood  cells  in  health  and 
disease,  the  reviewer  cannot  refrain  from  a bit  of 
warning  against  the  inference  that  “an  atlas,  a 
microscope,  a patient  and/or  a technician”  are 
all  that  are  required  for  scientific  diagnosis  and 
rational  therapy.  The  intimation  that  cell  mor- 
phology is  simple  and  readily  mastered,  that  diag- 
nosis is  synonomous  with  cell  identification,  and 
that  function  either  follows  form  or  is  not  par- 
ticularly pertinent  to  the  problem  presented  by 
an  hematologic  disequilibrium,  is  denied  by  all  of 
the  investigative  work  of  the  recent  past.  The 
great  value  of  simple  blood  cell  determinations 
as  made  routinely,  along  with  urinalyses,  by 
every  intern  and  practicing  physician  has  been 
abundantly  attested  these  many  years,  and  such 
values  will  always  exist.  But  to  infer  that  the 
finer  differential  diagnostic  and  prognostic  cri- 
teria which  are  being  constantly  developed  in 
the  field  of  hematology  today  need  only  a modern 


atlas  for  their  immediate  application,  is  mis- 
leading. 

To  those  who  have  had  familiarity  with  blood 
films  treated  in  the  manner  described  by  Dr. 
Osgood,  this  Atlas  will  reveal  as  faithfully  as  any 
drawings  can,  the  morphologic  criteria  he  has 
found  dependable,  together  with  an  interpretation 
of  the  data,  and  a suggested  modification  of  the 
already  involved  nomenclature.  But  to  those 
neophytes  who  are  genuinely  interested  and  have 
had  little  experience  as  yet  with  actual  blood 
films,  the  suggestion  is  made  to  study  the  blood 
cells  themselves  first,  and  consult  the  atlases 
later — and  do  not  depend  upon  your  technician 
any  more  for  important  cellular  differentiations 
than  you  would  for  the  information  to  be  derived 
through  your  stethoscope. 

Finally,  while  a constantly  increasing  appre- 
ciation and  understanding  of  morphologic  hema- 
tology must  always  precede  and  underlie  the  in- 
terpretations demanded  by  clinical  medicine,  it  is 
a growing  recognition  of,  and  search  for,  the  re- 
lationships of  function  to  form — of  the  path- 
ologic-physiology of  the  ever-young,  always- 
maturing  cells  of  the  blood  and  tissues — which 
today  animates  the  hematologic  investigator.  Cell 
identification  can  be  one  means  to  the  larger 
end — a point  of  departure  perhaps — but  never 
an  end  in  itself  in  the  clinical  medicine  of  the 
present  day. — C.  A.  Doan,  M.D. 


Do  You  Treat  CANCER? 

THE  RADIUM  EMANATION  CORPORATION 

MAINTAINS  the  most  efficiently  organized  Radium  laboratory  to 
make  available  to  you,  at  low  cost,  every  facility  for  the  use  of 
Radium  in  your  practice. 

RADON  SEEDS.  Removable  or  permanent.  We  provide  seeds 
of  the  composite  type,  with  Radon  under  leak-proof  glass  seal. 

Filtration  0.3  mm.  of  Platinum. 

APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
plaques  properly  prepared  to  meet  the  requirements  of  each  indi- 
vidual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  Your  inquiries  and  orders  will  receive  our 
prompt  and  careful  attention. 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Tel:  MOhawk  4-6455  NEW  YORK,  N.  Y. 
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W.  H.  MILLER,  M.  D. 

328  E.  STATE  STREET  COLUMBUS,  OHIO 

Office  Telephone,  Main  3743  Residence  Evergreen  5644 


CANCER  THERAPY 
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A Selective  - - « 


R.  N ” SERVICE 

(Operated  not  for  profit) 


Call  any  one  of  our  ten  District  Registries  which  have  been  approved  by  the 
local  Academies  of  Medicine. 

PROFESSIONAL  NURSING  SERVICE 

available  for  your  patient 
AT  A COST  HE  CAN  AFFORD  TO  PAY 


OFFICIAL  REGISTRIES 


Akron Fr.  7013 

Cincinnati  Woodburn  7127 

Cleveland Prospect  1951 

Columbus Adams  1669 

Dayton Fulton  7211 


Marion 2118 

Portsmouth..  559 

Springfield  _-Main  3125 

Toledo Main  7962 

Youngstown  40201 


Qualified  “R.  N.s”  available  for 
every  branch  of  hospital  service, 
also  for  public  health  and  in- 
dustrial nursing,  doctors’  offices, 
etc. 


OHIO  STATE  NURSE  S’  ASSOCIATION 


ADams  5677 


50  E.  Broad  Street, 
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IN  MEMORIAM 


Leora  G.  Bowers,  M.D.,  Longview,  Washington; 
Louisville  Medical  College,  1898;  aged  67;  mem- 
ber of  the  Ohio  State  Medical  Association,  Fel- 
low of  the  American  Medical  Association,  the 
American  College  of  Surgeons,  and  the  Western 
Surgical  Association;  died  October  16.  Dr. 
Bowers  was  President  of  the  Ohio  State  Medical 
Association  in  1926.  He  started  the  practice  of 
medicine  in  Richmond,  Indiana,  in  1898,  moving 
to  Dayton  in  1905.  He  retired  from  active  prac- 
tice in  1935  and  went  to  Longview,  Wash.  Dr. 
Bowers  was  on  the  staff  of  the  Miami  Valley  Hos- 
pital, Dayton,  for  10  years.  He  was  a member  of 
the  Masonic  Order.  Surviving  are  two  sons,  Dr. 
A.  T.  Bowers,  Dayton,  and  Dr.  J.  M.  Bowers, 
Seattle,  Wash. 

Edgar  Raymond  Hiatt,  M.D.,  Troy;  Indiana 
University  School  of  Medicine,  Indanapolis,  Ind., 
1916;  aged  50;  member  of  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association;  died  October  12.  Dr.  Hiatt  first 
practiced  medicine  in  Shawnee  and  later  became 
health  commissioner  of  Hocking  County.  Since 
1928  he  had  been  health  commissioner  of  Troy 
and  Miami  County.  During  the  World  War  he 
served  in  France  as  a Captain  in  the  Medical 
Corps  of  the  U.  S.  Army.  Dr.  Hiatt  was  promi- 
nent in  state  public  health  activities,  having  been 
president  of  the  Ohio  Public  Health  Association 
and  also  the  State  Association  of  Public  Health 
Officials.  He  was  a member  of  the  American 
Legion,  the  Masonic  Lodge,  Kiwanis  Club  and  the 
Methodist  Church.  Surviving  are  his  widow,  two 
sons  and  three  daughters. 

Ulric  Zwingle  Junkermann,  M.D.,  Middleport; 
Cleveland-Pulte  Medical  College,  1913;  aged  52; 
died  September  24.  Dr.  Junkermann  had  prac- 
ticed in  Meigs  County  for  15  years.  During  the 
World  War  he  served  in  the  Medical  Corps  of  the 
U.  S.  Army.  Dr.  Junkermann  was  a member  of 
the  Presbyterian  Church  and  the  American 
Legion.  His  widow,  a son,  his  father  and  a 
brother  survive. 

Ord  Otterbein  LeMaster,  M.D.,  Sidney;  Star- 
ling Medical  College,  Columbus,  1902;  aged  61; 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  Sep- 
tember 15.  Dr.  LeMaster  had  practiced  in  Sidney 
for  the  past  23  years.  He  was  formerly  located 
in  Kettlersville.  Surviving  are  his  widow,  a 
daughter,  four  sisters  and  two  brothers,  one  of 
whom  is  Dr.  Vernon  LeMaster,  Sidney. 

Theodore  C.  McQuate,  M.D.,  Massillon;  Toledo 
Medical  College,  1902;  aged  65;  member  of  the 
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COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 
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and  Surgery. 
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Ohio  State  Medical  Association  and  the  American 
Medical  Association;  died  September  23.  Dr.  Mc- 
Quate  had  practiced  in  Stark  County  since  1918. 
He  had  served  ten  terms  as  coroner  of  the  county, 
and  was  widely  known  throughout  the  county. 
Following  graduation,  he  practiced  for  a short 
time  in  Columbus  and  Youngstown.  Dr.  McQuate 
was  a member  of  the  Masonic  Order,  the  Elks, 
Eagles,  Junior  Order  O.U.A.M.,  and  the  I.O.O.F. 
His  widow  and  a sister  survive. 

Romeo  Nesi,  M.D.,  Postiglione,  Salerno,  Italy; 
Regia  Universita  di  Napoli  Facolta  die  Medicina 
e Chirurgia,  1908;  aged  55;  died  September  20. 
Dr.  Nesi  came  to  Cleveland  in  1912,  where  he 
practiced  until  his  return  to  Italy  in  1921.  Dur- 
ing his  residence  in  Cleveland  he  was  official 
medical  advisor  of  the  Italian  consulate.  Surviv- 
ing are  two  brothers  and  a sister. 

James  Archer  Riley,  M.D.,  Cleveland;  Jefferson 
Medical  College  of  Philadelphia,  1886;  aged  75; 
died  October  7.  Dr.  Riley  had  practiced  in  Cleve- 
land for  almost  50  years.  His  widow,  a daughter 
and  a brother  survive. 

Joseph  Wood  Shaw,  M.D.,  Coshocton;  Ohio 
State  University  College  of  Medicine,  1908;  aged 
58;  member  of  the  Ohio  State  Medical  Associa- 
tion and  Fellow  of  the  American  Medical  Asso- 
ciation; died  October  4.  Dr.  Shaw  retired  two 
years  ago  after  having  practiced  in  Coshocton 
for  26  years.  His  widow,  three  sisters  and  a 
brother  survive. 

Everett  T.  Skeels,  M.D.,  Toledo;  Eclectic  Medi- 
cal College,  Cincinnati,  1912;  aged  49;  died  Oc- 
tober 11.  Dr.  Skeels  had  been  located  in  Toledo 
for  two  years.  He  had  practiced  in  Akron  for  20 
years,  and  during  the  World  War  was  a lieu- 
tenant in  the  Medical  Corps  of  the  U.  S.  Army. 
His  widow,  his  mother,  a sister  and  a brother 
survive. 

Gilman  Wayne  Stauffer,  M.D.,  Akron;  Ohio 
Medical  University,  Columbus,  1901;  aged  61; 
former  member  of  the  Ohio  State  Medical  Asso- 
ciation and  the  American  Medical  Association; 
died  September  18.  Dr.  Stauffer  retired  because 
of  ill  health  two  years  ago,  after  having  prac- 
ticed in  East  Akron  for  34  years.  He  was  a 
member  of  the  staff  of  City  Hospital,  the  Masonic 
Order,  the  Eagles  Lodge  and  the  Knights  of 
Pythias.  His  widow  survives. 

Thomas  Albert  Weaver,  M.D.,  Blachleyville; 
Toledo  Medical  College,  1898;  aged  67;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  Amercan  Medical  Association;  died  Sep- 
tember 30.  Dr.  Weaver  had  practiced  medicine  in 
Wayne  County  for  40  years,  two  years  in  Orr- 
ville  and  38  years  in  Blachleyville.  Surviving  are 
his  widow  and  two  sons. 

John  S.  Zimmerman,  M.D.,  Youngstown;  Wes- 
tern Reserve  University  School  of  Medicine, 


1895;  aged  73;  former  member  of  the  Ohio  State 
Medical  Association  and  the  American  Medical 
Association;  died  September  23.  Dr.  Zimmerman 
had  been  ill  for  about  a year.  He  was  formerly 
on  the  staff  of  Youngstown  Hospital  and  the 
Mahoning  Valley  Hospital,  and  had  served  on  the 
City  Board  of  Health.  He  practiced  in  Youngs- 
town for  41  years.  Dr.  Zimmerman  was  a member 
of  the  Masonic  Order  and  the  Methodist  Church. 
His  widow,  two  sons,  two  sisters  and  four 
brothers  survive. 


Christmas  Seal  Campaign 

The  annual  Christmas  Seal  campaign  of  the 
National  Tuberculosis  Association  will  be  held 
between  Thanksgiving  and  Christmas.  The  gen- 
eral theme  for  the  campaign  is  the  Town  Crier 
and  his  bell.  Alexander  Wollcott,  author  and 
commentator,  who  has  been  widely  acclaimed  for 
his  Town  Crier  radio  talks,  is  to  deliver  an  ad- 
dress in  support  of  the  Christmas  Seal  Sale, 
which  will  be  transcribed,  so  that  records  can  be 
made  available  for  use  of  radio  stations  through- 
out the  United  States. 


Committee  to  Study  Standard  Certificates 
of  Death,  Birth  and  Stillbirth 

The  increasing  demand  for  the  modification  of 
the  standard  certificates  of  death,  birth  and  still- 
birth being  paramount  before  the  taking  of  the 
next  regular  census  in  1940,  the  American  Asso- 
ciation of  State  Registration  Executives  was  re- 
quested to  appoint  a committee  to  advise  with  the 
Bureau  of  the  Census  as  to  the  views  of  the 
State  Registrars  relative  to  any  changes  on  the 
original  certificates. 

In  regular  session  at  New  York  during  the 
American  Public  Health  Association  convention, 
the  chairman,  Dr.  W.  A.  Davis  of  Texas  ap- 
pointed the  following  committee  to  correlate  a 
report:  I.  C.  Plummer,  chief,  Division  of  Vital 
Statistics,  Ohio  Department  of  Health,  chairman; 
Dr.  W.  J.  V.  Deacon,  Michigan;  J.  F.  Blackerby, 
Kentucky;  Dr.  W.  A.  Plecker,  Virginia,  and  Dr. 
R.  N.  Whitfield,  Mississippi. 
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LOWER  MORTALITY 
QUICKER  RECOVERY 


Reduction  in  mortality,  quicker  recovery, 
and  lowered  incidence  of  complications 
have  followed  use  of  Meningococcus  Anti- 
toxin, P.  D.  & Co.,  in  epidemic  (menin- 
gococcic)  meningitis.  The  reduction  in 
mortality  has,  in  certain  series,  approx- 
imated fifty  per  cent. 

Meningococcus  Antitoxin  can  be  given 
intravenously,  intramuscularly,  and  in- 
traspinally.  Experience  indicates  that  the 


intravenous  route  is  the  most  rapidly  ef- 
fective and  that  it  shoidd  be  used  init- 
ially; intraspinal  and  intramuscular  in- 
jections, supplementing  intravenous  ad- 
ministration, to  be  made  when  conditions 
so  indicate. 


Meningococcus  Antitoxin  was  developed  in  the  Research  Lab- 
oratories of  Parke,  Davis  & Company,  and  was  introduced  to 
the  medical  profession  in  1934.  It  is  supplied  in  containers 
with  diaphragm  stopper  at  each  end,  each  container  holding 
approximately  30  cc.  and  representing  at  least  10,000  units. 


PARKE,  DAVIS  & COMPANY 
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First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

ADAMS 

Members  of  the  Adams  County  Medical  Society 
met  at  the  Main  Hotel,  Winchester,  Wednesday, 
October  20.  At  the  morning  session,  Dr.  Ben  R. 
McClellan,  Xenia,  spoke  on  “Care  of  the  Patient 
with  Advanced  Carcinoma”.  In  the  afternoon,  Dr. 
Hazel  Sproull,  West  Union,  read  a paper  on  “In- 
juries of  the  Parotid  Gland”,  with  discussion  by 
Dr.  S.  J.  Ellison;  and  Dr.  Reyburn  R.  McClellan, 
Xenia,  spoke  on  “Acute  Abdominal  Pain”. — 0.  T. 
Sproull,  M.D.,  secretary. 

CLINTON 

The  first  Fall  meeting  of  the  Clinton  County 
Medical  Society  was  held  at  the  General  Denver 
Hotel,  Wilmington,  October  5,  with  nearly  every 
member  of  the  society  present.  The  guest  speaker, 
Dr.  Bernard  A.  Schwartz,  Cincinnati,  gave  a most 
interesting  and  helpful  address  on  “The  Care  and 
Treatment  of  Heart  Disease  by  the  General  Prac- 
titioner”.— Elizabeth  Shrieves,  M.D.,  correspond- 
ing secretary. 


HAMILTON 

The  following  programs  were  presented  by  The 
Academy  of  Medicine  of  Cincinnati  during  Oc- 
tober: 

October  5 — The  meeting  was  devoted  to  a dis- 
cussion of  a proposed  plan  of  group  hospitaliza- 
tion for  Cincinnati  and  Hamilton  County,  as  pro- 
posed by  a special  committee  of  the  Hospital 
Council  consisting  of  Dr.  F.  C.  Carter,  Dr.  Walter 
E.  List  and  Msgr.  R.  Marcellus  Wagner. 

October  12 — “Some  Recent  Advances  in  Bio- 
logical Research  on  Cancer”,  by  Dr.  Clarence 
Cook  Little,  Director  of  the  Roscoe  B.  Jackson 
Memorial  Laboratory,  Bar  Harbor,  Maine. 

October  19 — “Symptomatology  of  Acute  An- 
terior Poliomyelitis”,  by  Dr.  Frank  E.  Stevenson; 
“Poliomyelitis  in  Cincinnati  and  Vicinity  in  1937”, 
by  Dr.  Daniel  C.  Barret;  “B.C.  Intoxication”,  by 
Dr.  Harold  Schiro. 

October  26 — “The  Nature  and  Manifestations 
of  Congestive  Heart  Failure”,  by  Dr.  Horace  M. 
Korns,  professor  of  medicine,  State  University  of 
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Doctors  praise  this 

NEW  REDUCING  DIET 

Every  mail  brings  enthusiastic  letters  and 
requests  from  doctors  for  copies  of  this  simpli- 
fied Low  Calorie  Diet.  And  no  wonder!  With 
this  Diet,  your  patient  can  choose  her  own 
menus  — eat  the  foods  she  likes  and  lose  about 
Vi  pound  a day  safely  and  sanely. 

Clearly  and  simply,  the  Diet  states  just  what 
foods  and  what  quantity  your  patient  should  eat 
at  each  meal.  And  you’ll  be  amazed,  we  think,  to 
see  what  variety  it  offers.  That  is  one  secret  of 
its  success.  Another  is  the  Ry-Krisp — low  in 


calories,  high  in  appetite  appeal — which  encour- 
ages closer  adherence  to  the  diet  because  it 
tastes  so  good. 

Each  copy  provides  space  for  patient’s  name, 
„date,  your  personal  instructions  and  signature  and 
chart  for  recording  weight  lost.  We  will  gladly 
send  you  copies  of  Ry-Krisp  Low  Calorie  Diet 
and  sample  of  Ry-Krisp.  Simply  use  the  coupon. 

RY-KRISP  Whole  Rye  Wafers 


RALSTON  PURINA  COMPANY 

Department  OM,  2305  Checkerboard  Square,  St.  Louis,  Missouri 
Without  obligation,  please  send  me  sample  of  Ry-Krisp 
and  copies  of  the  Ry-Krisp  Low  Calorie  Diet. 


Name . 


M.  D.  Address. 


City. 


State 

(This  offer  limited  to  residents  of  the  United  States  and  Canada) 
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Iowa  College  of  Medicine,  Iowa  City,  Iowa. — 
Bulletin. 

WARREN 

“The  General  Practitioner  and  His  Laboratory”, 
was  the  topic  discussed  by  Dr.  Robert  Conard, 
Wilmington,  at  a meeting  of  the  Warren  County 
Medical  Society,  at  the  City  Hall,  Lebanon,  Tues- 
day afternoon,  October  5. — News  clipping. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

MIAMI 

Wives  of  members  were  guests  at  a dinner 
meeting  of  the  Miami  County  Medical  Society, 
October  7,  at  the  Troy  Country  Club.  The  speaker, 
Dr.  C.  H.  Calhoon,  director  of  the  State  Bureau 
of  Juvenile  Research,  Columbus,  discussed 
“Juvenile  Delinquency  in  Ohio”. — G.  A.  Wood- 
house,  M.D.,  secretary. 

MONTGOMERY 

Five  members  of  the  staff  of  Cleveland  Clinic 
presented  a symposium  at  a meeting  of  the 
Montgomery  County  Medical  Society,  Friday 
afternoon  and  evening,  October  1,  at  Dayton.  In 
the  afternoon,  papers  were  presented  by  Dr. 
Walter  J.  Zeiter  and  Dr.  E.  N.  Collins,  on  “Clini- 
cal Applications  of  Newer  Developments  in 
Physical  Therapy”,  and  “Diseases  of  the  Colon”, 
respectively.  At  the  dinner  meeting,  Dr.  Thomas 
E.  Jones,  spoke  on  “Surgical  Treatment  of  Dis- 
eases of  the  Colon”,  and  Dr.  E.  P.  MeCullagh 
and  Dr.  George  Crile,  Jr.,  discussed  “Metabol- 
ism”. 

Dr.  Raymond  W.  Waggoner,  associate  profes- 
sor of  neurology,  University  of  Michigan  Medical 
School,  spoke  on  “Treatment  of  Psychoneuroses 
in  General  Practice”,  at  a meeting  of  the  society, 
October  15,  at  Dayton  State  Hospital. — Mildred 
E.  Jeffrey,  executive  secretary. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

LOGAN 

At  a meeting  of  the  Logan  County  Medical 
Society,  September  10,  at  Hotel  Logan,  Bellefon- 
taine,  Dr.  J.  M.  McBride,  Lima,  discussed  “Com- 
mon Congenital  Deformities  and  Fractures  and 
Their  Treatment”. — News  clipping. 

SENECA 

Dr.  Sam  Friedmar,  Toledo,  spoke  on  “The 
Present  Day  Status  of  Allergy”,  at  a meeting  of 
the  Seneca  County  Medical  Society,  Thursday 
evening,  October  14,  at  the  Shawhan  Hotel,  Tiffin. 
• — Edmund  F.  Ley,  M.D.,  secretary. 

Fourth  District 

(COUNCILOR:  E.  J.  MeCORMICK,  M.D.,  TOLEDO) 

LUCAS 

The  following  programs  were  presented  by  the 
Toledo  Academy  of  Medicine  during  October: 


URINE  DARK  FIELD— SPIROCHETA 

BLOOD  BASAL  METABOLISM 

BLOOD  CHEMISTRY  AUTOGENOUS  VACCINES 
SPUTUM  SURGICAL  PATHOLOGY 

FECES-VACCINES  MEDICO-LEGAL  AUTOPSIES 

EFFUSIONS  X-RAY  DIAGNOSIS 

STOMACH  CONTENTS  ALLERGY 
PREGNANCY  TEST  ELECTROCARDIOGRAPHY 
AGGLUTINATION  WASSERMANN  & KAHN 

TESTS  TESTS 
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For  more  than  twenty  years  "singleness  of 
purpose'  to  do  one  thing  well  has  been  the 
underlying  reason  for  the  great  popularity 
of  the  Baumanometer. 

The  three  models— the  KOMPAK, 
the  300  and  the  WALL — embody 
every  refinement  that  modern, 
scientific  research  can  suggest, 
or  the  hands  of  expert  workmen 
can  devise. 

Everything  to  promote  perpetual 
accuracy  and  lasting  qualities,  to 
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SAFE  FROM  GRANDMA! 


Grandmothers  know  all  about  feeding  the  baby 
— of  course!  And  milk  mixtures  are  a favorite 
point  of  attack  for  those  who  resent  the  phy- 
sician's advice.  How  often  do  you  suppose, 
Doctor,  those  mysterious  digestive  upsets  re- 
sult from  sly  meddling  (at  Grandma's  sugges- 
tion) with  the  milk  mixture  you  have 
prescribed?  |[  ||  Similac,  the  modern  labora- 
tory milk  modification,  approximates  breast 
milk  both  chemically  and  physically  (no  curd), 
is  easy  to  prepare,  and  gives  uniformly  good 
results.  Hence  it  does  not  tempt  Grandma's 
desire  to  meddle. 


Similac  — a food  for  infants  de- 
prived of  mother's  milk.  Made 
from  fresh  skim  milk  (casein  mod- 
ified) with  added  lactose,  salts, 
milk  fat,  and  vegetable  and  cod- 
liver  oils. 

Similac  is  not  advertised  to  the 
laity  and  no  directions  appear  on 
or  in  the  trade  package. 


M . & R.  DIETETIC  LABORATORIES,  INC.,  COLUMBUS,  0. 
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October  1 — “Treatment  of  Intestinal  Obstruc- 
tion by  Means  of  the  Abbott  Tube”,  by  Dr.  C.  J. 
Johnston,  professor  of  suigery,  Wayne  Univer- 
sity College  of  Medicine,  Detroit,  Michigan. 

October  8 — Section  of  Pathology,  Experimental 
Medicine  and  Bacteriology.  Symposium  on  Polio- 
myelitis. “The  Etiology,  Epidemiology  and  Treat- 
ment of  Poliomyelitis”,  by  Dr.  H.  G.  Pamment; 
“The  Clinical  and  Neurological  Findings  in 
Poliomyelitis”,  by  Dr.  Morris  Weinblatt;  “The 
Pathology  of  Poliomyelitis”,  by  Dr.  A.  H.  Schade. 

October  15 — Medical  Section.  “Public  Health 
Service  Coordination  with  Private  Medical  Prac- 
tice”, by  Dr.  M.  C.  Hanson,  City  Director  of 
Health,  Toledo. 

October  22 — Surgical  Section.  “The  Problem 
of  Perforated  Appendicitis — A Review  Covering 
Fifteen  Year’s  of  Observation  and  Practice”,  by 
Dr.  F.  M.  Douglass. — Bulletin. 

SANDUSKY 

At  a meeting  of  the  Sandusky  County  Medical 
Society,  Thursday  evening,  September  30,  at  Fre- 
mont, Dr.  Dudley  M.  Stewart,  Toledo,  discussed 
“Internal  Derangements  of  the  Knee  Joint”,  and 
Dr.  Kinsley  Renshaw,  Toledo,  spoke  on  “Treat- 
ment of  Certain  Types  of  Pelvic  Pain”. — News 
clipping. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

ASHTABULA 

“Differential  Diagnosis  of  Epidemic  Meningitis 
from  Other  Forms  of  Meningits”,  was  the  sub- 
ject discussed  by  Dr.  John  A.  Toomey,  Cleveland, 
at  a meeting  of  the  Ashtabula  County  Medical 
Society,  Tuesday  night,  September  21,  at  Ashta- 
bula.— News  clipping. 

CUYAHOGA 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cleveland  during  Oc- 
tober: 

October  1 — Clinical  and  Pathological  Section. 
“Carcinoma  of  the  Tongue  with  Late  Metastasis”, 
by  Dr.  W.  F.  Boukalik;  “Intestinal  Obstruction 
from  Ileo  Cecal  Tumor.  Right  Colectomy”,  by 
Dr.  Jas.  N.  Wychgel;  “Routine  Method  of  Treat- 
ment of  Head  Injuries  in  St.  Alexis  Hospital”,  by 
Dr.  F.  A.  Spittler;  “Presentation  of  a Case  of 
Coarctation  of  Aorta”,  by  Dr.  Richard  Dexter; 
“Roentgen  Ray  Therapy  in  Gas  Bacillus  Infec- 
tion”, by  Dr.  Edgar  P.  McNamee;  “Two  Cases  of 
Non-Opaque  Foreign  Body  in  the  Lung”,  by  Dr. 
Edw.  R.  Rinaldi. 

October  6 — Obstetrical  and  Gynecological  Sec- 
tion. “Transverse  Closure  of  Vesicovaginal  Fis- 
tula”, by  Dr.  Marion  Douglass;  “Analgesia  and 
Anesthesia  and  Their  Bearing  Upon  the  Problem 
of  Shortened  Labor”,  by  Dr.  Arthur  H.  Bill. 

October  13 — Medical  Practice  Section.  “Polycy- 
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HIGH-CALORIC  DIET 

Indispensable  to  Convalescents 

.Infectious  fevers  deplete  vitality.  It  is  an  exhaustion  comparable  to 
fasting.  Convalescents  show  a low  metabolism  for  several  weeks  following 
the  disappearance  of  the  fever.  The  low  metabolism  is  the  consequence  of 
generalized  cellular  damages. 

Wh  en  the  infection  clears,  activity  is  curbed  and  rest  periods 
instituted.  The  patient  is  ready  to  gain.  The  problem  is  to  bring  about  suffi- 
cient intake  of  food.  The  initial  diet  consists  of  small  portions  of  each  food 
prescribed  and  the  amounts  are  gradually  increased. 

The  high  caloric  diet  is  indispensable.  It  is  made  possible  by 
reinforcing  foods  and  fluids  with  Karo.  Every  article  of  the  diet  can  be 
enriched  with  calories.  A tablespoon  of  Karo  provides  60  calories. 

K aro  is  relished  added  to  milk,  fruit  and  fruit  juices,  vegetables 
and  vegetable  waters,  cereals,  breads  and  desserts.  Karo  consists  of  dextrins, 
maltose  and  dextrose  (with  a small  percentage  of  sucrose  added  for  flavor), 
not  readily  fermentable,  rapidly  absorbed  and  effectively  utilized. 

For  further  information,  write  corn  products  sales  company,  17  Battery  Place,  New  York,  N.  Y. 


★ Infant  feeding  practice  is  primarily  the  concern  of  the  physician,  therefore, 
Karo  for  infant  feeding  is  advertised  to  the  Medical  Profession  exclusively. 
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themia  and  Polyglobulia”,  by  Dr.  Samuel  S.  Ber- 
ger; “Splenectomy  in  Relation  to  Disorders  of  the 
Blood”,  by  Dr.  R.  L.  Haden. 

October  15 — Joint  Meeting  of  the  Experimental 
Medicine  Section  and  Cleveland  Section  of  the 
Society  for  Experimental  Biology  and  Medicine. 
“Studies  of  the  Virulence  of  Vaccine  Virus”,  by 
Dr.  Robert  F.  Parker;  “Clinical  Studies  of  the 
Circulation  in  Alcoholic  Pellagra”,  by  Dr.  Harold 
Feil  and  Dr.  Paul  L.  Stier;  “The  Presence  in  Milk 
of  the  Extrinsic  Factor  of  Castle”,  by  Dr.  Frank 
R.  Miller  and  Dr.  Walter  H.  Pritchard;  “Further 
Studies  on  Experimental  Hyposthenuria”,  by  Dr. 
Joseph  M.  Hayman,  Jr.,  and  Dr.  Paul  R.  Dumke; 
“The  Capillary-Muscle  Ratio  in  Hypertrophied 
Human  Hearts”,  by  Dr.  Joseph  T.  Wearn,  Dr. 
Joseph  T.  Roberts  and  Dr.  James  J.  Badal; 
“Clinical  Experimental  Observations  in  Angina 
Pectoris”,  by  Dr.  R.  W.  Scott  and  Dr.  A.  A. 
Hill. 

October  27 — Industrial  and  Orthopedic  Section. 
“Giant  Cell  Tumors  of  the  Spine”,  by  Dr.  Charles 
Wood;  “Herniation  of  the  Inter-vertebral  Disc”, 
by  Dr.  C.  H.  Heyman;  “A  Discussion  of  Fibrositis 
of  the  Low  Back”,  by  Dr.  Maxwell  Harbin;  “Non- 
rigid  Osteogenic  Bone  Grafts”,  by  Dr.  W.  H. 
McGaw. — Bulletin. 

LORAIN 

Dr.  Russell  M.  Arnold,  Avon  Lake,  spoke  on 
“Functional  Menorrhagia”,  at  a dinner  meeting 
of  the  Lorain  County  Medical  Society,  Tuesday, 
October  12,  at  Hotel  Graystone,  Elyria.  The  dis- 
cussion was  opened  by  Dr.  Leonard  A.  Stack, 
Lorain. — L.  H.  Trufant,  M.D.,  secretary. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

“Some  of  the  Commoner  Drug  Rashes”,  was 
the  subject  presented  by  Dr.  Harley  A.  Haynes, 
Akron,  at  a meeting  of  the  Ashland  County  Med- 
ical Society,  Friday  evening,  October  8,  at  Het- 
ler’s  Dining  Room,  Ashland. — M.  D.  Shilling, 
M.D.,  secretary. 

PORTAGE 

Dr.  George  L.  King,  Alliance,  discussed  “The 
Relation  of  Sinus  Infections  to  Bronchiectasis  and 
Bronchitis”,  at  a meeting  of  the  Portage  County 
Medical  Society,  Thursday  evening,  October  7,  at 
the  home  of  Dr.  A.  J.  Silbiger,  Atwater. — E.  J. 
Widdecombe,  M.D.,  secretary. 

STARK 

At  a meeting  of  the  Stark  County  Medical  So- 
ciety, Tuesday  evening,  October  12,  Dr.  E.  G. 
Horton,  professor  of  pediatrics,  Ohio  State  Uni- 
versity College  of  Medicine,  spoke  on  “Menin- 
gococcus Meningitis”,  and  Dr.  Raymond  A.  Ram- 
sey, associate  professor  of  medicine,  Ohio  State 
University  College  of  Medicine,  discussed  “Some 
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• The  use  of  sedatives  is  not  always 
necessary— nor  always  advisable.  How- 
ever, there  are  many  cases  where  the  use 
of  a safe  sedative  will  often  prove  help- 
ful. This  is  particularly  true  during  seri- 
ous illness  or  before  surgical  procedures 
where  sleep  is  essential  to  conserve  the 
physical  resources  of  the  body. 

In  the  selection  of  a sedative  or  hyp- 
notic due  consideration  must  be  given  to 
its  safety,  its  therapeutic  benefits  and  its 
freedom  from  undesirable  after  effects. 

Ipral  Calcium  has  long  been  used  as 
a safe  sedative  and  hypnotic.  It  is  readily 
absorbed,  effective  in  small  dosage  and 
rapidly  eliminated,  producing  a sound, 
restful  sleep  from  which  the  patient 
awakens  calm  and  generally  refreshed. 
In  the  usual  therapeutic  doses  no  un- 
toward systemic  by-effects  have  been  re- 
ported. Undesirable  cumulative  effect 


may  be  avoided  by  proper  regulation  of 
the  dosage. 

Ipral  Calcium  (calcium  ethylisopro- 
pylbarbiturate)  is  supplied  in  2-gr.  tab- 
lets and  in  powder  form  for  use  as  a 
sedative  and  hypnotic. 

Ipral  Sodium  (sodium  ethylisopro- 
pylbarbiturate)  is  supplied  in  2-gr.  cap- 
sules for  hypnotic  use  and  in  4-gr.  tablets 
for  preanesthetic  medication. 

Ipral  Calcium  (Powder)  is  avail- 
able in  l-oz.  bottles.  Tablets  Ipral  Cal- 
cium 2 gr.,  Tablets  Ipral  Sodium  4 gr., 
and  Capsules  Ipral  Sodium  2 gr.  are 
available  in  bottles  of  100  and  1000. 

For  literature  address  Professional  Service 
Department,  745  Fifth  Avenue,  New  York 

E R:  Squibb  & Sons.  Newark 
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Medical  Aspects  in  Thyroid  Disease”. — Clair  B. 
King,  M.D.,  secretary. 

SUMMIT 

Dr.  M.  A.  Blankenhorn,  professor  of  medicine, 
University  of  Cincinnati  College  of  Medicine, 
presented  a paper  on  “The  Modern  Treatment  of 
Pneumonia”,  at  a meeting  of  the  Summit  County 
Medical  Society,  Tuesday  evening,  October  5,  at 
the  Mayflower  Hotel,  Akron. — Bulletin. 

WAYNE 

“Predicting  Obstetrical  Difficulties”,  was  the 
subject  discussed  by  Dr.  Theodore  Miller,  Cleve- 
land, at  a meeting  of  the  Wayne  County  Medical 
Society,  Friday  evening,  September  24,  at 
Wooster. — News  clipping. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

Dr.  T.  H.  Morgan  presented  a case  report  on 
“Septicemia”,  at  a meeting  of  the  Athens  County 
Medical  Society,  Tuesday  noon,  October  5,  at  the 
Christian  Church,  Nelsonville. — T.  A.  Copeland, 
M.D.,  secretary. 

GUERNSEY 

Dr.  Gordon  Lawyer,  was  the  speaker  at  a 
luncheon  meeting  of  the  Guernsey  County  Medical 
Society,  Thursday,  October  7,  at  the  Berwick 
Hotel,  Cambridge.  Dr.  W.  L.  Denny  spoke  at  a 
meeting  of  the  society,  October  21. — News  clip- 
ping. 

MORGAN 

At  a meeting  of  the  Morgan  County  Medical 
Society,  Tuesday  evening,  September  21,  Dr. 
Martha  M.  O’Neal,  Zanesville,  spoke  on  “Various 
Phases  of  Laboratory  Procedure  and  Diagnosis  of 
Diseases”. — News  clipping. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

CRAWFORD 

The  Crawford  County  Medical  Society  held  its 
regular  monthly  meeting,  October  4,  at  the 
Bucyrus  City  Hospital.  Dr.  Frank  W.  Harrah, 
Columbus,  read  a paper  on  “Renal  and  Urethral 
Tumors”,  and  Dr.  James  H.  Warren,  Columbus, 
discussed  “Gastric  and  Duodenal  Ulcer”.  After 
the  meeting,  members  of  the  society  and  guests 
were  entertained  by  Dr.  D.  G.  Arnold  and  Dr.  D. 
D.  Bibler  at  their  new  offices  in  the  Medical  Arts 
Building. — D.  D.  Bibler,  M.D.,  secretary. 

FRANKLIN 

The  following  programs  were  presented  by  the 
Columbus  Academy  of  Medicine  during  October: 

October  4 — “Pathology  of  Common  Lesions  of 
the  Stomach  and  the  Duodenum”,  by  Dr.  Emme- 
rich Von  Haam,  profesor  of  pathology,  Ohio  State 


TOXOID 

for  Diphtheria 
Immunization 


U.S.S.P.Co.  Laboratories 

Diphtheria  Toxoid  U.  S.  S.  P.  Co.  Ramon  is  in- 
dicated to  be  used  in  all  age  groups.  Immunity 
is  usually  established  after  two  injections  as 
evidenced  by  a negative  Schick  reaction. 

DiphtheriaToxoid  U.S.S.P.Co.  Alum  Precipitated 

is  indicated  for  use  especially  in  children  up  to 
10  years  of  age.  Immunity  is  usually  established 
after  one  injection  as  evidenced  by  a negative 
Schick  reaction. 

Write  for  information  and.  catalog 
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for  sick  as  well  as  normal  babies 

Dextri-Maltose,  Carbohydrate  of  Choice 


In^astrointestina^disorders.  “Dextri-maltose  has  been  preferred 
to  the  otlier  sugars  as  apparently  less  irritating.”  — E.  Cassie  and  U. 
Cox:  The  examination  of  the  gastric  contents  in  infants,  with  some  con- 
siderations as  to  the  value  of  lactic  acid  milk  in  infant  feeding.  Lancet, 
2:322-325,  August  11+,  1926. 

“As  to  the  kind  of  extra  carbohydrate  to  be  added,  whether  lactose 
or  maltose,  I helieA’e  dextri-maltose  to  be  better  in  general  in  cases 
of  fat  indigestionCinfantile  atrophylt" — C.  //.  Dunn:  The  Hygienic 
and  Medical  Treatment  oj  unuaren,  south-worth  Co.,  Troy,  New  York, 
1917,  V.  1,  p.  1+18. 

In  the  treatment  ofdecompositiony’The  period  of  repair  may  be 
shortened  by  giving  suitable  additional  food;  the  best,  probably, 
being  buttermilk  to  which  carefully  regulated  proportions  of  dextrin 
and  maltose  preparations  or  malt  soup  are  added.” — E.  Feer:  Text- 
Book  of  Pediatrics,  J . B.  Lippincott  Co.,  Phila.,  1922,  p.  281+. 

In(Jnfantile  atroph^“The  carbohydrate  should  be  increased  by 
graduaTaddltlUll  bl  dextrimaltose. 

“Malt  soup  or  dextrimaltose  (Mead’s)  should  be  added  in  tea 
spoonful  or  more  doses  to  each  feeding  until  the  point  of  carbohy- 
drate tolerance  is  reached.” — L.  Fischer:  Diseases  of  Infancy  and 
Childhood,  F.  A.  Davis  Co.,  Phila.,  1925,  V.  1,  p.  285. 

In  the  case  of  a^Jrremature  infant^ ‘Dried  milk  with  water  was 
given,  which  later  was  changed  to  whole  milk,  14  ounces;  water, 
seven  ounces,  and  dextri-maltose  No.  1,  one  and  one-half  ounces. 
Seven  feedings  of  three  ounces  each  every  three  hours  was  given.  The 
above  feeding  was  retained.  The  infant  gained  eight  ounces  at  the 
end  of  the  first  week.” — L.  Fischer:  Clinical  notes  in  a series  of  pre- 
mature infants.  Arch.  Pediat.  1+1+-.227-231,  April,  1927. 

In  the  treatment  oiflecompositiornlFAs  a rule  it  is  best  to  start 
with  2 to  il/2  or  3 ounces  ot  albumin  milk  to  the  pound  weight  in  24 
hours;  the  sugar  to  be  added  is  in  the  form  of  a maltose-dextrin  mix- 
ture. One  should  never  delay  too  long  in  adding  this.” — C.  C.  Grulee: 
Infant  Feeding,  JV.  B.  Saunders  Co.,  Phila.,  1922,  p.  265. 

With  reference  to^jiypotroph^  “In  mild  cases,  the  addition  of 
dextrimaltose  instead  of  cane  or  milk  su^ar  may  be  sufficient  to  ob- 
tain a gain  in  weight.”— C.  Herrman:  The  treatment  of  nutritional 
disorders  in  artificially-fed  infants,  New  York  M.  J.  111+:168-160, 
August,  1921. 

In<athrepsia^“The  carbohydrates  are  usually  added  in  a slowly  fer- 
mentable form,  such  as  the  maltose  and  dextrin  compounds,  which 
are  usually  started  by  the  addition  of  four  grams  per  kilogram  (1/15 
ounce  per  pound)  and  increased  until  eight  grams  or  more  per  kilo- 
gram (J4  ounce  per  pound)  of  body  weight  are  added.” — J . H.  Hess: 
Feeding  and  the  Nutritional  Disorders  in  Infancy  and  Childhood,  F.  A. 
Davis  Co.,  Phila.,  1928,  p.  278. 

Concerning  the  treatment  ol5i/arasmus^“When  the  stools  have  be- 
come smooth  and  salve-like,  carbohydrate,  in  the  form  of  dextrimal- 
tose, may  be  gradually  added  up  to  the  limit  of  tolerance.” — L.  W. 
Hill:  Practical  Infant  Feeding,  IV.  B.  Saunders  Co.,  Phila.,  1922,  p.  281. 

In  the  feeding  offprematures^“As  soon  as  there  is  a hesitation  in 
the  gain  in  tveight,  aextrimaltose  No.  1 is  substituted  for  the  dex- 
trose, in  the  same  amount  in  the  mixture,  with  almost  invariably  a 
gain  in  weight.” — F.  B.  Jacobs:  Relation  of  irradiated  food  substances 
and  ergosterol  versus  cod  liver  oil  in  childhood  nutrition,  Pennsylvania 
M.  J.  35:161,-167,  Dec.,  1931. 

“.Spasmophilic  baboon  bottle  feeding  should  receive  a limited 
amount  of  milk — a pint,  or  at  the  most  24  ounces  in  the  24  hours — 
to  which  cereal  gruel  and  some  form  of  sugar  is  added,  preferably 
one  of  the  malt  dextrin  preparations;  also  the  early  addition  of  other 
foods  than  milk  to  the  baby’s  diet.” — M.  Jampolis:  Infantile  spas- 
mophilia, Interstate  M.  J.  25:652,  Sept.,  1918;  abst.  Arch.  Pediat. 
35:691,  Nov.,  1918. 

In  cases  o6fmalnutrition)and  indigestion,  “The  appetite  improves 
rapidly,  and  the  stools  soon  become  normal  in  appearance,  if  the 
sugars  are  intelligently  prescribed.  By  this  I refer. to  proper  propor- 
tions of  dextrin  and  maltose.  When  there  is  a tendency  to  looseness, 
I have  used  the  preparation  known  as  ‘dextri-maltose,’  for  the  extra 


carbohydrates;  . . — M.  Ladd:  Further  experience  urith  homogenized 

olive  oil  mixtures.  Arch.  Pediat.,  33:501-512,  July,  1916. 

Ir^pyloric  stenosi^“With  low  dextrose  tolerance,  a maltose  dextrin 
preparation  may  be  added  in  whole  or  in  part.  Even  where  the  dex- 
trose is  well  tolerated  and  gain  in  weight  has  ceased,  impetus  to  the 
weight  ontake  may  be  given  by  the  addition  of  a maltose  dextrin 
preparation.” — D.  J.  Levy:  Pyloric  stenosis  and  pylorospasm  of  in- 
fancy urith  especial  reference  to  medical  treatment,  J.  Michigan  St. 
M.  S.,  21:156-170,  April,  1922. 

With  reference  to  the  treatment  ofl^i iarrheajy ‘After  several  days, 
2%  to  3%  of  a maltose-dextrin  preparation  may  be  added  (Dextri- 
Maltose).  This  is  preferable  to  the  easily  fermeniable  lactose  or  cane 
sugar.” — F.  Lust:  The  Treatment  of  Children's  Diseases,  J.  B.  Lippin- 
cott Co.,  Phila.,  1930,  p.  11+5. 

In(fly spepsia^)* ‘The  carbohydrate  must  not  be  allowed  to  exceed 
3 ner  cent.  I Ipxtri-rnaltose  is  the  most  suitable  sugar.” 

In  the  treatment  o£(ffecompositidn)(atrophy,  malnutrition,  maras- 
mus), . . when  there  rias  betffl  bbvious  improvement,  dextri-maltose 
is  gradually  increased  from  3 to  5 per  cent.” — B.  Myers:  The  nutri- 
tional disturbances  of  infancy,  Brit.  M.  J.,  1:1079-1083,  June21,1921+. 

“The  treatment  of  artificially  fed  children  in  the  first  of  these 
groups  consists  in  putting  them  on  a low  fat  dietary,  and  giving  them 
carbohydrate  in  the  form  of  one  of  the  less  fermentable  sugars — e.g., 
dextrimaltose.” — L.  G.  Parsonstff7 asting  disorde7s\of  early  infancy. 
Lancet,  1:687-691+,  April  5, 1921+.  — 

In  the  milder  cases  oflma  nit  ion}  “Regulation  of  this  disturbed 
organismal  balance  is  obtained  by  the  addition  of  carbohydrates, 
while  fat  and  casein  are  reduced.  For  this  purpose  dextrimaltose  and 
flour  are  better  than  the  ordinary  sugars,  since  they  are  more  slowly 
absorbed  and  have  greater  efficacy  in  their  powers  of  controlling  the 
flora  in  the  large  intestine.” — W.  J.  Pearson  and  W.  G.  Wyllie:  Re- 
cent Advances  in  Diseases  of  Children,  P.  Blakistoris  Son  & Co., 
Phila.,  1930,  p.  116. 

In  intestinal^ntoxicationVT  have  had  more  experience  with  dried 
skimmed  milk  in  which  2 to  5 per  cent  dextrimaltose,  barley  or  rice 
flour  has  been  cooked,  and  the  mixture  subsequently  fermented  by 
lactic  acid  bacilli  or  soured  with  lactic  acid,  than  with  any  other 
food  except  protein  milk.” — G.  F.  Powers:  A comprehensive  plan  of 
treatment  for  the  so-called  intestinal  intoxication  of  infants,  Am.  J . Dis. 
Child.,  32:232-257,  August,  1926. 

Regarding  the  treatment  of  the^marantie  infant}  “After  the  in- 
tolerance to  sugar  has  been  overcome  a carbohydrate,  preferably 
Dextri-maltose,  may  be  added.” — C.  S.  Raue:  Diseases  of  Children, 
Boericke  & Tafel,  Phila.,  1922,  p.  1+27. 

In^pasmophiha^‘‘Dextri  maltose  is  the  best  sugar  to  use  in  these 
cases,  m lilt!  proportion  of  G to  8 per  cent.” — J.  II.  Reading,  Jr.: 
Spasmophilia,  Hahneman.  Monthly,  pp.  1+03-1+11,  July,  1922. 

In  the  treatment  of(atrophy^“If  the  baby  continues  to  improve, 
the  next  step  in  the  treatment  is  to  add  to  the  milk  one  of  the  less 
fermentable  carbohydrates,  such  as  dextrimaltose;  . . — II.  Thurs- 

field  and  D.  Paterson:  Diseases  of  Children,  William  Wood  & Co., 
1929,  p.  105. 

“I  also  find  dextrin-maltose  an  excellent  addition  to  albumin-milk 
when  the_ first  object,  of  that  food  has  been  achieved  and  a gain  in 
^weight  is  desireiD  in  this  way  I have  succeeded  in  feeding  albumin- 
rnillc  far  beyond  the  period  usually  advised,  with  highly  gratifying 
results.”  — F.  L.  Wachenheim:  Infant-Feeding;  Its  Principles  and 
Practice,  Lea  & Febiger,  Phila.,  1915,  p.  158. 

“Dextri-maltose  has  been  substituted  for  lactose  not  infrequently, 
when  the  tolerance  for  the  latter  continues  lo w . ’ ]^JjJLJVest : Low 
fat,  high  starch  evaporated  milk  feeding  for  thednarasmic  baou)  Arch. 
Pediat.  1+8:189-193,  March,  1931. 

“Malt  sugar  is  indicated  when  others  fail  to  produce  a sufficient 
gain,  or  wherfroalassimilatioiQof  fat  is  evident.” — 0.  II.  Wilson:  The 
role  of  carbohyarates  in  infant  feeding.  Southern  M.  J.  11:177,  March, 
1918;  abst.  Arch.  Pediat.  35:1+1+7 , July,  1918. 
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University  College  of  Medicine;  “Clinical  Diag- 
nosis of  Peptic  Ulcer  and  Gastric  Carcinoma”,  by 
Dr.  Robert  L.  Barnes;  “X-ray  Diagnosis  of  Peptic 
Ulcer  and  Gastric  Carcinoma”,  by  William  H. 
Miller,  discussants.  Dr.  J.  H.  Warren,  Dr.  W.  B. 
Morrison  and  Dr.  C.  F.  Bowen. 

October  18 — “Allergic  Disturbances  of  the 
Gastro-intestinal  Tract”,  by  Dr.  Jonathan  For- 
man; “Treatment  of  Functional  and  Organic  Dis- 
eases of  the  Stomach”,  by  Dr.  Carl  A.  Hyer;  dis- 
cussants, Dr.  John  Mitchell  and  Dr.  W.  F.  Mill- 
hon. 

October  25 — Section  of  General  Medicine.  “The 
Diagnosis  and  Treatment  of  Gallbladder”,  by  Dr. 
Guy  M.  Nelson,  Philadelphia,  Pa. — Bulletin. 

MORROW 

Dr.  C.  W.  Sawyer,  Marion,  read  a very  interest- 
ing paper  on  “Psychosis”,  at  a well-attended 
meeting  of  the  Morrow  County  Medical  Society, 
at  Mt.  Gilead,  October  12. — T.  Caris,  M.D.,  secre- 
tary. 

ROSS 

“Toxemias  of  Pregnancy”  was  the  topic  dis- 
cussed by  Dr.  Thomas  F.  Ross,  Columbus,  at  a 
meeting  of  the  Ross  County  Medical  Society, 
Thursday  night,  September  2,  at  the  Chillicothe 
Country  Club.  Dr.  Russel  G.  Means,  Columbus, 
spoke  on  “Treatment  of  the  Common  Cold”  at  a 
meeting  of  the  society,  October  7. — News  clip- 
ping. 

Ruling  on  Filing  of  Federal  Old  Age 
Benefits — Informational  Returns 

According  to  a ruling  recently  issued  by  the 
Commissioner  of  Internal  Revenue,  summary 
Federal  Forms  SS-2  and  SS-2a,  quarterly  in- 
formational returns  under  the  Federal  Old  Age 
Benefit  Section  of  the  Social  Security  Act,  cover- 
ing the  months  of  July,  August  and  September, 
will  not  have  to  be  filed  by  October  31,  as 
originally  announced. 

Employers  of  one  or  more  persons  will  not 
have  to  file  these  forms  until  the  end  of  this 
year.  These  summaries  will  then  cover  the 
period  of  July  1 to  December  31,  1937,  and  will 
have  to  be  filed  not  later  than  January  31,  1938. 
The  Internal  Revenue  Department  did  not  an- 
nounce whether  or  not  quarterly  returns  will  he 
required  after  that  time. 

There  has  been  no  change  in  the  requirement 
of  monthly  Old  Age  Benefit  tax  reports  and  re- 
mittances (Federal  Form  SS-1). 


Columbus — Principal  speaker  at  the  recent 
semi-annual  clinic  of  White  Cross  Hospital  was 
Dr.  C.  P.  Emerson,  professor  of  surgery  and  dean 
of  the  Medical  Department  of  the  Indiana  Uni- 
versity School  of  Medicine.  Other  speakers  were 
Dr.  R.  S.  Fidler,  Dr.  Wynne  Silbernagel,  Dr.  Louis 
Mark,  Dr.  Harry  E.  LeFever  and  Dr.  R.  J. 
Secrest. 


HYCLORITE 


Accepted  by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association  (N.N.R.) 

ANTISEPTIC 

An  Aid  for  the  Prevention  of 
Ringworm  Infection 

For  irrigating,  swabbing  and  dressing  in- 
fected cases  wherever  an  antiseptic  is  needed 

For  Hand  and  Skin  Sterilization 

To  Make  a Dakin’s  Solution  of  Correct 
Hypochlorite  Strength  and  Alkalinity. 

NON-POISONOUS 

PRACTICALLY  NON-IRRITATING 

Comp'rehensive  Literature  on  Request 

BETHELHEM  LABORATORIES 

INCORPORATED 

300  Century  Building  PITTSBURGH,  PA. 


Behind  ■»**-***-**-• 
Mercurochrome 


(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 


Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 


Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 
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THE  FIRST 


A 


'N  the  very  first  stages  of  a cold,  as  well  as  dur- 
ing its  course,  Neo-Synephrin  Hydrochloride 
may  be  indicated  to  relieve  the  nasal  engorgement 
and  promote  free  breathing. 

PROLONGED  ACTION 

Neo-Synephrin  has  a vasoconstrictive  action  which 
is  more  sustained  than  that  of  epinephrine  or  ephe- 
drine  and,  therefore,  it  can  be  applied  at  less  fre- 
quent intervals. 

NO  STING 

An  additional  advantage  is  the  absence  of  sting  at 
point  of  application. 

LOW  TOXICITY 

In  therapeutic  dosage,  Neo-Synephrin  is  less  toxic 
than  either  epinephrine  or  ephedrine. 

STABLE 

Neo-Synephrin  is  so  stable  that  it  may  be  sterilized 
by  boiling. 

NO  REACTIONS 

In  the  doses  recommended,  Neo-Synephrin  does  not 
usually  produce  “nervousness”  or  insomnia. 


A PRESCRIPTION  PRODUCT 

Neo-Synephrin  is  promoted  only  through  profes- 
sional channels,  and  the  label  may  be  removed  by 
the  druggist  before  dispensing. 


NEO-SYNEPHRIN 

HYDROCHLORIDE 

(levo-meta-methylaminoethanolphenol  hydrochloride) 

3 DOSAGE  FORMS 
EMULSION 

V\%  (l-oz.  bottle  with  dropper) 

SOLUTION 

Vi%  for  dropper  or  spray 
\%  for  resistant  cases 
(l-oz.  bottle) 

JELLY 

x/l%  (if  collapsible  tubes  with  applicator) 


FREDERICK  STEARNS  & COMPANY 

DETROIT  NEW  YORK  KANSAS  CITY  SAN  FRANCISCO  WINDSOR,  CANADA  SYDNEY,  AUSTRALIA 
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NEWS  NOTES 


Ada — Dr.  Harry  Wainberg,  Toledo,  has  been 
appointed  physician  in  charge  of  the  new  student 
health  service  at  Ohio  Northern  University. 

Berea — Dr.  L.  F.  Hall,  assistant  Cuyahoga 
County  health  commissioner  for  the  last  11  years, 
has  been  appointed  health  commissioner  of  the 
county,  succeeding  Dr.  Robert  Lockhart,  who  re- 
signed last  June. 

Cincinnati — Dr.  H.  F.  Plaut  read  a paper  on 
“Fractures  of  the  Atlas  Resulting  From  Auto- 
mobile Accidents”,  at  the  Fifth  International 
Congress  of  Radiology,  held  in  Chicago  recently. 

Defiance — Dr.  Barney  J.  Hein,  Toledo,  Presi- 
dent-Elect of  the  Ohio  State  Medical  Association, 
spoke  on  “The  Employer  and  the  Injured  Em- 
ployee”, at  a recent  meeting  of  the  Rotary  Club. 

Gallipolis — A new  $40,000  medical  arts  build- 
ing is  to  be  erected  here  by  Drs.  Leo  C.  Bean,  H. 
B.  Thomas,  F.  W.  Shane  and  Raymon  T.  Allison. 

Martins  Ferry — Dr.  C.  B.  Messerly  was  one  of 
the  speakers  at  a joint  meeting  of  the  Eastern 
Ohio  Dental  Association  and  the  Eastern  Ohio 
Medical  Society,  held  at  Belmont  Hills  recently. 

McConnelsville — Dr.  A.  A.  Tombaugh,  resident 
physician  of  the  Rocky  Glen  Sanatorium,  spoke 
on  “Early  Diagnosis  of  Pulmonary  Tuberculosis” 
at  a meeting  of  the  Parkersburg,  W.  Va.,  Acad- 
emy of  Medicine,  October  7. 

Oxford — Dr.  and  Mrs.  Henry  Harrison  Smith 
celebrated  their  golden  wedding  anniversary  re- 
cently. 

Portsmouth — The  following  physicians  are 
officers  of  the  staff  of  Mercy  Hospital  for  the 
coming  year:  Dr.  S.  L.  Meltzer,  Portsmouth, 

president;  Dr.  K.  D.  Reichelderfer,  Wheelersburg, 
vice  president;  and  Dr.  C.  H.  Allen,  Portsmouth, 
secretary- treasurer. 

Steubenville — Dr.  F.  E.  Mahla,  Assistant  State 
Director  of  Health,  spoke  on  “False  Economy  in 
Public  Health”  at  a recent  meeting  of  the  Rotary 
Club. 

Toledo — Dr.  E.  J.  McCormick  was  reelected 
Grand  Treasurer  of  the  B.P.O.E.  at  the  recent 
National  Convention. 

West  Bedford — Dr.  W.  B.  Litten,  Coshocton 
County’s  oldest  practicing  physician,  has  been  in 
practice  for  57  years. 

Zanesville — Dr.  Ward  D.  Coffman,  accompanied 
by  Dr.  E.  D.  Allen,  Crooksville,  attended  the  ses- 
sions of  the  French  National  Gynecological  and 
Obstetrical  Congress  in  Paris,  September  30  to 
October  2.  They  also  visited  various  clinics  in 
the  British  Isles. 
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SAWYER  SANATORIUM 

WHITE  OAKS  FARM 
MARION,  OHIO 

For  the  Treatment  of 

Functional  and  Organic  Nervous 
Diseases  and  Mental  Disorders 


Carl  W.  Sawyer,  M.D.  Warren  C.  Sawyer,  M.D.  Myrta  A.  Harris,  R.N. 

Director  Psychiatric  Section  Director  Neurological  Section  Superintendent 


Housebook  giving  details,  pictures,  and  rates  will  be  sent  upon  request.  Address, 

Sawyer  Sanatorium,  White  Oaks  Farm,  Marion,  Ohio 

Telephone  2140 


STATE  ASSOCIATION  OFFICERS  AND  COMMITTEES 


John  B.  Alcorn,  M.D.,  President 
79  E.  State  St.,  Columbus 


Barney  J.  Hein,  M.D.,  President-Elect  E.  M.  Huston,  M.D.,  the  Ex-President 

316  Michigan  St.,  Toledo  1100  Fidelity  Bldg.,  Dayton 


James  A.  Beer,  M.D.,  Treasurer 
185  E.  State  St.,  Columbus 


Charles  S.  Nelson,  Executive  Secretary  George  H.  Saville,  Asst.  Executive  Secretary 
1005  Hartman  Theater  Bldg.,  Columbus  1005  Hartman  Theater  Bldg.,  Columbus 


THE  COUNCIL 

First  District,  Parke  G.  Smith,  M.D.,  1902  Union  Central  Bldg.,  Cincinnati ; Second  District,  D.  W.  Hogue,  M.D., 
Tecumseh  Bldg.,  Springfield;  Third  District,  O.  P.  Klotz,  M.D.,  401  S.  Main  St.,  Findlay;  Fourth  District,  E.  J.  Mc- 
Cormick, M.D.,  510  Ohio  Bldg.,  Toledo;  Fifth  District,  A.  A.  Jenkins,  M.D.,  7016  Euclid  Ave.,  Cleveland;  Sixth  District, 
Wm.  M.  Skipp,  M.D.,  243  Lincoln  Ave.,  Youngstown ; Seventh  District,  C.  W.  Kirkland,  M.D.,  First  National  Bank  Bldg., 
Bellaire ; Eighth  District,  E.  R.  Brush,  M.D.,  601  Market  St.,  Zanesville ; Ninth  District,  I.  P.  Seiler,  M.D.,  Piketon  ; Tenth 
District,  C.  C.  Sherburne,  M.D.,  137  E.  State  St.,  Columbus. 

COMMITTEE  ON  PUBLIC  RELATIONS  AND  ECONOMICS 

Chas.  W.  Stone,  M.D.,  Cleveland,  Chairman,  (1942)  ; L.  Howard  Schriver,  M.D.,  Cincinnati,  (1938)  ; Donald  B.  Lowe,  M.D., 
Akron,  (1939)  , D.  C.  Houser,  M.D.,  Urbana,  (1940)  ; H.  M.  Platter,  M.D.,  Columbus,  (1941). 


Sub-Committee  on  Legislation 

D.  C.  Houser,  M.D.,  Urbana,  Chr. 

I.  B.  Harris,  M.D.,  Columbus 
H.  V.  Dutrow,  M.D.,  Dayton 
H.  S.  Davidson,  M.D.,  Akron 

J.  C.  Larkin,  M.D.,  Hillsboro 

O.  J.  Walker,  M.D.,  Youngstown 


Sub-Committee  on  Workmen’s 
Compensation 

D.  B.  Lowe,  M.D.,  Akron,  Chr. 
Barney  J.  Hein,  M.D.,  Toledo 
J.  Craig  Bowman,  M.D.,  Upper 
Sandusky 

Malcolm  Cook,  M.D.,  Hamilton 
Charles  E.  Holzer,  M.D.,  Gallipolis 
John  A.  Caldwell,  M.D.,  Cincinnati 


Sub-Committee  on  Poor  Relief 

L.  H.  Schriver,  M.D.,  Cincinnati,  Chr. 
W.  K.  Stewart,  M.D.,  Youngstown 
Charles  H.  Tate,  M.D.,  Dayton 
R.  M.  Knoble,  M.D.,  Sandusky 
Paul  H.  Beaver,  M.D.,  Leetonia 
L.  D.  Allard.  M.D..  Portsmouth 
Jas.  G.  Kramer,  M.D.,  Akron 


COMMITTEE  ON  EDUCATION 


Clyde  L.  Cummer,  M.D.,  Cleveland,  Chairman, 
Wilmington,  (1939)  ; Harry  S.  Noble, 

Sub-Committee  on  Public  Health 
Education 

Carl  A.  Wilzbach,  M.D.,  Cincinnati,  Chr. 
V.  C.  Rowland,  M.D.,  Cleveland 
C.  I.  Stephen,  M.D.,  Ansonia 

E.  H.  Porter,  M.D.,  Tiffin 
James  A.  Doull,  M.D.,  Cleveland 

F.  L.  Shively,  M.D.,  Dayton 
Edward  D.  King,  M.D.,  Cincinnati 

Sub-Committee  on  District 
Meetings 

Wm.  Kelley  Hale,  M.D.,  Wilmington,  Chr. 
Paul  J.  Fuzy,  M.D.,  Youngstown 

G.  A.  Woodhouse,  M.D.,  Pleasant  Hill 
J.  L.  Webb,  M.D.,  Nelsonville 

C.  E.  Hufford,  M.D.,  Toledo 


(1942)  ; Wm.  Kelley  Hale,  M.D., 
M.D.,  Columbus,  (1941). 

Sub-Committee  on  Speakers 
Bureau 

Russel  G.  Means,  M.D.,  Columbus,  Chr. 

H.  C.  King,  M.D.,  Lakewood 
H.  H.  Minor,  M.D.,  Steubenville 
Wm.  M.  Singleton,  M.D.,  Portsmouth 
Karl  D.  Figley,  M.D.,  Toledo 

Sub-Committee  on  Regional 
Postgraduate  Lectures 
Clyde  L.  Cummer,  M.D.,  Cleveland,  Chr. 

Harry  S.  Noble,  M.D.,  St.  Marys,  Vice  Chr. 

James  M.  Pierce,  M.D.,  Cincinnati 
Cecil  Striker,  M.D.,  Cincinnati 
S.  H.  Ashmun,  M.D.,  Dayton 
Louis  N.  Jentgen,  M.D.,  Columbus 
Robert  T.  Allison,  M.D.,  Akron 


(1938)  ; Carl  A.  Wilzbach,  M.D.,  Cincinnati, 
M.D.,  St.  Marys,  (1940)  ; Russel  G.  Means, 


COMMITTEE  ON  SCIENTIFIC  WORK 


C.  C.  Sherburne,  M.D.,  Columbus,  Chairman,  (1939)  ; Claude  B.  Norris,  M.D.,  Youngstown,  (1938)  ; Stanley  D.  Giffen, 
M.D.,  Toledo,  (1940);  A.  F.  Kuhl,  M.D.,  Dayton,  (1941);  M.  M.  Zinninger,  M.D.,  Cincinnati,  (1942). 

COMMITTEE  ON  MEDICAL  DEFENSE 

J.  E.  Tuckerman,  M.D.,  Cleveland,  Chairman,  (1939)  ; Walter  H.  Snyder,  M.D.,  Toledo,  (1938)  ; F.  P.  Anzinger,  M.D., 

Springfield,  (1940). 


SECTION  OFFICERS  FOR  1937-1938 


Medicine 

C.  L.  McKibben,  M.D.,  Chairman,  405  Madison  Ave.,  Toledo 
John  Noll,  Jr.,  M.D.,  Secretary,  101  Lincoln  Ave., 
Youngstown 

Surgery 

Robert  C.  Austin,  M.D.,  Chairman,  209  S.  Main  St.,  Dayton 
W.  K.  Allsop,  M.D.,  Secretary,  275  W.  Federal  St., 
Youngstown 

Obstetrics  and  Gynecology 

G.  C.  Gilfillen,  M.D.,  Chairman,  32  N.  Main  St.,  Dayton 
Howard  P.  Taylor,  M.D.,  Secretary,  10515  Carnegie  Ave., 
Cleveland 


Pediatrics 

A.  G.  Helmick,  M.D.,  Chairman,  78  S.  Fifth  St.,  Columbus 
E.  A.  Peterson,  M.D.,  Secretary,  12900  Euclid  Ave., 

E.  Cleveland 

Eye t Ear,  Nose  and  Throat 

Hugh  G.  Beatty,  M.D.,  Chairman,  150  E.  Broad  3t., 
Columbus 

Fred  W.  Dixon,  M.D.,  Secretary,  109  Rose  Bldg., 

Cleveland 

Nervous  and  Mental  Diseases 
Jos.  L.  Fetterman,  M.D.,  Chairman,  10515  Carnegie  Ave. 
Cleveland 

A.  T.  Hopwood,  M.D.,  Secretary,  Orient 

Public  Health  and  Preventive  Medicine 
H.  H.  Pansing,  M.D.,  Chairman,  117  S.  Main  St.,  Dayton 
Wm.  E.  Blair,  M.D.,  Secretary,  Lebanon 


DELEGATES  AND  ALTERNATES  TO  AMERICAN  MEDICAL  ASSOCIATION 
Delegates — J.  P.  De  Witt,  M.D.,  (1939),  Canton;  C.  E.  Kiely,  M.D.,  (1939),  Cincinnati;  C.  W.  Waggoner,  M.D., 
Toledo;  Carl  R.  Steinke,  M.D.,  (1938),  Akron;  Ben  R.  McClellan,  M.D.,  (1938),  Xenia;  E.  R.  Brush,  M.D., 

Zanesville:  Charles  W.  Stone,  M.D.,  (1938),  Cleveland. 


(1939), 

(1938), 


Alternates — G.  F.  Zinninger,  M.D.,  (1939),  Canton;  L.  Howard  Schriver,  M.D.,  (1939),  Cincinnati;  Charles  Lukens, 
M.D.,  (1939),  Toledo;  C.  C.  Sherburne,  M.D.,  (1938),  Columbus;  D.  W.  Hogue,  M.D.,  (1938),  Springfield;  Gilbert  Mickleth- 
waite,  M.  D.,  (1938),  Portsmouth;  V.  N.  Marsh,  M.D.,  (1938),  Painesville. 
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COUNTY  SOCIETIES’  OFFICERS  AND  MEETING  DATES 


FIRST  DISTRICT 


ADAMS — R.  C.  Wenriek,  President,  Winchester ; O.  T. 
Sproull,  Secy.,  West  Union.  3d  Wed.  in  April,  June, 
August,  October. 

BROWN — R.  B.  Hannah,  President,  Georgetown ; Geo.  P. 

Tyler,  Jr.,  Secy.,  Ripley.  4th  Wed.  in  Feb.,  May  and  Nov. 
BUTLER — D.  M.  Blizzard,  President,  Middletown ; Mildred 
White  Gardiner,  Secy.,  Middletown.  2d  Wednesday, 
monthly. 

CLERMONT — James  K.  Ashburn,  President,  Batavia;  J.  M. 

Coleman,  Secretary,  Loveland.  3d  Wednesday,  monthly. 
CLINTON — T.  E.  Craig,  President,  Sabina  ; V.  E.  Hutchens, 
Secretary,  Wilmington.  1st  Tuesday,  monthly. 

FAYETTE — J.  H.  Persinger,  President,  Washington  C.  H. ; 
J.  F.  Wilson,  Secretary,  Washington  C.  H.  1st  Thursday, 
March,  June,  Sept,  and  Dec. 

HAMILTON — Charles-  D.  Heisel,  President,  Cincinnati; 
Joseph  N.  Ganim,  Secy.,  Cincinnati.  Each  Tuesday,  ex- 
cept June,  July  and  Aug. 

HIGHLAND — J.  C.  Larkin,  President,  Hillsboro ; W.  B. 

Roads,  Secretary,  Hillsboro.  1st  Wednesday,  monthly. 
WARREN — Mary  Cook,  President,  Waynesville ; J.  H. 
Arnold,  Secy.,  Lebanon.  1st  Tues.,  April,  May,  June, 
Sept.,  Oct.  and  Nov. 

SECOND  DISTRICT 

CHAMPAIGN — R.  T.  Henderson,  President,  Urbana ; F.  R. 

Grogan,  Secretary,  Urbana.  2d  Thursday,  monthly. 
CLARK — A.  K.  Howell,  President,  Springfield  ; G.  M.  Lane, 
Secretary,  Springfield.  2d  and  4th  Thursday. 

DARKE — J.  P.  Gibbel,  President,  Gettysburg ; W.  D.  Bishop, 
Secretary,  Greenville.  3d  Friday,  monthly. 

GREENE — T.  H.  Winans,  President,  Osborn  ; S.  C.  Ellis, 
Secretary,  Xenia.  1st  Thursday,  monthly. 

MIAMI — R.  D.  Spencer,  President,  Piqua  ; G.  A.  Woodhouse, 
Secy.,  Pleasant  Hill.  1st  Friday,  monthly,  except  July 
and  Aug. 

MONTGOMERY — R.  S.  Binkley,  President,  Dayton  ; Miss  M. 

E.  Jeffrey,  Secretary,  Dayton.  1st  and  3d  Friday,  monthly. 
PREBLE — C.  E.  Newbold,  President,  Eaton  ; E.  P.  Trittschuh, 
Secretary,  Lewisburg.  3d  Thursday,  monthly. 

SHELBY — K.  G.  Hawver,  President,  Jackson  Center;  R.  W. 
Alvis,  Secretary,  Sidney.  1st  Friday,  monthly. 

THIRD  DISTRICT 

ALLEN — E.  H.  Hedges,  President,  Lima ; F.  G.  Maurer, 
Secretary,  Lima.  3d  Tuesday,  monthly. 

AUGLAIZE— E.  F.  Heffner,  President,  Wapakoneta;  C.  C. 

Berlin,  Secretary,  Wapakoneta.  2d  Thursday,  bi-monthly. 
HANCOCK — R.  E.  McBroom,  President,  McComb ; B.  F. 

Mowry,  Secretary,  Findlay.  1st  Thursday,  monthly. 
HARDIN — J.  F.  Holtzmuller,  President,  Forest;  John  A. 

Mooney,  Secretary,  Kenton.  3d  Thursday,  monthly. 
LOGAN — H.  L.  Mikesell,  President,  West  Liberty ; F.  B. 

Webster,  Secretary,  Bellefontaine.  1st  Friday,  monthly. 
MARION — R.  T.  Morgan,  President,  Marion ; R.  G.  Mc- 
Murray,  Secretary,  Marion.  1st  Tuesday,  monthly. 
MERCER — W.  H.  Thompson,  President,  Celina  ; F.  E.  Ayers, 
Secretary,  Celina.  2d  Thursday,  monthly. 

SENECA — R.  C.  Chamberlain,  President,  Tiffin  ; E.  F.  Ley, 
Secretary,  Tiffin.  2d  Thursday,  monthly. 

VAN  WERT — L.  N.  Irvin,  President,  Ohio  City ; C.  A.  Mor- 
gan, Secretary,  Van  Wert.  1st  Tuesday,  monthly. 
WYANDOT — B.  A.  Moloney,  President,  Upper  Sandusky  ; L. 
W.  Naus,  Secy.,  Upper  Sandusky.  On  call. 

FOURTH  DISTRICT 

DEFIANCE — D.  J.  Slosser,  President,  Defiance;  E.  P. 
Mitchell,  Secy.,  Defiance.  2d  Tues.,  monthly,  except  July 
and  Aug. 

FULTON — C.  F.  Hartmann,  President,  Wauseon ; Geo.  Mc- 
Guffin,  Secretary,  Pettisville.  3d  Thursday,  monthly. 
HENRY — J.  J.  Harrison,  President,  Napoleon  ; J.  R.  Bolles, 
Secretary,  Napoleon.  2d  Tuesday,  monthly. 

LUCAS — F.  M.  Douglass,  President,  Toledo ; E.  W.  Huffer, 
Secretary,  Toledo.  Friday,  weekly. 

OTTAWA — F.  E.  Miller,  President,  Curtice ; C.  R.  Wood, 
Secretary,  Port  Clinton.  2d  Thursday,  monthly. 
PAULDING — K.  C.  Evans,  President,  Payne;  F.  A.  MeCam- 
mon.  Secretary,  Payne.  1st  and  3d  Wednesday,  monthly. 
PUTNAM — H.  N.  Trumbull,  President,  Columbus  Grove ; R. 

L.  Tecklenberg,  Secretary,  Glandorf.  1st  Tuesday,  monthly. 
SANDUSKY— C.  I.  Kuntz,  President,  Fremont;  M.  M.  Rid- 
dell, Secretary,  Fremont.  3d  Thursday,  monthly. 
WILLIAMS — H.  R.  Mayberry,  President,  Bryan ; John  F. 

Smith,  Secy.,  Montpelier.  2d  Thursday,  monthly. 

WOOD — F.  V.  Boyle,  President,  Bowling  Green;  R.  N. 
Whitehead,  Secy.,  Bowling  Green ; 3d  Thursday,  monthly. 

FIFTH  DISTRICT 

ASHTABULA — D.  D.  Forward,  President,  Ashtabula ; A.  A. 

DeCato,  Secretary,  Ashtabula.  2d  Tuesday,  monthly. 
CUYAHOGA — John  Dickenson,  President,  Cleveland ; E.  F. 
Kieger,  Secretary,  Cleveland.  3d  Friday,  monthly,  Feb., 
March,  May,  Sept.,  Nov.  and  December. 

ERIE — Carl  R.  Knoble,  President,  Sandusky ; R.  M.  Knoble, 
Secretary,  Sandusky.  4th  Thursday,  monthly. 

GEAUGA — W.  A.  Reed,  President,  Burton  ; Isa  Teed-Cram- 
ton.  Secy.,  Burton.  Last  Wednesday,  April  to  Nov. 
HURON — G.  F.  Linn,  President,  Norwalk  ; O.  J.  Nicholson, 
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SOME  PRACTICAL  CONSIDERATIONS  OF  CONDITIONS  IN  OTO- 
LARYNGOLOGY OF  INTEREST  AND  IMPORTANCE  TO 
THE  GENERAL  PRACTITIONER 

By  WILLIAM  B.  CHAMBERLIN,  M.D.,  Cleveland,  Ohio 


ONE  of  the  unfortunate  trends  in  the  recent 
development  in  medicine  has  been  the 
splitting  up  of  our  meetings,  both  state 
and  national,  into  comparatively  small  sections. 
These  sectional  meetings  in  turn  are  attended 
only  by  those  whose  time  is  devoted  almost  en- 
tirely, if  not  exclusively,  to  the  particular  sub- 
jects peculiar  to  that  particular  section.  But  the 
human  body  cannot  be  divided  into  water  tight 
compartments  and  the  general  practitioner  is  and 
must  continue  to  be  the  backbone  of  the  pro- 
fession. It  is  to  him  that  the  individual,  as  well 
as  the  family,  must  turn  in  time  of  need  for  help 
and  for  advice  also.  He  must  know  his  own 
capabilities  and,  above  all,  must  also  recognize 
his  limitations.  He  must  never  be  considered, 
or  consider  himself,  to  be  merely  a signpost  to 
direct  the  ailing  to  the  nearest  and  most  appropri- 
ate specialist,  for  the  specialist  will  continue  to  be 
one  who  merely  “knows  more  and  more  about 
less  and  less”.  So  it  seems  appropriate  that 
some  one  individual  in  each  of  the  various  special- 
ties, at  each  of  the  general  medical  meetings, 
should  give  a resume  of  the  various  matters 
which  seem  to  him,  in  the  light  of  his  own  ex- 
perience, as  most  necessary  to  be  brought  to  the 
attention  of  the  general  practitioner.  Necessarily 
at  successive  meetings  thei’e  must  be  some  over- 
lapping. I will  speak  then  of  those  conditions 
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which  appeal  to  me  from  my  experience  as  worthy 
of  special  consideration,  though  others  may  dis- 
agree in  their  judgments  as  to  their  relative  im- 
portance. I will  speak  first  of  all  of  the  nose, 
then  of  the  mouth  and  larynx,  and  finally  of 
the  ear. 

THE  NOSE 

One  of  the  first  conditions  which  occurs  to  me 
on  account  of  the  tragic  dangers  which  follow  in 
its  train,  is  external  rhinitis.  The  head,  and 
especially  the  face,  is  notably  rich  in  its  blood 
supply.  This  is  the  reason  that  wounds  on  the 
head  and  face  heal  so  rapidly,  especially  when  no 
infection  is  present.  But  the  return  blood  supply 
of  the  external  nose  drains  very  largely  through 
the  facial  vein  and,  by  way  of  the  ophthalmic, 
directly  into  the  cavernous  sinus.  Hence  infection 
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about  the  nose  may  be  followed  by  one  of  two 
conditions,  either  of  which  is  almost  certain  to 
terminate  fatally,  namely — a cavernous  sinus 
thrombosis  or  a septicaemia.  One  often  sees  in- 
dividuals forcibly  pulling  the  vibrissae  from  the 
nose.  This  is  in  most  cases  purely  a nervous 
reflex  reaction,  like  biting  the  finger  nails  or 
other  habit  reactions.  These  vibrissae  are  some- 
times irritating  and,  if  prominent,  they  are  to  say 
the  least  unsightly.  But  they  should  never  be 
pulled  out,  but  rather  cut  off  with  a pair  of 
scissors.  Pulling  them  out  offers  an  avenue  of  in- 
fection along  the  opening  of  the  hair  shaft  which 
may  be  followed  by  fatal  results,  as  the  following 
case  will  show: 

Some  years  ago  I was  consulted  by  a prominent 
real  estate  dealer  on  account  of  a painful  furuncle 
in  the  ala  of  his  nose.  There  was  considerable 
redness  and  swelling  of  the  nose  and  some 
swelling  of  the  face  on  the  side  of  the  involve- 
ment. There  was  also  slight  fever.  I ordered  him 
home  and  to  bed  at  once  with  the  application  of 
hot  packs  to  the  nose  and  face.  I saw  him  at 
home  on  the  following  day.  The  swelling  was 
more  marked  and  the  temperature  higher,  but 
there  was  no  evidence  of  softening  or  pointing 
and  I ordered  the  hot  packs  continued.  On  the 
following  day  the  temperature  was  higher  and 
the  swelling  more  marked.  The  left  eye  was  par- 
tially and  the  right  eye  completely  closed.  But 
there  was  still  no  evidence  of  pointing  and  I 
ordered  the  hot  packs  continued.  That  evening  I 
was  dismissed  from  the  case  and  a general  sur- 
geon called  in.  He  promptly  made  a free  incision 
through  the  inflamed  ala  and  in  48  hours  the 
patient  was  dead  from  septicaemia. 

A school  boy,  aged  eight,  went  to  school  one 
Thursday  morning  but  the  teacher  did  not  think 
he  looked  very  well  and  sent  him  home.  There 
was  a small  but  inconspicuous  spot  on  the  right 
side  of  his  nose  near  the  dorsum.  He  seemed 
listless  and  drowsy  and  told  his  mother  that  he 
had  a headache.  His  temperature  was  then  102. 
The  family  physician  was  called  the  following 
morning;  the  temperature  was  higher  and  there 
was  some  swelling  of  his  right  eyelid.  I was 
called  in  consultation  two  days  later.  The  patient 
was  then  unconscious,  the  right  eye  bulging  with 
marked  prolapse  of  the  conjunctiva,  also  some 
bulging  of  the  left  eye.  The  temperature  was  106 
by  mouth.  The  diagnosis  of  thrombosis  of  the 
cavernous  sinus  was  evident.  The  patient  died 
that  evening. 

Before  leaving  the  subject  mention  should  be 
made  of  fractures  of  the  nose.  Every  blow  upon 
the  nose  which  is  followed  by  bleeding  is  of 
course  a case  of  fracture.  If  there  were  not  a 
break  of  the  supporting  framework,  either  car- 
tilaginous or  bony,  with  a consequent  tear  in  the 
overlying  soft  parts,  bleeding  would  not  occur. 
But  we  are  concerned  only  with  those  fractures 
which  produce  deformity,  either  external  or  in- 
ternal. It  seems  to  me  that  there  is  no  fracture 
in  the  human  body  which  is  so  poorly  treated  as 
is  a fracture  of  the  nose.  The  average  prac- 
titioner who  will  treat  a Potts,  a Colles,  or  a 
fracture  of  the  hip  with  the  utmost  skill  and  in- 


telligence, will  display  the  most  woeful  ignorance 
when  dealing  with  a fracture  of  the  nose,  and  I 
think  largely  for  two  reasons:  (1)  that  in  order  to 
diagnose  a fracture  he  thinks  that  he  must  elicit 
crepitus  and  (2)  that  he  must  have  an  X-ray. 
Now  the  elicitation  of  crepitus  furnishes  no  in- 
formation whatsoever  and  causes  a great  deal  of 
pain  to  the  patient,  while  the  taking  of  an  X-ray 
in  the  vast  majority  of  cases  does  no  one  any 
good  except  the  roentgenologist  whom  it  supplies 
with  a fee. 

There  are  only  two  points  to  be  considered  in 
dealing  with  a fracture  of  the  nose:  (1)  is  the  nose 
in  proper  alignment,  is  there  any  external  de- 
formity, and  (2)  does  the  nose  function  properly, 
is  there  any  internal  deformity?  If  the  fracture 
is  recent  and  the  alignment  is  faulty  the  nose  can 
be  pushed  into  place,  usually  without  any  anes- 
thetic if  the  displacement  is  lateral.  In  the  case 
of  a depressed  fracture  any  blunt  instrument  can 
be  introduced  into  the  nostril  and  the  malposed 
fragments  elevated  and  usually  only  under  local 
anesthesia.  The  same  rule  applies  to  obstructions 
from  within.  One  should  not  hesitate,  however,  to 
use  a general  anesthetic  in  cases  where  the  pain 
is  likely  to  be  severe.  If  seen  later  when  the 
swelling  is  marked  and  there  is  doubt  about  the 
alignment,  one  should  wait  until  the  swelling  has 
subsided.  Reduction  should  now  be  made  under 
a general  anesthetic  with  refracture  when  this 
is  necessary.  There  is  one  infallible  rule  and  that 
is  that  the  nose  must  be  completely  mobilized,  so 
that  it  can  be  moved  into  any  desired  position 
like  a piece  of  plastic  clay  or  putty.  If  there  is 
any  resiliency  or  tendency  for  it  to  spring  back  to 
its  original  position  no  splint  will  hold  it.  As  a 
rule  no  splints,  either  external  or  internal,  are 
necessary  if  the  reduction  has  been  properly  made. 

A few  years  ago  I was  called  on  the  telephone 
by  the  father  of  a boy  who  had  been  a patient  of 
mine  since  childhood  and  who  was  then  attending 
an  eastern  college.  The  father  told  me  that  his 
son  had  written  him  that  he  was  sure  he  had  sus- 
tained a broken  nose  in  football,  because  his  nose 
which  had  formerly  been  straight  was  now 
pushed  over  to  one  side  of  his  face.  He  had  been 
assured,  however,  by  the  college  physician  that 
it  could  not  be  broken  because  the  X-ray  was 
negative.  It  seemed  to  me  that  the  boy  exhibited 
more  intelligence  than  his  physician,  so  I advised 
the  father  to  wire  the  boy  to  come  home.  He 
appeared  at  my  office  on  the  following  morning. 
The  nose  was  in  the  position  which  he  had  de- 
scribed and  the  diagnosis  could  readily  have  been 
made  by  a one-eyed  beggar  on  the  street  comer. 
The  boy  was  sent  to  the  hospital  where  the  frac- 
ture was  easily  reduced  and  the  nose  placed  in 
proper  alignment  under  gas  anesthesia.  No  splints 
were  necessary  to  maintain  it  in  proper  position. 

Haematoma  of  the  septum  occurs  more  fre- 
quently than  might  be  supposed.  The  cartilage  of 
the  septum  is  nourished  entirely  by  the  perichon- 
drium. If  infection  follows  the  haematoma  the  re- 
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suit  is  a septal  abscess.  Both  haematoma  and  ab- 
scess are  characterized  by  a symmetrical  swelling 
on  either  side  of  the  septum.  If  the  abscess  is 
not  properly  drained  a necrosis  of  the  cartilage 
soon  results  with  a consequent  saddle  back  de- 
formity much  resembling  the  deformity  due  to 
syphilis. 

Before  leaving  the  subject  of  the  nose  mention 
should  be  made  of  sinus  disease,  not  only  on  ac- 
count of  the  dangers  of  septic  absorption  from 
focal  infection,  but  also  on  account  of  its  possi- 
bilities as  a cause  of  a persistent  cough  and  as  a 
precursor  of  bronchiectasis.  Sinus  disease  is 
usually  unilateral,  though  of  course  both  sides  of 
the  nose  may  be  involved.  It  is  also  purulent  in 
character,  although  the  discharge  of  pus  may  not 
be  constant.  We  must  not  forget  that  in  certain 
cases  there  may  be  little  or  no  discharge  from  the 
nose  at  all  but,  due  to  its  conformation,  most,  if 
not  all,  of  the  pus  will  appear  through  the  mouth 
by  way  of  the  nasopharynx. 

THE  MOUTH 

The  first  question  which  confronts  us  on  taking 
up  the  subject  of  the  mouth  is  that  of  the  tonsils. 
Shall  the  general  practitioner  remove  tonsils? 
He  should  if  he  is  qualified  by  training  and  ex- 
perience to  do  so.  The  attitude  too  will  depend 
often  times  upon  whether  he  is  practicing  in  a 
rural  or  a city  community.  It  must  not  be  sup- 
posed, however,  that  a tonsil  operation  is  a 
trivial  or  minor  one.  In  certain  cases  it  may  be 
very  major  indeed.  Certainly  no  one  should  under- 
take a tonsillectomy,  either  local  or  general,  who 
is  not  able  to  cope  with  tonsillar  hemorrhage 
either  at  the  time  of  the  operation  or  later.  I 
have  seen  a severe  hemorrhage  occur  two  weeks 
after  an  operation.  A case  of  death  from  tonsillar 
hemorrhage  recently  came  to  my  attention  where 
the  practitioner  who  had  performed  the  operation 
remarked  that  this  was  the  only  time  that  he 
had  ever  known  of  an  operation  having  been  per- 
formed on  the  throat  when  all  of  the  bleeding 
was  from  the  stomach.  A clot  in  the  tonsillar 
fossa  should  always  be  removed,  as  blood  will 
trickle  down  between  the  clot  and  the  depth  of 
the  tonsillar  fossa  and  be  continually  swallowed. 
When  the  stomach  can  retain  it  no  longer  the  en- 
tire mass  is  vomited. 

Some  years  ago  a young  man  was  referred  to 
our  clinic  with  two  large  full  curved  needles, 
fully  two  inches  long,  buried  in  the  deep  tissues 
of  the  neck,  anterior  to  the  sterno-mastoid  mus- 
cle. These  needles  had  been  passed  through  the 
unbroken  skin  by  the  operator  in  an  attempt  to 
control  a tonsillar  hemorrhage  by  ligating  the 
internal  carotid  artery.  He  begged  us  to  employ 
as  much  secrecy  as  possible  in  regard  to  the  ac- 
cident, inasmuch  as  he  was  planning  to  run  for 
coroner. 

An  elongated  uvula,  as  well  as  hyperplastic 


lymphoid  tissue  on  the  posterior  pharyngeal  wall, 
may  be  the  cause  of  a most  persistent  and  un- 
productive cough.  A medical  student  had  an 
unproductive  cough,  which  had  lasted  for  several 
months.  He  had  lost  20  pounds  in  weight  and  like 
most  medical  students  had  made  a self  diagnosis 
of  tuberculosis.  Amputation  of  a markedly 
elongated  uvula  cured  his  cough  and  his  weight 
soon  returned  to  normal.  Increase  in  the  lym- 
phoid tissue  on  the  posterior  pharyngeal  wall,  and  , 
especially  behind  the  posterior  pillars  on  either 
side,  a so-called  pharyngitis  lateralis,  is  seen  most 
frequently  in  patients  from  whom  the  tonsils 
have  been  removed  and  especially  in  adults,  as  if 
there  were  a compensatory  effort  on  the  part  of 
nature  to  atone  for  the  loss  of  the  lymphoid 
tissue.  Any  severe  tonsillitis,  especially  if  ac- 
companied by  ulceration,  must  suggest  the  neces- 
sity of  a blood  count  on  account  of  the  possibility 
of  an  agranulocytosis. 

A retropharyngeal  and  a peritonsillar  abscess 
may  sometimes  be  confused.  The  former  occurs 
only  in  the  very  young,  usually  below  the  age  of 
three  and  especially  in  infants  under  one  year. 
It  is  due  to  an  infection  developing  in  the  glands 
in  the  retropharyngeal  space.  The  swelling  is  on 
either  side  of  the  median  raphe  and  is  never  in 
the  mid-line.  These  glands  atrophy  as  age  ad- 
vances. The  symptoms  are,  in  very  young  chil- 
dren, (1)  refusal  to  take  food  (2)  difficulty  in 
breathing  (3)  fever  and  (4)  a peculiar  position 
of  the  head,  the  head  being  thrown  well  back.  In 
addition  there  is  often  a crawing  sound  on  re- 
spiration. The  diagnosis  is  made  by  vision  as  well 
as  by  palpation.  Peritonsillar  abscess  on  the 
other  hand  occurs  in  older  children  as  well  as  in 
adults.  I have  rarely  seen  a peritonsillar  abscess 
in  a child  below  the  age  of  10  or  12.  The  swelling 
is  always  in  the  region  above  and  usually  in  front 
of  the  tonsil;  never  behind  the  palate.  There  is 
as  a rule  marked  edema  and  the  uvula  is  pushed 
to  the  opposite  side,  as  the  infection  is  rarely  if 
ever  bilateral,  though  I have  occasionally  seen  a 
peritonsillar  abscess  on  one  side  followed  by  an 
abscess  on  the  opposite  side. 

THE  LARYNX  AND  BRONCHI 

It  is  most  unfortunate  that  beginning  cancer  of 
the  larynx  is  not  accompanied  by  pain.  If  it  were 
cancer  of  the  larynx  would  be  discovered  early, 
when  cure  by  excision  was  still  possible.  Confined 
as  it  is  within  a cartilaginous  box,  early  cancer 
of  the  larynx  is  one  of  the  most  amenable  cancers 
to  early  excision  and  cure.  Experience  has  shown 
that  hyaline  cartilage  is  not  penetrated  by  the 
cancerous  process  until  late  in  the  disease.  Then 
too,  if  operated  upon  early  only  one  cord  need  be 
sacrificed,  while  with  the  remaining  cord  intact 
the  voice  is  still  useful  and  fairly  good.  If  both 
cords  are  involved  the  whole  larynx  must  be  re- 
moved, leading  to  complete  loss  of  voice,  al- 
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though  a certain  proportion  of  such  patients  do 
develop  the  so-called  oesophageal  voice. 

It  stands  to  the  permanent  discredit  of  the 
medical  profession  that  the  diagnosis  of  cancer 
of  the  larynx  as  a rule  is  made  far  too  late,  when 
cure  is  no  longer  possible  and  palliative  measures 
alone  must  be  resorted  to.  Unfortunately,  hoarse- 
ness is  a common  symptom,  the  frequent  sequela 
of  the  common  cold,  also  in  papilloma  of  the 
larynx,  as  well  as  in  syphilis  and  tuberculosis. 
But  if  the  hoarseness  persists  and  in  an  individual 
of  the  cancerous  age,  our  suspicions  should  be 
aroused  immediately.  Any  hoarseness  which  per- 
sists for  more  than  two  weeks  deserves  an  ex- 
amination by  a specialist.  And  it  is  here  that  the 
responsibility  falls  upon  the  man  in  general  prac- 
tice, for  it  is  to  him  that  such  cases  usually  come 
in  the  first  instance.  Let  him  be  upon  his  guard 
to  see  that  the  diagnosis  is  not  made  too  late  and 
the  golden  opportunity  thereby  lost. 

Oesophagoscopy  and  bronchoscopy  are  of  im- 
portance not  only  for  the  removal  of  foreign 
bodies  but  for  accurate  diagnosis  as  well.  Direct 
vision  where  possible  will  always  be  superior  to 
other  methods  of  diagnosis;  hence  the  value  of 
the  autopsy.  So,  however  much  we  may  value  a 
fluoroscopic  or  an  X-ray  examination  of  the  oeso- 
phagus, even  with  a bismuth  meal,  such  examina- 
tion can  never  supplant  the  oesophagoscope  and 
direct  vision.  In  experienced  hands  oesophagos- 
copy is  an  entirely  safe  procedure. 

There  are  two  points  in  bronchoscopy  which  in 
my  opinion  deserve  special  emphasis;  one  is  the 
value  of  the  history  and  the  second  is  the  enorm- 
ous value  of  a roentgenological  examination, 
whether  the  suspected  foreign  body  is  impervious 
or  pervious  to  the  X-ray.  Both  points  are  well 
illustrated  by  the  following  cases: 

A child  of  four  was  treated  for  some  weeks  by 
a doctor  of  the  old  school  for  an  unresolved  pneu- 
monia, in  spite  of  the  fact  that  the  so-called 
pnenumonia  had  come  on  suddenly  without  fever 
and  had  remained  afebrile  throughout  its  course. 
The  family  finally  became  impatient  and  called  in 
another  physician,  whose  suspicions  were  im- 
mediately aroused  by  the  physical  findings;  a 
complete  dullness  and  lack  of  breath  sounds  in 
the  left  chest  and  the  afebrile  course  of  the  dis- 
ease. The  history  which  he  elicited  was  as  fol- 
lows— some  three  weeks  before  the  child,  then  in 
perfect  health,  had  been  riding  his  velocipede  and 
eating  peanuts  at  the  same  time,  when  a dog  ran 
out  from  a nearby  house  and  frightened  him.  He 
immediately  began  to  cry  and  fell  off  his  bicycle. 
A severe  attack  of  coughing  followed  and  the  so- 
called  pneumonia  dated  from  this  time.  Exami- 
nation with  the  X-ray  showed  a drowned  lung  on 
the  left  side,  while  examination  with  the  broncho- 
scope showed  a peanut  in  the  left  lower  lobe 
bronchus. 

A child  of  two  and  a half  years  was  taken  to 
the  home  of  a neighbor  who  gave  it  peanuts  to 
eat.  When  the  mother  attempted  to  take  the  child 
home  it  began  to  cry  with  the  half  eaten  peanuts 
still  in  its  mouth.  A violent  coughing  attack  fol- 


lowed, which  ultimately  subsided,  to  be  followed  in 
turn  by  the  so-called  asthmatoid  wheeze.  X-rays  of 
the  chest  taken  two  and  a half  weeks  later 
showed  the  heart  displaced  markedly  to  the  left, 
a sinking  down  of  the  diaphragm  on  the  right, 
and  a wide  separation  of  the  intercostal  spaces. 
In  other  words,  this  was  a familiar  instance  of 
air  trapping  in  the  right  lung,  the  foreign  body 
acting  as  a ball  valve.  Examination  with  the 
bronchoscope  disclosed  a large  piece  of  peanut  in 
the  right  main  stem  bronchus. 

THE  EAR 

The  old  question  as  to  whether  it  is  better  to 
have  a membrane  incised  or  to  allow  it  to  rup- 
ture spontaneously  is  fortunately  settled.  I have 
always  wished  that  each  and  every  advocate  of 
the  latter  method  might  have  at  least  one  severe 
attack  of  otitis  media.  I feel  quite  sure  that  he 
would  be  converted.  And  while  we  are  on  the 
subject  of  incision  of  the  drum  membrane  or 
paracentesis,  let  me  speak  of  indiscriminate  or 
repeated  myringotomies.  I know  of  one  case 
where  incision  was  performed  daily  for  15  suc- 
cessive days.  I very  much  doubt  the  incision 
having  been  performed  properly  in  the  first  place 
or  probably  in  the  succeeding  ones.  I am  equally 
certain  that  at  least  12,  and  probably  14,  of  these 
paracenteses  were  unnecessary.  I have  seen  but 
few  cases  where  secondary  paracenteses  were  in- 
dicated. 

Pain  back  of  the  ear,  as  well  as  tenderness  over 
the  mastoid  region,  frequently  follows  middle  ear 
abscess  and  persists  for  several  days  following 
the  incision.  But  if  this  pain  and  tenderness  con- 
tinue, even  without  swelling,  involvement  of  the 
mastoid  process  should  be  suspected.  There  is  a 
far  too  common  belief  that  a swelling  behind  the 
ear  with  the  familiar  displacement  of  the  ear  out- 
ward, downward  and  forward  is  a necessary  pre- 
requisite to  a diagnosis  of  involvement  of  the 
mastoid  process.  It  must  not  be  forgotten,  how- 
ever, that  this  posterior  swelling  may  result  from 
an  external  otitis,  when  the  middle  ear  and  mas- 
toid process  are  not  involved.  A careful  differen- 
tial diagnosis  must  be  made. 

I once  heard  a general  surgeon  remark  that  he 
did  wish  that  the  general  practitioner,  as  well  as 
members  of  the  family,  would  stop  giving  castor 
oil  for  acute  abdominal  pain.  By  the  same  token 
I could  wish  that  the  general  surgeon,  as  well  as 
the  general  practitioner,  could*  be  taught  that  a 
discharging  ear  is  always  a dangerous  ear.  When 
we  realize  that  no  country,  even  in  time  of  war, 
will  accept  a recruit  who  has  a discharging  ear, 
and  that  no  insurance  company  will  accept  him, 
except  as  a sub-standard  risk,  we  know  how  such 
cases  are  regarded.  Every  acute  ear  which  con- 
tinues to  discharge  for  four,  or  at  the  most  six 
weeks,  in  the  absence  of  all  other  signs,  is  a 
positive  indication  for  the  performance  of  the 
simple  mastoid  operation.  If  such  an  operation 
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were  performed  when  it  should  be  there  would  be 
no  chronic  discharging  ears.  Practically  every 
chronic  discharging  ear  is  an  indication  of  ignor- 
ance and  neglect,  of  ignorance  and  neglect  oc- 
casionally on  the  part  of  the  family,  but  more 
frequently  and  more  unfortunately  on  the  part  of 
the  family  physician.  A recent  case  within  the 
past  two  weeks  will  serve  to  illustrate: 

A woman,  aged  35,  had  had  a foul  discharge 
from  her  right  ear  ever  since  she  could  remember. 
In  this  ear  her  hearing  was  negligible.  She  had 
been  examined  repeatedly  by  family,  as  well  as 
company  physicians  where  she  was  employed.  It 
was  only  when  she  was  afflicted  with  sudden  and 
violent  dizziness  that  she  was  referred  for  spe- 
cial examination.  This  examination  revealed  an 
exceedingly  copious  and  foul  discharge,  a com- 
plete loss  of  the  tympanic  membrane,  included 
Shrapnell’s,  as  well  as  the  ossicles,  together  with 
a positive  fistula  symptom  indicating  an  erosion 
of  the  wall  of  one  of  the  semicircular  canals. 
With  the  good  ear  excluded  she  could  only  hear  a 
shout  in  the  affected  ear.  In  other  words,  the  ehr 
was  doing  her  absolutely  no  good  as  far  as  hear- 
ing was  concerned  and  was  a constant  menace  to 
her  life.  At  operation  the  mastoid  process  was 
found  to  be  dense  and  sclerosed,  with  a large 
cholesteatomatous  mass  which  had  already  eroded 
the  dura.  In  addition  there  was  a small  fistula  in 
the  horizontal  semicircular  canal. 

I could  also  wish  that  the  dentists  might  come 
to  realize  that  the  normal  drainage  of  the  antrum 
of  Highmore,  the  maxillary  sinus,  is  through  the 
nose  and  not  into  the  mouth.  The  operation  of 
Sir  Astley  Cooper  in  the  approach  to  the  maxil- 
lary sinus  through  the  alveolar  process  was  at  the 
time  a distinct  contribution  and  relieved  much 
suffering.  But  at  the  present  time  it  is  entirely 
antiquated  and  has  been  replaced  by  methods 
which  leave  the  aveolar  process  intact,  which 
afford  a complete  inspection  of  the  entire  sinus 
cavity  and  which  provide  for  adequate  drainage 
of  the  sinus  into  the  nasal  fossa,  where  nature 
intended  it  should  be. 

These  then  are  some  of  the  lessons  which  have 
been  gained  from  a fairly  long  clinical  experience. 

CONCLUSION 

At  the  beginning  of  my  paper  I expressed  a 
regret  that  of  necessity  our  local,  state  and  na- 
tional meetings  should  be  divided  into  sections 
and  that  these  sectional  meetings  should  be  at- 
tended in  large  part  by  those  who  needed  them 
least.  It  seems  to  me  that  the  present  plan  of 
having  some  one  in  each  of  the  various  specialties 
emphasize  before  the  general  meeting  certain 
subjects,  which  from  his  personal  clinical  ex- 
perience could  well  be  brought  to  the  attention 
of  the  physician  in  general  practice,  is  a most 
excellent  one.  I also  mentioned  that  there  would 
undoubtedly  be  some  overlapping.  In  other  words, 
certain  points  to  which  one  specialist  may  have 
called  attention  may  seem  of  less  importance  to 


the  next  essayist,  who  in  turn  may  have  more 
important  suggestions  to  offer.  My  early  life  was 
spent  in  a physician’s  family,  for  my  grandfather, 
with  whom  I lived,  was  a country  doctor.  On 
Saturdays  and  Sundays  when  I was  free  from 
school  I frequently  accompanied  him  on  his 
rounds  through  the  countryside.  Three  of  my 
uncles  were  also  general  practitioners.  Those 
were  the  horse  and  buggy  days,  to  which  our 
President  has  referred.  There  was  not  a mile  or 
a foot  of  paved  road  in  the  county.  Those  were 
likewise  the  days  of  the  preceptor,  an  institution 
which  like  the  horse  and  buggy  has  long  since 
passed.  When  I compare  the  advantages,  or 
rather  the  lack  of  them,  which  these  men  en- 
joyed with  those  of  the  graduates  of  the  Class  A 
medical  school  of  today,  or  even  with  those  at 
the  time  of  my  own  graduation,  my  wonder  is,  not 
that  they  should  have  done  so  poorly,  but  that 
they  did  so  well. 

In  conclusion  let  me  pay  my  tribute  to  the  men 
in  general  practice  and  to  those  sturdy  pioneers 
who  have  helped  to  make  medicine  what  it  is  to- 
day. To  them  we  owe  a great  debt.  May  we  of 
the  present  do  as  much  for  the  medicine  of  the 
future. 

10515  Carnegie  Avenue. 

discussion 

Henry  M.  Goodyear,  M.D.,  Cincinnati:— The 
practical  points  mentioned  are  particularly  im- 
portant coming  from  a man  of  long  practice  and 
teaching  experience.  Dr.  Chamberlin’s  careful 
surgical  judgment  and  sane  teachings'  have  been 
greatly  respected  and  have  proved  invaluable  to 
many  of  us  in  the  practice  of  Ear,  Nose  and 
Throat. 

I wish  only  to  emphasize  and  add  a few  ad- 
ditional practical  suggestions  for  your  considera- 
tion. A good  rule  to  follow  is  never  to  squeeze  a 
furuncle  of  the  nose.  Hot  compresses,  and  inter- 
mittent applications  of  a large  wad  of  cotton 
saturated  in  4 per  cent  aluminal  acetate  solution, 
placed  in  the  naris  to  remain  for  15  to  20  minutes 
at  a time  soon  localizes  the  infection.  Spontane- 
ous rupture  usually  occurs  within  two  to  three 
days. 

Remember  that  most  nasal  hemorrhages  come 
from  the  anterior  portion  of  the  septum,  and  do 
not  require  post  nasal  plugs  and  large  strips  of 
packing.  A large  piece  of  cotton  the  size  of  one’s 
thumb  placed  well  in  the  bleeding  naris,  and  light 
pressure  against  the  side  of  the  nose  to  bear  the 
cotton  against  the  septum  will  usually  stop  the 
bleeding  in  10  to  15  minutes. 

After  the  cotton  is  removed  apply  10  per  cent 
cocain  solution  followed  by  a very  small  applica- 
tion of  a 50  per  cent  solution  of  silver  nitrate  to 
the  bleeding  point.  Vaseline  or  lanoline  may  be 
applied  by  the  patient  to  relieve  dryness. 

Nasal  sinuses,  and  especially  antrum  infections, 
must  be  ruled  out  in  all  prolonged  or  chronic 
coughs. 

If  in  the  extraction  of  an  upper  tooth  an  open- 
ing occurs  into  the  antrum  do  not  permit  your 
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patient  to  have  dental  irrigations  through  this 
potential  fistula.  The  opening  should  be  permitted 
to  close  at  once  and  the  antrum  treated  through 
the  nose. 

If  an  antrum  infection  has  been  well  estab- 
lished it  may  be  necessary  to  make  an  intranasal 
opening  which  will  permit  the  antrum  to  drain 
and  the  fistula  to  close. 

Do  not  tell  your  patient  that  adenoids  and  ton- 
sils should  not  be  removed  until  the  child  attains 
the  age  of  six  years.  By  that  time  the  child  may 
well  have  attained  a facial  and  palatal  deformity 
with  a physical  defect  for  life.  I feel  that  the 
greatest  deformities  resulting  from  adenoids  oc- 
cur between  the  ages  of  three  to  six  years.  A 
child  may  require  an  adenectomy  at  the  age  of 
three  to  six  months.  Do  not  let  the  years  be  your 
guide. 

If  in  doubt  as  to  a retropharyngeal  absecess, 
it  is  well  to  have  a roentgenogram  made  with  a 
side  view  of  the  neck,  which  will  reveal  any  ab- 
normal elevation  of  the  soft  tissue  from  the 
spine. 

Remember  that  any  sudden  severe  hemorrhage 
following  an  abscess  of  the  throat,  either  retro- 
pharyngeal or  peritonsillar  usually  means  erosion 
of  a carotid  vessel,  and  immediate  ligation  of  the 
common  carotid  on  the  affected  side  is  usually 
imperative  to  save  the  patient’s  life. 

Hoarseness  of  four  to  six  weeks  duration  is 
always  an  indication  for  an  inspection  of  the 
larynx;  it  is  often  the  first  sign  of  carcinoma  in 
the  adult. 

Remember  that  any  well  established  middle  ear 
infection  also  has  a mastoid  infection;  the  middle 
ear  and  mastoid  cells  being  directly  open  to  each 
other. 

Mastoid  tenderness  usually  occurs  within  three 
or  four  days  after  onset  of  any  acute  suppuration 
of  the  middle  ear.  This  early  mastoid  tenderness, 
however,  does  not  indicate  an  immediate  mastoid- 
ectomy. Bone  does  not  suppurate  so  promptly. 
An  ear  that  has  not  been  previously  infected, 
rarely  comes  to  operation  before  ten  days  to 
three  weeks  after  onset  of  the  otitis  media.  An 
acute  exascerbation  of  an  old  chronic  ear,  how- 
ever, may  require  immediate  operation  to  save 
the  patient’s  life;  thus  chronic  discharging  ears 
should  never  be  neglected. 


Man  and  Reality 

The  normal  individual  faces  reality  with  hope 
and  faith.  He  faces  facts,  but  attempts  to  avoid 
the  cruelties  of  life  through  hopes  and  dreams, 
through  religion  and  philosophy,  and  through  in- 
toxicants. Music,  nature,  sports  are  more  sub- 
limated forms  of  escape.  The  neurotic  accepts 
reality  regretfully.  He  feels  keenly  its  cruelties 
and  is  absorbed  in  his  suffering.  For  him  the 
present  is  disagreeable  and  the  future  even  worse. 
The  psychotic  ignores  reality.  He  creates  a world 
of  his  own  designed  by  his  emotions  and  con- 
structed by  fantasy.  In  this  world  he  is  usually 
the  chief  character,  its  great  master,  or  its  tragic 
sufferer. — Fetterman. 


The  Improper  Nose  Blowing  Habit 

By  ¥M.  H.  CRADDOCK,  M.D.,  Cincinnati,  Ohio 

EIGHTY-FIVE  per  cent  of  mastoid  opera- 
tions in  adults  and  a large  percentage  in 
children  are  the  result  of  blowing  the  nose 
improperly.  The  reason  that  children  are  more 
prone  to  develop  ear  infections,  is  that  in  children 
the  Eustachian  tube  is  relatively  larger  and  in  a 
more  horizontal  plane  than  in  adults,  and  opens 
in  such  close  relation  to  the  adenoid.  Improper 
nose  blowing  is  also  a very  frequent  cause  of 
acute  sinusitis  associated  with  acute  upper  res- 
piratory infections. 

When  one  develops  an  acute  infection  in  the 
nose,  the  mucous  membrane  lining  the  nose  be- 
comes swollen  and  inflamed,  and  secretes  a large 
amount  of  mucous  in  an  attempt  to  combat  the 
infection,  consequently  the  nasal  passages  become 
congested  or  completely  closed.  The  result  is  a 
desire  to  blow  one’s  nose.  If  the  nose  is  not 
blown  the  secretion  either  flows  from  the  nose  con- 
tinuously in  small  amounts,  or  one  sneezes,  which 
rids  the  nasal  passages  of  the  accumulated  se- 
cretion. 

In  the  act  of  blowing  the  nose  one  nostril 
should  never  be  held  shut,  and  the  opposite  side 
blown  forcibly  or  “bugled”  for  the  following  rea- 
son: The  muscles  that  normally  keep  the  Eus- 
tachian tube  closed  are  very  weak  and  normally 
allows  air  to  pass  to  the  middle  ear  in  such  acts 
as  swallowing  and  yawning. 

In  the  act  of  forcibly  blowing  the  nose  the  high 
intranasal  pressure  due  to  the  congestion  and 
swelling  of  the  nasal  membranes  causes  these 
muscles  to  relax.  The  infected  material  is  forced 
into  the  Eustachian  tube  and  sets  up  a localized 
infection  which  seals  the  tube.  The  infection  then 
following  the  line  of  least  resistance  proceeds  up 
the  tube  into  the  middle  ear.  This  is  especially 
easy  if  there  is  a perforation  in  the  tympanic 
membrane,  as  then  there  is  no  column  of  air 
present  to  aid  in  keeping  the  secretion  in  the 
nose.  The  resulting  otitis  media  being  in  a closed 
cavity  is  characterized  by  pain  and  deafness,  and 
of  course  warrants  immediate  investigation. 

The  proper  method  to  use  in  blowing  the  nose 
is  to  hold  the  handkerchief  gently  against  the 
nose,  compressing  neither  nostril  and  blow  gently. 
The  nose  feels  somewhat  congested  after  this 
procedure,  but  this  is  due  to  the  swelling  and  in- 
flammation present  in  the  mucous  membrane  lin- 
ing the  nose. 

If  this  simple  procedure  is  followed  the  com- 
plications following  acute  respiratory  infections 
will  be  markedly  diminished. 

Doctor’s  Building. 


THE  CENTRAL  NERVOUS  SYSTEM  AND  DIABETES  MELLITUS 

By  A.  R.  VONDERAHE,  M.D.,  Cincinnati,  Ohio 


IN  a paper  recently  delivered  before  the  Cin- 
cinnati Academy  of  Medicine  Dr.  Russell 
Wilder  (a)  examined  critically  the  factors 
regarded  by  other  investigators  as  etiologically 
related  to  diabetes.  A factor  which  Wilder  re- 
garded as  the  ultimate  basis  for  this  disease  is 
constitutional  inferiority  of  the  Islands  of  Lan- 
gerhans.  It  may  be  remarked  here  that  an  ele- 
mentary corollary  of  this  view  would  include  also 
the  innervation  of  this  organ.  Wilder  also  pointed 
out  that  while  increased  muscular  activity  does 
not  increase  the  need  of  insulin,  increased  ac- 
tivity of  the  sympathetic  nervous  system  does 
cause  an  increase  in  the  need  of  insulin.  Ac- 
cordingly, living  in  such  a way  that  an  increased 
sympathetic  activity  is  produced  puts  a greater 
strain  than  usual  on  the  Islands  of  Langerhans. 
If  the  pancreas  is  constitutionally  good  it  may 
not  be  disturbed  by  such  sympathetic  activity  but 
if  this  is  not  the  case  a break  in  its  function  may 
occur  with  resulting  diabetes.  Joslin1  has  also 
been  impressed  with  the  observation  that  a 
strenuous  life  may  be  of  importance  in  the 
etiology  of  diabetes.  Folin,  Denis  and  Smillie  ex- 
amined the  urines  of  students  after  an  important 
examination  with  the  following  results:  “Of  34 
second-year  medical  students  examined  before 
and  after  an  examination,  one  had  sugar  both 
before  and  after  the  examination.  Of  the  remain- 
ing 33,  six,  or  18  per  cent  had  small  but  unmis- 
takable traces  of  sugar  in  the  urine  passed  im- 
mediately after  the  examination.  A similar 
study  was  made  on  second-year  woman  students 
at  Simmons  College.  Since  these  students  were 
younger,  and  presumably  much  more  excitable 
than  our  medical  students,  it  was  thought  that 
even  more  striking  results  might  be  obtained. 
This  expectation  did  not  prove  to  be  well 
founded.  Out  of  36  taking  the  examination 
and  showing  no  sugar  in  the  urine  on  the  day 
before,  six  or  17  per  cent  eliminated  sugar  with 
the  urine  passed  immediately  after  the  examin- 
ation.” Joslin  remarks  that  emotion  caused 
simply  by  securing  samples  of  blood  for  analysis 
may  lead  to  a rise  in  blood  sugar  percentage. 
Joslin  also  calls  attention  to  one  of  his  cases  in 
which  a severe  diabetes  was  precipitated  by  an 
unusual  business  trip  from  Boston  to  New  York 
involving  much  responsibility,  the  appearance  of 
polyuria  and  polydypsia  occurring  very  acutely. 
Joslin  also  quotes  Formiguera  who  described  a 
sudden  onset  of  severe  diabetes  in  a man  after 
suffering  a double  emotion.  First,  he  saw  die  on 
the  seat  beside  him  a fellow-worker  whom  he 
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was  accompanying  from  the  shop  because  of  sud- 
den illness,  and  second,  he  was  held  as  the  alleged 
slayer  until  the  true  circumstances  were  estab- 
lished a few  hours  later.  The  patient  had  suf- 
fered in  early  childhood  a serious  traumatism 
with  cerebral  concussion.  When  the  disease  be- 
gan, he  was  18  years  of  age,  and  until  then  he 
felt  sound  and  strong.  He  died  two  years  later 
in  diabetic  coma. 

From  the  time  of  Claude  Bernard  who  pro- 
duced glycosuria  by  puncture  of  the  floor  of  the 
fourth  ventricle  it  has  been  known  that  the 
nervous  system  in  some  way  takes  part  in  the 
regulation  of  sugar  metabolism.  In  a series  of 
cases  of  pontine  hemorrhages  which  came  to 
autopsy  at  the  Cincinnati  General  Hospital  an 
opportunity  was  presented  for  studying  some  of 
these  nervous  factors.  Hemorrhage  into  the  pons 
is  by  its  nature  a grave  event  and  very  frequently 
the  emergency  does  not  permit  of  time  for  a urine 
examination  or  a blood  sugar  determination.  In 
four  of  these  cases  the  urine  examinations  were 
completed.  The  urinalyses  made  prior  to  the 
cerebral  accident  were  negative  for  sugar.  In  two 
instances  of  pontine  hemorrhage,  glycosuria  did 
not  develop;  in  one  of  these  cases  the  hemor- 
rhage implicated  a portion  of  the  tegmentum  on 
one  side  only  and  in  the  other  a very  small  hem- 
orrhage was  confined  to  the  basal  part  of  the 
pons.  In  the  two  cases,  however,  glycosuria  de- 
veloped following  the  vascular  accident.  Here  the 
hemorrhage  had  destroyed  the  tegmentum  in  its 
entirety  and  had  ruptured  into  the  fourth  ven- 
tricle. No  cells  in  the  tegmental  portion  of  the 
brain  can  be  regarded  as  directly  related  to  sugar 
metabolism  but  important  pathways  coming  from 
metabolic  areas  of  the  hypothalamus  proceed 
downward  in  the  tegmentum  of  the  pons  to 
terminate  in  the  dorsal  motor  nucleus  of  the 
vagus  and  in  the  sympathetic  nuclei  of  the  thor- 
acic spinal  cord.  It  is  the  interruption  of  these 
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pathways  which  serves  to  explain  the  glycosuria 
produced  by  puncture  of  the  fourth  ventricle  and 
also  the  glycosuria  resulting  from  complete  de- 
struction by  hemorrhage  of  the  tegmentum  of 
the  pons. 

Hemorrhage  of  the  mid-brain  occurs  less  fre- 
quently than  hemorrhage  in  the  pons;  glycosuria 
is  frequently  associated.  In  one  such  case  which 
came  to  autopsy  at  the  Cincinnati  General  Hos- 
pital the  hemorrhage  obliterated  the  tegmentum 
of  the  mid-brain  and  in  another  case  where  the 
hemorrhage  occurred  in  the  basal  part  of  the 
mid-brain  there  was  an  upward  thrust  resulting 
in  gross  compression  of  the  third  ventricle  and  of 
the  visceral  nuclei  in  its  walls.  Cases  have  also 
been  observed  where  the  floor  of  the  third  ven- 
tricle has  been  directly  involved  by  a pathologic 
process.  A young  colored  girl  who  had  been 
previously  in  excellent  health  received  a severe 
head  injury  clinically  associated  with  severe 
glycosuria;  in  this  case  the  tuber  cinereum  was 
implicated  in  an  intense  hemorrhage.  In  a 
second  case  presenting  arteriosclerosis  and 
hypertension,  hemorrhage  occurred  in  the  tuber 
cinereum  and  walls  of  the  third  ventricle;  re- 
peated urinalyses  prior  to  the  vascular  accident 
showed  an  absence  of  sugar  while  after  the 
hemorrhage  there  was  present  both  a glycosuria 
and  a hyperglycemia.  In  another  case  presenting 
a diabetes  mellitus  increasing  in  intensity  for  six 
months  associated  with  aphasia  and  other  neuro- 
logic signs,  there  was  found  at  autopsy  a cyst  of 
the  pulvinar  of  the  thalamus  which  had  grown 
medially  to  occlude  the  orifice  of  the  aqueduct  of 
Sylvius,  producing  an  internal  hydrocephalus 
especially  prominent  in  the  third  ventricle;  in 
histologic  preparations  through  the  diencephalon 
in  this  case  retr-ograde  changes  and  cell  loss 
were  noted  in  the  nucleus  paraventricularis  lo- 
cated in  the  wall  of  the  third  ventricle  in  the 
anterior  part  of  the  hypothalamus. 

The  role  of  the  nucleus  paraventricularis  and 
other  nuclei  of  the  hypothalamus  was  recently 
studied  by  Morgan,  Vonderahe  and  Malone.3  In 
15  cases  of  diabetes  mellitus  which  presented  at 
autopsy  no  gross  lesions  of  the  brain,  and  using 
a method  of  cell  counting  devised  by  Morgan,  it 
was  found  that  the  nucleus  paraventricularis  pre- 
sented a constant  loss  of  cells  ranging  from  30 
per  cent  to  65  per  cent.  In  six  cases  where  there 
was  an  associated  psychosis  with  diabetes  mel- 
litus there  were  in  addition  pathologic  changes 
and  cell  loss  in  the  substantia  grisea  and  also  to  a 
more  variable  degree  in  the  nucleus  tuberis 
lateralis;  these  findings  correspond  to  those  ob- 
served by  Morgan  and  Gregory4  in  32  cases  of 
psychosis  having  in  common  the  factor  of  mental 
deterioration. 

THEORETICAL  CONSIDERATIONS 

The  nucleus  paraventricularis  is  an  extremely 
primitive  structure  being  represented  in  the 


earliest  forms  of  vertebrates.  A fiber  pathway 
proceeds  from  this  nucleus  in  the  tegmental  por- 
tion of  the  brain  stem  to  terminate  in  the  dorsal 
motor  nucleus  of  the  vagus.  From  the  dorsal 
motor  nucleus  of  the  vagus,  the  vagus  nerve 
transmits  impulses  to  ganglion  cells  lying  within 
the  islands  of  Langerhans,  fibrils  from  which 
form  rich  plexuses  about  the  island  cells.  The 
nucleus  paraventricularis  with  its  pathway  is  re- 
garded as  one  means  by  which  the  nervous  sys- 
tem may  stimulate  the  production  of  insulin. 
Accordingly  when  this  pathway  is  interrupted  or 
when  the  nucleus  itself  is  destroyed  the  resultant 
loss  of  this  activation  to  insulin  secretion  pro- 
duces a hyperglycemia  and  glycosuria  which  per- 
sists until  other  mechanisms  for  the  regulation 
of  sugar  metabolism  restore  insulin  production. 

The  nucleus  paraventricularis  is  connected  by 
a fiber  pathway  to  the  nucleus  supraopticus 
which  in  turn  is  connected  by  a fiber  pathway  to 
the  pituitary  body;  the  pituitary  body,  it  appears, 
sends  its  secretion  not  merely  into  the  blood 
stream  but  also  directly  to  the  hypothalamic 
nuclei  including  the  nucleus  paraventricularis.6 
Pituitary  secretion  may  also  reach  the  nucleus 
paraventricularis  by  means  of  the  pituitary  por- 
tal veins  running  from  the  sinusoids  through  the 
infundibulum  to  the  hypothalamic  nuclei.9, 7 
This  curious  arc  with  neural  impulses  going  in 
one  direction  and  internal  secretion  in  the  other 
is  regarded  as  concerned  with  inhibition  of  the 
nucleus  paraventricularis  and  accordingly  with 
inhibition  of  insulin  secretion.  Acromegaly  and 
other  hyper-pituitary  states  are  frequently  asso- 
ciated with  hyperglycemia  and  glycosuria.  In- 
terference by  experimental  puncture  of  the  floor 
of  the  third  ventricle  in  the  region  of  the  in- 
fundibulum may  remove  this  inhibitory  effect  on 
the  nucleus  paraventricularis  and  produce  hypo- 
glycemic states. 

The  role  of  the  nervous  system  in  sugar  meta- 
bolism lies  in  modifying  the  metabolic  process 
which  may  be  considered  as  a chemical  and 
physiological  entity  apart  from  neural  influences. 
Just  as  the  intrinsic  rhythm  of  the  heart  is  not 
altered  by  the  central  nervous  system  but  only 
the  slowness  or  speed  of  its  contractions  so  in 
sugar  metabolism  the  nervous  system  is  con- 
sidered as  only  altering  certain  phases  of  a pro- 
cess which  lies  elsewhere  in  the  body  and  which 
basically  perhaps  is  a functional  capacity  of  the 
individual  cell.  It  is  altogether  possible  therefore 
that  sugar  metabolism  may  proceed  fairly  well 
after  all  nervous  influences  are  removed;  but 
severe  manifestations  occur  if  one  portion  of  the 
central  nervous  regulatory  apparatus  is  disturbed 
while  another  portion  is  intact.  The  role  of  the 
internal  glands  likewise  is  an  extrinsic  one;  in 
the  Houssay  dog  a severe  diabetes  results  when 
the  pancreas  is  removed  but  when  a second  im- 
portant internal  secreting  gland,  the  pituitary 
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body,  is  subsequently  also  removed  the  manifesta- 
tions of  diabetes  disappear. 

The  nucleus  paraventricularis  is  regarded  as 
being  activated  by  excessive  amounts  of  sugar  in 
the  blood  in  a manner  analogous  to  that  of  the 
respiratory  center  which  is  activated  by  exces- 
sive amounts  of  carbon  dioxide  in  the  blood.  This 
activation  results  in  the  increased  production  of 
insulin  in  the  manner  previously  described.  Thus, 
after  the  blood  sugar  is  elevated  by  a high  car- 
bohydrate meal  increased  insulin  is  produced 
which  assists  the  metabolism  of  sugar  thereby 
lowering  the  blood  sugar  so  that  the  cells  of  the 
nucleus  paraventricularis  come  to  rest.  Now,  if 
the  blood  sugar  remains  elevated  persistently  for 
extended  periods  of  time  from  any  cause  what- 
soever, the  cells  of  the  nucleus  paraventricularis 
first  of  all  grow  fatigued,  then  die  and  disappear 
so  that  the  cell  counts  made  on  this  nucleus  in 
diabetes  mellitus  in  all  instances  show  a sig- 
nificant cell  loss.  In  this  connection,  it  may  be 
well  to  call  attention  once  more  to  the  con- 
stitutional factor  in  diabetes  and  to  inquire 
whether  or  not  in  a predisposed  individual  there 
may  not  be  a less  than  average  number  of  cells 
in  the  nucleus  to  begin  with  and  that  when  an 
unusual  stress  is  placed  upon  them  by  infection, 
emotional  strain,  etc.,  they  may  prove  inadequate 
and  so  contribute  to  the  persistence  of  the  dia- 
betic state. 

There  remains  another  central  nervous  mech- 
anism influencing  sugar  metabolism.  We  have 
been  discussing  a vagal  or  parasympathetic 
mechanism  which  has  its  origin  in  the  anterior 
portion  of  the  hypothalamus.  Considerable  evi- 
dence exists  for  the  view  that  the  posterior  hypo- 
thalamus is  sympathetic  in  its  function.  Path- 
ways proceed  from  posterior  hypothalamic  nuclei 
through  the  brain  stem  and  spinal  cord  to  termi- 
nate in  preganglionic  sympathetic  neurones  in  the 
thoracic  spinal  cord  which  in  turn  send  their  fibers 
to  the  coeliac  ganglion  from  whence  fibers  proceed 
to  the  islands  of  Langerhans.  The  sympathetic 
system,  therefore,  in  addition  to  its  widespread 
effects  throughout  the  body  not  only  induces  the 
conversion  of  glycogen  to  sugar  but  also  the 
production  of  insulin  inadequate  though  this  may 
be  in  the  presence  of  the  terrific  sympathetic 
emotions  of  terror  and  rage.  The  sympathetic 
influence  is  surely  not  a constant  one  but  occurs 
in  the  average  individual  intermittently  depend- 
ing on  the  intensity  of  activity  or  emotion. 
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DISCUSSION 

Cecil  Striker,  M.D.,  Cincinnati:  Because  of  the 
pioneering  character  of  Dr.  Vonderahe ’s  work 
there  can  be  little  true  discussion  of  his  results. 
But  because  of  its  magnitude  I feel  that  a few 
general  remarks  may  not  be  out  of  order. 

Starting  with  Claude  Bernard’s  remarkable 
work  of  puncture  of  fourth  ventricle  in  the  pro- 
duction of  glycosuria,  much  work  has  been  done 
by  Cushing,  Malone,  Ranson  and  others  to  show 
the  close  association  of  the  central  nervous  sys- 
tem and  carbohydrate  metabolism.  As  early  as 
1889,  Marie  noticed  that  diabetes  occurred  in  two 
of  his  first  four  cases  of  acromegaly.  The  work 
of  Beattie  and  his  collaborators  emphasizes  the 
importance  of  the  hypothalamic  region  in  the  con- 
trol of  sugar  metabolism  through  the  action  of 
the  posterior  hypothalamic  nuclei  on  adrenalin. 

These  earlier  experiments  have  concerned  them- 
selves with  qualitative  change  in  nerve  tissue; 
but  this  paper  presents  evidence  I believe,  for  the 
first  time  that  there  is  a quantative  change  in  the 
cells  of  the  paraventricular  nucleus  in  glycosuria 
and  hyperglycemia.  Whether  all  of  Dr.  Vonder- 
ahe’s  cases  are  true  diabetes  or  cases  of  hyper- 
glycemia or  glycosuria  is  still  an  open  question, 
but  they  definitely  correlate  neurological  change 
with  carbohydrate  metabolism. 

Dr.  Vonderahe’s  work  should  stimulate  a re- 
newed interest  in  the  morphological  changes  in 
diabetes  so  that  the  rate  of  progress  in  the  study 
of  the  histopathological  aspect  will  approach  the 
advances  made  in  the  physiological  phase. 

The  hypothesis  advanced  is  very  interesting  but 
it  should  not  be  interpreted  as  the  conclusion  of 
this  work  and  should  be  quickly  utilized  to  sug- 
gest further  researches. 

I hope  that  it  is  not  too  irrelevant  to  say  in 
connection  with  the  discussion  of  this  paper  that 
there  are  also  definite  neurological  changes  in 
hypoglycemia:  Grayzel  found  zones  of  necro- 

bioses and  shrunken  hypochromatic  cells  with 
corkscrew  processes  in  the  brains  of  rabbits 
which  were  rendered  hypoglycemic  by  repeated 
doses  of  insulin.  The  cells  particularly  involved 
were  the  pyramidal  cells  of  the  third  and  fifth 
cortical  layers. 

Baker  and  Lufkin  reported  three  cases  of 
hypoglycemia  with  autopsy  findings  and  suggest 
that  although  there  was  no  clear  cut  evidence  of 
change  in  the  brain,  that  there  were  petechial 
hemorrhages  scattered  throughout  the  brain. 

What  does  one  carry  away  with  him  from  this 
discussion?  It  must  be  obvious  that  in  spite  of 
the  many  advances  in  the  study  of  carbohydrate 
metabolism,  we  are  still  groping  for  a complete 
picture  and  only  such  work  as  has  been  presented 
today  will  assist  us  toward  a better  understand- 
ing, and  also  in  the  light  of  this  discussion  we 
must  recognize  that  in  the  use  of  too  much  or  too 
little  insulin  we  may  be  producing  neuropatho- 
logical  changes  in  addition  to  metabolic  im- 
balance. 
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IN  APPROACHING  the  problem  of  therapy 
in  acute  alcoholism,  it  might  be  well  to  men- 
tion briefly  some  of  the  facts  that  are  gen- 
erally accepted  in  regard  to  the  effects  of  large 
quantities  of  alcohol  on  the  human  organism. 
The  maximum  amount  in  the  blood  and  the  most 
profound  effects  are  likely  to  occur  in  from  a half 
hour  to  two  hours  after  the  ingestion  of  the 
alcohol.  This  temporal  range  is  dependent  on 
several  factors,  chief  of  which  probably  are 
the  rate  of  ingestion  and  the  condition  of  the 
stomach.  Regarding  the  latter,  it  is  commonly 
known  that  food  in  the  stomach  delays  the 
absorption,  and  consequently  the  effects,  of  al- 
cohol. Of  the  foodstuffs,  fats  are  the  most 
effective  inhibitors  of  absorption.  A good  many 
of  the  laity  have  learned  the  trick  of  eating 
large  portions  of  butter,  or  of  drinking  cream 
or  olive  oil,  before  participating  in  a drinking 
bout.  Milk  is  also  effective  in  delaying  absorp- 
tion; so  that  mixtures  containing  milk  or  cream 
are  less  likely  to  produce  a rapid  intoxication 
than  are  other  alcoholic  preparations.  Further, 
the  greater  the  dilution  of  the  alcohol,  the 
slower  the  absorption.  Consequently  more  actual 
alcohol  may  be  tolerated  in  the  form  of  beer, 
for  example,  than  in  the  so-called  hard  liquors. 

The  habitual  drinker  can  stand  more  alcohol 
than  can  the  occasional  imbiber.  Given  equal 
quantities,  the  concentration  in  the  blood  of  the 
former  will  be  lower  than  that  in  the  latter. 
Though  considerable  conjecture  has  been  offered 
to  explain  this  phenomenon,  no  definite  rationale 
for  its  occurrence  has  yet  been  established.  It 
is  possible  for  most  individuals  to  increase  their 
tolerance  by  persistent  drinking.  On  the  other 
hand  there  are  some  who,  because  of  unusual 
irritability  of  either  the  stomach  or  central 
nervous  system,  are  quite  unable  to  drink 
amounts  sufficient  to  develop  any  sort  of  toler- 
ance. It  is  virtually  impossible,  so  long  as  this 
excessive  irritability  exists,  for  this  latter  group 
to  become  chronically  addicted  to  alcohol. 

Regarding  the  fate  of  the  ingested  alcohol, 
a goodly  portion  of  it  is  oxidized  within  the 
body.  Most  of  the  remainder  is  eliminated  via 
the  kidneys  and  lungs,  with  a small  quantity 
being  excreted  through  the  skin.  Occasionally, 
minimal  amounts  may  be  found  in  the  stool. 

Before  going  into  a discussion  of  the  treat- 
ment of  acute  alcoholism,  a few  words  regarding 
the  tissues  and  functions  most  likely  to  be  altered 
by  large  doses  of  alcohol  are  indicated.  Most 
of  the  symptoms  are  the  result  of  the  involve- 
ment of  the  brain,  and  their  intensity  will  depend 
on  the  amount  of  alcohol  reaching  the  brain. 
Here  the  action  is  similar  to  that  of  other  an- 


esthetics, with  depression  the  outstanding  effect. 
The  higher  cerebral  functions  are  influenced  first, 
with  inhibitions  being  released  and  judgment  and 
intellectual  efficiency  impaired.  The  apparent  ex- 
hilaration which  is  noted  early  is  merely  a rela- 
tive one,  the  seeming  stimulation  of  activity 
and  mood  resulting  merely  from  diminishing 
motor  and  psychologic  inhibition.  The  dreaded 
hangover  is  a continuation  of  the  depressing 
effects  on  the  lower  functions,  with  the  relative 
exhilaration  dispersed.  The  medullary  centers 
also  feel  the  depressing  action  of  alcohol,  res- 
piratory activity  being  the  most  affected. 

The  circulatory  apparatus  definitely  is  altered 
by  intoxicating  doses  of  alcohol.  Cardiac  muscle 
is  apt  to  be  injured  to  some  degree.  Capillary 
dilatation  occurs,  with  a resulting  fall  in  blood 
pressure.  The  pulse  becomes  weaker.  As  a 
result  of  the  dilatation  of  the  capillaries,  more 
blood  than  usual  finds  its  way  to  the  skin.  This 
causes  an  increased  radiation  of  heat  with  a 
consequent  fall  in  temperature.  The  feeling  of 
warmth  which  one  experiences  following  large 
doses  of  alcohol  is  due  to  the  greater  amount 
of  blood  in  the  skin,  and  is  deceptive  as  an 
indicator  of  body  temperature. 

Small  amounts  of  alcohol  are  not  injurious  to 
the  stomach.  High  concentrations,  however,  di- 
minish gastric  function.  Transient  impairment 
to  liver  function  is  likely  to  result  from  even 
brief  alcoholic  excesses.  Renal  efficiency  prob- 
ably is  not  altered  appreciably. 

DIAGNOSIS 

In  making  the  diagnosis  of  acute  alcoholism 
it  is  important  to  remember  that  this  clinical 
picture  may  be  simulated  by  a number  of  other 
conditions.  The  odor  of  alcohol  on  the  breath, 
while  usually  helpful,  is  not  in  itself  an  ade- 
quate diagnostic  criterion.  A patient  may  have 
taken  or  been  given  a small  quantity  of  alcohol 
shortly  before  being  seen  by  the  doctor,  and  still 
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be  ill  from  an  entirely  different  cause.  In  making 
the  diagnosis  the  history,  if  obtainable,  is  likely 
to  be  of  great  aid.  Regardless  of  whether  or  not  a 
history  is  available,  however,  complete  physical 
examination  is  indicated  before  other  possibili- 
ties can  be  eliminated. 

One  other  point  should  be  mentioned.  It  is 
well  to  remember  that  denaturants  of  various 
sorts  may  be  contained  in  some  of  the  prepara- 
tions consumed  by  pleasure-bent  individuals. 
While  it  is  probably  true  that  the  great  majority 
of  deaths  in  acute  alcoholics  is  due  to  over- 
whelming doses  of  the  ethyl  alcohol  itself,  it  is 
still  important  to  keep  in  mind  the  possible 
complicating  factor  of  adulterants  and  their 
effects. 

treatment 

Acute  alcoholism  may  be  thought  of  as  a self- 
limiting  disease.  Consequently,  most  cases  of 
this  type  are  not  seen  by  the  physician.  The 
layman  is  so  accustomed  to  the  various  stages 
of  alcoholic  intoxication  that  the  ordinary  mani- 
festations of  moderate  excitation,  incoordination, 
and  stupor  do  not  alarm  him.  It  is  only  when 
these  manifestations  attain  unusual  degrees  of 
severity  that  medical  aid  is  sought.  Let  the 
excited  alcoholic  become  belligerent  and  destruc- 
tive, or  the  stupor  progress  into  profound  coma, 
and  the  call  goes  out  for  the  doctor.  The  only 
other  development  which  is  likely  to  stimulate 
a request  for  medical  intervention  is  severe 
gastric  disorder,  with  persistent  nausea  and  vom- 
iting. We  shall  consider,  then,  these  three  spe- 
cific situations  from  the  point  of  view  of  treat- 
ment. 

The  excited  drunk  presents  a threat  of  vio- 
lence and  destructiveness  to  his  environment, 
and  of  exhaustion  to  himself.  The  immediate 
need  is  to  render  him  more  pacific  and  less 
active.  Sedation,  in  cases  of  this  type,  is  not  a 
simple  matter.  Paraldehyde  orally  in  doses  of 
12  to  16  c.c.  is  the  most  quickly  effective,  and 
least  depressing  to  the  circulation  of  any  of 
the  ordinary  sedatives.  It  is  sometimes  expedi- 
ent to  administer  10  c.c.  intramuscularly;  and  in 
especially  difficult  cases,  6 to  10  c.c.  may  be 
given  intravenously  with  safety,  and  is  likely 
to  produce  rapid  results.  Apomorphine,  gr.  1/10, 
is  used  by  many  clinicians  with  the  twofold 
object  of  producing  emesis  and  of  discouraging 
the  patient’s  hyperactivity.  This  is  frequently 
an  effective  maneuvre,  and  has  the  advan- 
tage of  removing  the  alcohol  remaining  in  the 
stomach  and  preventing  further  absorption  and 
intoxication.  In  this  connection,  however,  it  is 
well  to  keep  in  mind  the  need  for  being  cer- 
tain that  the  patient’s  cardiac  condition  is  ade- 
quate before  the  apomorphine  is  injected.  Death 
from  heart  failure  is  likely  to  be  not  infrequent 
when  this  drug  is  used  carelessly.  Further- 
more, giving  it  to  depressed  or  stuporous  alco- 


holics merely  for  the  purpose  of  evacuating  the 
gastric  contents  is  not  justifiable,  as  this  end 
may  be  accomplished  by  safer  methods.  When 
the  excitement  does  not  respond  to  the  above 
measures,  50  to  100  c.c.  of  50  per  cent  sucrose 
or  dextrose  given  intravenously  at  three  or  four 
hour  intervals  frequently  will  produce  palliative 
effects.  In  addition,  spinal  fluid  drainage  has 
sometimes  been  noted  to  result  in  quieting 
patients.  We  have  not  found  barbiturates  par- 
ticularly effective;  and  their  action  in  depressing 
the  circulation  is  apt  to  prolong  and  intensify 
the  hangover.  Morphine  and  hyoscine  we  feel 
to  be  contraindicated. 

ALCOHOLIC  COMA 

In  alcoholic  coma  we  are  dealing  with  a con- 
dition which  has  in  it  many  of  the  elements  of 
shock.  The  blood  pressure  is  low,  the  tempera- 
ture subnormal,  the  pulse  feeble  and  the  respi- 
ration slow.  It  is  important  here  to  raise  the 
temperature,  and  to  stimulate  the  circulation 
and  respiration.  Blankets  and  hot  water  bottles 
should  accomplish  the  former.  For  the  circula- 
tion, caffeine  sodium  benzoate  in  doses  of  7%  gr. 
every  one  to  two  hours  until  the  desired  result 
is  obtained  is  indicated,  as  is  the  administra- 
tion of  fluids.  Strychnine  may  be  used  as  a sup- 
plement. For  respiratory  stimulation  we  already 
have  the  caffeine.  In  addition,  aromatic  am- 
monia is  often  quite  helpful.  It  is  well  to  re- 
member that  overwhelming  doses  of  alcohol  may 
result  fatally,  and  that  the  coma  of  acute  alco- 
holism may  go  on  into  death.  Where  this  de- 
gree of  depression  is  suspected,  inhalation  of 
10  per  cent  carbon  dioxide  and  90  per  cent 
oxygen  has  been  recommended  as  a resuscitating 
measure.  There  exists  some  dispute  as  to  whether 
or  not  this  procedure  accelerates  the  lowering 
of  the  level  of  blood  alcohol.  Regardless  of  this 
dispute,  however,  there  seems  to  be  sufficient  evi- 
dence of  clinical  improvement  resulting  from  the 
employment  of  this  mixture  of  gases  in  serious 
cases  to  warrant  its  use  when  the  patient’s  con- 
dition becomes  alarming.  It  seems  to  be  of 
little  value  in  the  milder  cases. 

For  the  gastric  distress  that  is  so  often  a dis- 
agreeable complication  of  alcoholic  excesses,  re- 
moval of  the  stomach  contents  and  lavage  with 
a sodium  bicarbonate  solution  is  the  most  effec- 
tive therapy.  In  many  instances  the  patient 
will  drink  the  solution  and  vomit  it,  thus  ob- 
viating the  need  for  passing  a tube.  Where 
the  patient  does  not  cooperate,  one  to  two 
quarts  of  the  solution  should  be  given. 

There  is  one  other  type  of  reaction  to  over- 
indulgence  in  alcohol  which,  because  of  its  less 
spectacular  and  alarming  aspects,  is  not  so  likely 
to  stimulate  a realization  of  a need  for  profes- 
sional attention;  but  which  not  infrequently  re- 
sults in  disaster.  I refer  to  the  emotional  de- 
pression which  often  follows  drinking.  Every 
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depressed  individual,  alcoholic  or  otherwise,  rep- 
resents a suicidal  threat.  When  drunk,  the  in- 
dividual is  apt  to  be  more  than  ordinarily  aware 
of  guilt  feelings  and  need  for  punishment,  is 
likely  to  have  a diminished  sense  of  responsi- 
bility to  his  connections,  and  is  inclined  toward 
the  morbidly  glamorous  and  theatrical.  Even 
intendedly  superficial  suicide  gestures  may  be 
so  ill-conceived  and  poorly  executed  as  to  re- 
sult fatally.  It  is  important  that  the  physician 
keep  this  possibility  in  mind,  and  that  he  take 
the  steps  necessary  to  prevent  such  occurrences. 

So  much  for  the  management  of  specific  situ- 
ations which  may  arise  as  complications  of 
drunkeness.  The  treatment  generally  should  be 
directed  at  combating  the  alterations  in  tissues  and 
functions  that  are  usually  effected  by  large  doses 
of  alcohol.  The  intoxication  of  the  brain,  resulting 
in  inflammation  and  edema,  is  attacked  by  de- 
hydrants and  circulatory  stimulants.  Magnesium 
sulphate  orally  is  likely  to  be  helpful  as  a de- 
hydrant, as  is  intravenous  50  per  cent  sucrose 
or  dextrose.  Spinal  fluid  drainage  reduces  the 
intracranial  pressure  directly,  removes  available 
free  fluid  from  the  central  nervous  system,  and 
diminishes  the  chances  for  the  overly  hydrophilic 
brain  tissue  to  take  up  water.  Improvement  in 
circulatory  efficiency  resulting  from  the  use  of 
caffeine  hastens  the  elimination  of  toxic  sub- 
stances from  the  brain  and  other  tissues.  Forc- 
ing fluids  also  improves  the  circulation.  The 
caffeine  aids  the  respiratory  function,  and  here 
again  helps  in  elimination  of  alcohol  through 
the  lungs.  Aromatic  ammonia  is  likewise  help- 
ful in  this  connection.  Another  benefit  derived 
from  the  caffeine  is  the  increased  urinary  elim- 
ination, which  also  provides  a route  of  egress 
for  the  alcohol. 

The  removal  of  alcohol  from  the  stomach  may 
sometimes  be  accomplished  in  excited  cases  by 
the  use  of  apomorphine.  To  be  preferred  for 
this  purpose  in  acute  alcoholics  generally,  how- 
ever, is  washing  of  the  stomach  with  a solution 
of  sodium  bicarbonate.  The  prompt  cleaning  out 
of  the  stomach  is  an  important  procedure,  re- 
gardless of  whether  or  not  gastric  distress  is 
present.  Further  absorption  into  the  blood 
stream  of  whatever  alcohol  is  still  in  the  stomach 
obviously  is  likely  to  nullify  to  some  degree  the 
results  accomplished  by  treatment.  Removal  of 
the  alcohol  likewise  hastens  a return  to  normal 
gastric  function.  In  regard  to  gastro-enteric 
efficiency,  magnesium  sulphate  may  have  a salu- 
tary effect  on  the  temporarily  deranged  liver 
function,  and  thus  justifies  its  use  on  another 
basis. 

Sedation  is  usually  indicated  only  in  the  overly 
active  cases.  Otherwise  the  use  of  sedatives 
merely  serves  to  add  more  depressant  to  an  al- 
ready overly  depressed  organism.  Paraldehyde 
has  been  suggested  as  the  most  quickly  effective, 
the  least  depressing  physiologically,  and  the  most 


quickly  eliminated  sedative.  Intravenous  hyper- 
tonic sucrose  or  dextrose  is  a useful  adjunct  in 
quieting  restless  patients,  and  has  the  advantage 
of  playing  more  than  one  role  in  the  treatment. 
In  refractory  cases,  spinal  fluid  drainage  may  act 
as  an  effective  sedative,  and  is  likely  to  shorten 
the  duration  of  the  clinical  intoxication. 

SUMMARY 

Two  cardinal  points  of  attack  exist  in  the 
treatment  of  acute  alcoholism.  They  are  first, 
the  stopping  of  further  absorption  of  alcohol 
into  the  blood  stream,  which  involves  cessation 
of  drinking  and  removal  of  any  alcohol  remain- 
ing in  the  stomach;  and  second,  the  increasing  of 
circulatory  and  respiratory  efficiency  so  as  to 
hasten  the  elimination  of  alcohol  and  other 
existing  toxic  substances  from  the  tissues,  which 
is  best  accomplished  by  caffeine.  Lavage  and 
caffeine,  then,  provide  the  core  of  the  therapy 
of  acute  alcoholism.  Oral  magnesium  sulphate, 
alkalies,  and  fluids  are  indicated  in  all  cases. 
For  the  various  more  difficult  complications  that 
have  been  described  above,  intravenous  hyper- 
tonic sucrose  or  glucose,  spinal  fluid  drainage, 
paraldehyde,  carbon  dioxide  and  oxygen  inhala- 
tion, heat,  and  apomorphine  may  be  utilized  ac- 
cording to  the  needs  of  the  specific  case.  A repe- 
tition of  the  warning  against  the  careless  use 
of  apomorphine  is  indicated. 

An  outline  of  the  recommended  routine  treat- 
ment in  all  cases  is  as  follows: 

(1)  Gastric  lavage. 

(2)  Caffeine  sodium  benzoate,  gr.  714,  hypo- 
dermically every  four  hours  for  three  to  six 
doses. 

(3)  Magnesium  sulphate,  one  ounce,  twice  in 
24  hours  (unless  the  patient  has  a diarrhea). 

(4)  Force  fluids. 

(5)  Alkalies  (Imperial  drink)  three  doses  in 
24  hours. 

(6)  Observation  to  prevent  accidental  or  in- 
tentional self-injury. 

(7)  Sedatives  should  not  be  used  except  in  ex- 
cited cases. 

(8)  Aromatic  ammonia,  by  inhalation. 

In  excited  cases,  in  addition  to  the  routine 
treatment: 

(9)  Paraldehyde,  12  to  16  c.c.  orally;  or  10 
c.c.  intramuscularly. 

No  more  than  two  doses  should  be  given.  Six 
to  10  c.c.  may  be  given  intravenously  in  especially 
difficult  cases. 

(10)  Fifty  c.c.  of  50  per  cent  sucrose  or  dex- 
trose, intravenously,  two  to  four  times  in  24 
hours. 

(11)  Spinal  fluid  drainage  may  be  done,  if  it 
can  be  accomplished. 

(12)  Apomorphine,  gr.  1/10,  may  be  tried  at 
the  beginning  of  the  treatment,  but  should  be 
given  only  in  selected  cases. 

In  profound  coma,  in  addition  to  the  routine 
treatment: 

(13)  Combat  subnormal  temperatures  with 
blankets  and  hot-water  bottles. 

(14)  Caffeine  sodium  benzoate,  gr.  714,  every 
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hour  until  the  symptoms  of  severe  shock  have 
subsided. 

(15)  Intravenous  50  per  cent  sucrose  or  dex- 
trose, as  in  the  excited  cases. 

(16)  Inhalation  of  10  per  cent  carbon  dioxide 
and  90  per  cent  oxygen  for  15  to  30  minutes,  if 
the  patient’s  condition  seems  critical. 

We  have  had  no  experience  with  the  carbon- 
dioxide-oxygen  mixture  in  the  psychiatric  de- 
partment of  the  Cincinnati  General  Hospital; 
and  apomorphine  has  been  used  most  rarely. 
With  these  two  exceptions,  we  have  utilized 
the  treatment  herein  described  consistently  for 
the  past  five  years.  As  may  be  expected  in  a 
hospital  such  as  ours,  we  have  had  the  oppor- 
tunity to  treat  a large  number  of  acute  alco- 
holics in  this  period.  Our  results  have  been 
good  almost  without  exception. 

Despite  the  fact  that  there  are  numerous  other 
medicaments  which  have  been  found  useful  in 
the  treatment  of  acute  alcoholism  by  practicing 
physicians  who  come  into  occasional  contact  with 
this  condition,  these  are  likely  for  the  most  part 
to  be  of  incidental  aid  and  not  particularly  uni- 
form as  to  results.  Therapy  in  acute  alcoholism, 
as  in  all  other  pathologic  conditions,  should  seek 
to  be  rational  whenever  possible,  and  should  not 
be  distorted  by  the  physician’s  desire  to  appear 
spectacular  or  to  relieve  himself  as  quickly  as 
possible  of  a cumbersome  patient.  Acute  alco- 
holics sometimes  die.  The  fact  that  fatalities  are 
relatively  infrequent  does  not  give  the  physician 
the  right  to  treat  these  cases  with  casual  em- 
piricism. 


Instructions  to  the  Syphilitic 

A leaflet  containing  the  following  information 
is  given  to  every  newly  diagnosed  case  of  syphilis 
at  the  clinic  of  Dr.  Harold  N.  Cole  in  Cleveland: 

FACTS  ABOUT  SYPHILIS 

1.  What  Is  This  Disease? 

The  examination  and  tests  which  we  made  show 
the  presence  in  your  blood  of  a serious  disease 
known  as  syphilis.  The  germs  of  syphilis  are 
carried  by  your  blood  to  all  parts  of  your  body. 
It  is  true  that  some  people  have  syphilis  but  do 
not  know  it  until  years  later.  The  germ  may  lie 
quiet  for  years  and  then  bring  on  heart  disease, 
blindness,  paralysis  or  insanity. 

2.  What  Can  Be  Done  for  You? 

Our  medicines  are  usually  given  once  a week 
because  they  are  very  powerful.  This  means  that 
we  can  put  but  a little  of  it  into  your  body  each 
week.  Syphilis  can  be  cured  but  not  in  a week 
or  a month.  If  syphilis  has  worked  in  the  blood 
for  years  we  may  have  to  fight  it  an  equally  long 
time.  The  person  who  begins  his  treatment  early 
and  follows  it  through  exactly  as  our  doctors  tell 
him  is  sure  to  be  cured. 

3.  Can  You  Skip  Treatments  When  No  Longer 

111? 

No!  Because  improvement  never  means  cured. 
Soon  after  you  start  taking  treatments  the 


trouble  which  brought  you  to  the  clinic  will  go, 
for  the  medicine  acts  quickly  on  the  germs.  But 
it  does  not  kill  all  of  them.  Therefore,  if  you 
miss  only  a few  treatments  you  run  the  risk  of 
the  germs  getting  the  upper  hand  once  more. 
Cure  of  syphilis  is  like  putting  out  a fire — if  some 
of  the  sparks  are  left  the  fire  may  start  up  again. 

4.  What  Are  the  Two  Tests? 

Everyone  who  has  syphilis  needs  a spinal  test. 
This  is  given  to  decide  whether  you  need  a spe- 
cial kind  of  treatment.  We  ask  you  to  have  this 
test  for  your  safety,  for  without  proper  treat- 
ment you  run  the  chance  of  having  incurable 
syphilis  of  the  brain,  which  causes  paralysis  and 
insanity. 

From  time  to  time  we  will  take  tests  of  your 
blood.  This  is  done  for  diagnosis  only  and  does 
not  tell  us  anything  about  cure.  The  doctor  will 
tell  you  when  you  need  no  more  treatment  by 
examining  your  body  and  by  counting  the  num- 
ber and  regularity  of  the  treatments  which  have 
been  given. 

5.  What  Must  You  Do  to  Help  In  a Cure? 

Before  your  arm  treatment  eat  lightly.  When 

possible  go  home  after  the  treatment  and  lie 
down.  After  a hip  treatment  rub  the  hip  gently 
for  three  to  five  minutes.  If  any  of  our  medicines 
bother  you  come  in  and  tell  the  doctor  about  it. 
The  medicines  will  be  of  most  value  if  you  will 
keep  the  mouth  clean,  get  plenty  of  sleep,  drink 
no  liquor  and  come  every  week. 

6.  How  Is  Syphilis  Acquired  and  How  Long  Is 

It  Contagious  to  Others? 

Syphilis  is  usually,  but  not  always,  acquired  by 
sex  contacts.  It  can  be  caught  accidentally  by 
kissing  and  from  careless  people  or  from  those 
who  do  not  know  they  have  it.  It  can  be  trans- 
mitted by  parents  to  unborn  children.  If  you  had 
syphilis  before  your  children  were  born  they  must 
be  examined  to  see  if  they  escaped  it. 

The  doctor  will  tell  you  if  and  how  long  your 
case  is  infectious  to  others.  As  long  as  it  is  in- 
fectious you  should  use  your  own  dishes,  scald 
them  thoroughly  after  using,  sleep  alone,  do  your 
laundry  separately  and  never  lend  or  borrow 
shaving  tools  or  other  personal  belongings. 

If  you  know  from  whom  you  caught  syphilis, 
or  believe  someone  has  caught  it  from  you,  it 
would  be  a great  kindness  for  you  to  go  to  these 
persons  and  urge  them  to  be  examined  for  dis- 
ease. 


External  Use  of  Aloes 

The  fresh  leaves  and  the  aloes  ointment  and  the 
powder  appear  to  have  the  following  properties: 

I.  They  relieve  pain,  burning  and  itching.  2. 
They  have  some  sort  of  antiseptic  action.  In- 
fected lesions  quickly  become  clean  and  exude 
little  or  no  pus.  3.  They  seem  to  stimulate  rapid 
granulation  and  formation  of  new  tissue  so  that 
denuded  areas  appear  to  heal  more  rapidly  than 
with  other  agents.  They  are  effective  in  eliminat- 
ing the  foul  odors  that  accompany  infection  of 
broken  down  carcinomas,  ulcers  and  so  forth. — 

J.  E.  Crewe,  M.D.,  Rochester,  Minn.;  Minnesota 
Medicine,  Vol.  20,  No.  10,  Oct.,  1937. 
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THE  efficacy  of  prontosil  and  sulfanilamide 
against  hemolytic  streptoccic  infection  is 
being  substantiated  by  many  reports 
throughout  the  country.  The  following  dramatic 
recovery  is  deemed  worthy  of  record  because  it 
presents  strong  clinical  evidence  of  the  bacterio- 
static effect  of  the  drugs  mentioned  against  the 
hemolytic  streptococcus. 

Mrs.  F.  N.,  a forty-year  old  white  American 
housewife  was  admitted  to  the  hospital  on  June 
2,  1937,  for  a mastoid  operation.  The  history  was 
as  follows:  , 

Some  ten  years  previously  in  the  course  of  an 
upper  respiratory  infection  the  patient  developed 
an  acute  otitis  media.  The  ear  drum  was  punc- 
tured and  the  acute  symptoms  subsided.  How- 
ever, the  right  ear  continued  to  discharge  for  sev- 
eral months  after  this  incident.  The  patient  re- 
mained well  subsequently  but  on  occasion  the  ear 
would  discharge  for  a few  days  and  then  “dry  up 
again.”  She  had  no  pain  in  the  right  ear  or 
mastoid  until  March  25  of  this  year  when  the  ear 
began  to  discharge  rather  profusely  following  an 
attack  of  acute  pharyngitis.  The  ear  continued  to 
discharge  purulent  material  and  soon  the  patient 
noted  dull  pain  back  of  the  right  ear  and  some 
generalized  headache.  At  this  point  mastoidec- 
tomy was  urgently  advised.  At  the  time  of  her 
admission  to  the  hospital  she  had  no  fever  and 
showed  a white  blood  count  of  7,800.  The  past 
history  revealed  that  the  patient  had  had  rheu- 
matic fever  as  a child  which  left  her  with  an 
aortic  insufficiency.  X-ray  plates  of  the  mastoid 
regions  made  prior  to  operation  revealed  the  fol- 
lowing: 

X-ray  report  of  Doctors  Freedman  and  Mahrer: 
The  right  mastoid  is  extremely  dense  with 
marked  thickening  of  the  cortex.  No  cellular  out- 
lines are  visible  and  there  is  slight  mottling  just 
posterior  to  the  knee  of  the  sinus.  The  sinus 
wall  is  not  visualized.  The  emissary  vein  is 
plainly  seen.  The  left  mastoid  appears  normal. 

Impression:  Sclerosed  right  mastoid  with  pos- 
sible bone  necrosis  posterior  to  the  sinus. 

On  June  3,  1937,  a right  radical  mastoidectomy 
was  performed  under  nitrous  oxide  anesthesia. 
The  operative  report  is  as  follows: 

The  periosteum  over  mastoid  was  thickened. 
There  was  necrosis  of  bone  over  sinus  with  pus 
around  the  lateral  sinus.  The  lateral  sinus  was 
blue.  The  rest  of  bone  of  mastoid  was  very  hard. 
Posterior  wall  of  external  auditory  canal  was 
broken  down  and  plastic  operation  on  ear  was 
done. 

The  patient  was  returned  to  her  room  in  good 
condition.  The  following  day  the  patient’s  tem- 
perature and  pulse  began  rising.  She  grew  rest- 
less, uncomfortable  and  complained  of  consider- 
able headache  and  pain  in  her  ear.  Evidence  of 
extending  infection  progressed.  Her  fever 
mounted  steadily,  pulse  grew  more  rapid  and 
feeble,  neck  became  rigid  and  the  patient  grew 


comatose.  It  was  apparent  that  we  were  dealing 
with  a virulent  meningitis. 

Lumbar  puncture  now  revealed  a fluid  that  was 
grossly  purulent.  Spinal  fluid  pressure  at  this 
time  was  300  millimeters  of  water  and  the  in- 
terne reported  a cell  count  on  this  fluid  of  over 
100,000,  chiefly  polymorphonuclears.  Smears  and 
cultures  revealed  innumerable  chain  strep  of  the 


Fig.  No.  1.  Photograph  of  spinal  fluid  smear  taken  on 
June  5 prior  to  prontosil  and  sulfanilamide  administration. 


hemolytic  variety.  Our  laboratory  made  photo- 
graphs of  these  smears  to  demonstrate  the  nature 
of  the  fluid  at  the  time  of  the  first  puncture  and 
to  point  out  the  marked  change  which  occurred 
in  the  fluid  on  the  following  days.  When  we  saw 
the  character  of  the  spinal  fluid  from  the  first 
puncture  the  prognosis,  of  course,  seemed  almost 
hopeless.  However,  prontosil  injections  were 
started  immediately.  The  patient  received  five 
c.c.  of  prontosil  every  four  hours  intramuscularly 
and  as  soon  as  she  was  able  to  swallow,  five 
grains  of  sulfanilamide  every  four  hours  by 
mouth.  Lumbar  puncture  was  repeated  again  on 
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the  evening  of  June  5 with  the  findings  practi- 
cally identical  to  those  reported  for  the  fluid  i-e- 
moved  in  the  morning  of  that  day.  Lumbar 
puncture  carried  out  the  following  day  showed 
the  fluid  still  markedly  purulent  but  whereas  on 
the  previous  day  the  organisms  could  be  readily 
seen  in  the  smear  and  grew  very  abundantly  both 
on  the  agar  plate  and  in  the  broth  culture,  they 
now  no  longer  grew  on  the  blood  agar  plates.  The 
laboratory  technician  who  knew  nothing  about  the 
case  stated  that  something  seemed  to  have  modi- 
fied the  cultural  characteristics  of  the  organisms. 

On  June  7 the  cell  count  was  35,000,  the  direct 
smear  revealed  innumerable  polymorphonuclears 
with  a moderate  number  of  gram  positive  cocci 
singly  and  in  short  chains  but  the  cultures  re- 
vealed no  growth  on  blood  agar  and  now  the 
broth  showed  no  growth  after  24  hours.  On  the 
seventh  of  June  the  patient’s  temperature  had 
dropped  from  106  to  101  and  her  pulse  had 
dropped  from  145  to  120.  June  8 the  temperature 
was  100  and  the  pulse  100.  The  patient’s’  clinical 
condition  showed  remarkable  improvement.  She 
was  alert  and  entirely  comfoi’table.  On  June  9 
her  temperature  was  99  and  her  pulse  remained 
between  90  and  100.  The  spinal  fluid  now  gave  a 
cell  count  of  only  930,  the  direct  smears  showed 
many  polymorphonuclears,  a moderate  number  of 
monocytes,  a few  positive  cocci  in  pairs  and  an 
occasional  very  short  chain.  The  culture  showed 
no  growth  in  broth  or  blood  sugar.  It  is  interest- 
ing to  note  that  within  24  hours  from  the  be- 
ginning of  the  administration  of  pi’ontosil  and 
sulfanilamide  there  was  no  evidence  of  growth  of 
the  organisms  on  blood  agar  plates  and  within  72 
hours  there  was  no  evidence  of  growth  in  the 


Fig.  No.  2.  Photagraph  of  spinal  fluid  smear  taken  on 
June  7 after  prontosil  and  sulfanilamide  administration. 

broth  culture.  The  patient  continued  to  improve, 
her  temperature  and  pulse  becoming  entirely 
normal  on  the  11th  of  June.  The  spinal  fluid  con- 
tinued to  improve  and  on  June  11  only  468  cells 
were  reported  with  a few  gram  positive  cocci 
being  seen  in  the  smears.  No  growth,  however, 
was  obtained  on  any  of  the  media  at  this  time. 

The  patient  went  on  to  a complete  recovery, 
temperature  and  pulse  remaining  perfectly  nor- 
mal during  the  rest  of  her  stay  in  the  hospital. 
She  was  finally  discharged  on  June  24  for  further 
convalescence  at  home. 

The  last  spinal  fluid  obtained  on  June  19  re- 
vealed a cell  count  of  280.  The  direct  smear  from 
this  fluid  showed  a few  polymorphonuclears,  but 
no  organisms. 


The  patient  received  in  all  95  c.c.  of  prontosil 
by  intramuscular  injection  and  215  grains  of 
sulfanilamide  by  mouth.  The  drug  was  discon- 
tinued when  the  smears  no  longer  showed  or- 
ganisms. 

The  accompanying  illustrations  are  photo- 
graphs of  the  smears  made  by  our  laboratory  and 
demonstrate  graphically  the  disappearance  of  the 
organisms  from  the  fluid  and  the  marked  change 


Fig.  No.  3.  Photograph  of  spinal  fluid  smear  made  on 
June  15  with  patient  well  on  road  to  recovery. 


in  the  fluid  with  the  patient’s  convalescence.  The 
unusual  feature  in  the  above  report  is  the  rapid 
change  in  cultural  qualities  of  the  hemolytic 
streptococci  after  prontosil  and  sulfanilamide 
medication  was  started.  It  is  the  first  recovery 
from  hemolytic  streptococcus  meningitis  which  it 
has  been  our  opportunity  to  witness  and  it  is  our 
belief  that  the  chemotherapy  was  the  most  im- 
portant feature  in  this  recovery. 


Prenatal  Care 

By  proper  prenatal  care,  the  expectant  mother 
should  approach  her  puerperium  in  good  physical 
condition,  with  her  resistant  powers  against  in- 
fections at  a maximum.  A careful  physical  ex- 
amination should  be  made  to  determine  if  patient 
shows  any  indication  of  (1)  anemia,  (2)  toxemia, 
or  (3),  focal  infections,  such  as  tonsillitis,  in- 
fected teeth,  otitis  media,  sinusitis,  pyelitis, 
cystitis,  rectal  fissures,  fistulas,  or  cervical 
erosions.  If  found,  all  such  focal  infections  should 
be  removed.  By  means  of  sunshine,  fresh  air, 
exercise,  good  hygiene,  and  a nourishing  diet, 
with  sufficient  minerals  and  vitamins,  anemia  and 
toxemia  can  be  prevented  and  the  patient’s  gen- 
eral resistance  to  infections  increased.  Statistics 
show  that  puerperal  infections  are  more  preva- 
lent during  late  winter  and  early  spring  months, 
when  upper  respiratory  infections  are  flourishing. 
The  expectant  mother  should  be  protected  from 
people  with  colds,  respiratoi'y  infections  and  con- 
tagious diseases. — R.  C.  Shanlever,  M.D.,  Jones- 
boro, Ark.;  The  Jour.  Ark.  Med.  Soc.,  Vol.  XXXIV, 
No.  6,  Nov.,  1937. 
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THE  temperature  of  the  lining  of  the  ex- 
ternal auditory  canal  varies  as  does  that  of 
the  skin  in  general,  except  that  because  of 
its  location  in  a more  or  less  protected  area,  the 
variations  are  not  so  marked.  Because  of  this 
protection  by  location  also,  the  air  in  the  canal 
in  contact  with  the  drum  membrane  is  always  a 
little  above  the  external  temperature,  depending 
upon  wind,  structure  of  the  canal,  and  other  fac- 
tors tending  to  prevent  displacement  of  the  air  in 
the  canal.  The  temperature  of  the  drum  mem- 
brane is  thus  below  general  body  temperature  at 
most  times,  especially  in  winter,  because  its  cir- 
culation is  not  adequate  to  maintain  its  heat  at 
blood  level  in  the  face  of  such  an  exposure.  It  is 
indeed  one  of  the  functions  of  the  tympanic  mem- 
brane to  protect  the  middle  ear  from  lower  than 
body  temperatures,  but  in  doing  so  it  is  thus 
itself  exposed  and  rendered  less  efficient  in  re- 
sisting infection.  We,  therefore,  believe  that  the 
drum  and  the  lining  of  the  middle  ear  bordering 
on  it  is  the  entering  point  of  many  of  the  infec- 
tions in  the  middle  ear.  This  also  explains  why 
the  entity  of  myringitis  alone  is  sometimes  seen, 
and  when  it  is  seen,  often  means  it  is  the  fore- 
runner of  general  middle  ear  infection.  If  this 
weak  point  can  be  corrected,  then  many  middle 
ear  infections  can  be  prevented. 

Experimentation  shows  that  if  a thermometer 
is  placed  in  the  canal  and  packed  around  with 
cotton  to  close  the  external  opening  and  to  keep 
it  out  of  contact  with  the  walls  of  the  canal,  its 
reading  will  within  three  minutes  reach  body  tem- 
perature and  stay  there.  Here  we  have  a method 
of  maintaining  body  temperature  in  the  canal  and 
on  the  drum;  namely,  by  plugging  the  ear  with 
cotton.  Tissue  function  and  immunity  is  mar- 
kedly lowered  by  decreased  temperatures.  There 
is  no  dispute  about  this  fact,  and  we  state  it 
merely  to  again  call  attention  to  the  importance 
of  temperature  to  infection. 

A series  of  patients  subject  to  recurrent  at- 
tacks of  otitis  media  with  each  attack  of  acute 
coryza,  or  exposure  to  cold  for  varying  periods 
of  time,  were  instructed  to  wear  the  packs  during 
the  duration  of  the  coryza  or  exposure.  Controls 
and  accurate  checks  of  results  are  difficult  or 
impossible  in  experiments  of  this  kind,  but  almost 
without  exception  the  patients  stated  that  they 
either  had  no  attack  of  otitis  at  all,  or  that  the 
attacks  were  less  frequent  and  less  severe. 

Other  factors  may,  of  course,  play  a part  in 
the  etiology  of  the  condition,  and  these  may  be 
mentioned,  with  suggestions  as  to  their  correc- 
tion. Foreign  material  in  the  canal  or  near  the 


drum  may  decrease  the  immunity  of  the  parts. 
This  material  may  be  cerumen,  scaling  epithe- 
lium, or  other  foreign  matter  actually  introduced 
into  the  canal.  At  the  time  of  examination,  the 
angle,  size,  apparent  tension,  transparency, 
smoothness,  and  intractitude  of  the  drum,  and 
the  prominence  of  the  malleus  should  be  noted, 
and  recorded  for  future  comparison  if  this  should 
ever  be  necessary.  Early  removal  of  the  tonsils 
and  adenoids,  with  especial  attention  to  the  lateral 
angles  of  the  nasopharynx,  is  of  prime  import- 
ance. There  should  be  little  hesitancy  in  re- 
curettement  of  the  nasopharynx  if  return  of  the 
adenoid  growth  is  suspected  after  one  or  more 
years.  The  nose  merits  a complete  examination, 
with  correction  of  any  septal  deviation  or  thick- 
ening by  resection,  X-ray  check  of  sinuses,  in- 
spection for  polyps,  and  operative  procedures 
thus  indicated  carried  out.  The  patient  will  co- 
operate much  better  if  procedures  on  the  sinuses 
are  explained  to  him  as  an  attempt  to  enlarge  the 
natural  opening  to  the  sinus,  or  an  attempt  to 
create  a more  advantageous  one.  This  is  in  truth 
the  underlying  principle  of  most  of  our  sinus 
operations.  Necessity  for  straightening  the  sep- 
tum is  more  apparent  to  the  patient,  but  he 
should  be  impressed  with  the  fact  that  procedures 
within  the  nose  are  directed  at  different  struc- 
tures, and  that  one,  if  done  correctly,  will  not  be 
repeated. 

Even  with  the  above  precautions  and  proced- 
ures, special  measures  must  be  taken  during  an 
acute  coryza.  These  are  directed  toward  keeping 
the  nose  open,  as  complete  blockage  for  even  a 
few  hours  may  result  in  acute  otitis  media.  So 
the  nasal  mucosa  should  be  shrunk  daily,  and 
medication  for  shrinkage  given  the  patient.  In 
addition,  alkalies  should  be  administered  freely. 
The  acid-base  balance  of  the  blood  has  a marked 
effect  on  the  middle  ear;  we  have  seen  the  most 
acute  dermatitis  in  the  skin  exposed  to  drainage 
from  an  acute  otitis,  a mastoid  wound,  or  the 
nose,  clear  up  as  soon  as  alkalies  were  given,  with 
simultaneous  improvement  in  the  infection.  Nar- 
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cotics  given  internally  tend  to  shrink  the  nasal 
mucosa,  and  some  form  other  than  morphine 
should  be  given. 

In  a discussion  of  the  methods  of  protecting 
the  middle  ear  from  exposure  to  cold,  it  is  in- 
teresting to  mention  the  case  of  the  otologist  we 
know,  who  himself  has  a sclerotic  mastoid,  and 
suffered  greatly  from  pain  in  and  behind  the  ear 
until  he  began  wearing  a cap  instead  of  a hat 
during  the  winter,  the  lower  edge  of  the  cap 
coming  down  over  the  mastoid  process  far  enough 
to  protect  it  from  low  temperatures,  and  relieve 
the  symptoms. 

Thus  the  general  public  is  to  be  advised  that 
during  the  acute  stage  of  a coryza,  if  the  patient 
is  at  all  conscious  of  his  ears,  as  by  stuffiness, 
tinnitis,  pressure  sensations,  decreased  hearing, 
and  other  catarrhal  symptoms,  he  is  to  wear  the 
plugs.  These  will  not  interfere  greatly  with  the 
amount  of  hearing  normally  present,  and  the 
patient  can  go  about  his  usual  duties,  if  he  in- 
sists, with  less  danger  of  otitis  media  and  its  pos- 
sible serious  complications. 

CONCLUSIONS 

1.  The  drum  membrane  and  the  air  in  the 
external  auditory  canal  can  be  kept  at  body  heat 
by  the  insertion  of  loose  cotton  plugs  into  the 
canal. 

2.,  The  incidence  of  otitis  media  can  be  lowered 
by  appropriate  surgical  procedures  and  protec- 
tive methods. 

1147  Fifteenth  Street,  N.  W. 


The  Eyes 

To  the  poet  the  eyes  are  the  windows  of  the 
soul;  for  the  doctor  they  may  be  a door  to  a cor- 
rect diagnosis.  First,  the  lids  quiver  with  nervous 
tension,  puffy  from  renal  failure  or  droopy  from 
depression,  insomnia  or  ocular  paralysis.  Then  the 
conjunctivae  whose  edema  may  represent  the 
initial  site  of  an  allergic  attack.  Then  the  cornea 
whose  pallor,  jaundice,  and  petechiae  are  an  ex- 
ternal reflection  of  visceral  disease. 

Next,  the  eyeball  whose  prominence  comes  from 
excitement  or  hyperthyroidism,  or  recessed  in 
disorders  of  the  cervical  cord.  Then  there  is  im- 
paired movement  indicating  a lesion  of  a cranial 
nerve  or  the  brain-stem. 

More  important  are  the  pupils.  Dilated  in  cer- 
tain neurotic  and  toxic  disorders,  miotic  in  the 
morphine  addict,  or  when  immobile  and  irregular 
becoming  tragic  tell-tale  testimony  of  a spiroche- 
tal sear  in  the  brain-stem. 

Very  important  also  is  the  chamber  of  the  eye- 
ball; particularly  the  retina  revealing  the  optic 
nerve,  the  arteries,  and  the  veins. 

A thorough  study  of  the  eyes,  feasible  at  every 
bedside  may  contribute  to  a correct  diagnosis. — 
Fetterman. 


Prevention  of  Appetite  Problems  In 
Childhood 

Mealtime  for  the  child  should  be  an  incidental 
part  of  the  daily  routine  instead  of  the  outstand- 
ing event  of  the  day,  with  the  child  being  the 
leading  actor.  Too  much  stress  must  not  be 
placed  upon  eating.  Supervision  must  be  kept  in 
the  background,  in  fact,  the  child  should  be  sur- 
prised by  the  lack  of  interest.  Training  in  table 
manners  can  come  later.  One-half  hour  should  be 
permitted  for  mealtime.  At  the  end  of  this  time 
the  child  is  excused  without  comment  upon  the 
meal.  Once  appetite  has  been  developed,  it  can  be 
depended  upon  to  determine  the  quantity  of  food 
needed. 

Children  should  be  taught  that  all  common 
foodstuffs  are  good  and  wholesome.  This  fre- 
quently means  that  adult  members  of  the  house- 
hold must  learn  to  eat  foods  that  they  do  not 
particularly  enjoy.  Children  are  great  imitators 
and  many  finicky  eaters  may  be  traced  to  copying 
after  some  member  of  the  family  that  gets  spe- 
cial attention  by  refusing  to  eat  certain  foods. 

Many  city  children,  raised  in  apartments,  lack 
the  freedom  and  outdoor  life  conducive  to  good 
health  and  good  appetites.  Recreation  is  needed 
by  the  old  and  young  alike,  but  especially  by  the 
growing  child.  We  are  seeing  entirely  too  many 
puny,  delicate  hothouse  children  due  to  lack  of 
recreational  facilities  in  the  cities.  Outdoor  ex- 
ercise and  recreation  is  the  best  appetizer  that 
can  be  provided  for  normal  children  and,  the 
physician  in  his  routine  supervision,  should  stress 
this  to  all  mothers. 

Avoidance  of  all  excitement  at  and  preceding 
mealtime  is  necessary  to  encourage  enjoyable 
eating.  Young  children  are  very  susceptible  to 
emotional  disurbances.  The  secretion  of  digestive 
juices  is  greatly  influenced  by  such  disturbances 
and  many  cases  of  indigestion  may  be  traced  to 
this  etiology.  An  improperly  functioning  diges- 
tion is  always  accompanied  by  lack  of  appetite. 
Pleasant  surroundings  encourage  good  digestion. 
However,  this  does  not  mean  that  amusement  by 
story-telling  or  dancing  or  games  is  good  practice. 
Mealtime  is  for  taking  food  and  not  a time  for 
play. 

Another  common  source  of  trouble  during  child- 
hood is  fatigue  from  overwork.  Parents  are 
anxious  for  their  children  to  have  every  ad- 
vantage offered  by  modern  civilization.  In  ad- 
dition to  school  work,  there  are  dancing,  music 
lessons,  possibly  swimming  lessons,  participation 
in  plays  and  concerts,  and  usually  a few  movies 
at  night  for  good  measure.  The  child  is  fatigued 
most  of  the  time  and  goes  on  nervous  energy 
just  as  many  adults  do  today.  Inevitably,  di- 
gestive disturbances  and  anorexia  result. — J. 
Lewis  Blanton,  M.D.,  F.A.C.P.,  Fairmont,  W. 
Va.;  W.  Va.  Med.  Jour.,  Vol.  33,  No.  9,  Sept.,  1937. 
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THERE  are  two  major  questions  to  be  an- 
swered when  a woman  presents  herself 
with  a lump  in  the  breast.  The  first  of 
these,  what  is  the  nature  of  the  mass,  largely  de- 
termines ones  conclusions  with  regard  to  the 
second,  how  should  the  condition  be  treated?  In 
order  to  solve  either  of  these  questions,  some- 
thing must  be  known  of  the  list  of  possibilities. 

Briefly  considered,  there  are  four  common  and 
important  lesions  producing  a mass  in  the  breast. 
The  most  frequent  of  these  is  that  known  var- 
iously as  mazoplasia,  subinvolution,  and  chronic 
cystic  mastitis;  a condition  present  in  at  least 
minor  degrees  in  most  women,  especially  those 
who  have  been  pregnant,  and  a condition  all  too 
frequently  grouped  with  cystic  hyperplasia  which 
is  an  entirely  dissimilar  process  with  different 
potentialities. 

Mazoplasia  occurs  during  the  years  of  sexual 
activity,  especially  between  30  and  40,  is  apt  to 
be  bilateral,  and  usually  is  painful,  at  times  just 
before  menstruation.  It  produces  a fine  nodu- 
larity palpable  on  the  anterior  surface  especially 
along  the  lateral  margins  of  the  breast,  or  a dif- 
fuse increase  in  density.  It  consists  of  a mild 
epithelial  hyperplasia,  some  dilatation  of  ducts, 
some  overgrowth  of  fibrous  tissue,  and  slight 
lymphocytic  infiltration.  It  is  not  a true  neoplasm 
and  is  apparently  entirely  benign. 

Fibroadenomas  form  another  large  group  of 
breast  tumors.  They  are  merely  localized  over- 
growths of  breast  tissue,  both  epithelial  and  sup- 
porting, and  are  probably  the  result  in  many 
cases  at  least  of  hormonal  disturbances;  at  times 
they  seem  to  result  from  mazoplasia.  They  ap- 
pear during  the  period  from  puberty  to  meno- 
pause and  tend  to  regress  after  ovarian  activity 
ceases.  They  are  rounded,  localized,  freely  mov- 
able, single  or  multiple,  and  at  times  periodically 
tender  masses.  In  the  great  majority  of  cases 
they  are  completely  benign,  although  at  times 
situations  are  encountered  which  suggest  the 
possibility  of  malignant  change. 

Cystic  hyperplasia,  cystic  disease,  or  Schimmel- 
busch’s  disease  is  a disease  known  also  by  a num- 
ber of  other  names  at  times  erroneously  includ- 
ing that  old  standby  chronic  cystic  mastitis.  The 
condition  is  characterized  by  the  presence  of  mul- 
tiple cysts  of  varying  size,  limited  to  one  portion 
of  a breast  or  scattered  throughout  one  or  both 
breasts.  The  usual  age  incidence  is  from  30  to 
40,  and  the  lesion  is  not  as  a rule  painful.  Clini- 
cally the  breast  may  be  made  coarsely  nodular  by 
many  small  cysts  or  these  may  be  obscured  by  a 
few  large  cysts.  They  may  be  slightly  fluctuant 


and  are  as  a rule  recognizable  by  transillumina- 
tion. The  lining  epithelium  is  prone  to  give  rise 
to  papillary  structures  which  seem  to  be  the 
source  of  most  duct  papillomas.  The  large  cysts, 
at  times  called  blue  dome  cysts,  are  usually  harm- 
less, but  the  epithelium  of  the  small  ones  is  apt 
to  become  quite  hyperplastic  and  may  in  time 
break  through  the  basement  membrane  and  in- 
vade the  surrounding  tissue.  This  condition  is 
potentially  malignant. 

Carcinoma  of  the  breast  is  as  common,  if  not 
more  common,  than  any  other  malignancy  of  the 
female.  There  are  many  types,  of  which  that 
termed  scirrhus  carcinoma  is  by  far  the  most 
common.  From  a practical  standpoint  there  is  at 
present  but  little  to  be  gained  from  a complicated 
classification  of  breast  carcinoma.  The  condition 
in  its  typical  advanced  state  presents  a bony  hard, 
fixed  nodule,  retraction  of  the  nipple,  an  orange 
peel  skin,  and  enlargement  of  the  axillary  nodes. 
However,  in  this  state  there  is  little  point  in  ar- 
riving at  a diagnosis,  since  there  is  comparatively 
little  hope  of  a cure.  The  physician’s  aim  should 
always  be  to  recognize  the  lesion  at  the  earliest 
possible  moment;  this  is  best  done  by  suspecting 
all  breast  nodules  of  malignancy,  and  having 
their  true  nature  proven  by  microscopic  examina- 
tion. 

As  has  been  said,  from  a practical  standpoint, 
and  disregarding  inflammatory  lesions  which 
must  always  be  considered,  breast  tumors  can 
usually  be  satisfactorily  classed  under  one  of  the 
above  mentioned  four  headings.  There  are  certain 
further  factors  of  value  in  establishing  a diag- 
nosis. The  patient’s  age  is  quite  important  since 
carcinoma  only  rarely  occurs  in  girls  or  women 
under  30,  and  has  a maximum  incidence  in  the 
decade  from  40  to  50,  especially  in  the  latter  half 
of  this  period.  Mazoplasia  and  fibroadenoma  are 
rather  more  prevalent  among  younger  women, 
tending  to  regress  at  the  menopause.  The  early, 
less  potentially  malignant  stages  of  cystic  hyper- 
plasia occur  between  20  and  40. 

The  duration  and  rate  of  growth  of  a tumor 
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are  also  of  aid  in  determining  its  nature;  a tumor 
of  long  duration  and  slow  growth  is  more  apt  to 
be  benign  than  one  of  recent  origin  and  rapid  en- 
largement. Periodic  pain,  especially  just  before 
menstruation,  suggests  either  mazoplasia  or 
fibroadenoma.  Bleeding  from  the  nipple  usually 
is  seen  in  carcinoma  or  duct  papilloma.  Transil- 
lumination is  of  value  in  determining  the  presence 
or  absence  of  cysts.  Roentgenography  after  the 
injection  of  ducts  with  either  air  or  opaque  media 
has  been  suggested  but  cannot  be  unqualifiedly 
recommended.  Biopsy  is  probably  the  most  re- 
liable means  of  diagnosis  in  regard  to  breast 
tumors.  As  usually  employed  this  consists  of  ex- 
cision of  the  mass  (which  really  is  as  much 
therapeutic  as  diagnostic)  with,  if  conditions  are 
favorable,  a rapid  frozen  section  examination  of 
the  tumor,  and  such  further  surgery  as  the 
pathologist’s  report  indicates.  An  aspiration 
biopsy,  since  it  requires  neither  hospitalization 
nor  general  anesthesia,  and  since  the  mass  is  not 
removed  before  a diagnosis  is  made,  is  probably 
the  method  of  choice.  However,  it  is  reliable  only 
when  positive  for  malignancy,  and  must  be  per- 
formed by  an  individual  who  is  thoroughly  ex- 
perienced in  examinations  of  this  type. 

The  correct  clinical  management  varies  widely 
•with  the  nature  of  the  lesion.  Mazoplasia  fre- 
quently yields  to  endocrine  therapy  in  the  form 
of  ovarian  residue  by  mouth,  and  if  this  is  not 
successful  should  be  removed  by  conservative 
surgery.  Fibroadenomas  should  be  locally  ex- 
cised. Cystic  hyperplasia,  because  of  its  malig- 
nant potentialities  should  be  treated  by  simple 
mastectomy.  At  present  the  best  method  of 
treating  carcinoma  diagnosed  pre-operatively 
seems  to  be  by  a course  of  pre-operative  irradia- 
tion, radical  mastectomy,  and  a course  of  post- 
operative irradiation.  This  combined  method  of 
treatment  results  in  more  cures  than  either  one 
used  alone.  Needless  to  say,  all  tissue  removed 
from  the  breast  at  any  time  should  be  submitted 
to  microscopic  examination. 

In  conclusion,  every  effort  should  be  made  to 
recognize  and  treat  breast  tumors  promptly, 
although  not  before  an  accurate  diagnosis  has 
been  established.  It  is  extremely  important  to  be 
absolutely  sure  that  a lesion  is  benign  before 
putting  the  patent’s  mind  at  rest.  It  is  a good 
policy  to  consider  every  breast  tumor  malignant 
until  it  is  proved  to  be  otherwise.  The  only  way 
to  make  a definite  diagnosis  is  by  means  of  micro- 
scopic examination  of  a portion  of  the  tissue. 
Patients  with  breast  tumors  should  be  kept  under 
close  observation  and  examined  repeatedly.  Too 
many  women  still  present  themselves  with  ad- 
vanced carcinoma  which  a few  months  or  few 
years  before  they  were  told  was  just  a harmless 
lump. 


Endocrine  Treatment  in  Gynecology 

By  Daniel  T.  Feiman,  M.D.,  Canton,  Ohio 

These  suggestions  are  merely  a guide  in  the 
treatment  of  amenorrhea,  oligomenorrhea,  menor- 
rhagia and  menopause.  Variations  in  technique 
depend  upon  severity  and  variance  of  symptoms. 

Amenorrhea  and  Oligomenorrhea — The  treat- 
ment attempts  to  give  to  the  patient  the  female 
sex  hormones  which  are  normally  secreted  dur- 
ing each  monthly  cycle.  This  deficiency  results  in 
either  no  flow  or  a scanty  flow  due  to  a hypo- 
plasia of  endometrium.  Treatment  is  attempted 
by  means  of  estrogenic  hormones  of  the  follow- 
ing: Theelin,  Amniotin,  or  Progynon  B in  10,000 
to  20,000  International  Units,  every  three  days 
immediately  after  the  menstrual  flow  until  five 
until  four  injections  have  been  administered. 

Treatment  is  continued  by  means  of  corpus 
luteum  hormones  such  as  Proluton,  or  Proges- 
teron,  one-half  to  one  rabbit  unit  every  three 
days  until  four  injections  have  been  administered. 

Menorrhagia — In  menorrhagia  the  secretory 
stage  of  the  endometrium  is  hyperdeveloped  re- 
sulting in  an  excess  of  menstrual  flow;  therefore 
the  treatment  attempts  to  balance  the  excess 
amount  of  estrogenic  hormones. 

The  ideal  treatment  in  this  case  is  corpus 
luteum  hormones  as  Proluton,  or  Progesteron,  in 
one-half  to  one  rabbit  unit  doses  every  three 
days  14  days  prior  to  the  onset  of  menstruation. 
Anterior  pituitary  hormones  such  as  Follutein, 
Antuitrin  “S”  may  be  given  in  100  units  per  cc. 
every  three  days  14  days  prior  to  ‘the  onset  of 
menstruation. 

Menopause — Without  menorrhagia,  treatment 
is  attempted  by  means  of  estrogenic  hormones 

2.000  I.U.  twice  each  week.  In  resistant  cases 

5.000  to  10,000  twice  a week  fortified  with  amnio- 
tin capsules  of  2,000  units  daily. 

With  menorrhagia  treatment  is  attempted  by 
means  of  2,000  I.U.  of  estrogenic  hormones,  twice 
a week  for  three  doses  immediately  following 
menstruation. 

Fourteen  days  prior  to  the  menstrual  flow  1 cc. 
of  either  Antuitrin  “S”  or  Follutein  every  three 
days  for  three  doses  then  1 cc.  every  two  days 
until  the  commencement  of  the  menstrual  flow. 

Abstract  of  paper  preesnted  before  the  Sixth  Councilor 
District  Society. 


Statistics  concerning  the  venereal  disease  pro- 
gram in  Denmark  show  that  the  number  of  cases 
of  syphilis  per  100,000  population  in  Copenhagen 
was  35  in  1935,  as  compared  with  800  in  1885. 


The  death  rate  from  tuberculosis  in  the  United 
States  fell  from  200  per  100,000  population  in 
1900  to  52  per  100,000  in  1936. 


188  E.  State  Street. 
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IT  has  been  suggested  that  a perusal  of  the 
possibilities  of  allergic  phenomena  which 
might  occur  as  a result  of  the  holiday  festivi- 
ties would  be  of  interest  to  the  general  prac- 
titioner. With  this  thought  in  mind  those  clinical 
entities  are  here  considered  which  are  generally 
accepted  as  “allergic  diseases”.  Of  course  the 
majority  of  exciting  factors  will  not  be  peculiar 
to  Christmas  time  alone  but  the  population  as  a 
whole  will  come  in  contact  with  many  new  or 
unusual  articles  and  materials,  will  eat  unusual 
foods  and  over-indulge  in  some  of  the  common 
foods,  will  permit  numerous  excesses,  and  will  be 
subject  to  increased  emotional  strain. 

The  most  reliable  route  of  attack  against 
allergic  maladies  is  to  direct  all  efforts  toward  the 
search  for  specific  excitants.  When  found,  avoid- 
ance or  removal  of  the  excitant  or  excitants,  if 
possible,  is  the  simplest  solution  to  the  problem, 
but  if  avoidance  or  removal  is  impossible,  “hypo- 
sensitization” should  be  attempted. 

How  are  the  specific  excitants  found?  First, 
consider  the  possibilities  as  produced  by  a careful 
history  and  examination;  second,  reduce  these  to 
probabilities  by  more  detailed  history  and  diag- 
nostic tests;  then  apply  the  time  honored  principle 
of  clinical  trial.  Since  the  busy  practitioner  has 
neither  the  time  nor  the  facilities  to  carry  out 
extensive  diagnostic  tests  and  may  wish  to  apply 
the  clinical  trial  to  the  possible  causes  as  he  finds 
them,  the  remainder  of  this  paper  will  be  devoted 
to  the  enumeration  of  exciting  factors  which  may 
be  responsible  in  given  cases. 

Asthma  may  be  precipitated  by  inhalation, 
ingestion,  or  injection  of  the  excitant.  The  foods 
most  commonly  causing  trouble  are  fish,  pork, 
milk,  wheat,  nuts,  eggs,  peas,  beans,  corn  and 
buckwheat  but  other  foods  including  apples, 
bananas,  oranges  and  spices  may  be  at  fault. 
Although  beverages  are  often  suspected  by  the 
patient  it  is  worthy  of  note  that  in  many  chronic 
asthmatics  short  attacks  are  brought  on  by  any 
cold  drink  regardless  of  its  constituents.  On  the 
other  hand,  alcohol  may  initiate  or  accelerate  an 
attack  of  asthma  regardless  of  the  form  in  which 
it  is  taken.  The  same  relation  obtains  with  re- 
gard to  rhinitis,  urticaria,  angioneurotic  edema 
and  migraine.  This  effect  is  probably  due  to  the 
increased  absorption  of  undigested  protein  or  to 
the  direct  effect  of  alcohol  on  the  vasomotor 
mechanism.  Aspirin  is  frequently  guilty  of  in- 
ducing asthmatic  attacks  and,  paradoxical  as  it 
seems,  many  seasoned  asthmatics  find  aspirin  a 
reliable  medium  of  relief  from  mild  attacks. 

The  possibilities  of  “inhalation  asthma”  are 
legion.  Increased  activity  around  the  house  raises 


more  dust.  The  visiting  cousins  have  a pillow 
fight  (feathers);  they  wrestle  on  the  davenport 
(kapok,  conttonseed,  wool);  or  they  all  decide  to 
try  Aunt  Hattie’s  powder  (orris  root,  rice  flour, 
arrow  root  and  lycopodium).  Perhaps  the  family 
rummaged  in  the  attic  or  in  an  old  trunk  to  save 
buying  another  present,  thereby  stirring  up 
molds,  dust  and  the  lint  of  old  fabrics.  Where- 
upon father’s  asthma  “tuned  up”,  and  he  hasn’t 
had  asthma  since  he  went  down  into  Uncle 
Harry’s  cellar  last  Christmas  to  try  the  cider. 

Pets  such  as  cats,  dogs,  rabbits,  ponies,  ca- 
naries, parrots,  and  various  stuffed  animals  are* 
not  uncommon  gifts  from  unsuspecting  friends 
and  relatives.  Even  baby’s  toy  dog  has  a coat  of 
real  rabbit  fur.  Mother’s  new  rug  may  be  made 
of  cotton,  wool,  linen,  goat  hair,  or  camel  hair. 
She  may  think  her  new  fur  is  sable,  chinchilla,  or 
fox,  but  it  is  very  likely  to  be  dyed  rabbit.  Cow 
hair  is  usually  found  in  the  stable  but  sometimes 
finds  its  way  into  cheap  furniture  as  stuffing, 
just  as  jute  is  mingled  with  silk  in  cheap  velvet, 
satin  and  plush.  Little  Tommy  can  inhale  an 
ample  dose  of  dry  fish  glue  if  he  tries  his  new 
hammer  on  his  wooden  toys. 

If  sister  gets  “choked  up”  each  time  she  uses 
her  new  toilet  set  she  might  try  throwing  out  the 
new  tooth  powder  or  giving  the  perfume  to  the 
girl  next  door.  Aunt  Jenny  just  had  to  take  one 
good  whiff  of  the  cut  flowers  but  she  didn’t  think 
they  would  bother  her  because  she  hadn’t  as 
much  as  sneezed  since  last  summer  when  she 
used  the  fly  spray  one  morning  and  spent  the  next 
36  hours  fighting  for  her  breath.  (Pyrethrum,  a 
constituent  of  most  insect  sprays  is  obtained 
from  chrysanthemums.) 

Allergic  coryza  can  be  and  often  is  initiated  by 
the  same  substances  responsible  for  the  asthmatic 
attack. 

Hives  in  children  suggest  the  ingestion  of 
new  and  unusual  foods  or  an  overindulgence  in 
ordinary  foods.  Nuts,  fruits,  honey,  spiced  pas- 
tries, cheese  and  shell  fish  should  be  especially 
suspected  but  not  to  the  exclusion  of  the  every- 
day foods.  Let  not  the  mother’s  zeal  for  the 
alimentary  hygiene  of  her  offspring  be  over- 
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looked.  Phenolphthalein  and  cascara  (with  or 
without  belladonna)  produce  their  share  of  hives. 

“Contact  hives”  are  not  uncommon.  A new  car 
or  a new  chair  with  mohair  covers,  a silk  blouse, 
a fur,  or  an  article  of  rubber  composition  should 
be  borne  in  mind. 

Whether  father  takes  an  aspirin,  a luminal 
tablet,  or  a good  stiff  drink  to  combat  the  effects 
of  the  drums  and  hammers  in  his  head,  he  may 
spend  the  night  or  the  next  week  scratching 
wheals.  It  is  well  to  remember  also  that  any 
tooth  paste,  tooth  powder,  or  mouth  wash  which 
is  pink  probably  contains  phenolphthalein. 

Angioneurotic  edema,  involving  usually  the  skin 
and  mucous  membranes,  is  closely  related  to  hives 
and  is  subject  to  the  same  etiological  considera- 
tions. 

Atopic  eczema  which  shows  a predilection  for 
the  flexor  surfaces,  the  neck,  and  the  face  is 
usually  based  on  food  sensitiveness  and  is  greatly 
aggravated  by  emotional  strain. 

The  role  of  bacteria  as  allergic  excitants  is  not 


definitely  settled  in  most  instances  but  the  etio- 
logic  relation  between  bacterial  infection  and 
asthma,  especially,  is  a common  clinical  observa- 
tion. Colds  are  prevalent  at  this  season. 

The  emotional  factor  in  allergic  diseases  should 
not  be  overlooked.  Properly  directed  treatment 
of  the  patient’s  “nervousness”  will  prove  valuable 
after  the  specific  factors  are  found  but  will  cloud 
the  diagnosis  if  used  too  early  just  as  morphine 
confuses  the  surgeon  in  the  diagnosis  of  the  acute 
abdomen. 

ATOPIC  eczema 

The  excitants  responsible  for  this  ailment  are 
not  peculiar  to  the  Christmas  time  except  for 
fruits,  nuts,  spices,  and  cereal  grains  which  are 
used  in  the  holiday  delicacies.  Any  increase  in 
the  incidence  or  severity  of  atopic  dermatitis  at 
this  time  will  probably  be  due  to  increased  emo- 
tional strain  and  general  relaxation  of  dietary 
restrictions. 

The  following  is  a summary  of  those  substances 
which  are  especially  liable  to  cause  trouble  at 
Christmas  time. 


ASTHMA 


Substance  Where  Found  and  Remarks 


Inhalants 

House  dust  

Feathers  

(Especially  chicken,  duck,  and  goose.) 

Grain  dusts 

Wheat  

Corn  

Rice  

Oatmeal  

Buckwheat  - 

Cuttlefish  bone  

Horse  epithelium  

Cat  epithelium  

Dog  epithelium  

Goat  epithelium  ■_ 


-Concentration  in  air  increased  by  activity  around 
house. 

-Pillows,  mattresses,  overstuffed  furniture,  live  and 
mounted  birds,  hats  and  artificial  flowers. 


——Paste,  toilet  powders. 

Powders 

— Powders  (flour),  packing  for  breakable  articles 
(hulls). 

——Toilet  powders. 

——On  bottom  of  cookies  to  prevent  from  sticking  to 
pans. 

Tooth  powders,  razor  strop  paste,  bird  cages. 

Felt,  furniture  stuffing,  toy  animals,  brushes,  wigs, 

fur  (Russian  Sable  Pony). 

Furniture  stuffing,  toy  animals,  gloves,  slippers, 

imitation  fur. 

-Robes,  Chinese  rugs. 

.Rugs  (especially  oriental),  robes,  blankets,  doll’s 

hair,  wigs,  genuine  Cashmere  and  Paisley  shawls, 
mohair. 


Rabbit  epithelium 

Sheeps  wool  

Cottonseed  

Flaxseed  

Kapok  (silk  floss) 
Orris  root  


Jmitation  furs  (very  numerous),  imported  woolen 

fabrics,  felt,  toy  animals  and  furniture  stuffing. 

Felt,  furniture  stuffing,  doll’s  hair,  tapestries  and 

rugs. 

.—Crude  cotton  stuffing,  artificial  green  surfaces  (cot- 
tonseed oil  and  peanut  shells). 

...Hair  set  and  mucilage. 

Furniture  and  pillow  stuffing. 

Face  powder,  tooth  powder  and  paste,  shaving  paste, 

rouge,  and  dry  shampoos. 

(Continued  on  page  1330) 
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ASTHMA — ( Concluded) 

Substance  Where  Found  and  Remarks 


Lycopodium  

Arrowroot  

Glue  (fish  and  animal) 

Pyrethrum  

Jute  

Molds  

Vapors  _ 

Cotton  (old)  ..... 

India  Gum  (Karaya  gum) 


Hair  powder  and  talcum  powder. 

Face  powder. 

Toys,  furniture,  paper  boxes,  book  binding. 

.Insect  sprays. 

.Stuffing  of  cheap  furniture,  adulterant  in  cheap  vel- 
vet, satin  and  wool. 

Old  house,  musty  attics,  cellars  and  trunks. 

.Perfume,  newly  finished  wood,  cooking  food  (espe- 
cially fish),  flowers. 

.Christmas  tree  decorations. 

Hair  set. 


Ingestants 

Cereals  (wheat,  rye,  oats,  corn,  Any  one  may  be  found  as  an  adulterant  in  the  flour 

rice,  barley,  and  buckwheat.)  of  any  other  one  and  in  coffee  substitutes.  Barley 

is  used  extensively  in  the  preparation  of  alcoholic 
beverages. 

Egg  white  .Ice  cream,  desserts,  candies,  shiny  bread  crusts,  also 

used  in  wines  for  clearing. 

Fish  and  shellfish  Fish  glue  in  wine  for  clearing. 

Nuts  Pastries,  confections,  nut  milk. 

Fruits  —Incorporated  in  many  pastries,  confections  and 

(apples,  bananas,  grapes,  grapefruit,  beverages  where  their  identity  is  disguised, 

lemon  and  orange.) 

Spices  Rarely  cause  asthma — except  mustard. 

Cocoa  (Chocolate) 

Beverages  (alcoholic)  See  above  under  cereals,  fruits,  glue  and  paragraph 

on  alcohol. 

Cottonseed — (oil)  .In  some  makes  of  gin. 

Medicinals 

Aspirin  Alkaseltzer  and  many  proprietary  headache  remedies. 

HIVES  

Substance  Where  Found  and  Remarks 


See  above. 

.See  above. 

See  above. 

-See  above. 

.See  above. 

.See  above. 

Pee  above. 

.Numerous  laxatives,  pink  tooth  paste,  tooth  powder 
and  mouth  wash. 

-See  above. 

.In  cascara  mixtures. 


Ingestants 

Cereal  grains  

Fruits  

Egg  White  

Fish  (Especially  shellfish) 

Nuts  

Cheese  

Beverages  (alcoholic)  

Phenolphthalein  

Aspirin  

Atropine  


Contactants 

Silk 

Wool 

Mohair 

Fur  (any  type) 

Feathers 

Rubber  and  rubber  compositions 
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CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

By  HARRY  L.  REINHART,  M.D. 


CASE  HISTORY 

A MARRIED  white  female,  aged  24,  was  ad- 
mitted to  the  hospital  in  a “dazed  con- 
dition” and  unable  to  speak. 

The  history  was  obtained  from  her  husband, 
who  stated  that  the  patient  was  about  seven 
months  pregnant  and  that  her  membranes  had 
ruptured  prior  to  admission.  Three  days  prior  to 
admission  she  had  complained  of  being  nauseated. 
The  following  morning  she  vomited.  Periodic 
vomiting  had  continued  up  to  the  time  of  admis- 
sion. Immediately  prior  to  her  admission  she 
complained  of  a sore  mouth  and  developed  diffi- 
culty in  speaking.  Previous  to  the  onset  of  her 
acute  illness,  she  had  been  diagnosed  as  luetic  on 
the  basis  of  her  serological  reactions,  and  anti- 
luetic  treatment  had  been  instituted.  She  had 
three  treatments  with  neoarsphenamine  of  .3 
gm.,  .45  gm.  and  .6  gm.,  respectively.  No  re- 
action was  noted  although  she  was  nauseated  be- 
fore she  had  her  third  injection.  The  third  in- 
jection was  administered  three  days  prior  to  her 
admission  to  the  hospital. 

Physical  Examination:  A well  developed  and 
well  nourished  white  female,  who  appeared  dazed, 
was  unable  to  talk  and  made  occasional  purpose- 
less movements  with  her  arms.  Temp.  978.  P. 
98.  R.  32.  B.P.  105/80.  Her  skin  was  cold  and 
clammy.  The  head  and  ears  were  not  remarkable, 
the  pupils  reacted  to  light  and  accommodation 
and  were  round  and  equal.  There  was  some  lateral 
nystagmus.  The  mucous  membranes  of  the  mouth 
were  pale.  The  tongue  was  heavily  coated  and  the 
breath  was  foul.  The  posterior  pharynx  could  not 
be  satisfactorily  examined  because  of  lack  of  co- 
operation from  the  patient.  The  neck  was  not  re- 
markable. The  heart  and  lungs  were  not  remark- 
able. The  abdomen  was  enlarged  and  the  foetal 
heart  sounds  were  heard  in  the  right  lower  quad- 
rant. Rate  140.  No  uterine  contractions  were  ob- 
served and  there  was  no  tenderness  or  rigidity. 
Rectal  examination  showed  no  dilatation  of  the 
cervix.  The  extremities  were  not  edematous. 
Reflexes:  Biceps  3 plus,  Babinski  present,  patel- 
lar 3 plus,  Gordon  present. 

Course  in  the  Hospital:  Patient  was  admitted 
at  8:00  P.M.  By  11:30  P.M.  she  had  developed 
laborious  respirations  and  the  lips  and  nail  beds 
were  cyanotic.  The  patient  was  comatose.  An 
emergency  tracheotomy  was  performed  and  she 
appeared  temporarily  relieved. 

The  following  morning  death  was  imminent. 
As  the  foetal  heart  sounds  were  still  heard,  an 
attempt  was  made  to  save  the  baby’s  life  by 
Caesarean  section.  The  child  was  not  viable. 

Dr.  Conrad  Kuehn,  Commentator: 

We  have  a history  of  an  apparently  healthy 
pregnant  woman,  who  in  the  last  trimester  of 
pregnancy  was  diagnosed  as  luetic  and  received 
three  injections  of  neoarsphenamine  at  weekly  in- 


This  is  the  twenty-fourth  of  a series  of  cases  to  be  pub- 
lished under  the  heading,  “Case  Record  Presenting  Clinical 
Problems.”  The  cases  presented  are  selected  by  Dr.  Harry 
L.  Reinhart  as  the  most  instructive  among  those  discussed 
at  the  weekly  pathologic  conferences  at  Starling  Loving 
Hospital,  Ohio  State  University,  Columbus,  Ohio. 


tervals  prior  to  the  onset  of  her  symptoms.  These 
facts  together  with  her  clinical  course,  the  “dazed 
condition”,  laborious  breathing,  disturbed  re- 
flexes, cyanosis  and  coma  terminating  in  death 
from  respiratory  failure,  are  highly  suggestive 
of  “hemorrhagic  encephalitis”. 

“Hemorrhagic  encephalitis”  is  a rare  and 
usually  fatal  complication  of  arsphenamine 
therapy.  This  complication  of  the  treatment  of 
syphilis  has  been  reported  about  135  times. 
Available  statistics  show  this  reaction  to  have  oc- 
curred in  102  cases  in  which  the  sex  was  men- 
tioned; 56  cases  were  found  in  the  male  and  46 
cases  in  the  female.  A recent  review  lists  “hemor- 
rhagic encephalitis”  as  a complication  of  the  treat- 
ment of  syphilis  in  28  cases  during  pregnancy. 
The  reaction  is  not  peculiar  to  pregnant  women. 
The  youngest  case  reported  .was  a child  two  years 
of  age,  and  the  oldest  case  was  a woman  48  years 
of  age.  Two  non-syphilitic-  patients  have  had 
“hemorrhagic  encephalitis”;  the  one  had  Vincent’s 
Angina  and  the  other  had  multiple  sclerosis.  The 
patients  have  been  ambulatory  and  apparently  in 
good  health,  other  than  the  condition  for  which 
they  are  being  treated.  The  total  dosage  of  the 
arsphenamine  does  not  appear  to  be  a very  im- 
portant factor;  the  majority  of  the  reactions  have 
occurred  between  the  first  and  the  fourth  arseni- 
cal injections.  Cases  have  been  reported  when  the 
dose  was  less  than  .3  gms.  of  neoarsphenamine. 

The  exact  nature  of  the  reactions  following 
arsenical  therapy  has  not  been  determined.  Kol- 
mer  has  shown,  in  experimental  animals  that  the 
earliest  tissue  reaction  to  arsenic  was  an  involve- 
ment of  the  capillaries  in  the  form  of  vaso-motor 
paralysis  and  that  endothelial  necrosis  was  the 
most  common  pathological  finding.  He  believed 
that  among  individuals  with  either  an  acquired 
or  congenital  hypersensitiveness  to  the  arsenic  of 
anti-syphilitic  drugs,  vaso-motor  disturbances 
were  likely  to  follow  their  use.  When  the  vessels 
of  the  meninges  were  involved,  acute  cerebral 
symptoms  might  be  produced.  With  an  increase 
of  spinal  fluid  pressure  due  to  serous  exudation 
and  minute  hemorrhages,  the  so-called  “hemor- 
rhagic encephalitis”  was  produced. 

The  antisyphilitic  treatment  in  this  case  could 
hardly  be  considered  excessive.  She  manifested 
no  untoward  symptoms  following  the  first  and 
second  injections,  but  she  was  nauseated  before 
she  had  her  third  injection.  Nausea  is  not  uncom- 
mon in  pregnancy,  but  in  view  of  the  course  of 
this  case  might  be  interpreted  as  an  indication 
for  a careful  investigation  from  the  clinical  and 
laboratory  aspect.  Presumably,  this  patient  ac- 
quired a hypersensitivity  to  the  neoarsphenamine. 
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In  view  of  the  history  of  this  case  and  the  general 
incidence  and  distribution  of  reactions  of  this 
type  it  is  difficult  to  see  how  pregnancy  may  be 
implicated  as  a factor  in  this  case. 

Reactions  following  the  use  of  arsphenamine  in 
the  treatment  of  syphilis  may  occur  under  ap- 
parently ideal  conditions.  In  Shamberg’s  clinic  39 
per  cent  of  1,217  patients  had  mild  reactions  to 
arsenical  injections.  Stokes  anticipated  a death 
in  every  15,000  injections.  Apparently  there  is  a 
definite  mortality  to  be  expected  in  connection 
with  the  use  of  intravenous  arsenical  therapy, 
even  when  errors  of  administration  and  impuri- 
ties of  the  arsphenamine  are  not  a factor. 

In  view  of  the  potential  and  apparently  un- 
avoidable complications  and  reactions  to  the 
arsenicals  which  may  occur  in  the  treatment  of 
syphilis,  the  question  arises  as  to  the  feasibility 
of  subjecting  a pregnant  woman  to  arsenical 
treatment  when  she  is  found  to  have  syphilis.  The 
answer  must  be  formulated  from  available  sta- 
tistics. Moore  states  that  an  untreated  syphilitic 
woman  has  only  one  chance  in  six  of  bearing  a 
healthy  child,  as  compared  to  three  chances  in 
four  of  the  non-syphilitic  mother.  The  fetal  mor- 
tality and  morbidity  would  seem  to  favor  the 
treatment  of  syphilitic  pregnant  women. 

As  the  kidneys  and  liver  are  already  under  a 
strain  from  the  increased  metabolic  load  of  preg- 
nancy, it  might  be  expected  that  anti-syphilitic 
treatment  would  be  harmful  to  the  mother.  How- 
ever, this  has  not  been  borne  out  in  the  statistics 
of  the  Cooperative  Clinic  Group.  They  find  there 
is  no  significant  difference  in  minor  arsenical  re- 
actions in  the  pregnant  and  non-pregnant  group, 
except  that  the  pregnant  group  experienced  fewer 
reactions  than  the  non-pregnant  group.  There 
were  3.08  severe  arsenical  reactions  in  the  non- 
pregnant group,  as  compared  to  .87  per  1,000  in- 
jections in  the  pregnant  group.  These  figures 
suggest  that  the  pregnant  group  withstands  treat- 
ment better  than  those  who  are  not  pregnant. 
This  report  also  shows  that  treatment  reduces  the 
incidence  of  syphilitic  children  from  40  per  cent 
to  12  per  cent  in  the  late  and  latent  phase  of  the 
disease.  The  incidence  of  still-born  children  was 
reduced  from  46  per  cent  to  7.6  per  cent  in 
women  with  early  syphilis  if  they  received  treat- 
ment after  the  fifth  month.  I do  not  know  of  any 
statistical  evidence  that  arsenical  treatment  dur- 
ing the  last  trimester  of  pregnancy  should  be 
withheld  because  of  a high  incidence  of  severe  re- 
actions in  the  mother. 

In  recent  years  the  major  emphasis  has  been 
placed  upon  antisyphilitic  treatment  for  the  bene- 
fit of  the  unborn  child,  but  careful  consideration 
should  also  be  given  to  the  mother  who  is  re- 
ceiving arsenical  treatment.  A more  constant 
check  upon  the  pregnant  woman  with  emphasis 
placed  on  the  available  laboratory  examinations 


to  determine  if  pathology  exists  in  the  liver,  kid- 
neys and  hematopoetic  system,  will  help  to  pre- 
vent treatment  reactions.  Minimal  doses  of  .3  gm. 
of  neoarsphenamine  given  at  weekly  intervals 
seem  to  be  safer  than  the  larger  doses. 

The  suddenness  of  the  onset  and  the  lack  of 
prodromal  symptoms  make  “hemorrhagic  en- 
cephalitis” a reaction  that  cannot  be  anticipated. 
Furthermore,  it  is  so  rapidly  fatal  that  treatment 
is  usually  of  little  avail. 

In  view  of  the  statistical  evidence  of  the  pre- 
vention of  infant  mortality  and  morbidity,  and 
the  rarity  of  serious  arsenical  reactions  in  preg- 
nant women,  we  do  not  believe  that  the  treat- 
ment of  syphilis  with  the  arsenicals  is  contra- 
indicated. 

Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Acute  “hemorrhagic  encephalitis”  of  pons. 

2.  Multiple  petechiae  of  stomach. 

3.  Status  Caesarean  section. 

4.  Slight  hydroureter,  bilateral. 

“Hemorrhagic  encephalitis”  is  not  a specific 
disease  but  an  anatomical  concept  that  is  used  to 
describe  one  of  the  most  frequent  of  the  fatal 
complications  of  arsaphenamine  therapy.  It  is  the 
result  of  injury  to  the  blood  vessel  walls  with  ex- 
travasation of  blood  into  the  tissues  of  the  brain; 
similar  pathology  may  be  produced  by  numerous 
other  agents.  The  pathology  in  this  case  was 
largely  confined  to  the  pons  and  consisted  of 
hemorrhages  of  rather  massive  total  proportions 
due  to  confluence  of  numerous  petechial  hemor- 
rhages. The  hemorrhages  were  of  capillary  origin 
rather  than  a massive  hemorrhage  from  a single 
vessel.  Capillary  hemorrhages  of  similar  etiology 
and  degree  in  some  other  portion  of  the  brain 
may  not  be  fatal.  When  they  are  confined  largely 
to  the  skin  they  are  rarely  fatal.  The  outcome  is 
probably  more  dependent  on  the  location  of  the 
pathology  than  the  total  toxicity  of  the  arsenic. 

Arsphenamine  is  an  organic  arsenical  prepara- 
tion in  which  the  toxicity  of  the  arsenic  is 
diminished  due  to  the  organic  combination  and 
resulting  slower  liberation  of  arsenic.  These 
compounds  are  stored  in  the  liver  and  the  arsenic 
is  gradually  released.  If,  for  unknown  reasons 
the  decomposition  is  rapid  and  elimination  is 
slow,  arsenic  poisoning  may  occur. 

Since  the  treatment  of  the  majority  of  clinic- 
ally recognizable  cases  of  “hemorrhagic  en- 
cephalitis” is  usually  of  little  avail,  our  efforts 
should  be  largely  directed  toward  the  early  recog- 
nition of  any  manifestation  of  intolerance  to  the 
drug.  Clinical  recognition  of  skin  lesions,  gastro- 
intestinal symptoms  and  urinalysis  are  routine  in 
most  clinics.  The  judicious  utilization  of  the  total 
blood  count,  sedimentation  rate,  icterus  index  and 
hippuric  acid  test  of  liver  function,  all  of  which 
may  be  of  value  in  the  detection  of  an  early  but 
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progressive  intolerance  to  arsphenamine  are  very 
rarely  used. 

Since  the  only  evidence  of  syphilis  in  this  case 
was  obtained  by  the  serological  reaction,  and 
treatment  is  often  instituted  solely  on  the  basis  of 
sero-diagnostic  tests  the  reliability  of  such  tests 
may  be  questioned.  Extensive  investigations  have 
been  conducted  recently  on  this  subject  and  it 
would  seem  that  if  the  diagnosis  must  be  made 
mainly  on  the  basis  of  sero-diagnostic  tests  the 
following  prerequisites  should  be  observed.  The 
test  should  be  conducted  by  more  than  one  thor- 
oughly tried  standard  method,  as  for  example,  the 
Kolmer  technique  of  the  complement  fixation  test 
(Wassermann  reaction)  and  a flocculation  test 
such  as  the  Kahn,  Kline  or  Hinton  test.  If  the 
positive  report  of  the  sero-diagnostic  tests  con- 
stitutes the  major  evidence  of  syphilis,  a second 
specimen  of  blood  should  be  submitted  for  a re- 
check either  to  the  same  laboratory  or  to  another 
of  equal  merit.  The  clinician  should  be  thoroughly 
familiar  with  the  character  of  work  done  by  the 
laboratory  as  well  as  the  qualifications  and  con- 
scientiousness of  the  director  of  the  laboratory. 
If  such  precautions  are  taken  and  in  cases  of 
doubt  the  director  of  the  laboratory  is  consulted, 
the  results  of  the  sero-diagnostic  tests  for 
syphilis  may  be  accepted  as  highly  reliable  in  all 
cases  except  yaws,  leprosy,  relapsing  fever  and 
occasionally  malaria!  None  of  these  are  frequent 
in  Ohio.  The  available  evidence  indicates  that 
with  the  above  precautions  the  reliability  of  the 
sero-diagnostic  tests  is  not  impaired  by  preg- 
nancy. 


Some  Allergic  Problems  Puzzling  to  the 
General  Physician 

Attacks  of  too  frequent  “acute  Winter  colds” 
are  similarly  found  to  be  due  to  the  allergic  re- 
action of  the  respiratory  mucosa  to  air-borne 
excitants  of  environmental  origin.  These  appear 
in  the  Fall,  soon  after  the  individual  (usually  a 
child,  with  added  hours  indoors  after  a summer 
in  the  open)  is  subjected  to  the  heated  and  often 
dry  air  of  the  home,  with  its  accumulation  of 
dusts,  feathers,  toilet  powders,  animal  epidermals, 
etc.  Such  attacks  should  be  easily  identified  as 
allergic,  due  to  the  suddenness  of  their  appear- 
ance and  disappearance,  the  lack  of  fever,  malaise, 
and  contagiousness,  the  absence  of  any  mucopuru- 
lent or  purulent  nasal  discharge,  and  the  im- 
mediate improvement  upon  correction  or  change 
of  environment.  The  cause  can  usually  be  de- 
termined by  skin  tests,  and  perhaps  by  careful 
questioning. 

These  frequently  recurring  paroxysmal  allergic 
responses  readily  develop  into  a persistent  form 
frequently  mistaken  for  a “chronic  cold”  or 
“chronic  sinusitis.”  A young  woman  of  twenty- 
eight  years  had  suffered  for  three  years  with  a 


persistent  watery  nasal  discharge,  stubborn  nasal 
obstruction,  sneezing,  lacrimation  and  frequent 
headaches.  Several  X-ray  films  had  shown  light 
to  be  poorly  transmitted  through  all  the  sinuses. 
Several  nasal  operations  had  aggravated  rather 
than  lessened  the  symptoms.  The  patient  was 
identified  as  being  an  allergic  case  by  the  fol- 
lowing clue  given  by  herself : that  a “henna 
wash”  given  at  a beauty  shop  always  made  the 
sclera  and  conjunctiva  intensely  irritated  and 
congested. 

By  skin  test  she  was  found  sensitive  to  henna 
powder,  and  improved  greatly  under  the  allergic 
treatment  indicated.  In  all  individuals  with 
periodically  recurring  “colds”  it  is  well  to  con- 
sider the  possibility  of  an  allergic  background 
before  employing  catarrhal  vaccines,  sinus  treat- 
ments, or  other  general  non-specific  measures. 
In  children  particularly,  any  chronic  “cold”  er 
“sinus  condition”  should  be  strongly  suspected  of 
being  basically  allergic. 

When  not  treated  with  specific  measures,  such 
purely  allergic  “colds”  by  their  continued  pres- 
ence, frequently  lower  the  local  resistance  of  the 
individual,  and  allow  the  increase  of  the  bacterial 
flora  of  the  nasopharynx,  thus  rendering  him  sus- 
ceptible to  secondary  infection  and  subsequent 
complications  of  the  respiratory  tract.  Thus  the 
exciting  principle,  the  allergic  factor,  though  still 
present,  may  be  difficult  to  identify,  being  over- 
grown by  the  secondary  bacterial  invasion  with 
its  attended  symptoms.  In  such  cases  of  long 
standing  respiratory  infection,  the  results  of 
therapy  are  often  most  discouraging,  even  when 
the  allergic  agent  is  recognized  and  taken  into 
consideration  in  treatment.  This  type  of  case  is 
often  associated  with  chronic  bronchial  asthma. 

In  children  especially,  foods  are  frequently  re- 
sponsible for  nasal  and  bronchial  symptoms  which 
are  difficult  to  classify  as  allergic.  A child  of 
twelve  with  a history  of  continuous  non-seasonal 
colds,  refractory  to  all  treatment,  was  otherwise 
healthy,  there  being  no  asthma,  bronchitis, 
eczema  or  cutaneous  symptoms.  The  one  point  of 
significance  in  the  history  was  that  on  one  oc- 
casion, when  egg  was  purposely  smeared  on  an 
accidental  arm  burn,  it  caused  violent  itching, 
and  edema  of  the  entire  arm.  Eggs  were  eaten 
daily,  being  well-tolerated,  with  no  evident  dis- 
comfort resulting.  Upon  removal  of  egg  from 
the  diet,  the  nasal  symptoms  promptly  and  com- 
pletely disappeared.  A mild  persistent  cough, 
without  nasal,  gastric  or  cutaneous  symptoms, 
may  be  due  to  a food,  particularly  chocolate,  fish 
or  nuts.  In  other  instances,  concomitant  with  the 
nasal  discomfort  may  be  pallor,  listlessness, 
fatigue,  malnutrition,  abdominal  discomfort  and 
diarrhea,  symptoms  of  a more  profound,  gas- 
trointestinal type  of  food  allergy. — J.  A.  Rudolph, 
M.D.,  Cleveland,  Ohio;  The  Journal  Lancet,  Vol. 
LVII,  No.  10,  Oct.  1937. 
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THE  SECOND  MEDICAL  SCHOOL  IN  OHIO,  AT  WORTHINGTON 

1830-40 

By  FREDERICK  C.  WAITE,  Ph.D.,  Cleveland,  Ohio 


THE  first  medical  school  established  west  of 
the  Allegheny  mountains  was  at  Transly- 
vania  University,  Lexington,  Kentucky, 
where  two  professors  of  medical  subjects  were 
appointed  and  began  teaching  in  1799.  It  had 
been  preceded  by  three  schools  of  different  names 
in  Philadelphia,  three  in  New  York  City,  one  in 
Cambridge,  Massachusetts,  and  one  in  Hanover, 
New  Hampshire.  There  was  also,  for  a short 
time,  medical  instruction  at  the  College  of  Wil- 
liam and  Mary,  Williamsburg,  Virginia,  where 
but  one  medical  degree  was  conferred. 

At  Translyvania  University  the  medical  teach- 
ing was  irregular,  with  no  medical  degrees  being 
granted,  until  in  1817  under  a reorganization,  be- 
gan a period  of  prosperity  that  made  this  school 
one  of  the  leading  schools  of  the  country.  In  1834 
it  had  the  second  largest  attendance  of  all  the 
schools.  This  school  closed  in  1857  and  had  no 
legal  successor. 

In  1819  at  Cincinnati  was  founded  the  Medical 
College  of  Ohio,  the  second  medical  school  out- 
side the  original  thirteen  states.  Under  a changed 
name  it  continues  today,  the  seventh  oldest  of 
existing  medical  schools  in  the  United  States. 

Before  1829  twenty-eight  medical  schools  had 
been  founded  in  the  United  States,  seven  of 
which  had  ceased  to  exist  by  that  year.  All  of 
these  were  of  the  regular  school  of  medicine,  and 
not  until  1829  did  institutional  education  in  sec- 
tarian medicine  begin. 

The  first  medical  cult  in  the  United  States  was 
Perkinism  which  appeared  in  Connecticut  in  the 
last  decade  of  the  eighteenth  century.  It  was 
short-lived  and  its  founder  died  in  1799.  The 
second  American  medical  cult  was  far  more  ex- 
tensive. 

In  1808  Samuel  Thomson,  a middle-aged  New 
Hampshire  farmer,  founded  what  he  said  was  a 
new  system  of  medicine.  He  called  it  botanic 
medicine,  but  it  came  to  be  known  as  Thom- 
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sonianism  after  its  author’s  name  and  developed 
into  the  largest  cult  in  the  history  of  American 
medicine.  Its  thesis  and  therapy  were  not  new, 
but  a recrudescence  of  a Roman  medical  cult  of 
about  200  B.C. 

The  growth  of  Thomsonianism  was  slow  and 
confined  to  New  England  until  1822,  when  ap- 
peared a book  under  the  title  of  Guide  to  Health, 
with  Samuel  Thomson  as  the  author.  This  ran 
through  thirteen  editions  and  in  1840  the  author 
said  he  had  sold  over  100,000  copies.  The  price 
was  $20  to  laymen  and  $500  to  educated  physi- 
cians. There  is  no  record  of  any  sale  to  a mem- 
ber of  this  latter  group. 

Samuel  Thomson  said  that  ignorance  was  an 
asset  in  the  practice  of  his  system.  This  may 
have  been  an  ex  parte  opinion  since  he  could 
neither  read  nor  write  when  he  founded  his  cult. 
He  said  that  education  created  a bias  of  the 
mind  against  new  and  original  ideas.  He  opposed 
creation  of  any  schools  to  teach  his  system. 

Each  copy  of  the  book  contained  a certificate 
of  membership  in  the  Botanic  Society  of  America 
and  also  a diploma  or  permit  entitling  the  owner 
to  practice  this  system  of  medicine  and  call  him- 
self a doctor. 

Thomsonianism  secured  a large  following  and 
at  the  crest  of  its  popularity  in  1835  it  was  stated 
that  one-third  of  the  population  of  Ohio  were 
adherents  of  the  cult. 
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One  of  the  converts  to  botanic  medicine  was 
Wooster  Beach  (1794-1868)  of  Connecticut  who 
states  that  he  had  attended  one  session  at  the 
College  of  Physicians  and  Surgeons  of  New  York 
City,  but  in  the  records  of  that  school  there  is  no 
record  that  he  was  ever  enrolled  as  a student. 
After  a controversy  with  Samuel  Thomson  about 
1826,  Wooster  Beach  organized  a rival  cult  which 
he  called  Reformed  Botanic  Medicine.  Its  ad- 
herents were  enrolled  in  the  Reformed  Botanic 
Society  which  name  was  soon  changed  to  the  Re- 
formed Medical  Society. 

In  1829  Wooster  Beach  founded  in  New  York 
City  the  Reformed  Medical  Academy  soon  after 
called  the  Reformed  Medical  College.  Charters 
for  educational  institutions  giving  the  right  to 
grant  degrees  were  then  issued  as  legislative  en- 
actments. The  legislature  of  New  York  refused 
to  grant  a charter  for  Wooster  Beach’s  school 
and  the  “graduates”  had  to  be  content  with  an 
elaborate  certificate  of  membership  in  the  society. 
This  certificate  simulated  in  size,  lettering,  and 
wording  the  usual  form  of  a medical  school 
diploma. 

Wooster  Beach  and  his  colleagues  concluded  to 
move  instruction  in  reformed  medicine  to  “The 
West,  where  authorities  were  more  liberal 
minded”  and  sent  out  letters  of  inquiry  seeking  a 
location.  Ohio  was  preferred  since  it  then  had 
the  largest  population  of  any  western  state  and 
also  because  many  of  its  people  were  adherents 
of  botanic  medicine. 


The  town  of  Worthington,  nine  miles  north  of 
Columbus,  was  founded  in  1804  by  Colonel  James 
Kilbourne  (1770-1850).  Its  settlers  were  from 
Connecticut  and  Massachusetts.  Colonel  Kil- 
bourne had  taken  orders  in  1800  in  the  Episcopal 
Church,  and  he  established  at  Worthington  the 
first  Episcopal  Church  in  Ohio,  of  which  he  was 
the  rector.  In  1808  an  academy  was  established. 
In  1817  Rev.  Philander  Chase  (1775-1850)  came 
as  principal  of  the  academy  and  in  1819  the 
academy  was  expanded  and  chartered  as  Worth- 
ington College. 

In  1818  Rev.  Chase  had  been  made  the  first 
Episcopal  Bishop  of  Ohio  and  he  was  the  first 
president  of  Worthington  College.  In  a short 
time  Bishop  Chase  desired  to  found  a college 
with  a theological  school  and  chose  a new  loca- 
tion, which  resulted  in  establishment  of  Kenyon 
College  at  Gambier,  in  1826  and  the  collegiate 
work  at  Worthington  ceased,  although  its  charter 
was  not  cancelled. 

The  citizens  of  Worthington  were  much  dis- 
turbed at  the  closing  of  their  college  and  the 
change  of  the  support  of  the  Episcopal  Church  to 
a new  and  neighboring  institution.  Colonel  Kil- 
bourne was  still  president  of  the  college  board  of 
trustees,  and  hearing  of  the  search  of  Wooster 


Beach  for  a location,  he  offered  him  not  only  the 
building  and  equipment,  but  also  the  charter. 

As  a result  there  was  established  at  Worthing- 
ton the  first  chartered  sectarian  medical  college 
in  the  United  States  under  the  name  of  the  Re- 
formed Medical  College  of  Ohio,  the  Medical  De- 
partment of  Worthington  College. 

The  first  president  was  John  J.  Steele  who  was 
dismissed  on  moral  grounds  within  a few  months. 
The  successor  as  president  was  Thomas  Y.  Mor- 
row. Instruction  started  in  December,  1830,  with 
eight  students.  The  faculty  consisted  of  the  presi- 
dent, and  Ichabod  G.  Jones  and  Jonathan  R. 
Paddock.  None  of  them  held  a medical  degree, 
but  this  was  soon  remedied  by  voting  honorary 
medical  degrees  to  each  of  them.  Mr.  Steele,  Mr. 
Jones,  and  Mr.  Morrow  had  been  “graduated”  at 
Wooster  Beach’s  school  in  New  York  City,  but 
held  no  medical  degree,  only  the  certificate  of 
membership  in  the  Botanic  Society. 

The  faculty  changed  every  year,  and  during  the 
ten  years  existence  of  the  school  the  following 
in  addition  to  the  original  three,  were  professors, 
namely:  Joseph  B.  Day,  Truman  E.  Mason,  Rich- 
ard P.  Catley,  John  L.  Riddell,  Washington  Star- 
rett,  and  D.  L.  Terry.  The  last  four  in  this  list 
became  professors  immediately  after  their  grad- 
uation from  the  school.  Dr.  Riddell  later  had  a 
distinguished  career  as  a teacher  of  chemistry  in 
Louisiana. 

No  one  of  these  men  had  a good  medical  edu- 
cation as  measured  by  the  standards  of  that  day. 
The  only  one  of  these  nine  men  who  had  a good 
general  education  was  Jonathan  R.  Paddock  who 
taught  chemistry,  botany,  and  pharmacy  and  who 
had  been  a professor  in  the  arts  college  at 
Worthington.  He  was  a graduate  of  Union  Col- 
lege in  1827  and  for  a time  was  a clergyman. 
The  dominant  personality  in  this  school  was 
Thomas  V.  Morrow.  He  established  in  1836  a 
medical  journal  called  The  Western  Medical  Re- 
former which  suspended  in  1838. 

The  secession  of  Wooster  Beach  from  the 
Thomsonians  was  only  the  first  formation  of  a 
series  of  groups  from  Thomsonianism  that  dif- 
fered both  in  therapy  and  in  geographical  loca- 
tions. The  leader  of  one  of  these  groups  was  Alva 
Curtis  who  came  to  Columbus  in  1834,  and  be- 
came the  proprietor  of  the  Thomsonian  Recorder, 
the  most  successful  of  the  journals  of  the  botanic 
cult.  About  1836  he  became  a critic  of  the  group 
at  Worthington. 

Attendance  increased  slowly  in  the  school  at 
Worthington  until,  in  1836,  there  were  40  stu- 
dents. Every  year  there  were  dissensions  in  the 
small  faculty  resulting  in  dismissals  and  replace- 
ments, and  there  also  arose  popular  disapproval 
of  the  school  from  matters  connected  with  dis- 
secting material. 

In  the  Spring  of  1839  Alva  Curtis  obtained  a 
charter  for  a rival  school  under  the  name  of  The 
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Literary  and  Botanic-Medical  Institute  of  Ohio 
which  began  instruction  at  Columbus  but  soon 
moved  to  Cincinnati. 

In  December,  1839,  a mob  from  Delaware  and 
surrounding  communities  attacked  the  school  at 
Worthington  on  account  of  popular  rumors  re- 
garding the  “resurrection”  of  bodies  for  dis- 
secting material.  What  little  equipment  the 
school  possessed  was  destroyed  or  carried  away. 
This  practically  terminated  the  school,  but  never- 
theless some  weeks  later,  in  February,  1840,  some 
degrees  were  granted. 

In  March,  1840,  the  Ohio  legislature  amended 
the  charter  of  Worthington  College  to  prohibit 
further  granting  of  medical  degrees.  This  ended 
the  legal  existence  of  the  Medical  Department  of 
Worthington  College. 

The  first  graduates  were  in  1832  and  the  last 
in  1840.  Up  to  and  including  the  class  of  1838, 
there  had  been  granted  88  degrees  of  Doctor  of 
Medicine,  of  which  a considerable  number  were 
honorary.  The  number  of  graduates  in  1839  and 
1840  were  few,  but  the  exact  number  has  not 
been  found.  The  total  number  of  degrees  was 
between  90  and  100.  Accurate  statistics  are  not 
available. 

This  school  was  not  impressive  in  standards, 
equipment,  number  of  students,  number  of  grad- 
uates, or  permanency.  Its  faculty,  although  hav- 
ing on  it  at  one  time  or  another,  three  capable 
teachers,  was  on  the  whole  a weak  faculty  com- 
posed of  little  educated  and  inexperienced 
teachers. 

Instruction  at  Worthington  ceased  in  1840.  In 
1842  Dr.  Morrow  removed  to  Cincinnati  and 
claimed  he  moved  the  school.  Since  there  was 
neither  charter,  equipment,  faculty,  or  students 
and  the  building  could  not  be  moved,  there  was 
nothing  to  move  except  the  records.  Nevertheless 
Dr.  Morrow  gave  professorial  titles  to  three  of 
his  former  pupils  resident  in  Cincinnati  and  or- 
ganized an  unchartered  institution  which  he  called 
the  Reformed  Medical  College  of  Cincinnati. 
Attempts  to  obtain  a charter  failed.  Instruction 
was  given  in  some  subjects  in  rented  quarters. 

When  Samuel  Thomson  died  in  1843  there  came 
a realignment  of  Thomsonianism  and  its  off- 
spring. The  two  leading  groups  called  themselves 
Eclectics  and  Physio-Medicals.  The  Eclectics 
claimed  to  take  all  that  was  good  from  all  sys- 
tems of  medicine  and  to  discard  all  that  was  bad. 
They  claimed  this  as  a new  idea  and  new  name, 
but  the  same  claim  was  made  by  a medical  cult  of 
the  same  name  in  Rome  about  100  A.D. 

The  Eclectic  group  adopted  Dr.  Morrow’s  Re- 
formed Medical  College  of  Cincinnati  and  in  1845 
secured  a charter  for  the  Eclectic  Medical  In- 
stitute. This  was  the  first  medical  school  in  the 
name  of  which  the  word  Eclectic  appeared. 

The  historical  interest  of  this  chapter  in  Ohio 


medical  education  which  concerns  the  medical 
school  at  Worthington  from  1830  to  1840  lies  not 
in  accomplishments  of  that  school,  but  in  the 
fact  that  it  was  the  first  chartered  sectarian 
medical  school  in  the  United  States  and  the  pre- 
decessor and  parent  of  a group  of  sectarian  medi- 
cal schools  in  Ohio  under  various  names  which 
continued  for  more  than  a century,  but  are  now 
all  terminated.  It  is  also  a reminder  that  Thom- 
sonianism and  its  offspring  had  a large  influence 
among  the  laity  of  Ohio  a hundred  years  ago  and 
that  the  present  day  existence  of  medical  cults 
is  nothing  new,  as  they  are  found  throughout  the 
history  of  medicine  from  a time  prior  to  the 
Christian  era. 


Western  Reserve  Pays  Tribute  To  School’s 
First  Extensive  Donor 

In  memory  of  its  first  extensive  donor,  John 
Lund  Woods,  the  School  of  Medicine,  Western 
Reserve  University,  dedicated  a bronze  tablet 
to  him  in  the  Medical  Building  of  the  Uni- 
versity, October  29. 

The  gifts  of  the  late  Mr.  Woods  to  Western 
Reserve  University  and  associated  institutions 
began  with  a liberal  subscription  in  March,  1881, 
toward  the  purchase  of  land  which  is  now  the 
campus  of  Adelbert  College.  When  Western  Re- 
serve University  was  chartered  in  1884,  Mr. 
Woods  became  one  of  its  trustees  and  was  ap- 
pointed one  of  four  members  of  the  executive 
committee  where  he  served  for  four  years.  In 
1886  he  became  a trustee  of  Adelbert  College. 
He  remained  a trustee  of  both  the  university 
and  the  college  until  his  death. 

In  1885  he  provided  a new  building  for  the 
School  of  Medicine  at  a cost  of  approximately 
$175,000.  This  building  was  located  at  the 
corner  of  St.  Clair  Avenue  and  East  Ninth  Street 
and  was  occupied  from  1886  to  1924.  In  1892 
he  gave  $125,000  as  endowment  for  teaching  and 
research  in  laboratory  subjects  in  the  School 
of  Medicine,  one  of  the  first  endowments  for 
medical  teaching  in  the  United  States. 

In  1892  he  gave  $50,000  to  endow  the  chair 
of  Latin  in  what  is  now  Flora  Stone  Mather 
College  of  Western  Reserve  University,  and  in 
1893  he  gave  $50,000  to  Lakeside  Hospital,  part 
of  which  was  used  for  building  extension  and 
part  for  endowment  of  a ward.  These  two  gifts 
were  in  memory  of  his  wife  who  died  in  1891 
and  they  bear  her  name. 

Presentation  of  the  tablet  was  made  by  Arthur 
D.  Baldwin,  a member  of  the  Board  of  Trustees. 
It  will  hang  opposite  the  memorial  of  the  late 
Samuel  Mather,  donor  of  the  present  building 
of  the  School  of  Medicine.  Speakers  at  the 
dedication  ceremony  included  Dr.  John  Pascal 
Sawyer,  professor  emeritus  of  therapeutics  and 
clinical  medicine,  and  Dr.  Torald  Sollman,  dean 
of  the  school. 


Do  You  K now 


A new  edition  of  the  American  Medical  Di- 
rectory is  now  being  compiled  and  that  informa- 
tion cards  mailed  by  the  A.M.A.  to  all  physicians 
of  record  should  be  returned  promptly  to  insure 
an  accurate  listing  of  names. 

* * * 

Under  the  terms  of  the  will  of  the  late  Miss 
Rebecca  A.  Scarborough,  a fund  of  $20,000  is 
given  to  the  University  of  Cincinnati  College  of 
Medicine,  the  income  from  half  of  which  is  to  be 
used  for  the  department  of  general  surgery,  and 
the  other  half  for  the  department  of  internal 
medicine. 

* * * 

The  139th  semi-annual  meeting  of  the  Union 
District  Medical  Society  was  held  at  Brookville, 
Indiana,  October  28.  Speakers  included  Dr.  John 
H.  Skavlem,  Dr.  A.  Graeme  Mitchell  and  Dr. 
Howard  L.  Stitt,  Cincinnati. 

According  to  the  Children’s  Bureau  of  the  U.  S. 
Department  of  Labor,  the  toxemias  are  re- 
sponsible for  23  per  cent  of  maternal  deaths; 
sepsis,  23  per  cent;  abortion,  22  per  cent;  hemor- 
rhage, 10  per  cent;  other  accidents,  13  per  cent; 
and  all  other  causes,  9 per  cent. 

* * * 

The  October,  1937,  issue  of  Industrial  Medicine 
has  two  papers  by  Ohio  physicians:  “Fractures 
of  the  Head  of  the  Radius — An  Analysis  of  52 
Cases  With  Special  Reference  to  Disabilities”,  by 
Dr.  Barney  J.  Hein,  Toledo;  and  “Hypertension 
and  Coronary  Disease”,  by  Dr.  Roy  W.  Scott, 
Cleveland. 

❖ * * 

The  Toledo  Academy  of  Medicine  is  cooperat- 
ing with  the  local  health  department  in  a cam- 
paign for  elimination  of  tuberculosis  in  the  high 
schools.  Tuberculin  tests  are  to  be  administered 
to  all  students  who  obtain  “consent”  cards  signed 
by  parents.  Students  having  positive  tuberculin 
tests  will  be  instructed  to  consult  their  family 
physicians  for  final  diagnosis  and  treatment. 

* * * 

Dr.  Alfred  Friedlander,  dean  of  the  University 
of  Cincinnati  College  of  Medicine,  was  recently 
appointed  by  Surgeon  General  Thomas  Parran  as 
a member  of  a committee  of  nine  educational  au- 
thorities of  the  United  States  to  discuss  methods 
of  combating  mortality  from  pneumonia. 

* * * 

During  the  first  nine  months  of  1937,  there 
were  176,888  new  claims  filed  with  the  State  In- 
dustrial Commission,  an  increase  of  22  per  cent 
over  the  same  period  in  1936,  when  145,330  new 
claims  were  filed. 


Dr.  Arthur  T.  McCormack,  health  commissioner 
for  Kentucky  and  secretary  of  the  Kentucky 
State  Medical  Association,  was  recently  installed 
as  President  of  the  American  Public  Health  As- 
sociation. 

5*5  i[C  * 

In  deciding  a bastardy  case,  the  Court  of  Ap- 
peals for  Crawford  County  recently  held  that 
“the  remedy  provided  for  in  Section  12123,  Gen- 
eral Code,  comprehends  the  payment  by  the  re- 
puted father  to  the  complainant  of  such  sum  a« 
the  court  may  find  to  be  necessary  for  her  sup- 
port, maintenance  and  the  necessary  expenses 
caused  by  the  pregnancy  and  childbirth,  together 
with  the  costs  of  prosecution.  The  right  of  action 
exists  under  the  statute  irrespective  of  whether 
the  child  is  stillborn  or  born  alive.” 

* * * 

Dr.  J.  A.  Doull,  head  of  the  department  of 
hygiene  and  public  health  of  the  School  of  Medi- 
cine of  Western  Reserve  University,  has  been 
made  chairman  of  the  epidemiology  section  and 
member  of  the  Governing  Council  of  the  Ameri- 
can Public  Health  Association. 

* * * 

Members  of  the  regional  claims  boards  of  the 
State  Industrial  Commission,  recently  appointed 
by  Governor  Davey,  spent  several  weeks  in  Co- 
lumbus observing  the  various  procedures  in  the 
administration  of  the  Workmen’s  Compensation 
Act.  One  feature  of  their  training  was  a series 
of  lectures  and  demonstrations  by  Dr.  Sidney  Mc- 
Curdy and  associates  on  the  medical  phases  of 
the  Act. 

* * * 

The  district  organizer  for  C.  I.  O.  in  Akron  has 
forwarded  to  national  officials  an  application, 
signed  by  21  chiropractors,  for  a chiropractors’ 
union  charter. 

^ ^ 

The  annual  conference  of  secretaries  of  state 
medical  associations  and  editors  of  state  medical 
journals,  sponsored  by  the  American  Medical  As- 
sociation, was  held  at  the  A.M.A.  headquarters  in 
Chicago,  November  18-20.  The  meeting  was  at- 
tended by  Dr.  Jonathan  Forman,  Editor  of  The 
Ohio  State  Medical  Journal,  Charles  S.  Nelson 
and  George  H.  Saville,  Executive  Secretary  and 
Assistant  Executive  Secretary  of  the  Ohio  State 
Medical  Association,  as  guests  of  the  A.M.A. 

* * * 

Lecturers  at  the  Eighth  Annual  Fall  Confer- 
ence of  the  Oklahoma  City  Clinical  Society,  No- 
vember 1-4,  included  Dr.  J.  H.  J.  Upham,  Colum- 
bus; Dr.  E.  Perry  McCullagh;  and  Dr.  Bernard  II. 
Nichols,  Cleveland. 
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An  Answer  to  “Committee  of  Physicians” 

Manifesto  Issued  by  Small  Group  of  Physicians  Advocating  Basic  Changes  in  the 
Practice  of  Medicine  and  Public  Health  Activities  Disapproved  by  Council 
of  Ohio  State  Medical  Association;  Moves  to  Obtain  Signatures 
of  Physicians  in  Unofficial  Manner  Condemned. 


CERTAIN  “principles  and  proposals”  advocating  basic  changes  in  the  nature  of  the 
practice  of  medicine  and  in  public  health  administration,  drafted  by  a small  group 
of  physicians  known  as  “The  Committee  of  Physicians  . . and  which  are  being 
circulated  to  individual  physicians  and  county  and  state  medical  societies  throughout 
the  country  with  a view  to  obtaining  signatures  of  endorsement,  do  not  have  the  ap- 
proval of  the  Ohio  State  Medical  Association,  official  organization  of  approximately 
6,000  physicians  in  the  State  of  Ohio. 

Why  the  Ohio  State  Medical  Association  does  not  approve  certain  “principles  and 
proposals”  developed  by  this  self-appointed  committee  and  condemns  the  activities 
being  carried  on  by  it,  is  set  forth  in  an  official  statement  adopted  by  The  Council  of 
the  Ohio  State  Medical  Association,  meeting  in  regular  session  November  21,  1937,  at 
Columbus,  Ohio. 

The  statement  of  policy,  adopted  by  The  Council  and  based  on  the  official  policies 
of  the  Ohio  State  Medical  Association,  can  be  used  as  a guide  by  individual  physicians 
and  county  medical  societies  should  they  see  fit  to  answer  the  manifesto  issued  by 
“The  Committee  of  Physicians  . . as  well  as  other  proposals  which  are  being  cir- 
culated by  other  self-appointed  and  unofficial  groups  requesting  endorsement  and  sig- 
natures. 

The  statement  formulated  and  officially  adopted  by  The  Council  is  as  follows: 

TEXT  OF  OFFICIAL  STATEMENT  BY  THE  COUNCIL 

On  November  5,  1937,  a communication  bearing  the  signature  of  Dr.  John  P.  Peters, 
New  Haven,  Connecticut,  “Secretary,  Committee  of  Physicians  for  the  Presentation 
of  Certain  Principles  and  Proposals  for  the  Improvement  of  Medical  Care”,  was  received 
by  the  Executive  Secretary  of  the  Ohio  State  Medical  Association. 

Accompanying  the  communication  were  certain  “principles  and  proposals”  and  a 
list  of  430  names  of  physicians  throughout  the  country,  who,  according  to  Dr.  Peters, 
“subscribe  to  them”. 

One  paragraph  of  Dr.  Peters’  communication  read  as  follows: 

“Our  committee  hopes  that  you  will  take  all  proper  means  to  call  these  principles 
and  proposals  to  the  attention  of  the  members  of  your  group.  We  shall  appreciate 
knowing  to  what  degree  the  Association  will  find  it  practicable  and  proper  to  give  con- 
sideration to  the  draft.” 

WHY  MANIFESTO  IS  DISAPPROVED 

The  above-mentioned  communication  and  material  were  considered  by  The  Council 
of  the  Ohio  State  Medical  Association,  meeting  in  regular  session  November  21,  1937, 
at  Columbus,  Ohio. 

The  Council,  the  executive  body  of  the  Ohio  State  Medical  Association  and  having 
“full  authority  and  power  of  the  House  of  Delegates  between  annual  meetings”,  does 
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not  subscribe  to  or  concur  in  the  statement  issued  by  “The  Committee  of  Physi- 
cians . . for  the  following  reasons: 

A.  The  Council  believes  that  the  overwhelming  majority  of  the  members  of  this 
Association  do  not  endorse  certain  of  the  “principles  and  proposals”  enumerated. 

B.  Certain  of  those  “principles  and  proposals”  are  not  in  accord  with  policies 
established  by  the  House  of  Delegates  of  this  Association,  endorsed  by  a majority  of 
its  members,  and  formulated  for  the  protection  of  the  public,  promotion  of  scientific 
medicine,  and  elevation  of  the  standards  of  medical  education  and  medical  practice. 

C.  The  meaning  and  intent  of  several  “principles  and  proposals”  suggested  are 
not  clearly  defined. 

D.  The  method  used  by  “The  Committee  of  Physicians  . . .”  is  to  say  the  least 
unorthodox ; has  created  misunderstanding  on  the  part  of  the  public ; and  has  produced 
a state  of  confusion  among  members  of  the  medical  profession  generally. 

To  amplify  the  foregoing  statements  and  to  answer  specifically  some  of  the  “prin- 
ciples and  proposals”  offered  by  “The  Committee  of  Physicians  . . .”,  the  Council  sub- 
mits the  following: 

FUNCTIONS  OF  GOVERNMENT  MUST  BE  LIMITED 

1.  “The  health  of  the  people  is  a direct  concern  of  government”  in  so  far  as  one 
of  the  important  and  fundamental  functions  of  government  is  the  protection  of  public 
health  by  the  control  of  communicable  diseases,  promotion  of  sanitation,  and  the  educa- 
tion of  the  public  relative  to  the  value  of  scientific  medicine  in  the  prevention  and  treat- 
ment of  diseases. 

2.  Also,  “the  health  of  the  people  is  a direct  concern  of  government”  is  so  far  as 
it  is  proper  that  public  funds  should  be  used  to  provide  medical  care  for  the  indigent 
and  needy  disabled  and  handicapped ; and  for  institutionalized  care  of  the  insane,  feeble- 
minded and  epileptic.  Federal  funds  should  not  be  used  for  these  purposes  unless  local 
and  state  governments  are  unable  to  meet  such  obligations. 

3.  Governmental  agencies,  local  and  state,  should  be  maintained  to  supervise  and 
direct  the  above  activities,  as  well  as  activities  such  as  administration  of  food  and 
drugs  laws,  medical  licensure,  collection  of  vital  statistics,  etc. 

4.  The  intervention  of  government  (national,  state  and  local)  in  the  fields  of  pub- 
lic health  and  medical  care  should  not  exceed  the  scope  of  the  foregoing  activities.  In- 
tervention should  not  be  inconsistent  with  the  sound  and  fundamental  principle  that 
government  should  do  only  those  things  for  the  whole  people  which  citizens  as  in- 
dividuals cannot  do  or  provide  for  themselves.  Maximum  freedom  and  private  initiative 
are  principles  which  must  be  preserved. 

ESSENTIAL  PRINCIPLES  IN  ANY  NATIONAL  HEALTH  POLICY 

5.  If  a so-called  “national  health  policy”  is  deemed  necessary,  it  should  be  based 
on  the  following  principles: 

(a)  Public  health  activities  of  the  Federal  Government,  except  those  concerned 
with  military  establishments,  should  be  consolidated  into  one  single  department  which, 
however,  would  not  be  subservient  to  any  other  governmental  agency,  and  should  be 
headed  by  a competently  trained  physician,  experienced  in  executive  administration. 

(b)  The  consolidated  health  agencies  of  the  Federal  Government  should  function 
for  the  most  part  in  an  advisory,  coordinating,  and  educational  capacity  for  the  benefit 
of  local  and  state  agencies.  There  should  be  a policy  against  dictation  and  compulsion. 

(c)  Since  public  health  activities  and  the  providing  of  medical  care  of  the  in- 
digent can  be  carried  on  more  efficiently  and  economically  by  well-administered  and 
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adequately  financed  local  agencies,  the  Federal  Government  should  serve  as  expert  con- 
sultant on  such  matters  and  if  in  time  of  emergency  the  appropriation  of  Federal  funds 
for  such  purposes  is  necessary,  such  funds  should  be  distributed  to  the  individual  states 
or  local  subdivisions  for  administering  in  a manner  which  will  best  meet  the  needs  and 
conditions  existing  in  the  respective  states  and  local  communities. 

(d)  Any  “national  health  policy”  should  not  contemplate  equipping  the  Federal 
Government  with  dictatorial  powers  over  all  public  health  activities  of  the  nation  and 
the  invasion  of  government  (national,  state  and  local)  into  the  field  of  medicine  whereby 
it  would  undertake  to  subsidize  and  regulate  medical  services  for  all  classes  of  the 
population  regardless  of  their  economic  status.  Such  a program  would  be  detrimental 
to  the  health-welfare  of  the  people  generally  and  a violation  of  sound  democratic  prin- 
ciples of  government.  Government-controlled  medical  service,  as  experience  has  proved, 
does  not  provide  the  best  and  most  competent  medical  care,  destroys  personal  initiative 
and  responsibility,  affords  an  incentive  for  careless  and  incompetent  work,  is  an  obstacle 
to  the  advancement  of  scientific  medicine  and  ruinous  to  the  professional  status  of 
medicine,  jeopardizes  the  intimate,  personal,  and  professional  relationship  between 
physician  and  patient  which  is  so  important  to  insure  rehabilitation  of  the  sick  and 
disabled,  and  is  a wasteful,  bureaucratic  system  which  has  no  place  in  efficient  govern- 
mental administration. 

MORE  ADEQUATE  WAGE  SCALE  MAY  BE  THE  SOLUTION 

6.  It  is  doubtful  if  the  problem  of  economic  need  and  the  problem  of  provision  of 
adequate  medical  care  can  or  should  be  separated,  and  solved  by  different  approaches. 
What  is  meant  by  “adequate”  as  applied  to  medical  care?  What  is  “adequate”  medical 
care  for  one  individual  may  be  “inadequate”  for  another.  It  is  doubtful  if  the  medical 
bills  of  the  average  family  bother  it  more  than  bills  for  other  necessities.  The  solution 
may  lie  in  assisting  all  families  to  pay  all  their  bills  for  necessities,  including  medical 
care,  by  providing  all  employables  with  an  opportunity  for  gainful  employment  at  a 
wage  scale  sufficient  to  pay  reasonable  bills.  Studies  have  shown  that  the  burden  of 
minor  illness  for  the  self-supporting  families  of  the  low  income  class  is  no  greater, 
usually  much  less,  in  the  average  year  than  would  be  imposed  on  all,  whether  sick  or 
well,  by  most  proposals  for  redistributing  the  burden  of  the  cost  of  medical  care  through 
compulsory  contributions,  taxes,  or  otherwise. 

7.  The  problem  of  providing  adequate  medical  care  for  an  ill-defined  group  termed 
“medically  indigent”  is  referred  to  in  the  statement  issued  by  “The  Committee  of  Phy- 
sicians . . .”.  This  term  has  been  used  in  the  past  by  those  who  would  make  medicine 
the  first  necessity  to  be  socialized.  Logically,  it  cannot  be  assumed  that  medical  service 
is  more  essential  to  the  health  of  the  low  income  classes  than  food,  fuel,  shelter  and 
clothing.  The  family  budget  should  be  arranged  to  include  payment  for  medical  care 
along  with  other  basic  necessities.  In  emergencies,  plans  should  be  made  for  distribut- 
ing the  payment  for  all  necessities  over  a long  enough  period  to  permit  a possible  re- 
apportionment of  expenditures.  Elevation  of  wage  scales  as  proposed  in  Paragraph  6 
would,  in  most  instances,  make  it  possible  for  the  present  low  income  groups  to  make 
such  adjustments  in  their  budgets. 

CONSTRUCTIVE  METHODS  ADOPTED  BY  MEDICAL  SOCIETIES 

To  assist  those  of  the  low  income  class  in  meeting  their  medical  bills,  many  county 
medical  societies  and  local  academies  of  medicine  throughout  the  country  are  operating 
post-payment  plans  on  an  experimental  basis.  One  or  more  of  these  plans,  under  the 
guidance  and  control  of  the  medical  profession,  may  prove  eventually  to  be  a sound 
solution  to  many  of  the  current  medico-economic  problems. 

The  medical  profession  endorses  and  encourages  the  desire  on  the  part  of  an 
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individual  to  insure  himself  against  sickness  and  accident  with  reputable  and  finan- 
cially-sound  independent  insurance  carriers. 

Moreover,  many  physicians,  recognizing  the  financial  pinch  which  catastrophic 
diseases  and  disabilities  may  cause  among  some  of  their  patients,  have  for  years  worked 
out  with  such  patients  mutually  satisfactory  monthly  payment  programs  in  which  the 
independent,  personal,  and  confidential  relationship  between  patient  and  physician  is 
preserved  and  third-party  intervention  is  avoided. 

GOVERNMENTAL  AND  CORPORATE  DOMINATION  BAD  FOR  PUBLIC 

8.  Preservation  and  advancement  of  present  high  standards  in  medical  education, 
medical  research,  and  medical  practice,  upon  which  the  quality  of  medical  service  de- 
pends, are  essential.  For  that  reason,  government  domination  of  these  would  be  a 
serious  mistake,  and  might  wreck  the  high  standards  which  have  been  created. 
Federal  subsidies  for  such  purposes  are  unnecessary.  Most  state  governments  provide 
some  funds  for  the  maintenance  of  medical  education  facilities  and  in  some  instances 
for  medical  research.  In  general,  activities  in  these  fields,  financed  by  state. funds,  have 
been  comparatively  free  from  governmental  and  political  dictation  and  interference. 
Efforts  should  be  directed  toward  perfecting  such  programs;  not  toward  establishing 
new  ones.  Government  control  of  medical  education  and  medical  research  would  defeat 
the  purpose  of  providing  better  medical  care  for  the  people  as  a whole  and  do  nothing  to 
accomplish  a more  equitable  distribution  of  such  care,  where  improved  distribution  is 
deemed  necessary. 

9.  Distribution  of  public  funds  to  hospitals  for  the  hospital  services  provided  the 
indigent  is  proper  if  done  on  the  same  basis  as  such  funds  are  distributed  to  provide 
medical  services,  and  as  outlined  above.  Subsidizing  private  hospitals  for  laboratory, 
diagnostic  and  consultative  services  would  be  objectionable;  first,  because  it  would  en- 
courage the  corporate  practice  of  medicine  which  is  against  sound  public  policy  and 
illegal  in  most  states,  and,  second,  would  create  an  institutionalized  system  of  medical 
services  under  which  competent,  efficient  medical  care  cannot  be  rendered  and  therefore 
would  be  detrimental  to  the  health-welfare  interests  of  the  people. 

10.  Public  health  services  generally  should  be  extended  only  through  evolutionary 
processes,  as  they  have  in  the  past,  in  accordance  with  fundamental  principles  and 
policies  outlined  above.  Investigation  and  planning  should  be  carried  on  by  medical 
men  and  especially  those  who  have  had  actual  experience  and  training  and  know  some- 
thing about  the  problems  which  confront  the  average  practitioner  of  medicine  in  the 
handling  of  the  sick  and  disabled. 

11.  The  statement  that  “the  subscribers  to  the  above  principles  and  proposals 
hold  the  view  that  health  insurance  alone  does  not  offer  a satisfactory  solution”  could 
be  interpreted  to  be  a left-handed  endorsement  of  compulsory  sickness  insurance.  Cer- 
tainly compulsory,  government-controlled  sickness  insurance  does  not  offer  a solution 
to  any  of  the  medical  problems  which  confront  the  American  public.  On  the  other  hand, 
it  presents  certain  inherent  dangers  which  must  be  avoided,  such  as  those  enumerated 
in  Paragraph  5-d. 

CONFUSION  AND  MISUNDERSTANDINGS  CREATED  BY  CIRCULARS 

12.  It  is  the  opinion  of  The  Council  of  the  Ohio  State  Medical  Association  that 
round-robin  circularization  of  the  profession  by  certain  small  groups  within  the  profes- 
sion will  accomplish  nothing  toward  an  improvement  of  the  quality  and  distribution  of 
medical  care,  but,  on  the  other  hand,  will  tend  to  create  confusion  and  misunderstand- 
ings. Official  county,  state  and  national  medical  societies  have  done  more  to  bring 
about  improvements ' in  the  character  and  distribution  of  medical  care  than  any  other 
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single  organization  or  group  of  organizations  and  agencies.  They  will  continue  to  use 
their  best  efforts  to  develop  proper  ways  to  provide  the  people  of  this  country  with  com- 
petent and  adequate  medical  care  and  to  readjust  the  distribution  of  medical  service  so 
that  the  best  interests  and  welfare  of  the  people  will  be  safeguarded.  These  organiza- 
tions— county,  state  and  national — have  facilities  with  which  to  investigate  conditions, 
and  have  within  their  memberships  men  entirely  competent  to  analyze  the  data  as- 
sembled and  formulate  constructive  ways  of  trying  to  meet  health  and  medical  prob- 
lems. They  are  functioning,  and  will  continue  to  function,  along  these  lines,  making 
propaganda  campaigns  similar  to  those  undertaken  by  “The  Committee  of  Physi- 
cians . . .”  and  other  unofficial  groups,  unnecessary  and  impracticable. 

* * * 


“Principles  and  Proposals”  Which  Are 
Being  Circulated  By  “The  Com- 
mittee of  Physicians” 

For  the  information  of  those  who  may  not  have 
seen  the  “principles  and  proposals”  advocated  by 
“The  Committee  of  Physicians  . . .”,  they  are 
reproduced  here  as  follows: 

PRINCIPLES 

1.  That  the  health  of  the  people  is  a direct  con- 
cern of  the  government. 

2.  That  a national  public  health  policy  directed 
toward  all  groups  of  the  population  should  be 
formulated. 

3.  That  the  problem  of  economic  need  and  the 
problem  of  providing  adequate  medical  care  are 
not  identical  and  may  require  different  approaches 
for  their  solution. 

4.  That  in  the  provision  of  adequate  medical 
care  for  the  population  four  agencies  are  con- 
cerned: voluntary  agencies,  local,  state  and  fed- 
eral governments. 

PROPOSALS 

1.  That  the  first  necessary  step  toward  the 
realization  of  the  above  principles  is  to  minimize 
the  risk  of  illness  by  prevention. 

2.  That  an  immediate  problem  is  provision  of 
adequate  medical  care  for  the  medically  indigent, 
the  cost  to  be  met  from  public  funds  (local  and/or 
state  and/or  federal). 

3.  That  public  funds  should  be  made  available 
for  the  support  of  medical  education  and  for 
studies,  investigations  and  procedures  for  raising 
the  standards  of  medical  practice.  If  this  is  not 
provided  for,  the  provision  of  adequate  medical 
care  may  prove  impossible. 

4.  That  public  funds  should  be  available  for 
medical  research  as  essential  for  high  standards 
of  practice  in  both  preventive  and  curative  medi- 
cine. 

5.  That  public  funds  should  be  made  available 
to  hospitals  that  render  service  to  the  medically 
indigent  and  for  laboratory  and  diagnostic  and 
consultative  services. 

6.  That  in  allocation  of  public  funds  existing 
private  institutions  should  be  utilized  to  the 


largest  possible  extent  and  that  they  may  receive 
support  so  long  as  their  service  is  in  consonance 
with  the  above  principles. 

7.  That  public  health  services,  federal,  state 
and  local,  should  be  extended  by  evolutionary  pro- 
cess. 

8.  That  the  investigation  and  planning  of  the 
measures  proposed  and  their  ultimate  direction 
should  be  assigned  to  experts. 

9.  That  the  adequate  administration  and  super- 
vision of  the  health  functions  of  the  government, 
as  implied  in  the  above  proposals,  necessitates  in 
our  opinion  a functional  consolidation  of  all  fed- 
eral health  and  medical  activities,  preferably 
under  a separate  department. 

The  subscribers  to  the  above  principles  and  pro- 
posals hold  the  view  that  health  insurance  alone 
does  not  offer  a satisfactory  solution  on  the  basis 
of  the  principles  and  proposals  enunciated  above. 


COMING  MEETINGS 

Ohio  State  Medical  Association,  Columbus,  May 
11-12,  1938. 

American  Medical  Association,  San  Francisco. 
June  13-17,  1938. 

American  College  of  Physicians,  New  York, 
April  4-8,  1938. 

Society  for  the  Study  of  Asthma  and  Allied 
Conditions,  New  York,  Dec.  11,  1937. 

Society  of  American  Bacteriologists,  Washing- 
ton, D.  C.,  Dec.  28-30,  1937. 

Southern  Surgical  Association,  Birmingham, 
Dec.  7-9,  1937. 

Western  Surgical  Association,  Indianapolis, 
Dec.  3-4,  1937. 

Open  New  Offices 

Among  Ohio  physicians  who  have  recently 
opened  new  offices  for  the  practice  of  medicine 
are:  Dr.  Karl  H.  Feistkorn,  Marion;  Dr.  W.  E. 

DeVol,  Columbus;  Dr.  Robert  H.  Novak,  Brook- 
ville;  Dr.  Phillip  J.  Woodworth,  Athens;  Dr. 
J.  C.  Blinn,  New  Philadelphia;  Dr.  Peter  Lan- 
cione,  Bellaire;  Dr.  M.  J.  Parker,  Lima,  and 
Dr.  Robert  Lechner,  Berea. 


IMPORTANT  TOPICS  DISCUSSED  AT  MID-YEAR  ORGANIZATION 
CONFERENCE  ON  OCTOBER  24,  ATTENDED  BY  140  COUNTY 
AND  STATE  OFFICERS  AND  COMMITTEE  MEMBERS 


THE  second  annual  Mid-Year  Organization 
Conference  of  the  Ohio  State  Medical  As- 
sociation was  held  Sunday,  October  24,  at 
the  Deshler-Wallick  Hotel,  Columbus. 

Registration  showed  that  140  leaders  in  medical 
organization  in  Ohio  participated  in  the  meeting. 
They  included  county  medical  society  presidents, 
secretaries  and  committeemen;  officers  and  mem- 
bers of  committees  of  the  State  Association,  and 
delegates  and  alternates  to  the  American  Medical 
Association. 

In  opening  the  meeting,  Dr.  John  B.  Alcorn, 
Columbus,  President  of  the  State  Association, 
congratulated  those  present  for  their  interest  in 
the  vital  problems  confronting  the  medical  pro- 
fession, as  evidenced  by  their  attendance  at  the 
meeting. 

Lauding  the  importance  of  the  county  medical 
society  as  the  keystone  of  medical  organization, 
he  urged  all  officers  to  meet  their  responsibility,  so 
that  the  profession  could  present  a united  front 
in  protecting  its  own  interest,  as  well  as  that  of 
the  public. 

Dr.  Alcorn  asked  for  a frank  discussion  of  the 
various  subjects  appearing  on  the  program,  point- 
ing out  however  that  the  conference  was  an  in- 
formal group,  not  empowered  to  decide  questions 
of  policy,  which  is  the  responsibility  of  the  House 
of  Delegates. 

“Only  through  discussion  and  mutual  under- 
standing of  our  professional  problems  can  we  be 
prepared  to  educate  the  public  to  the  objection- 
able phases  of  proposed  systems  of  federalized 
medicine”,  he  said. 

That  the  medical  profession  in  Ohio,  as  repre- 
sented by  those  present  at  the  conference,  is  alert 
and  well-informed,  was  clearly  demonstrated  as 
the  meeting  progressed.  Every  subject  on  the 
program  was  well-presented,  and  intelligently 
and  freely  discussed. 

Review  of  State  Association  Work  Is 
Presented  by  Committee  Chairmen 

The  first  topic  was  a “Roundup  of  State  Asso- 
ciation Activities”.  Dr.  Russel  G.  Means,  Colum- 
bus, chairman  of  the  Speakers  Bureau,  spoke  on 
the  purposes  and  services  of  the  Bureau.  (See 
September,  1937,  issue,  The  Journal,  page  1029). 
He  explained  that  since  its  establishment  in  Sep- 
tember, 15  county  societies  have  used  its  facili- 
ties to  obtain  speakers  for  meetings.  With  over 
300  competent  speakers  throughout  the  state 
registered  with  the  Bureau,  he  said  that  there 
was  no  longer  any  excuse  for  a society  to  be  with- 
out an  interesting  program  for  every  meeting. 


Dr.  Means  urged  the  secretaries  to  send  in  an 
account  of  each  meeting  to  The  Ohio  State  Medi- 
cal Journal. 

“Ohio  State  Medical  Association  Regional  Post- 
graduate Lectures”,  was  the  subject  discussed  by 
Dr.  Clyde  L.  Cummer,  Cleveland,  chairman,  Com- 
mittee on  Education  and  Sub-Committee  on 
Regional  Postgraduate  Lectures.  Dr.  Cummer 
spoke  of  the  auspicious  beginning  of  this  project 
at  Findlay,  October  21,  when  over  200  North- 
western Ohio  physicians  attended  the  initial  ses- 
sion of  the  postgraduate  lectures  for  that  region. 
He  expressed  the  hope  that  this  enthusiasm 
would  continue  and  explained  that  this  is  a five- 
year  program  which  would  eventually  cover  the 
entire  state.  (See  September  and  October  issues, 
The  Journal). 

Dr.  C.  C.  Sherburne,  Columbus,  chairman  of 
the  Committee  on  Scientific  Work,  told  of  plans 
for  the  1938  Annual  Meeting,  which  will  be  held 
at  the  Neil  House,  Columbus,  May  11  and  12.  He 
said  the  committee  is  arranging  an  interesting 
and  practical  program  which  should  attract  a 
record-breaking  attendance.  The  convenient  loca- 
tion of  Columbus  and  its  fine  hotel  facilities  were 
stressed  by  Dr.  Sherburne  in  urging  county  so- 
ciety officers  to  stimulate  interest  in  the  meeting. 
He  also  requested  that  physicians  wishing  to  par- 
ticipate in  the  Scientific  Exhibit  send  in  their 
applications  promptly  so  that  necessary  arrange- 
ments could  be  made  for  exhibit  space.  (See 
October  issue,  The  Journal,  for  application 
blank) . 

THE  MEDICAL  RELIEF  PROBLEM 

“Relief  Problems;  Plans  of  Sub-Committee  of 
State  Association”,  was  the  subject  of  a talk  by 
Dr.  Charles  W.  Stone,  Cleveland,  chairman  of 
the  Committee  on  Public  Relations  and  Economics. 
Dr.  Stone  reviewed  the  administration  of  poor 
relief  in  Ohio  since  the  inception  of  the  State 
Relief  Commission  in  1932  up  to  the  present  time. 
He  pointed  out  that  relief  during  that  period  has 
been  considered  on  an  emergency  basis;  that 
plans  for  handling  relief  efficiently  on  a perma- 
nent basis  are  still  to  be  formulated,  and  that 
adequately  financing  and  administering  poor  re- 
lief is  still  one  of  the  important  problems  in  this 
state. 

“While  the  medical  profession  is  primarily  in- 
terested in  the  medical  aspects  of  the  relief  ques- 
tion, these  medical  factors  must  in  part  depend 
upon  other  phases  of  this  problem”,  he  said. 

Dr.  Stone  stated  that  the  House  of  Delegates 
of  the  Ohio  State  Medical  Association,  being 
deeply  appreciative  of  the  difficulties  inherent  in 
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this  complicated  problem  and  of  the  need  for  co- 
operative effort  in  securing  a solution,  had  au- 
thorized the  Council  to  initiate  a study  of  the 
medical  relief  problem.  A Sub-Committee  on  Poor 
Relief  of  the  Committee  on  Public  Relations  and 
Economics  was  appointed  to  undertake  this  in- 
vestigation and  to  establish  contacts  with  other 
interested  groups  in  providing  suggestions  for  an 
efficient  overhauling  of  Ohio’s  relief  machinery. 

Calling  attention  to  the  preliminary  report  of 
this  sub-committee,  which  appeared  in  the  No- 
vember, 1937,  issue  of  The  Ohio  State  Medical 
Journal,  pages  1247-1252,  Dr.  Stone  said: 

“The  task  of  investigating  the  angles  of  medi- 
cal relief  and  recommending  solutions  will  not  be 
simple.  The  sub-committee  will  need  the  active 
assistance  of  the  medical  profession  throughout 
the  state.  The  sub-committee  requests  that  you 
county  medical  society  officers  spend  some  time  in 
thinking  of  this  complex  problem  and  that  you 
send  your  comments  and  suggestions  to  the  State 
Headquarters  Office  for  review  by  this  committee. 
When  the  committee  issues  requests  for  informa- 
tion to  individual  members  and  county  medical 
societies,  it  is  hoped  that  they  will  cooperate”. 

DAYTON  PLAN  DESCRIBED 

During  the  discussion  of  this  subject,  Dr.  R.  S. 
Binkley,  Dayton,  president  of  the  Montgomery 
County  Medical  Society,  explained  the  medical  re- 
lief setup  which  has  been  so  successful  in  that 
county.  Its  features  are: 

1.  The  program  is  supervised  by  the  Public  Re- 
lations Committee  of  the  Montgomery  County 
Medical  Society. 

2.  The  office  of  the  executive  secretary  of  the 
society  maintains  a list  of  all  persons  on  the  re- 
lief roll.  Under  this  plan  the  patient  goes  directly 
to  the  phvscian  (as  a private  patient),  and  the 
physician  can  check  with  the  executive  office  to 
ascertain  whether  the  patient  is  on  the  relief  roll. 
This  obviates  the  necessity  of  a social  worker  as 
an  intermediary  between  physician  and  patient. 

3.  All  requests  from  a general  practitioner  for 
special  medical  service  for  relief  patients,  such  as 
X-ray,  refractions,  vaccines,  etc.,  are  passed  upon 
by  the  Public  Relations  Committee. 

4.  The  fee  schedule  is  that  of  the  State  In- 
dustrial Commission,  less  one-third. 

5.  The  committee  also  checks  all  bills  for 
medical  relief,  which  are  sent  to  the  executive 
office  between  the  first  and  third  of  the  month 
following  that  in  which  the  service  is  rendered. 

6.  There  has  been  no  pro-rating  of  bills  since 
the  society  took  over  administration  of  medical 
relief. 

Medical  Program  For  Farm  Families  Who 
Are  Aided  by  U.  S.,  Is  Reviewed 

The  final  subject  presented  at  the  morning 
session  was  “Farm  Security  Administration’s 
Medical  Program  in  Ohio”,  by  Dr.  R.  C.  Williams, 
medical  director,  Farm  Security  Administration, 
Washington,  D.  C. 

Excerpts  of  Dr.  Williams’  address  follow: 

“The  Farm  Security  Administration  (formerly 


the  Resettlement  Administration)  is  conducting 
a program  of  rehabilitation  throughout  the 
United  States  which  has  for  its  purpose  the  re- 
habilitation and  re-establishipent  of  certain  low 
income  and  destitute  farm  families.  In  the  State 
of  Ohio  there  are  approximately  17,000  such 
families. 

An  applicant,  in  order  to  become  a client  or 
borrower  from  the  Farm  Security  Administration, 
must  meet  the  following  conditions: 

1.  Inability  to  receive  credit  from  any  other 
source. 

2.  To  have  received  his  last  major  income  from 
farming. 

3.  To  have,  or  be  able  to  secure  a farm  on 
which  to  operate. 

4.  To  be  in  physical  condition  to  do  ordinary 
farm  work. 

5.  To  be  recommended  by  a local  rehabilitation 
committee  as  appearing  to  have  the  necessary 
capacity  and  initiative  to  rehabilitate  himself  and 
his  family  on  the  farm.  A typical  committee  con- 
sists of  one  or  more  leading  farmers  and  farm 
women,  a representative  of  the  county  official 
body,  and  representatives  of  business,  profes- 
sional and  civic  groups. 

“This  rehabilitation  is  acomplished  by  making 
a careful  study  of  the  farm  and  home  of  the 
family  and  working  out  with  them  a farm  and 
home  plan.  The  necessary  amount  of  money  is 
loaned  to  the  family  to  enable  them  to  produce  a 
crop  and  make  progress  toward  their  rehabilita- 
tion. The  average  amount  that  is  loaned  to  these 
low  income  families  in  Ohio  is  about  $350  per 
family  per  annum. 

“On  June  20,  1937,  we  met  with  the  Committee 
on  Public  Relations  and  Economics  of  the  State 
Medical  Association  and  explained  to  it  our  prob- 
lem as  it  relates  to  medical  care  for  the  low  in- 
come farm  families  who  are  our  clients.  Your 
Council  on  July  11, 1937,  approved  a proposed  plan 
for  rendering  medical  care  to  our  clients  in  Ohio 
based  on  the  ability  of  the  family  to  pay. 
(August,  1937,  issue  The  Journal,  pages  898-899). 
In  essence  this  plan  proposes  that  in  any  county 
the  local  representative  of  the  Farm  Security 
Administration  who  is  designated  as  a county 
rural  rehabilitation  supervisor,  and  who  is  a man 
with  agricultural  background  and  training,  wiil 
furnish  to  the  county  medical  society  a list  of  our 
clients  in  that  county.  He  will  request  the  county 
medical  society  to  ascertain  how  many  physicians 
in  the  county  desire  to  cooperate  in  providing 
medical  care  for  our  families.  Let  us  say  that  in 
a typical  county  there  are  200  families  whom  we 
are  attempting  to  rehabilitate.  Let  us  further 
assume  that  in  this  county  there  are  20  physi- 
cians. The  county  medical  society  ascertains  as 
above  indicated  that  15  physicians  in  the  county 
will  be  willing  to  provide  medical  care  for  these 
families.  The  200  families  are  then  furnished 
with  this  list  of  15  physicians  and  they  are  re- 
quested to  select  a physician  of  their  choice. 

“May  I emphasize  here  that  any  local  super- 
visor of  the  Farm  Security  Administration  who  in 
any  way  endeavors  to  influence  a client  in  the 
selection  of  a physician  will  be  instantly  dis- 
missed. We  have  no  interest  in  the  selection  of 
individual  physicians. 

“After  our  families  have  made  their  choice  of  a 
physician,  we  then  have  the  client  and  perhaps 
his  wife,  go  to  the  physician  of  his  choice  and 
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between  them  decide  what  would  be  a reasonable 
amount  for  the  family  to  set  aside  for  medical 
care, for  the  coming  year.  In  this  instance,  by 
medical  care  we  mean  general  practitioner  care, 
including  obstetrics  and  ordinary  drugs  dispensed 
by  the  physician.  The  county  supervisor  will  fur- 
nish to  the  client,  to  take  to  the  physician,  a 
statement  indicating  the  expected  net  cash  in- 
come of  this  family.  This  will  indicate  to  the 
physician  about  what  it  is  hoped  that  this  family 
will  have  in  the  way  of  cash  as  a result  of  their 
farm  operations  for  a year.  With  this  before  him 
the  physician  can  discuss  the  matter  with  the 
client  and  arrive  at  a sum  that  is  considered  by 
each  to  be  equitable. 

“The  physician  then  indicates  in  a statement 
that  may  be  taken  to  the  county  supervisor  by  the 
client,  the  amount  that  has  been  agreed  upon. 
An  application  for  a loan  for  this  amount  is  then 
sent  forward  by  the  client.  When  the  check  for 
this  loan  arrives  it  is  placed  in  a local  bank  in 
the  care  of  a trustee.  The  trustee  then  notifies 
the  physician  that  the  funds  are  on  deposit.  As 
medical  care  is  required  by  a given  family  and 
rendered  by  the  physician,  he  submits  bills  at 
the  regular  schedule  of  fees.  In  case  the  amount 
set  aside  is  used  up,  the  physician  continues  to 
render  care  during  the  remainder  of  the  year 
without  further  payment.  In  the  event  that  the 
amount  set  aside  for  medical  care  is  not  used  up, 
the  remaining  sum  is  refunded  to  the  client  by 
the  trustee.  The  trustee  must  be  some  local  in- 
dividual who  is  placed  under  bond,  and  who  is 
acceptable  to  the  county  medical  society  and  to 
the  county  supervisor. 

“You  will  note  that  this  includes  general  prac- 
titioner care  and  obstetrics.  In  the  event  that 
some  acute  condition  arises  that  requires  sur- 
gical interference  or  hospitalization,  further 
plans  must  be  made  for  that  particular  family.  If 
the  farm  plans  of  a given  family  in  such  an 
emergency  will  permit,  a supplementary  loan  will 
be  made  to  provide  for  hospitalization  and  sur- 
gery at  indigent  rates.  If  the  farm  plan  will  not 
bear  an  additional  loan,  a grant  will  be  made  to 
that  family  for  that  purpose.  It  is  felt  that  it  is 
essential  that  indigent  rates  be  procured  by  these 
families  in  cases  of  hospitalization  or  surgery. 

“We  realize  that  these  low  income  farm  fam- 
ilies are  not  able  to  pay  the  full  schedule  of  fees 
that  physicians  ordinarily  charge.  We  do  feel, 
however,  that  they  should  pay  what  is  within  their 
ability  to  pay.  We  have  therefore  worked  out 
this  plan  with  your  Council.  We  bespeak  for  our 
county  supervisors  your  sympathetic  and  under- 
standing reception  when  they  approach  you  for 
the  purpose  of  working  out  a plan  in  your 
county.” 

Among  those  who  participated  in  a discussion 
of  Dr.  Williams’  paper,  were  Dr.  C.  D.  Smith  and 
Dr.  H.  V.  Dutrow,  Dayton;  Dr.  W.  K.  Stewart, 
Youngstown;  Dr.  A.  A.  Tombaugh,  MeConnels- 
ville;  Dr.  T.  H.  Sutherland,  Marion;  Dr.  F.  R. 
Harrington,  Steubenville;  Dr.  E.  F.  Kieger,  Cleve- 
land; and  M.  E.  Hayes,  Indianapolis,  regional 
director,  and  A.  L.  Sorenson,  Columbus,  state 
director,  of  the  Farm  Security  Administration. 

During  luncheon,  Dr.  Alcorn  presented  Dr. 
J.  H.  J.  Upham,  Columbus,  President  of  the 
American  Medical  Association. 


The  first  hour  of  the  afternoon  session  was 
devoted  to  three  addresses:  “Ethics,  Profes- 

sional Conduct  and  Disciplinary  Action,”  by  Dr. 
Geo.  Edw.  Follansbee,  Cleveland,  chairman  of 
the  Judicial  Council,  American  Medical  Associa- 
tion; “Policy  of  Organized  Medicine  on  Group 
Hospital  Insurance  and  Why?”  by  Dr.  R.  G.  Le- 
land,  Chicago,  director,  Bureau  of  Medical  Eco- 
nomics, American  Medical  Association;  and  “Le- 
gal Provisions  of  Ohio’s  Medical  Practice  Act 
and  Problems  of  Enforcement,”  by  Dr.  H.  M. 
Platter,  Columbus,  secretary,  State  Medical 
Board.  These  addresses  are  published  in  full 
elsewhere  in  this  issue  of  The  Journal. 

Local  Activities  and  Problems  Are 
Discussed  by  County  Officers 

The  first  of  a series  of  round-table  conferences 
on  local  problems  was  a discussion  on  “What  Are 
Some  of  the  Fundamentals  Which  Should  Be  Ob- 
served by  a County  Medical  Society  in  Establish- 
ing a Credit-Rating  Plan?”  led  by  Dr.  G.  A. 
Woodhouse,  Pleasant  Hill,  secretary  of  the  Miami 
County  Medical  Society;  and  Mr.  R.  A.  Swink,  ex- 
ecutive secretary,  Cincinnati  Academy  of  Medi- 
cine. 

CREDIT-RATING  PLANS 

Based  on  his  experience  with  such  a plan  in 
Miami  County,  Dr.  Woodhouse  suggested  that  the 
following  fundamentals  be  observed  in  establish- 
ing a credit-rating  plan  in  a small  county  or- 
ganization: 

1.  The  project  should  receive  the'  full  support 
of  all  members  to  become  effective. 

2.  It  should  be  directly  under  the  control  of 
the  medical  society  and  not  linked  with  a com- 
mercial organization. 

3.  The  individual  members  should  have  as 
much  credit  information  available  in  their  offices 
as  possible. 

4.  In  order  that  the  plan  operate  successfully 
and  efficiently,  it  is  essential  that  members  sup- 
ply the  required  information  concerning  de- 
linquent accounts  and  promptly  notify  the  bureau 
when  accounts  are  paid. 

Explaining  the  plan,  Dr.  Woodhouse  said: 

“In  Miami  County  this  system  was  established 
in  February,  1934.  It  was  partially  copied  from 
some  other  suggestions  with  some  original  ideas 
incorporated.  We  listed  some  8,500  accounts  sent 
in  by  38  different  offices.  These  were  compiled 
alphabetically,  addresses  and  names  were  checked 
and  when  the  same  name  had  been  sent  in  by  sev- 
eral offices,  this  was  noted  following  the  name  of 
each  debtor  by  affixing  the  code  number  of  the 
doctor  filing  the  account.  Thus  the  name:  James 
Smith,  Bradford,  Ohio,  24,  14,  X7:  would  desig- 
nate him  as  owing  three  physicians  with  the  X 
meaning  an  old  dead  account.  The  physicians  who 
followed  the  plan  as  outlined  were  very  successful 
with  their  collections,  and  pronounced  it  the 
cheapest,  most  dignified  and  generally  successful 
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plan  they  had  ever  used.  It  ran  successfully  for 
one  year  at  the  end  of  which,  due  to  the  usual 
neglect  of  business  activities  common  to  the  pro- 
fession, it  was  dropped.  However  there  have  been 
many  who  want  to  revive  the  plan.  Its  wide- 
spread publicity  over  the  county  produced  far 
reaching  results  toward  better  collections  even 
months  after  no  activity  had  been  followed.  Such 
a plan  can  be  recommended  to  the  smaller  county 
societies. 

Methods  of  the  Miami  County  plan  in  listing 
debtors  and  collecting  delinquent  accounts  were 
explained  by  Dr.  Woodhouse  as  follows: 

“A  member  of  the  medical  society  may  super- 
vise the  work  of  a secretary  in  operating  the 
project  or  a committee  especially  designated  by 
the  society  may  be  responsible  for  the  project. 
Either  plan  may  be  successful.  However  many 
physicians  are  jealous  of  their  accounts  and  want 
to  be  certain  that  they  are  safeguarded  in  the 
proper  manner,  from  scrutiny  of  commission  col- 
lectors. 

“In  order  to  provide  the  individual  member 
with  as  much  information  as  possible,  a listing 
book  is  compiled,  listing  the  names  and  addresses 
of  the  medical  delinquents  with  some  manner  of 
designating  the  doctor  to  whom  the  account  is 
due.  It  is  not  wise  to  include  the  amount  owed 
the  individual  physician  in  this  listing,  but  only 
designate  them  by  a code  number  following  the 
name  of  the  debtor.  This  listing  book  is  compiled 
from  lists  of  names  sent  in  by  individual  physi- 
cians, and  we  found  in  our  listing,  the  same  name 
sent  in  by  as  many  as  six  different  offices.  This 
book  is  corrected  at  intervals;  new  names  being 
added  and  paid  accounts  removed.  This  listing 
allows  the  physician  to  immediately  look  up  the 
record  of  the  individual  without  calling  a central 
agency  by  telephone.  If  the  prospective  patient 
is  already  listed  by  several  physicians,  then  one 
can  extend  credit  with  caution;  or  at  least  he  is 
not  blindly  stepping  into  an  old  delinquent  ac- 
count. 

“Delinquent  debtors  are  to  be  notified  in  ad- 
vance of  the  listing,  concerning  the  fact  that  the 
bureau  is  to  be  established,  thus  giving  them  an 
opportunity  of  clearing  their  accounts.  These 
notifications  are  to  be  sent  out  from  the  individual 
physician’s  office  on  stationery  which  is  appro- 
priately headed  and  on  the  margin  of  which  ap- 
pears the  name  of  each  physician-member.  It  is 
found  that  quite  frequently  the  same  person  owed 
several  physicians  and  received  a notice  concern- 
ing the  establishing  of  a credit  rating  bureau 
from  as  many  different  offices,  he  then  looks  on 
the  margin  of  the  letter  and  sees  there  the  names 
of  all  surrounding  physicians  and  decides  that  it 
is  about  time  to  settle  with  one  of  them,  since 
all  of  the  surrounding  physicians  will  have  the 
information.  That  psychological  factor  of  mass 
collection  is  the  secret  of  all  collection  letters 
which  are  sent  out.  The  collection  letters  are  well 
phrased  reminders  of  delinquent  accounts,  with 
the  subtle  suggestion  that  all  the  physicians 
whose  names  are  on  the  margin  of  the  letter  are 
members  of  an  organized  activity  to  collect  ac- 
counts, and  re-establish  credit.” 

PRINCIPLES  WHICH  ARE  ESSENTIAL 

In  the  opinion  of  Mr.  Swink,  who  organized 
the  Physicians’  Business  Bureau  in  Cincinnati, 
the  following  fundamentals  should  be  observed  by 


a county  medical  society  in  the  establishment  of 
a credit-reporting  plan: 

1.  Don’t  -overlook  the  importance  of  organizing 
the  credit  bureau  as  a separate  body,  so  that  a 
legal  membership  agreement  can  be  used  which 
will  be  recognized  in  a court  of  law. 

2.  Make  sure  that  all  members  know  what  is 
expected  of  them  in  the  matter  of  furnishing  in- 
formation. 

3.  In  a city  of  20,000  or  more,  it  might  be  well 
to  include  a collection  agency  service  as  a part  of 
the  plan,  so  that  the  cost  of  operating  the  bureau 
can  be  provided  from  commissions. 

4.  In  cities  or  towns  of  less  than  20,000,  it 
would  perhaps  be  better  to  become  affiliated  with 
the  Chamber  of  Commerce  and  arrange  to  become 
members  of  their  credit  bureau,  if  they  have  one. 
There  would  hardly  be  enough  work  for  one  per- 
son on  credit  information  alone,  and  to  operate  a 
separate  collection  bureau  for  doctors’  accounts 
only  in  small  towns  and  cities  is  not  very  prac- 
ticable. 

5.  Avoid  the  conception  of  a credit  bureau  as 
a compilation  of  “dead-beats”.  It  should  aim  to 
have  information  on  every  one  who  seeks  credit, 
whether  a good  risk  or  a poor  one. 

6.  Exercise  care  in  the  bureau  headquarters  to 
see  that  all  doctors  are  noted  on  the  cards  of 
patients  by  code  numbers.  This  is  to  assure  the 
doctor  that  no  other  doctor  can  learn  who  his 
patients  are. 

7.  In  reporting  information  by  telephone,  care 
must  be  used  to  be  sure  that  the  person  calling  is 
a bona-fide  member  entitled  to  the  information. 

8.  The  credit  bureau  plan  is  really  best  suited 
to  the  larger  cities,  where  the  chance  of  knowing 
people  is  much  less  possible  than  in  smaller 
towns. 

9.  Don’t  overlook  the  potential  value  of  the 
bureau.  Keep  references  to  its  existence  and  its 
operation  before  the  public  by  means  of  news- 
paper articles  from  time  to  time,  and  by  en- 
couraging physicians  and  their  secretaries  to  re- 
fer to  the  bureau  in  conversations  with  patients 
whenever  reasonable  opportunity  presents  itself. 

HANDLING  MEDICAL  PUBLICITY 

The  topic,  “What  Can  Be  Done  to  Bring  About 
Cooperation  and  Coordination  Between  the 
County  Medical  Society  and  the  Local  News- 
papers in  Publication  of  Medical  and  Public 
Health  News?”  was  discussed  by  Dr.  W.  W. 
Beck,  Toledo,  chairman,  Committee  on  Education, 
Toledo  Academy  of  Medicine;  Dr.  J.  L.  Fisher, 
Youngstown;  and  Dr.  C.  B.  King,  Canton,  secre- 
tary, Stark  Couty  Medical  Society. 

Dr.  Beck  said  it  was  his  belief  that  the  medical 
profession  had  lost  some  dignity  and  prestige 
during  the  past  25  years,  which  could  be  re- 
gained by  an  organized  educational  campaign. 

He  explained  that  the  Education  Committee  of 
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the  Toledo  Academy  of  Medicine,  which  has  been 
very  active  in  recent  years,  has  three  sub-com- 
mittees: Publication,  Radio  and  Speakers’  Bureau. 
The  chairman  of  the  Education  Committee  co- 
ordinates the  work  of  the  sub-committees.  The 
committees  at  present  are  concentrating  their 
efforts  on  three  subjects — tuberculosis,  cancer  and 
syphilis. 

Dr.  Beck  said:  “In  working  with  newspaper 

reporters,  it  is  well  to  remember  that  the  amount 
of  enthusiasm  with  which  you  meet  these  people 
will  be  the  amount  of  enthusiasm  with  which  they 
will  handle  what  you  give  them.  Primarily  they 
want  news.  Human  appeal  must  go  into  all 
articles  if  you  are  going  to  get  any  cooperation 
in  having  them  printed.  A pure  didactic  pre- 
sentation of  facts  will  not  do.  Newspapers  usually 
demand  that  some  name  be  attached.  I can  see  no 
breach  of  ethics  in  that.  If  a man  goes  to  the 
trouble  of  writing  an  article  his  name  should  be 
attached.  If  he  writes  it  and  presents  it  over  the 
radio,  I see  no  reason  why  his  name  should  not 
be  announced  in  some  such  fashion  as  ‘Through 
the  Education  Committee  of  the  Toledo  Academy 

of  Medicine,  Dr , will  read  a 

paper  on  ’ ”. 

SUGGESTIONS  BY  DRS.  FISHER  AND  KING 

Dr.  Fisher  pointed  out  that  there  are  two  kinds 
of  newspaper  publicity,  viz.,  news  of  the  doings 
of  physicians  and  the  medical  society,  and 
articles  for  the  education  of  the  public.  A copy 
of  the  Bulletin  of  the  Mahoning  County  Medical 
Society  is  sent  to  each  of  the  local  newspapers, 
and  has  provided  them  with  a source  of  pertinent 
information,  he  said. 

Referring  to  articles  which  appeared  in  the 
Youngstown  Vindicator,  Dr.  Fisher  said: 

“News  of  this  character  should  be  placed  be- 
fore laymen  in  order  to  give  them  a new  con- 
ception of  the  ethics  of  the  medical  profession 
which  has  suffered  because  of  the  materialism  of 
the  time”. 

A friendly  and  cooperative  attitude  was  urged 
by  Dr.  King  in  dealing  with  newspaper  reporters. 

“All  aspects  of  medicine  are  of  news  interest. 
The  public  is  always  interested.  If  we  do  not 
want  to  be  misquoted,  we  must  take  the  time  to 
sit  down  with  reporters  and  explain  the  medical 
attitude  towards  medical  subjects”,  he  said. 

COLLECTION  OF  MEMBERSHIP  DUES 

“Practical  Methods  Which  Can  Be  Used  in  Col- 
lecting Dues  and  Handling  the  Delinquent  Mem- 
ber Problem”,  was  the  subject  discussed  by  Dr. 
Mildred  White  Gardiner,  Middletown,  secretary, 
Butler  County  Medical  Society;  and  Dr.  C.  C. 
Berlin,  Wapakoneta,  secretary,  Auglaize  County 
Medical  Society. 

Dr.  Gardiner’s  prescription  for  collecting  dues 
is  to  stimulate  attendance-  and  interest  in  the 
county  society  meetings,  and  then  “get  after  the 
members  there  to  pay  their  dues”. 

“I  don’t  think  we  make  life  miserable  for  any- 


one, but  no  one  is  in  doubt  in  our  county  as  to 
when  dues  are  payable.  The  officers  of  our  society 
find  that  if  we  can  get  members  to  have  some  re- 
sponsibility about  each  meeting,  dues  will  be  paid 
very  easily.  Members  who  do  not  attend  meet- 
ings regularly  are  placed  on  the  program  in  order 
to  get  them  there”,  she  said. 

Dr.  Berlin  said  he  had  no  startling  methods  for 
collecting  dues,  but  suggested  the  following  prin- 
ciples which  had  proved  successful: 

1.  Make  the  society  and  its  activities  as  help- 
ful as  possible.  Meetings  should  be  held  regularly 
and  at  convenient  hours.  Subjects  should  be 
adapted  to  local  needs  and  of  local  benefit.  Good 
speakers  must  be  provided.  A friendly  spirit 
must  be  created  and  retained  at  all  meetings. 
Occasional  “feeds”  foster  good  feeling  and  keep 
members  interested. 

“The  new  Speakers  Bureau  of  the  State  Asso- 
ciation has  placed  a great  boon  in  the  hands  of 
every  secretary”,  he  said. 

The  prestige  of  being  affiliated  with  organized 
medicine;  the  advantage  of  receiving  The  Ohio 
State  Medical  Journal,  and  the  necessity  of  the 
profession  presenting  a united  front  in  legislative 
matters,  were  offered  by  Dr.  Berlin  as  practical 
arguments  in  convincing  physicians  that  they 
should  maintain  membership  in  their  county  med- 
ical societies. 

COORDINATION  OF  PUBLIC  HEALTH  WORK 

“Suggestions  as  to  Ways  Local  Public  Health 
Activities  Can  Be  Coordinated  and  the  Part  the 
County  Medical  Society  Should  Take  'in  Such  Ac- 
tivities”, was  the  subject  discussed  by  Dr.  W.  D. 
Bishop,  secretary,  Darke  County  Medical  Society; 
Dr.  D.  C.  Brennan,  Akron,  president,  Summit 
County  Medical  Society;  and  Dr.  L.  N.  Irvin, 
Ohio  City,  president,  Van  Wert  County  Medical 
Society. 

Excerpts  of  Dr.  Bishop’s  talk  follow: 

“This  is  probably  a sermon  in  itself.  I will  at- 
tempt to  give  a brief  summary  of  some  of  the 
things  I have  observed  as  a secretary  of  the 
medical  society  and  as  a public  health  officer.  We 
know  that  perhaps  there  have  been  several 
criticisms  leveled  at  the  public  health  administra- 
tion, or  public  health  programs  in  Ohio,  no  doubt 
due  in  part  to  the  fact  that  the  very  structure  of 
the  laws  in  Ohio  are  behind  the  times  and  ai'e 
inadequate,  and  do  not  provide  for  up-to-date 
programs. 

“There  have  been  two  certain  breaches  between 
the  organization  (medical  and  public  health) 
which  mostly  have  been  unfounded  and  due  to 
misunderstandings.  One  thing  is  the  fact  that 
all  communities  or  counties  have  not  been  able  to 
maintain  full-time  health  commissioners  and  full- 
time programs.  Some  part-time  commissioners 
have  put  on  splendid  programs,  but  a properly 
conducted  and  active  public  health  program  can- 
not be  mixed  up  with  the  practice  of  medicine. 
I doubt  if  the  public  health  official  can  mix  his 
business  with  the  active  practice  of  medicine.  He 
must  depend  upon  the  good  will  of  his  fellow 
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practitioners  for  the  work  that  goes  on.  A health 
commissioner  should  be  a health  commissioner 
and  not  anything  else,  if  he  intends  to  succeed  in 
his  locality. 

“The  health  officer  should  confide  in  his  medical 
society  just  what  he  is  trying  to  do.  However,  I 
don’t  think  the  medical  society  should  be  the 
dictator  solely  of  the  policy  on  what  he  is  to  do 
unless  it  understands  what  he  is  trying  to  do. 
A public  health  program  is  primarily  educational. 
That  is  its  purpose.  The  fact  that  it  is  education 
would  naturally  lead  the  men  away  from  the  gen- 
eral practice  of  medicine.  Each  of  these  various 
programs,  immunization,  etc.,  is  up  to  the  local 
communities.  I believe  there  should  be  more  of  a 
uniform  attitude  on  such  programs  as  diphtheria 
immunization,  vaccination,  etc.,  all  over  the  state. 
If  there  is  a different  policy  in  different  counties, 
one  keeps  himself  in  a bad  light. 

“We  will  have  to  get  together  before  very  long 
for  this  reason:  Certain  changes  are  taking  place 
over  the  country.  The  general  public  is  receiving 
education  through  lay  magazines  and  newspapers. 
For  better  or  for  worse,  they  are  getting  it  and 
if  the  medical  profession  is  to  combat  this  we 
must  devise  our  own  method  of  publicity  and 
carry  it  through  regardless  of  what  the  lay 
magazines  teach.  The  sponsors  of  these  lay 
magazines  come  from  the  welfare  groups  which 
are  backing  a great  many  of  these  programs. 
Experience  with  social  workers  has  shown  that 
they  go  out  and  diagnose  and  prescribe  for  pa- 
tients and  if  it  gets  too  difficult  for  them,  they 
then  call  a doctor.  Many  organizations  are  spring- 
ing up.  My  plea  is  for  us  to  get  together,  have 
our  committees  get  together  and  formulate  plans 
and  then  get  together  on  them.  Welfare  organi- 
zations are  putting  a wedge  in  and  we  will  wake 
up  and  find  ourselves  dealing  with  lay  groups. 
United  we  will  stand,  but  divided  we  will  fall,  so 
let’s  get  together.  That  is  my  plea  this  after- 
noon.” 

Dr.  Brennan  pointed  out  that  accurate  vital 
statistics  are  an  essential  part  of  the  Social  Se- 
curity program,  and  urged  that  the  physicians 
in  private  practice  cooperate  more  fully  with 
public  health  departments  in  promptly  reporting 
births,  deaths  and  communicable  diseases. 

In  such  campaigns  as  the  control  of  venereal 
diseases,  Dr.  Brennan  felt  that  public  health  de- 
partments should  concentrate  on  educating  the 
public  and  that  physical  examinations  should  be 
done  by  the  family  physician. 

“Organized  medicine  should  support  proper 
budgets  for  public  health  activities”,  he  said. 

Dr.  Irvin  stated  that  there  was  room  for  im- 
provement in  the  relationship  existing  between 
some  county  medical  societies  and  local  public 
health  organizations.  He  said  that  this  could  be 
remedied  by  a committee  of  the  society  assigned 
to  cooperate  with  the  health  official  in  working 
out  his  program.  Dr.  Irvin  felt  that  the  ideal 
setup  was  a county-wide  health  department 
properly  organized  with  a full-time  physician  in 
-charge,  rather  than  a number  of  local  units, 
handled  on  a part-time  basis.  He  said  that  phy- 
sicians in  private  practice  cooperate  better  with 
.a  health  commissioner  who  is  devoting  all  his 


time  to  public  health  activities,  and  who  attends 
meetings  of  his  county  medical  society. 

* * * 

The  Mid-Year  Organization  Conference  ad- 
journed following  a preview  of  the  motion  picture 
“The  Birth  of  a Baby”,  sponsored  by  the  Ameri- 
can Committee  on  Maternal  Welfare. 

THOSE  WHO  REGISTERED 

Among  members  of  the  Ohio  State  Medical 
Association  and  guests  who  registered  at  the 
Mid-Year  Organization  Conference,  were: 

Adams  County — Hazel  Sproull,  0.  T.  Sproull, 
West  Union.  Ashland  County— Herman  M. 
Gunn,  Ashland;  Elmer  L.  Jackson,  Perrysville. 
Athens  County — A.  L.  Pritchard,  J.  L.  Webb,  Nel- 
sonville.  Auglaize  County — Guy  E.  Noble,  St. 
Marys;  C.  C.  Berlin,  E.  F.  Heffner,  R.  C.  Hunter, 
Wapakoneta.  Belmont  County — C.  W.  Kirkland, 
Bellaire.  Butler  County- — Mildred  White  Gardi- 
ner, Middletown.  Clark  County — F.  P.  Anzinger, 
D.  W.  Hogue,  Springfield.  Clermont  County — 
Allen  B.  Rapp,  Owensville.  Columbiana  County 
— J.  W.  Schoolnic,  East  Liverpool. 

Coshocton  County — W.  F.  Lyons,  E.  M.  Wright, 
Coshocton.  Crawford  County — C.  A.  Lingen- 
felter,  Bucyrus.  Cuyahoga  County — Mr.  H.  Van 
Caldwell,  C.  L.  Cummer,  John  Dickenson,  Geo. 
Edw.  Follansbee,  E.  F.  Kieger,  V.  C.  Rowland, 
Scott  C.  Runnels,  Charles  W.  Stone,  J.  E.  Tuck- 
erman,  Burdett  Wylie,  Cleveland.  Darke  County 
— -W.  D.  Bishop,  Greenville.  Defiance  County— 
D.  J.  Slosser,  Defiance.  Delaware  County — Geo. 
T.  Blydenburgh,  F.  M.  Stratton,  Delaware.  Erie 
County — -Ross  M.  Knoble,  Sandusky.  Fayette 
County — James  F.  Wilson,  Washington  C.  H. 

Franklin  County — J.  B.  Alcorn,  James  A.  Beer, 
John  Dudley  Dunham,  Jonathan  Forman,  Walter 
H.  Hartung,  Louis  N.  Jentgen,  W.  P.  Johnson, 
F.  E.  Mahla,  Mr.  S.  R.  Mauck,  Sidney  McCurdy, 
Russel  G.  Means,  H.  M.  Platter,  C.  C.  Sherburne, 
Wynne  Silbernagel,  A.  W.  Thomas,  Charles  E. 
Turner,  J.  H.  J.  Upham,  T.  Rees  Williams,  Jud- 
son  D.  Wilson,  Columbus. 

Greene  County — S.  C.  Ellis,  Paul  D.  Espey,  H. 
C.  Messenger,  Xenia.  Guernsey  County — F.  Gor- 
don Lawyer,  Cambridge.  Hamilton  County — J. 

A.  Caldwell,  Daniel  J.  Davies,  L.  Howard 
Schriver,  Otto  Seibert,  Emil  R.  Swepston,  Mr. 
R.  A.  Swink,  Cincinnati.  Hancock  County — O.  P. 
Klotz,  T.  A.  Spitler,  Findlay.  Highland  County 
— W.  B.  Roads,  Hillsboro.  Holmes  County — N. 
P.  Stauffer,  Killbuck.  Jefferson  County — F.  R. 
Harrington,  Steubenville.  Logan  County — J.  P. 
Harbert,  Bellefontaine. 

Lucas  County — W.  W.  Beck,  Walter  Brand, 

B.  J.  Hein,  E.  M.  Huffer,  Edward  J.  McCormick, 

C.  L.  McKibben,  Toledo.  Mahoning  County — - 
L.  George  Coe,  James  L.  Fisher,  Claude  B. 
Norris,  R.  B.  Poling,  Wm.  M.  Skipp,  Walter  King 
Stewart,  W.  J.  Tims,  O.  J.  Walker,  Youngstown. 
Marion  County — T.  H.  Sutherland,  Marion.  Me- 
dina County — R.  L.  Mansell,  Medina;  H.  T. 
Pease,  Wadsworth.  Miami  County- — G.  A.  Wood- 
house,  Pleasant  Hill;  J.  F.  Hill,  West  Milton. 
Montgomery  County — E.  L.  Braunlin,  H.  V.  Du- 
trow,  Roy  S.  Binkley,  Miss  Mildred  Jeffrey,  Cle- 
ment D.  Smith,  Dayton.  Morgan  County — A.  A. 
Tombaugh,  McConnelsville. 

Muskingum  County — I.  W.  Curtis,  New  Con- 
cord; E.  R.  Brush,  Beatrice  T.  Hagen,  Robert 


December,  1937 


Mid-Year  Organization  Conference 


1349 


S.  Martin,  Zanesville.  Ottawa  County — F.  E. 
Miller,  Curtice;  Cyrus  R.  Wood,  Port  Clinton. 
Perry  County — W.  D.  Porterfield,  Junction  City; 
F.  J.  Crosbie,  New  Lexington.  Pike  County — 

I.  P.  Seiler,  Piketon.  Richland  County— Charles 
R.  Keller,  Mansfield.  Sandusky  County — C.  I. 
Kuntz,  Fremont.  Scioto  County — Dow  Allard, 
W.  D.  Micklethwaite,  H.  C.  O’Roark,  Portsmouth. 

Seneca  County — Robert  W.  Chamberlain,  R.  R. 
Hendershott,  Edmund  F.  Ley,  Tiffin.  Stark 
County — J.  P.  DeWitt,  C.  B.  King,  L.  E.  Leaven- 
worth, G.  F.  Zinninger,  Canton.  Summit  County 
— 0.  P.  Allen,  Robert  T.  Allison,  Jr.,  D.  C.  Bren- 
nan, Harry  S.  Davidson,  R.  S.  Friedley,  D.  B. 
Lowe,  A.  P.  Ormond,  F.  C.  Potter,  F.  B.  Roberts, 

J.  R.  Shoemaker,  Carl  R.  Steinke,  Akron.  Tus- 
carawas County — William  E.  Hudson,  New  Phila- 
delphia. 

Union  County— H.  G.  Southard,  Marysville; 
John  Dean  Boylan,  Milford  Center.  Van  Wert 
County — L.  N.  Irvin,  Ohio  City.  Washington 
County — W.  E.  Radeliffe,  Caldwell;  M.  S.  Muskat, 
Marietta.  Wood  County — Daniel  R.  Barr,  Grand 
Rapids. 

Dr.  R.  G.  Leland,  Chicago,  Illinois;  Dr.  R.  C. 
Williams,  Washington,  D.  C.;  M.  E.  Hayes,  In- 
dianapolis, Indiana,  and  A.  L.  Sorenson,  Colum- 
bus, Ohio. 


New  Gifts  Are  Made  to  College  of  Medi- 
cine, University  of  Cincinnati 

At  a meeting  of  the  University  of  Cincinnati 
Board  of  Directors,  November  2,  announcement 
was  made  of  the  following  gifts  to  the  College 
of  Medicine:  $3,000  from  Mrs.  Christian  R. 
Holmes  for  additional  administrative  expense  for 
1937-1938;  $1,000  from  A.  P.  Strietmann  for 

research  in  the  department  of  physiology;  $250 
from  Mrs.  Frederick  A.  Geier  to  aid  the  work 
of  Dr.  Tom  D.  Spies,  associate  professor  of  medi- 
cine, and  Dr.  Charles  D.  Aring,  instructor  in 
medicine,  in  nutritional  diseases;  $244.85  from  the 
Cincinnati  College  of  Surgeons  for  the  College  of 
Medicine  student  loan  fund. 

Dr.  Clare  R.  Rittershofer  was  advanced  in  rank 
from  instructor  to  assistant  professor  of  pedi- 
atrics. 

Appointments  to  the  staff  of  the  College  of 
Medicine  included:  Dr.  Harry  N.  Jurow,  resident 
in  pathology,  Hamilton  County  Tuberculosis 
Sanatorium;  Dr.  Alfred  Weiner,  houseman  on  the 
dermatological  service,  Cincinnati  General  Hos- 
pital; Drs.  M.  Leo  Furcolow  and  Thomas  Weaver, 
research  assistants  in  pediatrics;  Drs.  Marcus  J. 
Magnussen,  Kennth  C.  Sharrets,  William  Mon- 
tanus  and  Fan  Hai-Shan,  clinicians  in  the  sur- 
gical clinic,  Out-Patient  Dispensary;  and  Dr. 
Edward  C.  Elsey,  assistant  resident  radiologist, 
Cincinnati  General  Hospital. 

The  following  resignations  were  accepted:  Dr. 
William  W.  Wall,  resident  radiologist,  Cincin- 
nati General  Hospital,  and  Dr.  Joseph  B.  Bieder- 
man,  assistant  in  medicine  and  clinical  Out- 
Patient  Dispensary. 


A.M.A.  EXHIBIT  BLANKS 

Application  blanks  are  now  avail- 
able for  space  in  the  Scientific  Ex- 
hibit at  the  San  Francisco  Session  of 
the  American  Medical  Association, 
June  13-17,  1938.  The  Committee  on 
Scientific  Exhibit  requires  that  all 
applicants  fill  out  the  regular  forms. 

Application  blanks  may  be  obtained 
from  the  Director,  Scientific  Exhibit, 
American  Medical  Association,  535 
North  Dearborn  Street,  Chicago, 
Illinois. 


Symposium  on  Syphilis 

The  Section  on  Medical  Sciences  of  the  Ameri- 
can Association  for  the  Advancement  of  Science 
will  sponsor  a symposium  on  syphilis  at  the  next 
annual  meeting  to  be  held  at  the  Antlers  Hotel, 
Indianapolis,  Indiana,  December  27,  1937,  to 
January  1,  1938.  Competent  physicians  have  been 
invited  to  prepare  a series  of  papers  on  basic 
principles,  stressing  the  scientific  rather  than  the 
public  health  side  of  the  disease.  Meetings  of 
the  Medical  Section  are  scheduled  for  Tuesday, 
Wednesday  and  Thursday,  December  28,  29  and 
30.  Included  among  the  guest  speakers  are  Dr. 
Roy  W.  Scott  and  Dr.  Benjamin  S.  Kline,  Cleve- 
land, and  Dr.  Walter  M.  Simpson,  Dayton.  A com- 
plete program,  with  details  concerning  the  meet- 
ing, can  be  obtained  by  writing  Malcolm  H.  Soule, 
secretary  of  the  Section  on  Medical  Sciences, 
American  Association  for  the  Advancement  of 
Science,  Ann  Arbor,  Michigan. 


“Xervac”  Not  on  Approved  List 

At  a recent  meeting  of  the  Council  on  Physical 
Therapy  of  the  American  Medical  Association,  it 
was  voted  to  exclude  the  Crosley  Xervac,  pro- 
duct of  the  Crosley  Radio  Corporation,  Cincinnati, 
from  its  list  of  accepted  devices. 

The  apparatus,  used  in  barber  shops  and  beauty 
parlors,  according  to  the  manufacturer,  is  “de- 
signed to  stimulate  and  aid  the  growth  of  hair 
and  develop  a healthy  scalp  condition  by  increas- 
ing the  efficiency  of  the  circulation  of  blood  in  the 
deep  tissues  of  the  scalp”.  After  investigating 
the  apparatus  and  studying  27  cases  treated  with 
it,  the  Council  was  of  the  opinion  that  the  results 
of  the  investigation  failed  to  support  the  claims 
of  the  manufacturer.  The  Council’s  detailed  re- 
port on  the  subject  appears  in  the  November  13, 
1937,  issue  of  The  Journal  of  the  A.M.A. , page 
1635. 


ETHICS,  PROFESSIONAL  CONDUCT  AND  DISCIPLINARY  ACTION 

By  GEO.  EDW.  FOLLANSBEE.  M.D.,  Cleveland,  Ohio 
Chairman,  Judicial  Council,  American  Medical  Association 


PROFESSIONAL  ethics  in  late  years  have 
been  uninteresting  to  many  members  of 
the  profession.  At  one  time  it  was  a widely 
discussed  subject  but  since  the  world  war  the 
economics  of  medical  practice  seems  to  have 
superseded  ethics  in  popularity.  In  the  discus- 
sion of  economics  the  ethics  of  practice  have 
almost  been  forgotten  although  the  ethical  prin- 
ciples' of  organized  medicine  are  an  essential 
feature  of  any  economic  problem  and  cannot  be 
disregarded  in  arriving  at  any  proper  solution. 
A proposed  solution  in  which  ethical  principles 
are  ignored  in  the  end  is  bound  to  fail. 

The  Principles  of  Ethics  are  established  pri- 
marily for  the  good  of  the  people  and  ignoring 
them  will  eventually  result  in  harm  to  the  popula- 
tion for  whose  welfare  the  medical  profession 
exists  and  works.  The  changed  psychology  fol- 
lowing the  war  of  the  people  at  large,  and  the 
members  of  our  profession  with  them,  has  not 
been  improved  by  the  depression  through  which 
we  have  passed,  or  through  which  we  are  passing, 
whichever  verb  will  later  prove  to  be  correct. 
The  economic  side  of  medical  practice  at  least  is 
improving  and  there  is  less  excuse  than  formerly 
for  ignoring  the  unethical  practices  which  have 
been  winked  at  or  ignored  on  the  basis  of  eco- 
nomic necessity.  It  is  time  for  the  official  bodies 
representing  organized  medicine  to  tighten  up  on 
the  application  of  ethical  principles  and  correct 
unethical  situations  which  common  knowledge 
knows  to  exist  within  our  membership. 

Some  practices  are  so  widespread  or  involve 
such  prominent  or  influential  members  of  our  or- 
ganization, or  both,  that  they  are  beyond  the 
ability  of  a county  society  or  a state  association 
to  correct.  Some  may  be  even  beyond  the  ability 
of  the  national  organization  but  most  of  the 
abuses  are  local  and  can  be  handled  by  the  county 
and  state  organizations  if  the  will  to  do  so  is 
present  in  its  officers.  One  predominating  reason 
why  this  is  not  better  accomplished  is  that 
present  procedure  requires  that  some  individual 
must  prefer  charges  and  prosecute  them.  No  in- 
dividual wants  to  bear  the  odium  connected,  nor 
will  he  unless  the  unethical  acts  harm  or  anger 
him  personally. 

MACHINERY  OBSOLETE 

The  natural  consequence  is  that  unethical  prac- 
tices that  are  a matter  of  common  knowledge 
proceed  unrebuked  and  sometimes  to  the  extent 
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that  so  many  are  tarred  by  the  unethical  brush 
that  enough  clean  hands  cannot  be  found  to  han- 
dle the  situation.  Our  machinery  is  at  fault.  It 
is  obsolete.  It  may  have  been  efficient  at  one 
time  when  unethical  practices  were  few  and  when 
members  held  their  ethical  standing  as  their 
highest  ambition.  But  those  were  literally  the 
“horse  and  buggy  days”.  We  are  now  in  the 
speed  and  whirl  of  a machine  age  and  our  ma- 
chinery needs  to  be  made  effective  for  the  times 
and  problems.  Our  ethics  need  no  change.  A 
study  of  the  methods  and  processes  of  administer- 
ing the  criminal  laws  might  offer  some  helpful 
suggestions  for  improvement  in  procedure. 
But  what  is  needed  just  as  badly  as  im- 
proved machinery  is  a higher  appreciation  of  the 
idealism  inherent  in  the  practice  of  medicine  by 
our  membership  at  large,  accompanied  by  a 
laudable  degree  of  intestinal  fortitude,  par- 
ticularly by  the  officers  who  have  been  chosen  to 
lead  and  carry  on  the  work  and  ideals  of  our  pro- 
fession. It  is  to  them  we  must  look  for  results. 
Even  when  a machine  is  provided  it  won’t  run 
itself. 

It  is  apparent  to  me  that  the  profession  as  a 
whole  needs  some  stimulation  to  become  more 
acutely  conscious  of  abuses  which  exist  and  some 
housecleaning  should  be  done  by  some  county 
societies.  Now,  as  to  the  situation  in  Ohio.  Speak- 
ing in  general  of  the  ethical  conditions  and  the 
success  in  handling  them,  Ohio  is  an  average 
state.  Some  states  are  much  worse  and  some 
states  are  better. 

There  is  a tendency  on  the  part  of  individual 
members  and  occasionally  county  societies  to 
make  complaints  concerning  local  and  sometimes 
general  situations  to  the  Judicial  Council  and 
expect  the  Council  to  right  their  grievances.  This 
the  Judicial  Council  has  no  authority  to  do.  Nor 
is  it  advisable  that  such  authority  be  given.  The 
instances  are  not  uncommon  of  specific  cases 
being  presented  in  writing,  asking  a decision  as 
to  whether  an  individual  under  the  detailed  cir- 
cumstances is  guilty  of  unethical  conduct.  Such 
instances  are  always  ex  parte  statements  and 
should  the  Council  express  an  opinion  on  the 
statements  it  might  be  much  embarrassed  if  ac- 
tion taken  on  its  opinion  later  should  come  before 
it  on  appeal  to  find  it  had  decided  a case  after 
hearing  but  one  side. 

SEPARATE  “RULES”  UNNECESSARY 

There  is  a growing  practice  of  county  societies 
adopting  “rules  of  conduct”  for  its  members, 
short-circuiting  the  Principles  of  Medical  Ethics 


1350 


December,  1937 


Ethics  and  Disciplinary  Action 


1351 


in  order  to  “get”  a particular  member  or  group 
of  members.  Illustrating:  A county  society  in 

its  by-laws  made  provision  to  establish  rules  of 
conduct  violation  of  which  automatically  expelled 
from  membership.  A rule  was  passed  that  any 
member  practicing  in  a certain  hospital  after  a 
cer+ain  date  by  such  practice  automatically  barred 
himself  from  membership.  This  rule  was  adopted 
at  a meeting  of  the  society  with  a small  number 
in  attendance  for  the  purpose  of  expelling  a par- 
ticular group  of  members.  The  by-laws  provided 
for  expulsion  on  a two-thirds  vote  after  a trial 
on  charges  by  the  society.  Thus  a small  propor- 
tion of  the  society  by  the  adoption  of  a “rule  of 
conduct”  expelled  members  who  possibly  would 
not  have  been  expelled  if  brought  to  trial  accord- 
ing to  the  by-laws.  The  case  came  to  the  Judicial 
Council  on  appeal.  The  claim  of  justification  of 
expulsion  was  that  the  practice  in  that  hospital 
was  unethical.  Possibly  so,  but  if  so  why  should 
not  charges  be  preferred  under  the  by-laws  and 
the  accused  given  a hearing?  All  rules  of  con- 
duct have  as  their  base  the  Principles  of  Medical 
Ethics.  Or,  if  not,  there  should  be  no  rule,  viola- 
tion of  which  would  deprive  a physician  of  mem- 
bership in  organized  medicine.  The  Principles  of 
Medical  Ethics  are  broad  enough,  fundamental 
enough  to  cover  any  situation  which  may  arise 
warranting  disciplinary  measures.  There  is  no 
real  need  for  separate  rules  of  conduct  and  their 
use  only  complicates  and  sometimes  defeats  an 
already  difficult  situation. 

RIGHT  OF  APPEAL 

Most  constitutions  and  by-laws  of  county  so- 
cieties provide  that  the  county  society  shall  be 
the  judge  of  its  own  members  and  few,  if  any, 
state  associations  have  provisions  in  their  con- 
stitutions or  by-laws  giving  the  association 
power  to  compel  a county  society  to  admit  to 
membership  a person  not  acceptable  to  the  so- 
ciety. But  having  accepted  an  applicant  into  the 
society,  the  sole  authority  over  the  member  ceases 
because  by  that  acceptance  into  membership  the 
person  becomes  automatically  a member  of  the 
state  association  and  of  the  national  organization. 
He  has  the  additional  privileges  and  advantages 
of  the  larger  bodies,  and  those  bodies  themselves 
have  the  same  interest  in  their  membership  as 
has  the  county  society.  Therefore,  review  of  dis- 
ciplinary measures  imposed  by  the  county  society 
are  subject  to  appeal  to  the  state  association  and 
from  the  state  association  to  the  national  body 
at  the  pleasure  of  the  member  disciplined. 

The  Judicial  Council  is  restricted  in  its  hearing 
to  matters  of  law  and  procedure  and  ethical  inter- 
pretations. It  may  not  consider  the  facts  and 
determine  the  guilt  or  innocence  of  the  charges. 
Its  province  is  to  decide  whether  or  not  the  ac- 
cused has  had  a fair  trial  and  has  not  been  de- 
prived of  his  rights  of  defense.  He  cannot  be  de- 


prived of  his  right  to  appeal  to  the  Judicial 
Council.  The  state  association  is  not  so  restricted 
in  its  hearing  on  appeal  from  the  county  society 
action.  In  most  associations  the  by-laws  provide 
that  a member  may  appeal  to  the  Council  from 
the  action  of  a,  county  society  and  if  efforts  at 
conciliation  fail  he  “shall  be  heard  by  the  Coun- 
cil”. A hearing  means  an  opportunity  to  appear 
before  the  Council,  present  his  evidence  and  argue 
his  case.  The  Council  may  consider  his  guilt  or 
innocence  as  well  as  the  law  and  procedure  fol- 
lowed at  his  trial  before  the  county  society  and 
may  approve,  modify  or  annul  the  action  of  the 
county  society.  The  Council  may  go  as  fully  into 
the  details  of  the  case  as  the  original  trial  body. 

FAULTY  PROCEDURE  TO  BLAME 

For  several  years,  as  a member  of  the  Judicial 
Council  of  the  A.M.A.,  I have  had  the  oppor- 
tunity, and  it  has  been  my  duty,  to  review  the  pro- 
cess by  which  alleged  delinquent  members  of 
county  societies  have  been  disciplined  by  their 
local  organizations.  All  of  these  cases  have  come 
before  the  Judicial  Council  on  appeal  from  the 
state  associations  upholding  the  actions  of  the 
county  societies.  In  too  many  instances  the  de- 
cisions of  the  state  and  county  organizations  have 
required  reversal  because  of  faulty  procedure  in 
some  major  matter  which  could  not  be  ignored  or 
justified  by  an  impartial  court.  In  consequence 
some  few  expelled  members,  who  probably  should 
have  been  expelled,  have  had  to  be  restored  to 
membership.  This  experience  indicates  that  mis- 
understanding of  judicial  procedure,' passion  and 
prejudice  in  the  conducting  of  trials,  slipshod  and 
disorderly  hearings  and  “railroading”  of  accused 
members  is  not  confined  to  any  one  section  of  the 
country. 

SOME  BASIC  PRINCIPLES 

This  being  so,  it  may  not  be  out  of  place  to 
discuss  some  basic  principles  which  are  essential 
to  make  disciplinary  measures  effective. 

1.  There  should  be  a punctilious  following 
of  the  procedure  laid  down  in  the  constitution 
and  by-laws  of  the  county  medical  society. 

2.  The  charges  should  be  specific  and  should 
state  wherein  the  constitution  and  by-laws  or 
the  Principles  of  Medical  Ethics  have  been 
violated. 

3.  A definite  time  not  earlier  than  the  period 
provided  in  the  by-laws  should  be  set  for  the 
hearing. 

4.  Copies  of  the  charges  and  of  the  time  of 
hearing  should  be  personally  delivered  to  the 
accused  or  sent  by  registered  mail,  receipt 
demanded. 

5.  A reasonable  opportunity  must  be  given 
the  accused  to  appear  and  produce  his  defense 
at  the  trial. 
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6.  The  evidence  submitted  should  be  con- 
fined to  the  specific  charges. 

7.  A complete  report,  stenographic  if  pos- 
sible, with  copies  of  exhibits  should  be  made. 

8.  Judgment  should  be  based  only  on  testi- 
mony concerning  matters  specified  in  the 
charges. 

The  constitution  of  any  society  is  the  written 
basis  of  organization  and  the  by-laws  are  the 
rules  governing  it.  The  language  used  is  care- 
fully considered  and  words  are  chosen  to  definitely 
express  the  intent  of  the  body.  Shall  means 
shall  and  not  may.  Fifteen  days  means  fifteen 
days  and  not  fifteen  working  days.  When  the 
plainly  written  text  of  the  by-laws  is  not  scru- 
pulously followed  the  door  is  opened  to  possible 
reversal  of  the  society  action  in  case  appeal  is 
taken.  The  liberties  that  are  sometimes  taken 
with  the  rules  of  procedure  for  the  disciplining  of 
members  is  surprising  and  occasionally  unbe- 
lievable. 

SOME  CASES  CITED 

In  one  case  a county  society  made  a very  in- 
definite charge  against  a member  in  the  form  of 
a request  to  appear  before  the  organization  to 
explain  some  features,  not  specified,  in  connection 
with  his  practice.  He  inquired  of  the  secretary 
of  the  society  as  to  what  features  were  under  con- 
sideration and  whether  witnesses  or  documents 
would  be  wanted.  The  secretary,  as  he  himself 
testified,  was  intentionally  indefinite  in  his  reply. 
The  member  appeared  and  found  to  his  confusion 
a number  of  specific  charges  made  by  an  in- 
vestigating committee,  all  of  which  could  be 
substantiated  or  refuted  by  witnesses  and  docu- 
mentary evidence.  He  denied  all  the  charges  and 
stated  that  if  the  body  desired  he  would  bring  in 
sworn  testimony  to  support  his  statements.  He 
was  then  attacked  by  a barrage  of  questions 
covering  many  things  not  included  in  the  investi- 
gating committee’s  report  at  the  end  of  which  he 
was  excluded  from  the  room  and  shortly  called 
back  to  be  informed  that  he  had  been  expelled. 
This  is  one  of  the  worst  cases  that  has  come  to 
my  attention.  Other  cases  have  had  some,  if  not 
so  many,  major  errors  compelling  the  Judicial 
Council  to  reverse  the  state  association  on  the 
basis  of  the  accused  not  having  had  a fair  trial. 
In  the  particular  case  cited  it  was  contended  by 
the  county  society,  upheld  by  the  state  associa- 
’ tion,  that  by  appearing  at  the  hearing  in  spite  of 
the  irregularity  of  the  charges  the  accused  had 
waived  all  his  rights  given  him  by  the  by-laws 
of  the  county  society  and  of  the  state  association. 
The  Judicial  Council  took  the  position  that  if  a 
claim  of  waiver  of  rights  is  made,  those  making 
the  claim  must  produce  a reasonable  showing  that 
a waiver  was  intended. 

CHARGES  SHOULD  ‘BE  SPECIFIC 
A charge  of  a general  nature  should  not  be 


used  for  the  disciplining  of  a member  if  specific 
charges  are  available,  and  in  all  charges  the  cir- 
cumstances should  appear  upon  which  the  charges 
are  based.  If  there  has  been  a violation  of  the 
constitution  or  by-laws,  that  portion  of  the  con- 
stitution and  by-laws  which  had  been  violated 
should  be  specified  and  the  manner  of  violation 
stated.  A similar  procedure  should  be  followed  in 
violations  of  ethics.  In  a recent  case  the  charges 
served  on  a member  read  as  follows: 

“I  am  instructed  to  inform  you  that  charges 
of  unprofessional  conduct  have  been  preferred 
against  you.  In  accordance  with  the  Con- 
stitution and  By-Laws  I am  therefore  notify- 
ing you  that  the  Executive  Committee  will 
meet  with  you  (at  such  and  such  a time  and 
place).  This  will  give  you  the  opportunity  to 
appear,  if  you  wish  to,  before  the  Committee 
to  answer  the  charges.  I enclose  a marked 
copy  of  the  Constitution  and  By-Laws.” 

Signed  Secretary. 

This  man  requested  of  the  secretary  informa- 
tion as  to  what  act  or  acts  of  his  were  unprofes- 
sional and  was  informed  he  would  learn  when  he 
appeared  to  defend  himself.  He  did  appear  and 
objected  strenuously  to  the  vagueness  of  the 
charges.  Notwithstanding  his  objections  he  was 
submitted  to  a round-table  questioning  concerning 
his  income,  his  family  affairs,  his  fraternal  so- 
ciety affiliations,  his  religion,  his  citizenship,  cer- 
tain cases  in  his  practice,  etc.,  etc. — apparently 
anyone  asked  him  any  question  coming  to  mind, 
at  the  end  of  which  inquisition  he  was  disciplined. 
An  accused  has  not  had  an  opportunity  to  defend 
himself  unless  he  previously  knows  in  detail  of 
what  he  is  accused.  A man  cannot  be  brought  to 
trial  as  a thief  unless  he  is  specifically  charged 
with  having  stolen  a certain  thing,  and  neither 
can  he  be  properly  charged  a thief  and  on  that 
indictment  tried  and  convicted  of  murder.  And 
yet  that  is  essentially  what  happens  in  many  in- 
stances of  the  disciplining  of  members  by  county 
societies. 

ADDITIONAL  PROCEDURE  OUTLINED 

The  delivering  in  person  of  the  charges  or  the 
sending  of  them  by  registered  mail,  receipt  de- 
manded, may  seem  like  a useless  formality  but 
what  answer  can  the  society  have  if  suspension 
or  expulsion  of  the  accused  is  meted  out  in  his 
absence  and  later  an  appeal  is  taken  on  the 
grounds  that  no  charges  were  ever  received  and 
the  accused  had  no  knowledge  that  charges  had 
been  preferred?  Such  instances  have  occurred. 

At  the  trial  the  accused  must  have  the  oppor- 
tunity of  hearing  all  the  evidence  produced 
against  him  and  objecting  to  such  evidence  as 
does  not  bear  upon  the  charges.  Evidence  that  he 
belonged  to  the  Ku  Klux  Klan,  or  was  separated 
from  his  wife,  or  that  he  had  a patient  die  in  his 
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office,  could  have  no  bearing  in  a charge  of  un- 
ethical contract  practice,  for  instance.  Such  evi- 
dence might  have  some  bearing  on  his  general 
reputation  or  on  the  desirability  of  his  being  a 
member  of  the  society  but  unless  he  is  charged 
with  such  general  and  vague  accusations,  such  evi- 
dence cannot  be  accepted  by  the  appellate  body  as 
competent.  On  the  contrary,  the  inclusion  of  such 
evidence  gives  the  impression  to  an  impartial 
court  of  personal  animus  or  factional  fight  and 
an  attempt  to  “railroad”  the  member  from  the 
society.  At  this  point  it  might  be  well  to  point 
out  that  suspension  of  membership  in  or  ex- 
pulsion from  the  county  society  is  not  the  limit 
of  the  punishment  for  the  same  action  suspends 
or  expels  the  member  from  the  state  society  and 
deprives  him  of  his  membership  and  fellowship  in 
the  A.M.A. 

Disciplinary  action  is  at  best  a most  disagree- 
able proceeding  and  often  leaves  scars  of  ani- 
mosity which  cannot  be  erased.  It  should  be 
taken  only  after  sincere  efforts  at  correction  by 
moral  suasion  have  failed.  But  if  and  when  action 
is  taken  the  greatest  care  should  be  exercised  to 
follow  the  procedure  provided  in  the  by-laws, 
confine  the  evidence  and  argument  to  the  charges 
as  made,  give  the  accused  a proper  opportunity  to 
defend  himself,  base  the  verdict  on  the  evidence 
submitted  and  keep  a record  which  each  side  can 
approve  as  correct  and  which  is  in  sufficient  de- 
tail to  enable  an  appellate  court  to  form  an  intel- 
ligent judgment. 


Refresher  Courses  in  Obstetrics  and 
Pediatrics  Held  By  State  Bureau 

Refresher  courses  in  obstetrics,  under  the  aus- 
pices of  the  Bureau  of  Child  Hygiene  and  Ma- 
ternal Welfare,  State  Department  of  Health,  will 
be  held  at  Greenville,  December  1,  and  Springfield, 
December  2.  Physicians  in  Darke,  Preble,  Miami 
and  Montgomery  counties  have  been  invited  to 
the  Greenville  meeting  which  will  be  held  at  the 
First  Christian  Church,  and  which  will  be  con- 
ducted by  Dr.  Arthur  J.  Skeel,  Cleveland.  The 
Springfield  meeting,  for  physicians  of  Mont- 
gomery, Greene,  Clark,  Champaign  and  Madison 
counties,  will  be  held  at  the  City  Hospital.  The 
speaker  will  be  Dr.  Scott  C.  Runnels,  Cleveland. 

Similar  courses  in  pediatrics  were  to  be  held  at 
Bethel,  November  29,  and  at  Lebanon,  November 
30.  Physicians  from  Clermont,  Brown,  Adams 
and  Clinton  counties  were  expected  to  attend  the 
meeting  at  Bethel;  and  Butler,  Warren,  Clinton 
and  Hamilton  county  physicians,  the  Lebanon 
meeting.  Speakers  appearing  on  the  program 
were  Dr.  Elmer  G.  Horton  and  Dr.  Marion  L. 
Ainsworth,  Columbus. 

These  courses  are  part  of  the  Federal  Social 
Security  Program.  There  is  no  registration  fee. 


Postgraduate  School  In  Psychiatry  Held 
at  Ohio  State  University 

The  Ohio  Institute  of  Postgraduate  Training 
In  Psychiatry  and  Allied  Branches  of  Medicine 
was  presented  at  the  Ohio  State  University  Col- 
lege of  Medicine,  October  23  to  November  20, 
for  physicians  in  the  various  state  mental  hygi- 
ene institutions.  Dr.  J.  F.  Bateman,  superin- 
tendent, Columbus  State  Hospital,  was  director 
of  the  school.  Other  members  of  the  faculty 
were:  Dr.  E.  A.  Baber,  superintendent,  Longview 
State  Hospital;  Charles  Scott  Berry,  Ph.D.,  di- 
rector, State  Bureau  of  Special  and  Adult  Edu- 
cation; Dr.  Roy  J.  Secrest,  assistant  medical  di- 
rector, State  Industrial  Commission;  C.  H.  Cal- 
houn, Ph.D.,  director,  State  Bureau  of  Juvenile  Re- 
search; James  C.  Woodward,  warden,  Ohio  Peni- 
tentiary; Dr.  F.  LeGrande  Reiser,  superintendent, 
Institution  for  Feeble-Minded,  Columbus;  G.  Oscar 
Russell,  Ph.D.,  professor  of  speech,  Harold  E. 
Burtt,  Ph.D.,  Horace  B.  English,  Ph.D.,  Henry 
Herbert  Goddard,  Ph.D.,  Herbert  A.  Toops,  Ph.D., 
professors  of  psychology,  Ohio  State  University; 
and  the  following  members  of  the  faculty  of  the 
Ohio  State  University  College  of  Medicine:  Dr.  J. 
H.  J.  Upham,  Dr.  Hugh  G.  Beatty,  Dr.  Raymond 
C.  Cunningham,  Dr.  Charles  A.  Doan,  Dr.  J.  K. 
Ferguson,  Dr.  Jonathan  Forman,  Dr.  Albert  D. 
Frost,  Dr.  George  T.  Harding,  Dr.  Frank  A.  Hart- 
man, Dr.  Hans  0.  Haterius,  Dr.  Emery  R.  Hay- 
hurst,  Dr.  Fred  A.  Hitchcock,  Dr.  Paul  N.  Hud- 
son, Dr.  Philip  T.  Kneis,  Dr.  Harry  E.  LeFever, 
Dr.  Francis  N.  Maxfield,  Dr.  Carl  V. -Moore,  Dr. 
George  I.  Nelson,  Dr.  Dwight  M.  Palmer,  Dr. 
Herbert  M.  Platter,  Dr.  George  H.  Ruggy,  Dr. 
Clayton  S.  Smith,  Dr.  Lawrence  H.  Snyder,  Dr. 
L.  H.  Van  Buskirk,  Dr.  Emmerich  von  Haam,  Dr. 
Franklin  C.  Wagenhals,  and  Dr.  Bruce  K.  Wise- 
man. 

Physicians  who  received  diplomas  at  the  com- 
pletion of  the  course  were: 

Dr.  W.  R.  Hutchinson,  Athens  State  Hospital; 
Dr.  Harold  E.  Brown,  Cleveland  State  Hospital; 
Dr.  A.  R.  Petty,  Dayton  State  Hospital;  Dr.  Earl 
Crafts,  Lima  State  Hospital;  Dr.  Leonard  Dud, 
Longview  State  Hospital,  Cincinnati;  Dr.  Irville 
S.  Rian,  Massillon  State  Hospital;  Dr.  Milton 
P.  Smith,  Toledo  State  Hospital;  Dr.  Samuel 
L.  Bossard,  Dr.  Earnest  Wood,  Ohio  Hospital 
for  Epileptics,  Gallipolis;  Dr.  P.  C.  Clark,  Institu- 
tion for  Feeble-Minded,  Orient;  Dr.  G.  A. 
Alpert,  Institution  for  Feeble-Minded,  Apple 
Creek;  Dr.  Clarence  P.  Somsel,  Columbus  State 
Hospital. 


Dayton — Dr.  Walter  M.  Simpson  spoke  on 
“Fever  Therapy”  at  the  annual  meeting  of  the 
Colorado  State  Medical  Society  held  in  Denver 
recently. 


POLICY  OF  ORGANIZED  MEDICINE  TOWARD  HOSPITAL 
INSURANCE  PROGRAMS 

By  R.  G.  LELAND,  M.D.,  Chicago,  Illinois 
Director,  Bureau  of  Medical  Economics,  American  Medical  Association 


THE  first  organized  payment  plan  for  hos- 
pital services  offered  to  the  general  pub- 
lic by  a hospital  was  that  of  the  Grinnell 
Community  Hospital,  Grinnell,  Iowa,  which  be- 
gan operation  in  1918.  Subscription  rates  were 
$8  a year  for  single  persons  and  $12  for  hus- 
band and  wife,  with  $5  for  the  first  child  and 
$2.50  for  each  additional  child.  Later,  students 
of  Grinnell  College  were  admitted  for  $5  per 
college  year.  The  benefits  included  three  weeks 
of  hospital  care,  consisting  of  board  and  room 
and  floor  nursing  service,  but  did  not  include 
use  of  the  operating  room  or  the  delivery  room, 
roentgen  or  laboratory  examinations,  dressings 
or  special  nursing.  This  plan  is  still  in  opera- 
tion and  has  remained  practically  unchanged  in 
rates,  contract  provisions  or  size  of  membership. 

Since  the  inception  of  the  group  hospitaliza- 
tion idea  in  Grinnell,  Iowa,  a total  of  about  200 
group  hospitalization  plans  have  been  proposed. 
At  present  60  or  more  of  these  plans  are  in  oper- 
ation. As  of  January  1,  1937,  the  total  known 
membership  was  about  700,000,  consisting  of 

45,000  subscribers  and  250,000  dependents.  Dur- 
ing the  year  1936,  the  membership  increased  from 

300,000  to  about  700,000,  or  133  per  cent.  There 
have  been  organized  also  nine  hospital  insur- 
ance companies,  three  of  which  have  about 

33,000  policyholders. 

SERVICES  SHOULD  BE  LIMITED 

Group  hospitalization,  by  its  very  name,  con- 
notes that  the  relationship  is  one  of  direct 
arrangements  between  hospitals  and  groups  and 
that  the  use  of  hospital  facilities  alone  is  the 
service  bargained  for.  Group  hospitalization, 
then,  is  a plan  whereby  a hospital  or  an  asso- 
ciation of  hospitals  contracts  with  classified 
groups  of  persons  to  furnish  hospital  care 
when  needed  in  return  for  the  periodic  payment 
or  repayment  of  a stipulated  sum  by  every  mem- 
ber of  the  group.  A bona  fide  group  hospitali- 
zation plan  should  exclude  all  professional  or 
medical  services  of  physicians  or  surgeons,  pathol- 
ogists, radiologists,  physical  therapists,  anes- 
thetists, and  special  nurses.  Strictly  speaking, 
these  plans  should  deal  only  with  groups  of  a 
homogeneous  nature  (teachers,  department  store 
employees,  transportation  employees,  and  others) 
to  lessen  the  problems  of  collecting  subscriptions 
and  securing  the  enrollment  of  good  risks.  How- 


Address  at  Second  Annual  Mid-Year  Organization  Con- 
ference, Ohio  State  Medical  Association,  held  October  24, 
1937,  Columbus,  Ohio. 


ever,  if  a sufficiently  large  number  of  persons 
can  be  secured,  they  are  frequently  enrolled  as 
a special  group  at  a slightly  higher  rate. 

Enrollment  estimates  are  based  primarily  on 
the  number  of  gainfully  occupied  persons  in  the 
community.  While  the  estimates  of  the  pro- 
portion of  employed  groups  that  will  be  enrolled 
vary  all  the  way  from  6 to  50  per  cent,  it  is  esti- 
mated that  about  10  per  cent  will  become  sub- 
scribers (the  enrollment  of  dependents  will  not 
be  considered,  for  the  sake  of  simplicity).  For  a 
community  of  100,000  employed  persons  it  would 
therefore  be  estimated  that  10,000  persons  would 
subscribe  to  the  plan. 

INTERESTING  STATISTICS 

The  expected  • hospitalization  will  necessarily 
vary  according  to  the  benefits  and  limitations  of 
the  contract  and  the  type  of  community,  but  it 
is  generally  accepted  that  about  one  patient 
day  per  member  annually  will  be  the  hospitaliza- 
tion experience.  Accordingly,  it  is  expected  that 
about  10  per  cent  of  the  membership  will  be 
hospitalized  for  an  average  stay  of  10  days.  In 
other  words,  for  the  membership  of  10,000,  about 

1,000  persons  would  be  hospitalized  for  a total 
period  of  10,000  days  each  year. 

In  the  determination  of  the  costs,  a flat  sum 
of,  say,  $6  per  member  is  estimated  to  be  ade- 
quate to  pay  for  the  average  patient  day  cost, 
including  allowances  for  bed  and  board,  oper- 
ating room,  anesthetic,  routine  laboratory  ser- 
vices and  routine  medicines;  $3  per  member  is 
allowed  for  the  cost  of  administration,  sales  and 
reserves,  and  a $1  enrollment  fee  is  charged  for 
initial  recording  or  to  cover  promotional  ex- 
penses. The  total  cost  to  the  subscriber,  for 
the  first  year,  would  be  $10. 

Under  the  fictitious  plan,  then,  the  income 
from  the  10,000  subscribers  would  be  $100,000. 
The  expected  costs  of  hospitalization  would  be 
$60,000  ($6  per  patient  day  for  10,000  days). 
The  difference  between  this  anticipated  liability 
and  the  total  revenue,  or  $40,000,  would  be 
available  for  all  other  costs.  Roughly,  the  ad- 
ministrative costs  are  expected  to  be  10  per  cent 
of  the  total  income  and  the  promotional  and 
sales  costs  20  per  cent,  or  a total  of  $30,000. 
Finally,  the  remaining  $10,000  would  be  utilized 
to  create  reserves  and  a surplus. 

In  an  abruptly  simple  form,  these  are  the 
fundamental  factors  on  which  the  group  hos- 
pitalization plan  is  based.  No  one  plan  would 
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be  organized  exactly  according  to  the  method  out- 
lined, but,  while  the  percentage  would  vary  or 
the  costs  might  be  allocated  in  a different  pro- 
portion, each  group  hospitalization  plan  is  formu- 
lated approximately  on  the  bases  indicated. 

IMPORTANT  DEFECTS  NOTED 

In  The  Journal  of  the  American  Medical  Asso- 
ciation, between  October,  1932,  and  February, 
1933,  there  appeared  a series  of  articles  on  new 
forms  of  medical  care,  which  outlined  many  of 
the  schemes  for  “organizing”  medical  and  hos- 
pital services.  The  January,  1933,  issues  of 
The  Journal  contained  a discussion  of  hospital 
insurance  schemes  and  listed  15  prospective  de- 
fects as  against  four  merits  of  such  plans. 

Some  of  these  defects  were  competition  be- 
tween hospitals  with  plans  and  hospitals  without 
plans,  interference  with  free  choice  of  hospital 
and  physician,  organization  by  profit-seeking  pro- 
moters, introduction  of  commercial  influences  in 
hospital  and  medical  services,  uncertain  actuarial 
bases,  improper  regard  for  insurance  laws,  exten- 
sion of  benefits  to  include  medical  services,  solici- 
tation of  patients  by  salesmen,  and  the  possi- 
bility of  undesirable  control  of  hospital  manage- 
ment. In  February,  1933,  “Prepayment  Plans  for 
Hospital  Care”  again  emphasized  the  abuses 
that  are  caused  by  commercialization  and  the 
defects  of  certain  group  hospitalization  practices. 

As  early  as  1926  the  Judicial  Council  of  the 
American  Medical  Association  had  taken  cog- 
nizance of  so-called  hospital  associations  which, 
for  the  payment  of  annual  membership  dues, 
provided  medical,  surgical,  and  hospital  services 
when  needed.  The  Judicial  Council  reported 
that: 

“The  Principles  of  Medical  Ethics  of  the  Amer- 
ican Medical  Association  specifically  condemn  the 
solicitation  of  patients  whether  by  individual 
physicians,  by  groups,  by  institutions,  or  by 
organizations  of  physicians.  The  Judicial  Coun- 
cil is  of  the  opinion,  therefore,  that,  so  far  as 
these  health  or  hospital  associations  are  organ- 
ized for  the  purpose  of  soliciting  patients,  they 
are  distinctly  unethical.  It  goes  without  saying 
that  for  any  organization  of  any  kind  to  offer  for 
an  agreed  stipend  more  than  the  reasonable  worth 
of  that  which  is  offered  is  wrong  in  principle, 
and  physicians  should  guard  themselves  against 
being  connected  with  such  organizations.” 

In  regard  to  these  new  plans  for  hospital  and 
medical  service  the  House  of  Delegates  of  the 
American  Medical  Association  adopted  the  fol- 
lowing report  of  the  Judicial  Council: 

“It  is  not  enough  that  these  plans  be  con- 
sidered only  in  the  light  of  present  economic 
conditions;  it  is  essential  that  they  be  exam- 
ined with  a view  to  determining  their  ultimate 
effects  on  the  future  of  medical  practice  and  on 
the  progress  of  medical  science  and,  above  all, 
they  should  be  examined  with  the  most  careful 
consideration  of  their  possible  untoward  effects 
on  public  welfare.” 


Accordingly,  state  and  county  medical  societies 
and  some  hospitals  were  not  swept  aside  by  the 
general  wave  of  enthusiasm  with  which  group 
hospitalization  plans  were  received  but  insisted 
on  the  inclusion  of  definite  principles  before  they 
would  cooperate  with  such  plans.  In  thirty-one 
states,  state  or  county  medical  societies  or  both 
have  taken  action  in  concert  with  the  attitude  of 
the  American  Medical  Association. 

WHY  PROFESSION  MUST  ACT 

The  primary  concern  of  the  medical  profes- 
sion with  group  hospitalization  plans  is  to  see 
that  such  plans  do  not  destroy  the  basic  features 
of  medical  service  or  permit  hospitals  to  practice 
medicine.  If  hospitals  are  allowed  to  include 
medical  services  in  contracts  for  the  sale  of 
hospital  facilities,  the  precedent  is  set  for  insti- 
tutionalized contract  medical  practice  with  all  its 
destructive  effects  on  the  art  and  science  of  medi- 
cine. The  Judicial  Council  of  the  American  Medi- 
cal Association  has  stated  succinctly: 

“Whether  the  scheme  [meaning  group  hos- 
pitalization] is  or  is  not  financially  or  economically 
sound  is  not  the  problem  of  our  organization, 
but  it  is  our  business  to  see  that  the  furnishing 
of  medical  service  is  not  included  in  the  sale  of 
insured  hospital  accommodations.” 

It  cannot  be  claimed  that  group  hospitalization 
plans  merely  have  to  do  with  the  payment  for 
hospital  services,  because  the  services  them- 
selves are  directly  furnished.  Neither  can  it  be 
claimed  that  medical  services  are  not  included, 
because  it  is  clear  that  anesthesia,  radiologic, 
pathologic,  and  other  special  medical  services 
are  included  in  most  group  hospitalization  con- 
tracts. These  services  are  universally  held  to 
constitute  the  practice  of  medicine  whether  per- 
formed by  hospital  employees  under  the  direction 
of  salaried  physicians  or  by  a physician  who  is 
practicing  privately  and  has  no  contractual 
arrangement  with  the  hospital.  Whether  phy- 
sicians are  salaried  or  not,  they  are  governed 
by  the  Principles  of  Medical  Ethics,  which  in- 
clude the  principle  that: 

“It  is  unprofessional  for  a physician  to  dispose 
of  his  professional  attainments  or  services  to 
any  lay  body,  organization,  group  or  individual, 
by  whatever  name  called,  or  however  organized, 
under  terms  or  conditions  which  permit  a direct 
profit  from  the  fees,  salary  or  compensation  re- 
ceived to  accrue  to  the  lay  body  or  individual 
employing  him.  Such  a procedure  is  beneath  the 
dignity  of  professional  practice,  is  unfair  com- 
petition with  the  profession  at  large,  is  harmful 
alike  to  the  profession  of  medicine  and  the  wel- 
fare of  the  people,  and  is  against  sound  public 
policy.” 

If  physicians  fail  to  register  a strong  protest 
against  the  inclusion  of  medical  service  in  the 
hospital  service  contract  of  group  hospitalization 
plans,  they  cannot  consistently  object  when*  at 
some  future  time  other  special  medical  services 
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are  added  to  the  contract.  The  attitude  of  the 
directors  of  many  group  hospitalization  plans  and 
the  possible  accumulation  of  reserves  are  ten- 
dencies that  point  to  the  inclusion  of  more  medi- 
cal services  in  the  hospital  service  contract. 

The  failure  to  provide  for  persons  in  the  low 
income  groups  who  really  need  assistance  and 
to  meet  the  complete  expense  of  hospitalized  ill- 
nesses may  lead  to  the  demand  for  compulsory 
subscription  and  expansion  of  benefits  to  include 
medical  and  surgical  services.  It  is  extremely 
doubtful  whether  hospital  service  corporations 
are  the  proper  agency  to  control  and  regulate 
the  distribution  of  medical  services.  However, 
it  appears  that  they  will  attempt  to  do  so  unless 
supervised  by  hospital  administrators  and  phy- 
sicians who  recognize  the  fundamental  values  of 
professional  control  of  medical  services.  The 
importance  of  professional  control  and  of  ad- 
herence to  ethical  principles  needs  to  be  re- 
affirmed for  all  agencies  concerned  with  medical 
services. 

BASIC  PRINCIPLES 

The  decision  as  to  whether  or  not  a group 
hospitalization  plan  is  essential  must  rest  pri- 
marily with  the  medical  profession  and  the  hos- 
pital officials  of  the  local  community.  The  fol- 
lowing principles  are  suggested  in  the  interests 
of  fairness,  efficiency,  and  greater  security,  and  in 
the  event  that  hospital  insurance  is  deemed  nec- 
essary. 

1.  The  plan  of  organization  should  conform 
to  state  statutes  and  case  law.  The  majority 
of  the  governing  body  of  the  hospital  insurance 
plan  should  be  chosen  from  among  members  of 
official  hospital  groups  and  members  of  medical 
societies.  Great  care  should  be  taken  to  assure 
the  nonprofit  character  of  these  new  ventures. 

2.  The  plan  should  include  all  reputable  hos- 
pitals. The  qualifications  of  the  participating 
hospitals  should  be  closely  supervised.  Member 
hospitals  should  be  limited  to  those  on  the  Hos- 
pital Register  of  the  American  Medical  Associa- 
tion or  to  those  approved  by  the  state  depart- 
ment of  public  health  or  other  state  agencies 
in  those  states  in  which  there  is  approval,  reg- 
istration or  licensing  of  hospitals. 

3.  The  medical  profession  should  have  a voice 
in  the  organization  and  administration  of  the 
plan.  Since  hospitals  were  founded  to  serve 
as  facilitating  means  to  the  practice  of  medicine, 
the  medical  profession  must  concern  itself  in- 
timately with  plans  likely  to  affect  the  relations 
of  hospitals  to  physicians. 

4.  The  subscriber’s  contract  should  exclude  all 
medical  services — contract  provisions  should  be 
limited  exclusively  to  hospital  facilities.  If  hos- 
pital service  is  limited  to  include  only  hospital 
room  accommodations  such  as  bed,  board,  op- 
erating room,  medicine,  surgical  dressings  and 
general  nursing  care,  the  distinction  between 
hospital  service  and  medical  service  will  be  clear. 

5.  The  plan  should  be  operated  on  an  insur- 
ance accounting  basis  with  due  consideration  for 
earned  and  unearned  premiums,  administrative 
costs  and  reserves  for  contingencies  and  unan- 


ticipated losses.  Supervision  by  state  insurance 
departments  has  been  advantageous  for  both 
the  buyer  and  the  seller  of  insurance  contracts. 
Laws  permitting  the  formation  of  hospital  service 
corporations  should  not  remove  the  benefits  of 
such  supervision  or  violate  the  principles  enu- 
merated. 

6.  There  should  be  an  upper  income  limit  for 
subscribers.  If  group  hospitalization  plans  are 
designed  to  aid  persons  with  limited  means  to 
secure  hospital  services,  they  should  render  such 
service  at  less  than  regular  rates.  If  no  con- 
sideration in  rates  is  made  for  persons  with  lim- 
ited means,  group  hospitalization  plans  lose 
their  altruistic  purpose  and  there  may  be  little 
justification  for  an  income  limit. 

7.  There  should  be  no  commercial  or  high 
pressure  salesmanship  or  exorbitant  or  mislead- 
ing advertising  to  secure  subscribers.  Such  tactics 
are  contrary  to  medical  and  hospital  ethics  and 
are  against  sound  public  policy. 

8.  There  should  be  no  diversion  of  funds  to 
individuals  or  corporations  seeking  to  secure 
subscribers  for  a profit.  The  moment  hospitals 
lose  their  traditional  character  as  institutions 
of  charity  and  humanitarianism,  the  entire  vol- 
untary hospital  system  will  break  down. 

9.  Group  hospitalization  plans  should  not  be 
utilized  primarily  or  chiefly  as  means  to  in- 
crease bed  occupancy  or  to  liquidate  hospital  in- 
debtedness. Such  plans,  if  they  are  necessary, 
should  place  emphasis  on  public  welfare  and  not 
on  hospital  finances. 

10.  Group  hospitalization  plans  should  not  be 
considered  a panacea  for  the  economic  ills  of  hos- 
pitals. They  can  serve  only  a small  portion  of 
those  persons  needing  hospital  services.  Hos- 
pitals must  continue  to  develop  efficient  methods 
of  administration  and  service  independent  of 
any  insurance  method  of  selling  their  accommo- 
dations. 

ACTION  OF  A.M.A.  DELEGATES 

These  10  principles  have  been  adopted  by  the 
House  of  Delegates  of  the  American  Medical  As- 
sociation. It  seems  reasonable  that  any  program 
which  may  affect  all  hospitals  and  all  physicians 
should  be  subjected  to  the  ratification  of  demo- 
cratically selected  representatives.  The  House  of 
Delegates  of  the  American  Medical  Association 
is  a democratically  selected  group  of  representa- 
tives of  the  entire  medical  profession  in  the 
United  States.  The  apportionment  of  delegates 
on  the  basis  of  one  delegate  for  every  775  mem- 
bers, or  a fraction  thereof,  of  the  constituent 
state  associations  gives  democratic  representation 
to  a large  majority  of  all  physicians  in  the  United 
States.  The  action  of  the  House  of  Delegates  is 
the  considered  action  of  responsible  delegates  re- 
flecting the  convictions  of  the  physicians  of  the 
United  States  and  not  the  opinion  of  some  minor- 
ity group.  The  Reference  Committee  of  the 
House  of  Delegates  called  particular  attention  to 
Principle  4 and  recommended  its  application  in 
contracts  for  group  hospitalization.  The  commit- 
tee expressed  its  complete  sympathy  with  every 
provision  to  exclude  any  and  all  types  of  services 
that  involve  medical  care.  The  value  of  con- 
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ferences  between  interested  medical  groups  and 
hospital  administrators  to  clarify  the  zone  be- 
tween hospital  service  and  medical  care  was  also 
suggested. 

MUST  SAFEGUARD  PATIENTS 

The  best  interests  of  the  patient  are  paramount 
and  must  be  protected.  This  is  the  duty  of  the 
medical  profession  and  hospital  associations,  be- 
cause prospective  patients  are  not  always  able  to 
evaluate  critically  the  effect  of  a plan  on  the 
medical  services  promised.  The  group  hospitaliza- 
tion movement  is  clearly  one  of  the  major  issues 
demanding  concerted  action  by  physicians  and 
hospital  administrators  if  the  future  of  medical 
practice  is  to  be  maintained  on  a basis  which 
guarantees  that  the  welfare  of  the  sick  person  is 
the  first  consideration. 


Put  a ring  around  May  11-12,  1938,  on 
your  calendar.  On  those  dates  the  Ninety- 
Second  Annual  Meeting  of  the  Ohio  State 
Medical  Association  will  be  held  at  the 
Neil  House,  Columbus. 


Wife  Has  No  Right  To  Open  Her  Hus- 
band’s Mail,  Court  Holds 

Error  in  judgment  does  not  create  a liability 
for  malpractice  unless  damage  is  shown  as  a 
result  of  erroneous  treatment  and  a wife  has  no 
legal  right  to  open  her  husband’s  mail,  the 
Common  Pleas  Court  of  Hamilton  County  held 
recently  in  disallowing  a suit  for  $25,000  filed 
against  a Cincinnati  physician. 

The  patient  alleged  that  the  physician  after 
examination  informed  him  that  he  had  a social 
disease,  but  that  he  went  to  another  physician, 
who  declared  the  diagnosis  was  incorrect.  Later, 
he  averred,  the  first  physician  wrote  him,  asking 
why  he  had  not  returned  for  treatment  and  de- 
claring that  he  was  a “menace”.  His  wife  opened 
and  read  this  letter,  and  he  declared,  threatened 
to  kill  herself  and  her  two  children  and  then 
took  steps  for  divorce.  He  charged  the  physician 
with  libel  and  incorrect  diagnosis. 

Referring  to  the  libel  charge,  the  Court  said: 

“A  married  woman  has  no  legal  right  to 
open  and  read  a sealed  letter  addressed  to  her 
husband,  and  it  has  been  held  that  where  a letter 
so  addressed  is  mailed  and  is  opened  by  the 
wife,  this  would  not  be  sufficient  to  constitute 
a publication  by  the  sender,  unless  the  sender 
had  good  reason  to  believe  that  the  letter  was 
likely  to  be  opened  and  read  by  some  unauthor- 
ized person  other  than  the  addressee”. 


Ninth  Gorgas  Memorial  Essay  Contest 
Announced 

Announcement  of  the  Ninth  Gorgas  Memorial 
Essay  Contest  has  been  made  by  Admiral  Cary  T. 
Grayson,  Chairman  of  the  Board  of  Directors  of 
the  Gorgas  Memorial  Institute,  from  the  office  of 
the  institute  at  1835  Eye  Street,  Northwest, 
Washington,  D.  C.  The  essay  contests  have  be- 
come an  annual  feature  of  the  program  of  per- 
sonal health  education  carried  on  by  the  in- 
stitute. High  schools  throughout  the  country  are 
invited  to  enroll.  Participation  is  restricted  to 
students  in  the  third  and  fourth  years  of  high 
school. 

For  the  best  essay  written  in  each  school,  a 
bronze  Gorgas  medal  is  awarded  and  the  student 
so  honored  represents  his  school  in  the  state  com- 
petition. A prize  of  $10  in  cash  is  given  for  the 
best  essay  in  each  state.  The  judges  are  state 
officials — the  state  health  office,  state  superin- 
tendent of  education  and  the  secretary  of  state. 
The  state-prize-winning  essays  are  then  judged 
for  the  national  awards.  First  prize  is  $500  in 
cash  and  a travel  allowance  of  $200  for  a trip  to 
Washington  to  receive  the  prize.  Second  prize  is 
$150  in  cash  and  third  prize  $50. 

The  subject  for  this  year:  The  Achievements  of 
William  Crawford  Gorgas  and  Their  Relation  to 
Our  Health. 

The  dates  of  the  contest:  October  21,  1937  to 
January  21,  1938. 

Full  information  concerning  the  contest  may  be 
found  on  school  bulletin  boards  or  can  be  obtained 
from  the  Gorgas  Memorial  Institute,  Washing- 
ton, D.  C. 


’Inmates  in  State  Institutions 

According  to  a recent  report  of  the  State  De- 
partment of  Welfare,  the  population  of  various 
state  institutions  as  of  September  1,  1937,  was 


as  follows: 

Men  Women  Total 

Athens  State  Hospital _ 797  821  1618 

Cleveland  State  Hospital 1406  1393  2799 

Columbus  State  Hospital ...  1384  1375  2759 

Dayton  State  Hospital . 860  873  1733 

Lima  State  Hospital . 959  173  1132 

Longview  State  Hospital 1244  1238  2482 

Massillon  State  Hospital 1590  1475  3065 

Toledo  State  Hospital 1389  1283  2672 

Ohio  Hospital  for  Epileptics 1083  1013  2096 

Institution  for  Feeble-Minded,  Columbus  . 561  1494  2055 

Institution  for  Feeble-Minded,  Orient 1584  887  2471 

Institution  for  Feeble-Minded,  Apple 

Creek  298  229  527 

Ohio  State  Sanatorium,  Mt.  Vernon 92  126  218 

Ohio  Soldiers’  & Sailors’  Home,  Sandusky  610  610 

Madison  Home  36  36 

Boys’  Industrial  School,  Lancaster 893  893 

Girls’  Industrial  School,  Delaware  441  441 

Ohio  Penitentiary 4066  4066 

London  Prison  Farm 1583  1683 

Ohio  State  Reformatory,  Mansfield 2498  __  2498 

Ohio  Reformatory  for  Women,  Marysville 226  226 

Bureau  of  Juvenile  Research,  Columbus..  78  38  116 


Total  22,974  13,121  36,096 


LEGAL  PROVISIONS  OF  THE  OHIO  MEDICAL  PRACTICE 
ACT  AND  PROBLEMS  OF  ENFORCEMENT 


By  H.  M.  PLATTER,  M.D.,  Columbus,  Ohio 
Secretary,  State  Medical  Board 


FROM  correspondence  received  at  the  office 
of  the  State  Medical  Board  and  at  the 
office  of  the  Ohio  State  Medical  Associa- 
tion, it  is  quite  evident  that  many  members  of 
the  Association  have  but  a hazy  conception  of 
the  provisions  of  the  Ohio  Medical  Practice  Act 
and,  too,  that  most  of  them  fail  to  appreciate 
or  comprehend  the  slowness  of  judicial  pro- 
cedure. For  this  reason  I deem  it  necessary  to 
give  a brief  history  of  the  creation  of  the  State 
Medical  Board  and  composition  of  its  member- 
ship and  its  duties. 

The  Ohio  law  was  enacted  in  1896.  The  Board 
is  composed  of  seven  members,  each  serving  a 
term  of  seven  years,  one  member’s  term  expiring 
each  year.  The  appointments  are  made  by  the 
Governor  and  must  be  confirmed  by  the  Senate. 
The  statute  requires  appointments  to  be  made 
from  the  regular,  homeopathic,  and  eclectic 
schools  in  proportion  to  their  numerical  strength 
and  no  school  may  have  the  majority.  The 
Board  is  empowered  to  choose  a Secretary  who 
must  be  a physician,  who  acts  as  the  executive 
officer.  The  members  receive  a per  diem  of 
$10.00  and  expenses  for  each  day  employed  in 
discharge  of  official  duties  together  with  neces- 
sary expenses.  Four  business  meetings  are  held 
each  year  for  the  transaction  of  routine  business 
and  hearings  and  in  addition  the  Board  is  re- 
quired to  hold  examinations  in  June  and  Decem- 
ber in  Columbus.  These  examinations  are  for 
applicants  who  have  qualified  for  admission  for 
a certificate  to  practice  medicine,  osteopathy  and 
the  limited  branches.  In  addition  to  the  Secre- 
tary, the  Board  is  empowered  to  appoint  an  en- 
trance examiner,  not  a physician  and  not  con- 
nected with  a Medical  College,  to  pass  upon  the 
applicants’  preliminary  education  qualifications. 
The  Board  also  is  authorized  to  hire  additional 
office  help  and  inspectors.  To  be  eligible  for 
entrance  to  examinations  each  applicant  must 
obtain  the  entrance  examiner’s  certificate  of 
preliminary  education  and  his  professional  quali- 
fications must  be  approved  by  the  Board.  Appli- 
cants for  permission  to  write  the  examination 
are  denied  this  privilege  should  it  develop  that 
the  school  of  graduation  is  not  upon  the  Board’s 
approved  list. 

The  membership  of  the  State  Medical  Board 
changes  slowly  and  the  policies  inaugurated  in 
the  beginning  are  still  in  effect.  Two  members 


Address  at  the  Second  Annual  Mid-Year  Organization 
Conference,  Ohio  State  Medical  Association,  held  October 
24,  1937,  Columbus,,  Ohio. 


have  served  by  reappointment  since  1912,  one  of 
them  being  our  own  Dr.  Upham.  The  policy 
has  been  to  keep  step,  in  so  far  as  the  statute 
permits,  with  the  recommendations  of  Council  on 
Medical  Education  and  Hospitals,  of  the  Amer- 
ican Medical  Association  and  the  Association 
of  Americal  Medical  Colleges. 

PROBLEM  OF  THE  FOREIGN  PHYSICIAN 
Most  of  you  are  familiar  with  the  character 
and  scope  of  the  Ohio  examination.  It  com- 
prises two  days  of  written  and  one  day  of  oral 
and  practical  work  and  is  comprehensive  in 
character.  The  applicant  must  obtain  a grade 
of  75  per  cent  to  earn  a certificate.  At  present 
there  is  a problem  confronting  the  several  states, 
namely,  the  foreigner  who  seeks  licensure  here. 
Our  law  has,  at  all  times,  required  that  the 
foreigner  shall  satisfy  the  Department  in  the 
matter  of  preliminary  education  and  shall  pre- 
sent a diploma  of  graduation  from  an  approved 
medical  school  together  with  a license  to  practice 
in  the  foreign  country  from  which  he  comes. 
Having  satisfied  the  Department,  after  a six 
months’  study  of  his  credentials  that  they  are 
the  equivalent  of  that  demanded  of  graduates 
of  approved  American  schools,  he  is  permitted 
entrance  to  the  examinations.  Here,  perhaps, 
we  are  lenient  for  such  permission,  in  my  opinion, 
should  not  be  granted  unless  the  foreign  country 
from  which  he  comes  will  extend  a like  courtesy 
to  physicians  licensed  to  practice  in  Ohio. 

Having  earned  a certificate  the  registration  of 
the  applicant  is  not  completed  until  it  is  re- 
corded in  the  office  of  the  probate  judge  of  his 
county  of  residence.  Once  having  complied  with 
the  law’s  requirements  the  certificate  is  in  full 
force  and  effect  during  the  life  of  the  individual 
unless  he  should  digress  and  suffer  a suspension 
or  revocation  of  it  for  violation  of  the  provisions 
of  Section  1275. 

CAUSES  FOR  SUSPENSION,  REVOCATION 
Here,  perhaps,  I should  discuss  procedure  in 
cases  of  this  sort.  The  Board,  may,  after  hear- 
ing, revoke  or  suspend  the  certificate  of  an  indi- 
vidual for  the  following  causes  only:  Fraud  in 

passing  the  examination,  conviction  of  a felony, 
gross  immorality,  addiction  to  liquor  or  drugs 
to  such  a degree  as  to  render  him  unfit  and  for 
grossly  unprofessional  and  dishonest  conduct, 
which  is  defined  to  mean  the  employment  of  so- 
lictors or  cappers,  or  the  obtaining  of  a fee  on 
the  assurance  that  an  incurable  disease  can  be 
cured,  the  wilful  betrayal  of  a professional  secret, 
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advertising  of  medical  practice  in  which  ex- 
travagantly worded  statements  intended  or  hav- 
ing a tendency  to  defraud  the  public  are  made 
and  where  mention  in  advertising  is  made  of 
tuberculosis,  cancer,  Bright’s  disease,  kidney  dis- 
ease, diabetes  or  of  venereal  disease  or  diseases 
of  the  genito-urinary  organs,  having  professional 
connection  with  or  lending  one’s  name  to  an  ille- 
gal practitioner  of  medicine  and  fee  splitting. 

Upon  these  grounds  only  is  the  State  Medical 
Board  empowered  to  revoke  or  suspend  the  cer- 
tificate of  a practitioner.  It  may  only  so  pro- 
ceed after  serving  notice  of  the  complaint  and 
the  date  of  hearing.  The  man  against  whom 
charges  have  been  preferred  must  be  given 
opportunity  to  be  present  and  defend  himself. 
After  formal  hearing  the  Board  may  revoke  or 
suspend  a certificate  by  a vote  of  five  of  the  seven 
members.  Even  then  the  physician  has  recourse 
or  the  right  of  appeal  to  the  Common  Pleas  Court 
of  his  county  or  to  the  Common  Pleas  Court  of 
Franklin  County.  After  review  of  the  evidence 
adduced  at  the  hearing,  the  Court  may  sustain 
the  Board’s  action,  may  modify  revocation  to 
a suspension  or  may  dismiss  the  case  and  restore 
the  individual  to  practice. 

From  the  foregoing  it  should  be  evident  to  you 
that  the  Board  must  have  specific  evidence  of  vio- 
lation upon  which  to  base  its  decree  else  it 
will  be  set  aside.  Hearings  are  held  at  all  busi- 
ness meetings,  four  times  each  year.  Many  of 
them  are  of  disciplinary  character  and  may  re- 
sult in  reprimand  and  placing  the  invidiual  on 
parole  or  suspenson  or  revocation.  The  penalty, 
usually,  is  such  as  any  group  of  medical  men 
would  agree  to  be  right  and  proper. 

ACTION  IN  NARCOTIC  CASES  AND  RECIPROCITY 

I might,  here,  discuss  our  procedure  in  cases 
involving  violations  of  the  Federal  Narcotic  Act. 
We  receive  such  reports  from  the  Federal  office 
and  cite  the  offenders  for  hearings.  Our  initial 
procedure  usually  is  to  require  the  applicant  to 
give  up  his  narcotic  permit  and  if  he  be  an 
addict,  require  that  he  take  a cure  after  which 
he  is  ordered  to  report  to  a Board  member  or 
the  central  office  at  frequent  intervals.  Should 
other  violations  ensue  suspension  or  revocation 
follows.  In  this  manner  the  Department  has  re- 
claimed a number  of  physicians  for  their  com- 
munities. 

A word  about  reciprocity  before  we  take  up 
the  subject  of  osteopathy,  limited  practice  and 
enforcement  procedure.  Reciprocity  in  medical 
licensure,  at  this  writing,  merely  means  that  one 
state  will  recognize  the  examinations  given  by 
another  provided  the  courtesy  is  returned,  but  in 
all  other  respects  the  applicant  removing  to 
another  state  must  meet  any  additional  require- 
ments that  state  exacts  of  individuals  who  de- 
sire to  enter  the  examinations.  No  applicant  for 
reciprocity  would  be  considered  and  awarded  a 


certificate  who  does  not  possess  the  qualifications 
for  entrance  to  examinations.  As,  at  present 
administered,  there  are  additional  requirements 
of  one  sort  or  another  in  a number  of  states, 
but  the  medical  examination  of  the  original  state 
is  recognized  and  need  not  be  repeated. 

STATUS  OF  OSTEOPATHY 

Until  1902  no  legal  recognition  was  given  to 
others  than  practitioners  of  medicine,  but  in 
that  year  the  osteopaths  obtained  amendments 
to  the  Practice  Act  by  which  they  were  permitted 
to  qualify.  At  the  time  the  osteopath  derided 
the  use  of  drugs  or  the  knife.  The  statue  pro- 
vided they  were  to  be  examined  in  certain  basic 
branches  by  the  Medical  Board  and  in  others  pe- 
culiar to  their  school  of  practice  by  an  Osteo- 
pathic Examining  Committee  appointed  by  the 
State  Medical  Board  after  recommendation  by 
the  Ohio  State  Osteopathic  Society.  The  length 
of  the  professional  course  was  shorter  than  that 
required  for  medicine.  This,  however,  was 
lengthened,  with  the  passing  of  years,  and  the 
osteopathic  practitioners  obtained  the  right  to 
perform  minor  surgery  and  obstetrics  after  ex- 
amination before  the  State  Medical  Board. 
Again  they  obtained  the  right  to  use  anesthetics 
and  antiseptics.  At  a still  later  date  the  oseo- 
pathic  practitioner  obtained  the  right  to  do 
major  surgery  after  passing  an  examination  be- 
for  the  State  Medical  Board  and  the  statute 
now  speaks  of  him  as  an  osteopathic  physician. 
He  has  the  right,  therefore,  to  sign  birth  and 
death  certificates,  but  he  may  not  adjudge  an 
individual  insane. 

RIGHTS  ARE  ABUSED 

The  right  of  the  osteopath  to  prescribe  or 
administer  anesthetics  and  antiseptics,  granted 
in  1913,  has  been  much  abused.  Since  cocaine 
is  classified  as  both  an  anesthetic  and  a nar- 
cotic the  Federal  Government  awarded  him  a 
narcotic  permit  which,  of  course,  does  not  en- 
title him  to  use  narcotics  in  the  broad  sense 
that  practitioners  of  medicine  may  do,  but  un- 
fortunately, these  words  have  raised  many  per- 
plexing and  difficult  problems. 

The  Department  at  all  times  has  insisted  that 
the  osteopathic  physician  and  surgeon  is  not  en- 
titled to  practice  general  medicine  and  pre- 
scribe drugs,  but  that  he  can  only  use  anesthetics 
and  antiseptics  in  the  manipulative  practice  of 
osteopathy  and  in  surgery.  This  contention  of 
the  Board  has  been  vigorously  opposed  by  some 
osteopaths.  Attempt  by  the  Board  to  enforce  its 
decree  by  the  revocation  of  license  of  an  osteo- 
pathic practitioner  who  engages  in  general  prac- 
tice and  the  use  of  drugs  has  been  vigorously 
fought  and  no  court  decision  upon  this  point 
has,  as  yet,  been  handed  down. 

However,  in  December,  1936,  the  then  At- 
torney General,  John  W.  Bricker,  gave  an  opinion 
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at  the  Board’s  request  which  fully  sustained  the 
Board’s  position.  This  opinion  was  published  in 
full  in  the  January,  1937,  issue  of  The  Ohio  State 
Medical  Journal  and  should  be  studied  carefully 
by  the  membership. 

Other  cases  of  similar  nature  are  soon  to  come 
before  the  Board  for  determination.  The  spe- 
cific charge  against  such  practice  is  gross  im- 
morality. The  Board,  holds  to  the  belief  that 
practitioners,  who,  knowingly  and  repeatedly,  ex- 
tend their  practice  into  fields  for  which  they  are 
not  licensed  are  guilty  of  gross  immorality  within 
the  meaning  of  the  statutes  and  their  certifi- 
cates may  be  revoked  or  suspended.  The  prac- 
titioner of  osteopathy  and  surgery  qualifies  for 
admission  to  the  examination  upon  the  basis  of 
a high  school  preliminary  education  and  the  sat- 
isfactory completion  of  a course  in  a school  of 
osteopathy  after  four  years  attendance.  The  De- 
partment believes  that  since  he  enjoys  so  much 
privilege  that  he  too  should  be  required  to  have 
two  years  of  collegiate  work  as  is  required  for 
practitioners  of  medicine  and  has  recommended 
an  amendment  to  the  Medical  Act  to  correct  this 
inequality. 

LIMITED  PRACTICE  STATUTES 

In  1915  the  Medical  Practice  Act  was  again 
amended  and  the  State  Medical  Board  was 
authorized  to  examine  practitioners  who  desired 
to  practice  a limited  branch  of  medicine  or 
surgery.  The  Board  was  empowered  to  define 
the  limited  branches  and  to  fix  preliminary  and 
professional  qualifications  for  entrance  to  exam- 
inations. These  practitioners  are  not  physicians, 
may  not  use  drugs,  treat  infectious,  contagious 
or  venereal  diseases  or  perform  surgery.  They 
may  not  sign  death  certificates  since  the  statute 
does  not  call  them  physicians.  They  are  amen- 
able to  discipline  in  the  same  manner  as  that 
provided  for  medical  practitioners. 

It  should  be  noted  that  while  the  responsibili- 
ties and  detail  work  of  the  Department  has 
greatly  increased  the  legislative  appropriations 
under  which  we  operate  have  not  kept  pace  and 
modest  requests  for  additional  appropriations 
have  been  denied,  though  the  number  of  hear- 
ings before  the  Board  have  increased,  as  well  as 
complaints  of  irregular  or  unlicensed  practice. 
Appropriations  are  insufficient  and  our  inspection 
force  is  limited  to  two. 

So  far  I have  limited  this  discussion  to  the 
powers  and  duties  of  the  State  Medical  Board  and 
its  supervision  of  licensed  individuals.  Before 
closing  this  part  of  the  discussion  I would  em- 
phasize that  the  Board  requires  the  limited  prac- 
titioner to  take  the  same  examination  in  the 
basic  branches  that  is  required  of  students  of 
medicine.  This  is  the  so-called  basic  science  idea 
which  has  been  employed  in  a number  of  states 
having  independent  boards  of  licensure  in  medi- 
cine, osteopathy,  chiropractic  and  so  on. 


Since,  in  Ohio,  all  practitioners  are  licensed  by 
the  State  Medical  Board  and  must  qualify  in 
the  same  manner  in  the  basic  branches,  this  addi- 
tional legislation  is  unnecessary  in  this  state,  as 
well  as  the  additional  expense,  and  whatever  vir- 
tue this  legislation  possesses  has  accrued  to  Ohio 
for  the  past  15  years  and  we  might  justly  lay 
claim  to  being  the  original  basic  science  state. 

However  experience  shows  that  unlicensed  and 
irregular  practitioners  are  present  and  practic- 
ing in  all  of  the  states  and  the  problem  of  pro- 
cedure in  prosecution  of  unlicensed  and  unauthor- 
ized practitioners  is  before  the  licensing  authori- 
ties of  every  state. 

OHIO  PROSECUTION  PROCEDURE 

Permit  me  to  outline  the  Ohio  procedure  in 
prosecution.  The  Ohio  code  lodges  enforcement 
with  the  secretary  of  the  State  Medical  Board 
but  he  is  required  to  utilize  the  services  of  the 
county  prosecuting  attorney  or  municipal  prose- 
cutor. 

In  Ohio  there  are  four  distinct  violations  of 
the  medical  practice  act:  (1)  advertising  or  an- 
nouncing one’s  self  as  a practitioner  of  medicine 
and  surgery  or  any  of  its  branches  before  a cer- 
tificate has  been  obtained  from  the  state  medical 
board  in  the  manner  required  by  law;  (2)  the 
opening  or  conducting  of  an  office  by  an  indi- 
vidual for  the  practice  of  medicine  and  surgery 
or  any  of  its  branches  before  he  has  obtained  a 
certificate;  (3)  actual  practice  by  an  individual 
before  he  has  obtained  a certificate.  To  make 
the  charge  of  practice,  the  individual  must  have 
had  a patient,  examined  him,  prescribed  for  him 
and  collected  a fee  for  service;  (4)  practice  by 
an  individual  whose  certificate  has  been  revoked 
or  suspended. 

Our  enforcement  division  consists  of  two  in- 
vestigators at  present  who  have  served  the  de- 
partment for  more  than  15  years.  They  are 
thoroughly  familiar  with  the  decisions  of  the 
courts  and  know  what  evidence  it  is  necessary  to 
obtain  before  the  submission  of  a case  to  the 
prosecuting  attorney  of  the  county  in  which  the 
offense  has  been  committed.  We  have  frequently 
found  that  the  prosecutor  has  but  a superficial 
knowledge  of  the  provisions  of  the  medical  prac- 
tice act,  and  have  prepared  for  his  assistance  a 
list  of  citations  giving  court  decisions  on  our 
practice  act,  in  order  that  he  may  be  thoroughly 
prepared  when  the  case  is  brought  to  trial. 
(List  appended).  During  the  course  of  a year 
the  inspectors  investigate  about  600  cases.  The 
expense  for  this  service  approximates  $8,000. 

NEEDS  ENUMERATED 

Ohio  does  not  have  an  annual  registration  law. 
Fortunately,  however,  the  income  obtained  from 
examination,  reciprocity  and  preliminary  educa- 
tional certificates  is  sufficient  to  give  this  service. 
Should  provision  be  made  for  annual  registra- 
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tion,  the  department  would  be  enabled  to  give 
a better  service,  provided  political  manipulation 
would  not  attempt  to  divert  the  incomes  so  de- 
rived to  other  fields. 

We  would  be  benefited  if  an  attorney  could  be 
added  to  our  staff  to  assist  in  the  prosecution 
of  these  cases.  In  actions  instituted  before  the 
board  for  the  revocation  or  suspension  of  a li- 
cense the  department  of  the  attorney  general  as- 
signs a member  of  the  staff  to  advise  the  board 
in  its  procedures.  In  case  of  appeal  the  attorney 
general’s  office  assumes  responsibility.  We  do  not 
have  the  assistance  of  the  attorney  general’s 
office  in  the  trial  of  the  case  for  illegal  practice. 

Too  frequently  the  trials  are  postponed  re- 
peatedly because  they  are  included  in  heavy  crim- 
inal dockets  and  never  reached,  even  though 
strenuous  attempts  are  made  to  have  them 
brought  to  trial.  This  delay  is  made  worse  when 
an  attempt  is  made  to  prosecute  a cultist  who  is 
unlicensed  for  he  always  has  an  organization  and 
friends  to  help  him  in  his  defense  and  delay  the 
date  of  his  trial. 

LOCAL  STIMULATION  ESSENTIAL 

Even  actions  instituted  before  licensing  depart- 
ments designed  to  revoke  or  suspend  the  certifi- 
cate of  an  individual  too  frequently  are  not  sup- 
ported by  courts  on  review.  This  is  no  fault 
of  the  law  and  perhaps  should  be  regarded  as  a 
passing  phase  that  will  disappear  when  order  is 
brought  out  of  chaos  and  enforcement  becomes 
a rule  rather  than  the  exception. 

While  conditions  are  unsatisfactory  at  present 
I do  not  believe  the  remedy  to  be  more  law; 
perhaps  there  has  been  too  much  of  that  already. 
If  a way  can  be  found  to  galvanize  the  profes- 
sion into  action  to  insist  that  the  law  governing 
medical  practice  should  be  enforced,  a great  deal 
can  be  accomplished.  The  tendency  to  place  the 
entire  burden  of  prosecution  on  the  administra- 
tive department  is  to  be  deplored.  There  is  noth- 
ing so  powerful  to  compel  the  observance  of  a 
statute  as  insistence  by  the  electorate  of  a com- 
munity that  the  law  shall  be  observed  and  vio- 
lators placed  on  trial  promptly. 

Our  greatest  deterrent  in  Ohio  has  been  delay. 
This  has  been  particularly  evident  during  the 
past  six  years.  The  number  of  convictions  ob- 
tained has  fallen  off,  too  many  fines  have  been 
suspended  by  the  courts  and  too  many  cases  re- 
main pending  in  spite  of  our  attempts  to  bring 
them  to  trial.  The  results  would  be  discourag- 
ing if  a similar  condition  did  not  prevail  in  other 
departments.  Evidently  before  a satisfactory  rec- 
ord can  be  obtained,  there  must  be  an  improve- 
ment in  the  administration  of  criminal  law. 
Meanwhile  there  remains  nothing  for  us  to  do 
except  to  carry  on  to  the  best  of  our  ability. 

PROCEDURE  WEAKENED 

Four  years  ago  two  destructive  amendments 


to  our  criminal  code  were  enacted:  the  first  en- 
ables an  individual  charged  with  a misdemeanor, 
in  which  the  penalty  is  a fine  of  $50  or  more,  to 
ask  for  a jury  trial.  As  a result,  actions  insti- 
tuted in  justice  courts  are  now  bound  over  to 
grand  juries.  Secondly,  members  of  the  bar  as- 
sociation sponsored  an  amendment  permitting  the 
trial  judge  to  suspend  fines.  Since  that  time 
judges  have  suspended  the  fines  of  individuals 
who  were  convicted  by  a jury.  During  this  period 
I have  been  enjoined,  mandamused  and  sued 
for  damages  for  conspiracy.  Fortunately  no 
harm  resulted  from  these  actions.  I mention 
them  only  to  show  the  difficulties  we  encounter 
and  the  efforts  put  forth  by  those  in  opposition 
when  they  are  prosecuted. 

I conclude  (1)  that  the  prime  object  of  a de- 
partment of  licensure  is  to  satisfy  itself  concern- 
ing the  credentials  of  the  individual  who  enters 
the  examination  for  a certificate  to  practice  his 
profession  and  that  the  examinations  should  be 
sufficiently  comprehensive  to  fairly  test  his 
ability;  (2)  that  the  licensed  individual  should  be 
closely  supervised;  (3)  that  it  is  not  difficult  to 
rid  Ohio  of  an  unlicensed  physician,  for  he  will 
obtain  no  professional  support  in  his  practices; 
(4)  that  procedure  against  a cult  practitioner 
(licensed  or  unlicensed)  is  difficult  because  of  the 
support  he  gains  from  his  fellows  through  or- 
ganizations and  from  manufactured  sympathy  for 
the  underdog.  To  combat  this,  the  Department 
must  be  provided  with  sufficient  appropriations 
to  hire  investigators  and  aid  in  prosecutions;  (5) 
there  must  be  an  awakening  of  the  public  to  the 
dangers  of  unqualified  practices,  and  an  educa- 
tion of  the  public  to  the  value  of  competent  medi- 
cal service.  A campaign  of  public  education 
should  precede  and  go  along  with  efforts  at 
enforcement. 
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PHYSICIANS  TREATING  WPA  INJURY  CASES  SHOULD  SUBMIT 
BILLS  PROMPTLY;  IMPORTANT  REGULATIONS  REVIEWED 


SOME  Ohio  physicians  who  are  treating  in- 
jured WPA  workmen  are  not  submitting 
their  vouchers  promptly,  according  to  a re- 
port from  the  United  States  Employees’  Com- 
pensation Office  to  Glen  I.  Hay,  Columbus,  State 
Compensation  Officer  for  the  Works  Progress 
Administration  in  Ohio. 

A survey  made  by  the  Commission  has  shown 
that  the  average  time  which  elapses  between 
the  last  date  of  medical  treatment  and  the  time 
the  physician’s  voucher  Form  S-69  is  received  by 
the  Commission,  is  57  days. 

Physicians  treating  WPA  injury  cases  should 
bear  in  mind  that  to  be  sure  of  being  paid  by  the 
U.  S.  Employees’  Compensation  Commission, 
written  authority  must  be  issued  to  the  physician 
by  a superior  official  of  the  injured  employee.  If 
any  WPA  employee  seeks  the  services  of  a phy- 
sician on  account  of  an  injury  secured  in  the 
course  of  his  employment,  without  either  Form 
CA-16  or  CA-17  authorizing  such  treatment,  the 
physician  should  notify  the  District  Compensa- 
tion Officer  within  24  hours. 

All  injured  employees  are  required  to  return 
the  voucher,  Form  S-69,  for  medical  treatment  to 
the  timekeeper  on  the  project  where  he  is  em- 
ployed, with  his  signature  attached,  before  he  is 
reassigned  to  work.  If  in  any  case,  the  injured 
employee  fails  to  secure  the  voucher  from  his 
physician,  the  physician  should  forward  the 
voucher  to  the  District  Compensation  Officer. 
Vouchers  for  such  services  should  not  be  mailed 
directly  to  Washington. 

Particular  attention  is  called  by  the  Commission 
to  the  regulations  which  require  that  a fee  bill 
for  services  in  cases  extending  over  a month’s 
duration  should  be  filed  at  the  end  of  the  30-day 
period,  with  a detailed  report  showing  the  con- 
dition of  the  employee,  the  diagnosis,  prognosis, 
and  recommendations  as  to  future  treatment. 
Physicians  treating  WPA  employees  requiring 
any  special  attention  from  the  Commission  are 
requested  to  communicate  the  facts  to  Mr.  Hay, 
the  State  Compensation  Officer,  whose  address  is 
8 E.  Chestnut  Street,  Columbus,  Obio. 

From  the  period,  July  1,  1935,  to  November  1, 
1937,  27,875  claims  involving  the  payment  of 
$346,586.87  to  Ohio  physicians  have  been  sub- 
mitted to  the  U.  S.  Employees’  Compensation 
Commission.  In  addition,  there  were  505  cases 
of  Resettlement  Administration  injured  employ- 
ees in  which  medical  bills  totaled  $9,962.53. 

There  are  six  WPA  District  Compensation 
Offices  in  Ohio.  Name  of  the  officer  in  charge, 
location  of  the  office,  and  counties  comprising 
each  district,  follow: 


District  No.  1 — G.  E.  Spitzer,  221-249  Cherry 
St.,  Toledo.  Counties — Allen,  Auglaize,  Defiance, 
Erie,  Fulton,  Hancock,  Henry,  Huron,  Lucas, 
Mercer,  Ottawa,  Paulding,  Putnam,  Sandusky, 
Seneca,  Van  Wert,  Williams  and  Wood. 

District  No.  2 — Thomas  E.  Arnold,  229  E.  6th 
St.,  Cincinnati.  Counties — Adams,  Brown,  Butler, 
Clermont,  Clinton,  Darke,  Hamilton,  Highland, 
Miami,  Montgomery,  Preble,  Shelby  and  Warren. 

District  No.  3 — Carl  Gross,  Violet  Bldg.,  N. 
Court  and  W.  State  St.,  Athens.  Counties — 
Athens,  Belmont,  Gallia,  Guernsey,  Hocking, 
Jackson,  Lawrence,  Meigs,  Monroe,  Morgan,  Mus- 
kingum, Noble,  Perry,  Pike,  Scioto,  Vinton  and 
Washington. 

District  No.  4 — J.  Carroll  Wolfe,  1275  Ontario 
St.,  Cleveland.  Cuyahoga  County. 

District  No.  5 — H.  E.  Frazier,  209%  Water  St., 
Akron.  Counties — Ashland,  Ashtabula,  Carroll, 
Columbiana,  Coshocton,  Geauga,  Harrison, 
Holmes,  Jefferson,  Lake,  Lorain,  Mahoning,  Me- 
dina, Portage,  Stark,  Summit,  Trumbull,  Tuscara- 
was and  Wayne. 

District  No.  6 — E.  V.  Bundenthal,  337  S.  High 
St.,  Columbus.  Counties — Champaign,  Clark, 

Crawford,  Delaware,  Fairfield,  Fayette,  Franklin, 
Greene,  Hardin,  Knox,  Licking,  Logan,  Madison, 
Marion,  Morrow,  Pickaway,  Richland,  Ross,  Union 
and  Wyandot. 


Opinions  of  Attorney  General 

Among  opinions  recently  issued  by  Attorney 
General  Herbert  S.  Duffy,  are  the  following  of 
interest  to  the  medical  profession: 

No.  1328,  October  19.  Syllabus — 1.  A general 
or  city  health  district  is  a separate  and  distinct 
political  subdivision  and  employes  of  such  dis- 
tricts are  not  generally  in  the  category  of  state 
employes.  2.  District  health  commissioners,  pub- 
lic health  nurses  and  clerks  of  general  or  city 
health  districts  which  receive  state  funds  pursu- 
ant to  appropriation  by  the  General  Assembly  in 
accordance  with  and  under  the  circumstances  pro- 
vided by  Section  1261-39,  General  Code,  are 
“state  employes”  within  the  meaning  of  the  term 
as  used  in  the  State  Employes’  Retirement  Act 
during  such  years  as  such  districts  receive  state 
aid. 

No.  1424.  November  3.  Syllabus — A contract 
between  a county  and  a municipality  whereby  the 
municipality  agrees  to  incarcerate  county  prison- 
ers for  periods  of  their  respective  sentences, 
which  provides  especially  for  reimbursement  by 
the  county  for  extra  expense  to  the  city  on  ac- 
count of  serious  illness  of  any  prisoners  requir- 
ing special  treatment,  or  in  the  event  of  any 
other  occurrence  causing  extra  expense  to  the 
city,  is  in  accordance  with  Section  13451-14,  Gen- 
eral Code,  and  the  city  may  recover  under  its 
terms. 
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Stop!  Look!  Listen! 


0.  S.  M.  A.  ’Frisco  Special 
Train  Plans  Completed; 
You’re  Invited 


'jTTT'ERE’S  the  announcement  many  members  have  been  waiting  to  hear: 

A-  A special  train  from  Ohio  to  the  next  annual  session  of  the  American  Medical 
Association  to  be  held  June  13-17,  1938,  at  San  Francisco,  will  be  run  under  the  spon- 
sorship of  the  Ohio  State  Medical  Association. 

Definite  arrangements  for  the  Ohio  Special  to  ’Frisco  have  been  completed  with 
officials  of  four  of  the  country’s  leading  railroads — Santa  Fe,  Southern  Pacific,  Great 
Northern  and  Burlington  lines.  » 

Details  regarding  the  itinerary  of  the  Ohio  Special  are  being  worked  out  at  present. 
Complete  data  regarding  the  trip  will  be  published  in  an  early  issue  of  The  Ohio  State 
Medical  Journal. 

Here  is  a thumbnail  sketch  of  the  “California  Here  We  Come”  movement:  The 
Ohio  Special  will  leave  Chicago  on  June  7.  First  stop  will  be  at  Colorado  Springs  where 
a day  will  be  spent  visiting  Pike’s  Peak,  Garden  of  the  Gods,  Cheyenne  Canyon  and 
Mountain,  the  Will  Rogers’  Memorial,  etc. 

After  short  stops  at  Santa  Fe  and  Albuquerque  to  view  Indian  museums  and  vil- 
lages, the  Ohio  Special  will  move  on  to  Grand  Canyon  where  a day  will  be  spent  in 
viewing  the  sights  of  that  wonder  of  the  West.  A day  and  one-half  will  be  allowed  for 
sightseeing  at  Los  Angeles.  San  Francisco  will  be  reached  on  Monday,  June  13,  the 
day  the  A.M.A.  meeting  opens. 

On  Friday,  June  17,  the  final  day  of  the  A.M.A.  session,  the  Ohio  Special  will  pull 
out  for  Portland  where  time  will  be  allotted  for  the  famous  Columbia  River  Highway 
drive  and  visits  to  other  scenic  wonders  in  that  vicinity.  Upon  reaching  Seattle,  the 
Ohio  party  will  take  a boat  for  Victoria,  B.  C.,  one  of  the  great  cities  and  beauty  spots 
of  the  Canadian  Northwest.  After  an  afternoon  there,  the  party  will  return  to  the 
Ohio  Special  waiting  at  Seattle  and  head  East.  A stop  of  several  hours  will  be  made  at 
Spokane. 

On  the  evening  of  Monday,  June  20,  the  Ohio  Special  will  roll  into  Glacier  National 
Park  where  two  days  will  be  spent  in  touring  one  of  America’s  most  picturesque  and 
interesting  Rocky  Mountain  parks.  Chicago  will  be  reached  on  Friday  morning,  June  24. 

The  Ohio  Special  will  be  operated  on  the  all-expense  plan,  which  will  cover  all  ex- 
penses except  those  incurred  during  the  five  days  spent  in  San  Francisco.  The  initial 
cost  will  include  round-trip  fare  from  Chicago,  Pullman  costs,  hotels,  meals,  sight- 
seeing, tips,  transfers,  etc.  Believe  it  or  not,  the  total  cost,  aside  from  expenditures 
in  San  Francisco,  will  only  be  between  $240  and  $250  per  person  in  a lower  berth. 
Compartment  and  drawing  room  accommodations  will  be  slightly  higher.  Definite 
figures  based  on  the  type  of  accommodations  desired  will  be  announced  in  the  near 
future. 

It  will  be  disappointing  unless  several  hundred  physicians,  wives  and  children  are 
aboard  the  Ohio  Special  when  it  leaves  Chicago.  Undoubtedly  a number  of  independent 
tours  to  the  A.M.A.  meeting  will  be  operated,  but  don’t  sign  up  for  any  trip  to  San 
Francisco  next  June  until  you  have  read  carefully  the  complete  details  regarding  the 
Ohio  State  Medical  Association  Special  which  will  be  published  in  an  early  issue  of 
The  Journal.  This  is  merely  a preliminary  announcement  and  a tip  that  this  will  be 
the  best  opportunity  which  will  be  offered  Ohio  physicians  to  see  many  of  the  wonders 
of  the  West  on  a combined  business-pleasure  trip  next  June. 
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REGIONAL  POSTGRADUATE  LECTURES  DRAWING  LARGE 
CROWDS;  EXCELLENT  PROGRAMS  FOR  REMAINING 
SESSIONS  ARRANGED 


THE  fine  attendance  and  interesting  program 
which  marked  the  opening  session  of  the 
Ohio  State  Medical  Association  Regional 
Postgraduate  Lectures  for  Northwestern  Ohio 
physicians,  at  Findlay,  October  21,  was  duplicated 
at  the  second  session  held  at  the  High  School 
Auditorium,  Defiance,  Thursday  evening,  Novem- 
ber 4,  attended  by  175  physicians. 

The  lecturers  were  Dr.  Leslie  L.  Bigelow,  Co- 
lumbus, who  spoke  on  “Intestinal  Obstruction”, 
and  Dr.  Parke  G.  Smith,  Cincinnati,  whose  sub- 
ject was  “Infections  of  the  Urinary  Tract”.  Dr. 
D.  J.  Slosser,  Defiance,  presided. 

Dr.  Barney  J.  Hein,  Toledo,  President-Elect  of 
the  State  Association,  made  a brief  talk  at  the 
opening  of  the  meeting,  in  which  he  urged  all 
physicians  in  Northwestern  Ohio  to  attend  each 
session  of  the  lectures. 

The  third  session  of  the  series  was  held  at 
Findlay,  November  18.  Dr.  Loyal  E.  Leaven- 
worth, Canton,  spoke  on  “Prenatal  and  Postnatal 
Care;  Management  of  Pregnancy”,  and  Dr. 
Harold  N.  Cole,  Cleveland,  discussed  “Diagnosis 
and  Treatment  of  Early  Syphilis”.  Additional 
news  concerning  the  third  session  will  appear  in 
the  January,  1938,  issue  of  The  Ohio  State 
Medical  Journal. 

PROGRAMS  FOR  REMAINING  SESSIONS 

The  program  for  the  remainder  of  the  course 
follows: 

December  2 — Defiance — “Common  Lesions  of 
the  Cervix;  Differential  Diagnosis;  Preventive 
Measures  and  Treatment”,  Dr.  William  H.  Weir, 
Cleveland;  “Scarlet  Fever”,  Dr.  James  G.  Kramer, 
Akron. 

December  16 — Findlay  — “Pneumonia”,  Dr. 
Julien  E.  Benjamin,  Cincinnati;  “Clinical  Aspects 
of  Tuberculosis  in  Infancy  and  Childhood”,  Dr. 
Waldo  E.  Nelson,  Cincinnati. 

January  6 — Defiance — “Chronic  Arthritis — 
Medical  Aspects”,  Dr.  A.  B.  Brower,  Dayton; 
“Chronic  Arthritis — Orthopedic  Aspects”,  Dr. 
William  R.  Hochwalt,  Dayton. 

January  20 — Findlay — “Principles  of  Treat- 
ment of  Diabetes”,  Dr.  Henry  J.  John,  Cleveland; 
“Common  Psychoses”,  Dr.  Louis  J.  Karnosh, 
Cleveland. 

February  3 — Defiance — “Cancer  of  the  Breast”, 
Dr.  John  W.  Means,  Columbus;  “Fungous  and 
Pyogenic  Infections  of  the  Skin”,  Dr.  Claude  B. 
Norris,  Youngstown. 

Sessions  will  start  at  7:00  P.M.  All  meetings 


in  Findlay  will  be  at  the  Elks’  Home,  and  in  De- 
fiance at  the  High  School  Auditorium. 

It  will  be  noted  that  the  Dr.  Waldo  E.  Nelson, 
assistant  professor  of  pediatrics,  University  of 
Cincinnati  College  of  Medicine,  will  discuss 
“Clinical  Aspects  of  Tuberculosis  in  Infancy  and 
Childhood”,  at  the  meeting  in  Findlay,  December 
16,  in  place  of  Dr.  A.  Graeme  Mitchell,  Cincinnati, 
who  was  obliged  to  cancel  his  lecture  because  of 
an  unforeseen  conflict  in  speaking  engagements. 

Dr.  Nelson  graduated  at  the  University  of  Cin- 
cinnati College  of  Medicine  in  1926.  He  is  attend- 
ing pediatrician  at  the  Children’s  Hospital,  Cin- 
cinnati General  Hospital,  Contagious  Hospital, 
Tuberculosis  Sanitarium;  and  medical  director  of 
the  Children’s  Convalescent  Home.  Dr.  Nelson  is 
a member  of  the  American  Academy  of  Pediatrics 
and  the  Society  for  Pediatric  Research. 

THOSE  REGISTERED  AT  DEFIANCE 

Physicians  who  registered  at  the  Defiance 
meeting,  November  4,  were: 

C.  F.  Murbach,  E.  A.  Murbach,  E.  R.  Murbach, 
Archbold;  C.  J.  Bondley,  Belle  Center;  F.  B.  Kay- 
lor,  L.  A.  Kleinhenz,  Belief ontaine;  J.  H.  Varnum, 
Benton  Ridge;  R.  E.  Rasor,  Bloomdale;  M.  R. 
Bixel,  M.  D.  Soash,  B.  W.  Travis,  Bluffton;  Frank 
V.  Boyle,  F.  D.  Halleck,  E.  H.  Mercer,  F.  L. 
Sterling,  Thos.  0.  Whitacre,  Bowling  Green;  H. 

R.  Mayberry,  Bryan;  S.  R.  Bame,  H.  K.  Van 
Buren,  Carey. 

C.  W.  Bird,  W.  R.  Flanagan,  H.  A.  Lewis,  B.  E. 
Watterson,  Continental;  S.  E.  Gates,  Cygnet;  J. 

D.  Cameron,  N.  A.  Cunningham,  John  U.  Fauster, 
John  U.  Fauster,  Jr.,  E.  P.  Mitchell,  Paul  B.  New- 
comb, J.  J.  Reynolds,  D.  J.  Slosser,  G.  E.  Winn, 

E.  C.  Wurst,  Defiance;  Bryon  B.  Blank,  DeGraff; 
Ezra  Burnett,  Delphos;  B.  L.  Johnson,  Deshler. 

Stephen  P.  Churchill,  Dunkirk;  R.  W.  Reynolds, 
Fayette;  H.  0.  Crosby,  W.  F.  Galbreath,  Myron 
Hanna,  John  Van  Horn  Hartman,  O.  P.  Klotz,  D. 
J.  King,  B.  F.  Mowry,  P.  C.  Pennington,  R.  S. 
Rilling,  T.  A.  Spitler,  Findlay;  G.  H.  W.  Brugge- 
mann,  L.  C.  Gerlinger,  James  L.  Murphy,  A.  J. 
Reycraft,  T.  T.  Rosendale,  Fostoria;  J.  C.  Boyce, 
J.  L.  Curtin,  E.  McM.  Ickes,  Fremont;  C.  J.  Wood, 
Genoa. 

R.  L.  Tecklenberg,  Glandorf;  0.  S.  Robuck, 
Gomer;  D.  R.  Barr,  Grand  Rapids;  T.  P.  Fast, 
Grover  Hill;  R.  L.  Davis,  Hamler;  F.  F.  DeMuth, 

S.  E.  DeMuth,  J.  S.  Hull,  Hicksville;  C.  B.  Geiger, 
L.  E.  Overhulse,  Holgate;  Dan  B.  Spitler,  Hoyt- 
ville;  R.  L.  Biedermann,  J.  L.  Higbie,  Jenera;  E. 
Blackburn,  Kalida;  N.  C.  Schroeder,  Kenton;  A. 
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J.  Ballard,  B.  J.  George,  G.  M.  Wright,  Liberty- 
Center. 

H.  S.  Basinger,  W.  W.  Beauchamp,  Burt  Hib- 
bard, G.  E.  Jones,  N.  Kalb,  R.  B.  Krouse,  H.  A. 
Lotzoff,  Walter  A.  Noble,  Edward  B.  Pedlow,  M. 

B.  Rice,  Karl  F.  Ritter,  H.  L.  Stelzer,  T.  R. 
Thomas,  J.  R.  Tillotson,  Lima;  J.  H.  Fiser,  Ma- 
linta;  LeRoy  L.  Belt,  Marblehead;  E.  L.  Brady, 
J.  H.  Jackson,  R.  T.  Morgan,  Robert  Ramroth,  A. 

A.  Starner,  Marion;  W.  M.  Gills,  Maumee;  R.  E. 
McBroom,  McComb. 

T.  P.  Delventhal,  E.  M.  Harrison,  Thomas 
Quinn,  Napoleon;  W.  E.  McKee,  Ney;  C.  S. 
Cavett,  E.  A.  Powell,  North  Baltimore;  A.  F.  Bur- 
son,  Oakwood;  W.  J.  Reuter,  Ohio  City;  O.  J. 
Fatum,  Ottoville;  W.  B.  Light,  Ottawa;  P.  D. 
Bixel,  H.  A.  Neiswander,  Pandora;  Ella  T.  Fast, 
L.  R.  Fast,  Paulding;  K.  C.  Evans,  F.  A.  Mc- 
Cammon,  Payne;  D.  R.  Canfield,  Paul  F.  Orr,  W. 
H.  Rheinfrank,  Perrysburg. 

Geo.  McGuffin,  Pettisville;  George  W.  DeMuth, 
Sherwood;  H.  G.  Deerhake,  Spencerville;  Wm.  H. 
Price,  Stony  Ridge;  Guy  E.  Noble,  Harry  S. 
Noble,  St.  Marys;  A.  G.  Goll,  C.  G.  Goll,  Stryker; 

C.  W.  Montgomery,  F.  M.  Smith,  Sycamore;  Chas. 
F.  Daniel,  A.  W.  Harrold,  R.  E.  Hershberger,  Paul 
J.  Leahy,  Tiffin. 

Paul  R.  Ensign,  C.  L.  Felker,  Hugh  M.  Foster, 

B.  J.  Hein,  E.  W.  Huffier,  A.  R.  Klopfenstein, 
Frank  L.  Klopfenstein,  Rollin  Kuebbeler,  E.  J. 
McCormick,  C.  L.  McKibben,  James  E.  Mullen, 
Frederick  P.  Osgood,  Harry  M.  Scott,  C.  C. 
Shearer,  W.  B.  Sloan,  B.  C.  Smoot,  Toledo;  R.  L. 
Garster,  John  M.  Thompson,  Upper  Sandusky;  F. 
W.  Dannecker,  B.  L.  Good,  R.  H.  Good,  J.  R. 
Jarvis,  D.  F.  Russell,  Van  Wert. 

B.  D.  Osborn,  Waldo;  Chas.  C.  Berlin,  Theo.  A. 
Campbell,  E.  F.  Heffner,  S.  H.  Sibert,  Wapa- 
koneta;  W.  P.  V.  Evers,  Wm.  H.  Maddox,  Wau- 
seon;  B.  Velona,  Boston,  Mass. 


Payroll  Taxes  Deductible 

Both  Federal  and  State  Unemployment  Com- 
pensation, and  Federal  Old  Age  Benefits  taxes 
levied  upon  employers  under  the  Social  Security 
Act,  are  proper  deductions  from  income  tax  re- 
turns. Such  taxes  are  deductible  on  returns  for 
the  taxable  year  in  which  they  are  accrued  or 
paid,  depending  upon  the  method  of  accounting 
employed  by  the  taxpayer. 

However,  Federal  Old  Age  Benefits  payroll  de- 
ductions from  employes’  wages  are  not  proper 
deduction  from  individual  Federal  income  tax 
returns.  The  reason  for  this  latter  distinction  is 
the  fact  that  the  individual  employe  at  a future 
date  will  have  returned  to  him  in  the  form  of 
pensions  the  money  which  is  deducted  from  his 
current  wages. 


HOSPITAL  INSURANCE  REPORT 

The  Bureau  of  Medical  Economics, 
American  Medical  Association,  has 
just  published  a comprehensive  re- 
port on  the  subject  of  group  hospital- 
ization. It  represents  an  exhaustive 
study  of  group  hospitalization  plans 
and  hospital  insurance  companies 
throughout  the  United  States.  The 
important  effect  of  these  plans  on  the 
practice  of  anesthesia,  radiology  and 
pathology  in  hospitals  is  fully  dis- 
cussed. Contents  include  background 
of  group  hospitalization  plans,  de- 
velopment of  the  movement,  present 
status,  relationship  to  the  practice  of 
medicine,  and  the  merits  and  defects 
of  such  plans.  The  book  may  be  ob- 
tained for  75  cents,  postpaid,  with 
lower  prices  for  quantities.  Orders 
should  be  sent  to  the  A.M.A.,  535 
North  Dearborn  St.,  Chicago,  Illinois. 


Second  Postgraduate  Session  Held  By 
Tuscarawas  County  Medical  Society 

Following  a highly  successful’  postgraduate 
day  in  October,  the  Tuscarawas  County  Medical 
Society  held  another  all-day  session  November 
17,  at  the  Buckeye  Hotel,  Uhrichsville.  The 
speakers  were  Dr.  Russel  G.  Means,  Dr.  George 
I.  Nelson  and  Dr.  Earl  H.  Baxter,  Columbus, 
members  of  the  faculty  of  the  Ohio  State  Uni- 
versity College  of  Medicine.  Subjects  discussed 
included:  common  cold,  tonsillitis,  scarlet  fever, 
diphtheria,  rheumatic  fever,  poliomyelitis,  men- 
ingoccic  meningitis,  septic  sore  throat,  influenza, 
pertussis,  broncho  pneumonia  and  lobar  pneu- 
monia. 


W.P.A.  Funds  Allotted  to  State  Health 
Department 

Announcement  was  recently  made  of  an  allow- 
ance, subject  to  the  Comptroller  General’s  ap- 
proval, of  '*‘628  407  of  W.P.A  funds  for  the  use 
of  the  State  Department  of  Health  in  sealing 
abandoned  coal  mines  in  Athens,  Carroll,  Coshoc- 
ton, Guernsey,  Hocking,  Jackson,  Jefferson,  Ma- 
honing, Monroe,  Muskingum,  Perry,  Scioto,  Sum- 
mit, Vinton,  Wayne,  Belmont,  Columbiana,  Gallia, 
Harrison,  Holmes,  Lawrence,  Meigs,  Morgan, 
Noble,  Pike,  Stark,  Tuscarawas,  and  Washington 
counties. 


In  Our  Opinion: 


Comments  on  Current  Economic  and  Social 
Questions  and  Professional  Problems; 
Suggestions  Regarding  Organized  Activities 


Now  that  the  wave  of  excitement  and  publicity 
which  accompanied  the  60  known  deaths  result- 
ing' from  the  administration  of  “Elixir  of  Sul- 
fanilamide”, manu- 
“ Elixir  ’ Deaths  Tragic  factured  and  dis- 
■nrr  . a . tt  tributed  by  a South- 

Warmng  Against  Use  ern  pharmaceutical 

of  Unapproved  Drugs  concern,  has  sub- 

sided, a studied 
survey  of  the  situation  is  in  order  to  ascertain 
how  and  why  a wholesale  tragedy  of  this  kind 
could  happen  and  what  steps  should  be  taken  to 
prevent  a similar  catastrophe. 

Based  on  investigations  made  by  Federal  offi- 
cials, the  American  Medical  Association  and  other 
reliable  agencies,  the  following  points  deserve 
serious  consideration: 


1.  There  is  ample  evidence  to  indicate  that 
diethylene  glycol  used  in  the  “elixir”,  an  un- 
standardized, nonofficial  product,  not  recom- 
mended or  recognized  for  internal  use,  and  not 
the  drug  sulfanilamide  itself  was  responsible  for 
the  deaths. 

2.  Sulfanilamide  should  not  be  used  with  other 
drugs  except  sodium  bicarbonate. 

3.  The  manufacturer  of  the  “Elixir  of  Sul- 
fanilamide” failed  to  determine  in  advance  the 
toxicologic  effects  of  the  “elixir”  and  apparently 
did  not  make  adequate  pharmacologic  or  clinical 
tests  before  placing  the  solution  on  the  market. 

4.  Detail  men  who  promoted  the  “elixir”,  phar- 
macists who  sold  it  across  the  counter  or  on  pre- 
scription, and  physicians  who  administered  it  or 
prescribed  it  did  not  heed  the  repeated  warnings 
which  have  been  issued  against  the  use  of 
proprietary,  unstandardized,  semi-secret  remedies 
— in  fact  any  remedy  which  has  not  been  officially 
approved  by  the  Council  on  Pharmacy  and  Chem- 
istry of  the  American  Medical  Association  or 
some  equally  competent  and  reliable  agency. 

5.  Present  food  and  drug  laws  are  woefully 
inadequate,  since  there  is  nothing  now  which  re- 
quires a manufacturer  to  divulge  a formula  or 
make  accurate  pharmacologic  or  clinical  tests  be- 
fore marketing  a product. 

Generally  speaking  there  are  a few  steps  which 
can  be  taken  to  prevent  future  disasters  of  this 
kind,  namely: 


1.  There  must  be  an  overhauling  of  food  and 
drug  statutes  to  provide  adequate  provisions  for 
the  establishment  of  obligatory  legal  standards 
for  drugs  and  other  devices  used  on  the  human 
body  and  severe  penalties  for  violation. 

2.  An  awakening  in  the  ranks  of  manufactur- 


ing pharmacists  with  respect  to  their  responsi- 
bilities and  obligations  so  far  as  protection  of  the 
public  is  concerned. 

3.  More  emphasis  on  campaigns  to  educate 
the  public  with  respect  to  the  dangers  of  buying 
package  medicines  over  the  counter,  especially 
remedies  which  do  not  carry  the  seal  of  approval 
of  reliable  agencies;  and  self -prescribing  in  gen- 
eral. 

4.  Greater  care  on  the  part  of  physicians  in 
prescribing  and  dispensing.  In  the  long  run,  it  is 
advisable  for  physicians  to  stick  to  principles  and 
advice  laid  down  in  the  U.  S.  Pharmacopeia,  Na- 
tional Formulary,  and  reports  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  A.M.A.  When 
advice  from  official  sources  relative  to  any  so- 
called  remedy  is  lacking  or  such  advice  contains 
warnings,  the  physician  will  do  well  to  play  safe 
by  limiting  himself  to  the  use  of  tested  prepara- 
tions which  have  proved  safe  and  effective. 


It  is  surprising  how  a half-hour  of  daily  read- 
ing of  some  standard  text  or  medical  journal  will 
broaden  your  knowledge.  Try  it. — California  and 
Western  Medicine. 


Speaking  of  proposed  Federal  legislation  in  the 
field  of  medicine  and  health  and  the  state  of  con- 
fusion in  which  the  medical  profession  and  other 

professional  and  busi- 

It’s  the  Follow-Up  ness  groups,  find 

themselves,  the  editor 
of  a contempary  jour- 
Whieh  Really  Count  nal  makes  the  follow- 
ing statement: 

“With  this  uncertain  course  ahead  of  us  it  is 
the  hope  of  every  doctor  that  our  Local,  State  and 
National  Societies  will  be  alert  and  powerful 
enough  to  master  the  situation  and  not  fail  us 
in  time  of  need.” 

None  who  wants  the  public  to  have  the  very 
best  medical  service  possible  and  who  desires  to 
see  continued  progress  in  scientific  medicine 
would  express  any  other  wish. 

But  wishful  thinking  will  not  suffice.  Action 
will  be  found  necessary — action  by  every  single 
member  of  the  medical  profession. 

What  are  these  “Local,  State  and  National  So- 
cieties” referred  to?  Nothing  more,  nothing  less 
than  composites  of  the  medical  profession  as  a 
whole.  A society  cannot  speak  unless  its  members 
speak  for  it.  A society  cannot  act  unless  its 
members  act  concertedly  and  individually.  Failure 
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may  come  despite  what  physicians  as  groups  and 
as  individuals  do,  but  it  is  a safe  bet  it  will 
arrive  more  rapidly  if  doctors  individually  fail  to 
take  a personal  and  active  interest  in  their  so- 
cieties and  in  the  problems  with  which  they  are 
expected  to  cope. 

Permit  us  to  ask  this  one  question:  How  many 
physicians  have  talked  with  their  respective  Con- 
gressmen or  have  written  them  a personal  letter 
about  pending  Federal  legislation? 

A personal  chat  or  a letter — friend-to-friend, 
physician-to-patient,  constituent-to-public  servant 
— will  do  more  good  than  a whole  barrel  of  reso- 
lutions. 

Your  society  through  its  facilities  can  obtain 
information  and  furnish  analyses — arguments  pro 
and  con,  if  necessary — but  primarily  it  is  the  re- 
sponsibility of  the  individual  physician  to  make 
any  action  taken  by  the  society  as  a unit,  effec- 
tive. 


After  35  years  as  a member  of  the  medical 
profession  and  nearly  a quarter  of  a century  as 
an  official  of  the  State  Association,  I am  con- 
vinced that  the  greatest  stumbling  block  to  the 
progress  of  organized  medicine  is  nothing  short 
of  plain  unadulterated  indifference. — M.  M.  Mc- 
Cord, M.D.,  Journal  of  the  Medical  Association 
of  Georgia. 


Whenever  we  get  what  we  believe  is  a good 
tip  on  organization  procedure,  we  like  to  pass  it 
on  for  the  consideration  of  component  society 

officers  and  individual 

Quiz  on  Ethics  For  members. 

_ • n/i  i Here’s  the  latest 

Prospective  Members  which  appealed  to  us 

Should  Be  Required  as  having  a lot  of 

merit: 

We  have  been  informed  that  when  a physician 
applies  for  membership  in  the  Mahoning  County 
Medical  Society,  the  Board  of  Censors  presents 
him  with  a copy  of  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Association.  The 
applicant  is  requested  to  digest  the  content  and 
instructed  to  appear  at  a certain  time  before  one 
or  more  members  of  the  Board  of  Censors  for  an 
oral  quiz.  If  the  candidate  answers  the  questions 
satisfactorily,  he  has  negotiated  one  of  the  im- 
portant hurdles  in  his  path  to  active  membership 
in  the  society.  Failure  to  do  so,  means  additional 
study  of  the  principles,  and  another  quiz. 

This  seemed  to  us  to  be  sound  procedure.  Like 
vaccination,  perhaps  it  won’t  always  “take”  but 
no  harm  is  done  and  there  always  is  the  chance 
that  it  will  give  the  young  physician  a reserve 
supply  of  information  regarding  ethical  and  pro- 
fessional conduct  which  he  can  draw  on  for  sup- 
port should  temptation  cross  his  path  at  some 
future  time. 


Incidentally,  we  are  somewhat  inclined  to  be- 
lieve that  a “refresher  course”  in  medical  ethics 
and  professional  conduct  might  be  helpful  as  a 
regular,  routine  part  of  the  curriculum  of  every 
county  medical  society. 

While  we’re  on  the  subject,  it  is  hoped  that  all 
readers  will  make  it  a point  to  read  the  paper 
presented  by  Dr.  Geo.  Edw.  Follansbee,  Cleveland, 
chairman,  Judicial  Council  of  the  American  Medi- 
cal Association,  at  the  Mid-Year  Organization 
Conference,  October  24,  published  in  this  issue  of 
The  Journal. 


The  purpose  of  your  medical  society  is  to 
lighten  your  burden  by  the  united  action  of  the 
entire  membership. — Wichita  Medical  Bulletin. 


The  desirability  of  providing  the  press  with 
authentic  medical  news  and  placing  the  views  of 
the  organized  profession  before  the  public  has 

been  commented  on 

Proper  Control  Over  several  times  in  these 

columns.  We  firmly 
believe  that  the  pro- 
and  News  Needed  fessions  owes  it  to  it- 
self as  well  as  the 
public  to  get  closer,  as  it  were,  to  the  mediums 
which  play  an  important  part  in  the  molding  of 
public  opinion. 

Public  education  on  health  and  medical  mat- 
ters when  carried  on  and  controlled  by  medical 
and  official  public  health  organizations  usually  is 
beyond  criticism,  although  we  believe  that  medical 
societies  have  been  somewhat  lax  in  this  respect 
and  have  been  too  willing  to  let  others  take  the 
lead. 

Public  education  through  articles  based  on  in- 
terviews with  individual  physicians  presents  an 
entirely  different  problem.  It  is  a method  of  dis- 
seminating information  which  has  been  abused. 
Unless  the  practice  is  carefully  safeguarded  and 
controlled  by  the  medical  profession  itself,  it 
drops  to  the  level  of  methods  used  by  the  quack, 
faddist  and  self-advertising  practitioner  who  have 
never  made  any  real  contribution  to  scientific 
medicine  and  public  health,  and  never  will. 

For  that  reason  it  seems  appropriate  that  medi- 
cal societies  should  consider  this  question  and 
work  out  some  plan  of  control  which  will  give  the 
press  a regular  and  accurate  supply  of  authentic 
news  and  at  the  same  time  protect  the  public 
against  publicity  seekers  within  the  profession 
and  charlatans  without. 

Not  long  ago  regulations  with  respect  to  pub- 
licity were  adopted  by  the  Medical  Society  of 
Milwaukee  County  (Wisconsin)  and  are  now  in 
force.  We  are  not  prepared  to  say  that  the  Mil- 
waukee regulations  are  the  last  word  on  this 
question.  They  may  contain  “bugs”  and  perhaps 
they  can  be  improved.  Nevertheless,  we  offer 
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them  here  for  consideration  and  as  a starting 
point  for  any  local  society  in  Ohio  which  may 
believe  something  similar  in  character  would  be 
beneficial  in  their  respective  communities: 

“1.  Requests  received  by  individual  members 
for  expressions  of  opinions  on  medical  matters 
by  newspapers  or  reporters  shall  be  referred  to 
the  Executive  Secretary  of  The  Medical  Society 
of  Milwaukee  County  to  be  placed  before  the 
Committee  on  Public  Instruction.  Preferably  such 
information  shall  be  given  to  the  press  in  the 
name  of  The  Medical  Society  of  Milwaukee 
County  without  the  mention  of  individual  names. 
Whenever  this  is  impossible,  the  phrase,  ‘Dr. 
So-and-So,  speaking  for  the  Committee  on  Public 
Instruction  of  The  Medical  Society  of  Milwaukee 
County,’  should  be  used. 

“Requests  received  by  individual  members  for 
a medical  opinion  or  endorsement  of  a commercial 
commodity  or  any  requests  for  a public  statement 
in  which  the  authority  of  the  individual’s  opinion 
rests  upon  the  fact  that  he  is  a medical  man, 
shall  be  referred  to  the  Executive  Secretary  of 
the  Society  to  be  placed  before  the  Committee  on 
Public  Instruction  for  its  approval.  Preferably 
such  information  should  be  given  to  the  press,  in 
the  name  of  a member  of  one  of  the  standing 
committees  of  this  Society. 

“2.  Any  Society  member  who,  by  invitation  or 
upon  his  own  initiative,  writes  an  article  on  a 
medical  topic  for  publication  in  the  lay  press  or 
to  be  broadcast  over  the  radio,  shall  submit  the 
said  article  to  the  Committee  on  Public  Instruc- 
tion prior  to  its  being  published  or  broadcast. 

“Society  members  are  cautioned  against  broad- 
casting articles  over  the  radio,  or  issuing  them 
directly  or  indirectly  to  lay  publications  without 
the  approval  of  this  Committee. 

“3.  Any  Society  member  who  publishes  an 
article  on  a scientific  subject  in  the  lay  press  or 
broadcasts  it  over  the  radio  shall  not  allow  his 
name  to  be  used,  merely  having  the  fact  an- 
nounced that  the  article  was  prepared  by  a quali- 
fied doctor  of  medicine. 

“4.  Any  officer  or  chairman  of  a committee  of 
The  Medical  Society  of  Milwaukee  County  who 
writes  an  article  for  the  lay  press  or  delivers  a 
speech  over  the  radio  on  an  extra-scientific  sub- 
ject shall  use  only  the  title  of  his  office  and  not 
any  of  his  personal  titles. 

“5.  The  Committee  on  Public  Instruction  will 
approve  all  authentic  scientific  articles  which  are 
not  of  a self-aggrandizing  nature. 

“6.  To  guide  physicians  who  desire  to  write 
articles  for  lay  consumption,  the  following  defi- 
nitions are  submitted: 

“a.  Permissible  medical  publicity  is  the  is- 
suance of  a public  report  concerning  an  event 
of  general  interest  and  importance.  It  stresses 
the  happening  rather  than  the  individual. 

“b.  Undesirable  medical  publicity  is  the  pub- 
lication of  individual  activities  designed  to 
magnify  the  importance  of  that  individual  in 
the  eyes  of  the  public. 

“c.  Propaganda  is  a systematic  effort  to  gain 
public  support  for  public  health  activities. 

“d.  Public  health  education  is  the  impartial 
instruction  of  the  public  in  facts  related  to  the 
prevention  and  treatment  of  disease.  It  stresses 
the  facts  rather  than  the  individual  presenting 
them.” 


Not  infrequently  some  member  asks  the  Head- 
quarters Office  at  Columbus  for  information  rel- 
ative to  some  company  or  agency  engaged  in 

compiling  a “Who’s 
A Suggestion  About  Who”  or  similar 

rr/  n i , booklet  about  mem- 

H aste-Basket  and  bers  of  the  medicai 

Throw-Away  Material  profession. 

Since  the  State 
Association  obviously  does  not  have  the  facilities 
for  checking  up  on  such  agencies,  it  has  been  im- 
possible to  give  members  specific  information. 

For  the  information  of  the  membership  gen- 
erally we  offer  the  suggestion  that  requests  of 
this  kind  not  be  considered  too  seriously. 

In  our  opinion,  the  official  American  Medical 
Directory,  published  by  the  American  Medical 
Association,  is  the  best  “Who’s  Who”  of  the  medi- 
cal profession  on  the  market.  It  costs  a physician 
nothing  to  get  his  name  into  that  directory  and  it 
has  the  official  standing  of  the  A.M.A.  back  of  it. 
The  A.M.A.  hires  no  detail  men  to  sell  its  direc- 
tory and  has  no  ax  to  grind  in  publishing  it.  It  is 
recognized  by  all  reliable  agencies  as  the  most 
authentic  source  of  information  regarding  physi- 
cians and  contains  closer  to  100  per  cent  data 
about  physicians  than  any  other  document  of  its 
kind. 

When  he  receives  a request  from  the  A.M.A.  for 
information  for  the  American  Medical  Directory, 
a physician  should  respond  immediately,  supply- 
ing the  data  requested.  Ignoring  similar  requests 
from  agencies  which  intend  to  use  the  informa- 
tion for  financial  gain  for  themselves  would  not, 
in  our  opinion,  be  an  error  of  omission. 


While  the  economic  future  is  shrouded  in  un- 
certainty, we  cannot  concentrate  upon  it  to  the 
exclusion  of  our  main  objective — that  of  develop- 
ing the  art  and  science  of  medicine. — J.  Morrison 
Hutcheson,  M.D.,  President,  Medical  Society  of 
Virginia. 


Occasionally  it  takes  a good  stiff  jolt  to  clarify 
the  atmosphere  and  awaken  certain  groups  with- 
in the  medical  profession  to  a realization  that  the 

reputation  and  tradi- 

If  It  Takes  a Few  tions  of  the  profession 
c ..  are  worth  preserving 

Stiff  Bunches,  Mow  and  safeguarding. 

Is  the  Time  to  Start  Apparently  that  is 

what  the  president  of 
one  of  Ohio’s  medical  societies  had  in  mind  when 
he  wrote  the  following  in  the  society’s  publica- 
tion: 

“Our  economic  success  and  professional  accom- 
plishments will  be  measured  largely  by  the  yard- 
stick of  professional  harmony  and  the  constant 
application  of  the  Golden  Rule  towards  each  other, 
towards  our  patients,  and  towards  the  various  lay 
groups  with  which  we  are  privileged  to  deal  as 
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individuals.  Therefore,  let  us  keep  constantly 
before  us  our  individual  responsibilities. 

“A  brief  survey  of  the  practice  of  medicine  in 
our  midst  reveals  such  indiscreet  customs  as  sur- 
geons making  chauffeur  examinations  and  for 
fees  as  low  as  fifty  cents  (50c),  a fee  inconsistent 
with  work  of  quality. 

“Obstetricians  making  examinations  for  life 
insurance  companies  where  the  applicants  are 
nearly  all  males,  physicians  selling  their  services 
to  some  politician  to  do  an  indefinite  amount  of 
work  for  a given  group  such  as  the  indigent  or 
those  on  relief  and  this  for  a monetary  con- 
sideration far  below  a fee  consistent  with  good 
services,  and  E.  E.  N.  T.  specialists  doing  indus- 
trial medicine  and  surgery. 

“Physicians  who  are  yielding  to  such  forms  of 
practice  are  not  weighing  carefully  the  future  of 
their  profession  nor  are  they  applying  the  funda- 
mental principles  of  professional  harmony.  Such 
practices  can  but  ultimately  undermine  our  whole 
structure  and  result  in  economic  chaos.  These 
remarks  are  not  intended  for  anyone  specifically 
but  are  for  the  sole  purpose  of  directing  your 
attention  to  ‘the  little  foxes  that  are  gnawing  the 
vines’  of  our  profession  to  the  detriment  of  the 
entire  group.” 

A wee  bit  rough  on  the  boys,  some  will  say. 
But  is  it?  Who  will  do  the  job  of  bringing  the 
corner-cutters  to  their  senses  if  the  medical  pro- 
fession itself  loafs  on  the  job?  Why  should  the 
99  per  cent  honest,  ethical  members  of  the  pro- 
fession take  the  rap  because  a few  have  forgotten 
that  square  shooting  still  is  regarded  as  some- 
thing to  be  coveted?  More  power  to  those  in  the 
profession  who  have  the  courage  to  call  a spade 
a spade  and,  as  it  were,  twist  the  tigers  by  their 
tails. 


Members  at  large,  are  you  aware  of  the  time 
and  thought  your  officers  and  committeemen  are 
giving  freely  for  you  and  our  profession?  When 
they  call  upon  you  for  help,  respond  with  all 
your  might!  Your  share  is  vital. — Colorado 
Medicine. 


“The  Medical  Crier”  of  The  Mahoning  County 
Medical  Society  Bulletin,  whose  nose  for  news  is 
second  to  none  and  whose  pithy  observations  al- 
ways are  of  interest,  had 

Is  Your  Society  In  this  to  say  about  the  re' 
cent  Mid-Year  Organiza- 
Step  or  Has  the  tion  Conference  at  Col- 
Parade  Gone  By?  umbus,  October  24: 

“When  the  officers  of 
Ohio  State  Medical  Society  put  on  their  Mid-Year 
Organization  Conference  they  sure  do  get  down 
to  brass  tacks.  There  is  no  time  for  flowery 
oratory  but  just  plain  talk  of  the  fundamentals 
of  good  Medical  Society  operation:  how  to  proceed 
with  the  operation  of  the  medical  phase  of  the 
relief  problem  under  the  present  setup,  how  to 
discipline  errant  members,  how  to  encourage  the 
prompt  payment  of  dues,  how  the  new  Post- 


graduate Refresher  Courses  are  planned,  how  the 
new  Speakers’  Bureau  operates,  how  to  establish 
a credit  rating  bureau,  and  other  practical  sub- 
jects. 

“The  eight  men  from  Mahoning  County  set 
back  with  smiles  of  smug  complacency  as  the 
various  activities  of  the  ideal  Medical  Society 
were  paraded.  They  seemed  to  feel  that  the  boys 
back  home  have  been  right  up  in  front  in  every 
department  that  was  mentioned.  Our  Postgrad- 
uate Day  programs  were  spoken  of  as  a model 
for  others  to  copy.” 

A glance  at  the  record  reveals  that  “The 
Crier’s”  comments  about  his  medical  society  do 
not  exaggerate.  It  must  be  a comfortable  feel- 
ing for  a county  society  to  know  that  it  is  in  the 
front  rank  of  the  parade.  How  does  your  society 
feel? 


The  day  is  past  for  the  pontifical  attitude  in 
medicine,  as  in  religion.  The  public,  i.e.,  the  ordi- 
nary man,  must  see  why  he  does  a thing  before 
he  will  agree  to  do  it. — Bulletin  of  the  Vancouver 
Medical  Association. 


Writing  in  a recent  issue  of  The  Cleveland 
Academy  of  Medicine  Bulletin,  Dr.  R.  J.  Fackel- 
ton,  the  editor,  makes  some  timely  suggestions 

concerning  the  need 
for  more  medico-po- 
litical leadership. 

To  back  up  his 
argument  that  a 
greater  number  of 
physicians  should  seek  public  office  and  that  the 
profession  in  general  should  take  a keener  in- 
terest in  medico-governmental  activities,  Dr. 
Fackelton  said: 

“Our  legislators,  with  scarcely  a doctor  in  their 
midst  to  advise,  must  decide  complex  medico- 
social  problems  such  as  the  numerous  ramifica- 
tions of  industrial  insurance,  medical  care  of  the 
government’s  various  classes  of  dependents  partial 
or  complete,  licensure  of  persons  practicing 
branches  of  the  healing  art,  and  regulation  of 
costs  and  quantities  of  foods  and  medical  supplies 
and  accessories,  which  may  become  commercialized 
or  over-restricted  by  abnormal  tariffs.  Can  we 
think  of  these  and  other  fields  which  call  for  the 
advice  of  the  medical  man,  and  fail  to  hold  in 
highest  respect  any  physicians  who  are  willing 
to  make  the  sacrifice  necessary  to  enter  this  maze 
of  problems  and  analyze  them  in  tercns  of  what 
is  best  for  all?” 

Dr.  Fackelton’s  point  is  well  taken  and  ought 
to  be  followed  up  with  concrete  action.  However, 
even  if  physicians  in  greater  numbers  do  not  toss 
their  hats  into  the  political  ring,  there  is  no  good 
reason  why  the  activities  of  government  affecting 
medical  and  health  matters  should  not  be  carried 
on  under  the  guidance  of  medical  men. 

Through  medical  organization,  the  medical  pro- 
fession is  ready  and  willing  (at  least  it  should  be) 
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to  cooperate  and  assist  the  legislative  and  execu- 
tive branches  of  the  government  in  their  battles 
with  complicated  medico-social  problems.  The 
smart  medical  society  is  the  one  which  makes 
known  its  facilites  and  its  willingness  to  cooperate 
to  the  public  office  holders  of  its  community.  The 
wise  public  official  is  the  one  who  takes  advantage 
of  such  offers. 

More  medical  leadership  in  governmental  activi- 
ties certainly  is  needed.  If  it  cannot  be  secured 
through  the  election  of  physicians  to  public  offices, 
there  is  a possibility  of  accomplishing  it  through 
greater  active  interest  by  the  profession  as  a 
group  in  unofficial  contacts  and  conferences  with 
those  in  public  office,  at  which  the  point  can  be 
driven  home  that  the  medical  profession  is  willing 
to  guide,  to  help,  and  to  give  advice;  and  should 
have  a chance  to  do  so. 


Medicine  is  not  a trade — it  is  a profession  close 
to  the  people,  perhaps  closer  than  any  other — 
and  the  public  will  do  well  to  keep  their  medical 
problems  away  from  the  politically-minded  re- 
formers.— Journal  of  the  Medical  Association  of 
Georgia. 


May  an  Ohio  physician  legally  perform  a 
sterilization  operation  with  the  written  consent 
of  the  patient? 

The  question  was  asked 

Sterilization  With  in  a recent  communica- 
tion  received  by  the  State 
Consent  Presents  Headquarters  Office.  It 
Legal  Problem  constitutes  a highly  con- 
troversial legal  problem 
with  ramifications  extending  into  the  field  of 
medicine  itself. 

Inasmuch  as  it  is  quite  likely  that  competent 
legal  counsel,  perhaps  the  Attorney  General,  will 
be  asked  to  pass  on  the  question,  no  profound  dis- 
cussion will  be  attempted  here,  and,  of  course, 
these  comments  have  no  bearing  on  operations 
required  because  of  some  pathological  condition 
which  endangers  the  life  of  the  patient. 

Authorities  seem  to  be  in  disagreement  as  to 
whether  or  not  a physician,  even  with  the  consent 
of  the  patient,  has  a legal  right  to  perform  a 
sterilization  operation  in  the  absence  of  any 
statute  in  Ohio  relating  to  sterilization.  Some 
argue  there  must  be  specific  statutory  permission 
to  make  such  an  operation  legal.  Others  state 
that  such  an  operation,  done  with  the  consent  of 
the  patient,  would  be  legal  since  there  is  no 
specific  statute  of  prohibition. 

Would  the  operation  constitute  a technical 
violation  on  the  part  of  the  physician  of  that 
section  of  the  General  Code  (Section  12416)  re- 
lating to  maiming  and  disfiguring  another  ? Legal 
authorities  can  not  agree  on  this  point. 


Would  sterilization  or  depriving  a person  of 
his  or  her  powers  of  procreation  be  an  offense 
against  public  policy.  This  also  is  a moot  ques- 
tion. 

The  angle  of  medical  ethics  and  medical  pro- 
cedure cannot  be  overlooked.  If  a sterilization 
operation  is  contemplated  solely  as  a birth  con- 
trol measure,  the  physician  is  confronted  with  the 
responsibility  of  looking  at  the  ethical  and  moral 
aspects  and  of  deciding  whether  surgery  or  other 
prophylactic  measures  should  be  adopted. 

In  the  absence  of  definite  answers  to  these 
questions,  it  is  recommended  that  a physician  act 
cautiously  and  be  careful  to  establish  every  pos- 
sible safeguard  before  performing  such  an  opera- 
tion. He  should  by  all  means  have  the  written 
consent  of  the  patient  and  perhaps  someone  next 
of  kin  witness  the  document.  In  the  case  of  a 
married  man  or  woman,  the  consent  contract 
should  be  signed  by  both  the  husband  and  wife. 
Such  contracts  should  set  forth  the  reasons  given 
by  the  patient  for  wishing  the  operation  per- 
formed and  carry  a provision  attesting  to  the 
mental  competence  of  the  party  or  parties  grant- 
ing consent  to  the  physician  to  perform  the 
operation. 

In  the  final  analysis,  serious  responsibility  rests 
on  the  shoulders  of  the  physician  and  he  will  have 
to  decide  whether  or  not  he  should  take  the  risks 
involved  and  whether  or  not  such  an  operation 
in  any  given  case  would  be  considered  sound 
medical  procedure. 


The  well-educated  doctor  stands  high  among  his 
neighbors,  and  is  the  friend  and  confidant  of  his 
patients. — The  British  Medical  Journal. 


“On  behalf  of  the  County  Medi- 

cal Society,  I wish  to  thank  you  and  the  State 
Association  for  making  it  possible  for  us  to 

secure  Dr.  

Found:  Answer  To  as  our  speaker  for  our 

last  meeting.  Dr.  

the  Prayer  of  the  gave  us  some_ 

Average  Physician  thing  of  definitely  prac- 
tical value.  We  ap- 
preciate this  as  well  as  his  courtesy  in  coming  to 
our  small  society”. 

The  above  is  an  excerpt  from  a gratifying  let- 
ter received  at  the  State  Headquarters  Office 
from  a county  society  secretary. 

Two  important  points  are  emphasized  in  this 
communication.  First,  in  this  instance  the  Speak- 
ers Bureau  of  the  State  Association  accomplished 
the  purpose  for  which  it  was  established,  that  of 
assisting  county  medical  societies  in  obtaining 
good  speakers.  Second,  county  societies  welcome 
and  appreciate  a practical  talk. 

Unfortunately,  too  many  addresses  at  medical 
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meetings  are  of  little  practical  value  to  the  phy- 
sician in  his  daily  practice. 

A physician  who  takes  time  off  from  his  prac- 
tice or  gives  up  an  evening  at  home  to  attend  a 
medical  meeting  does  not  want  to  hear  an  ultra- 
scientific  paper,  hurriedly  read.  He  wants  a well- 
prepared  practical  talk,  delivered  informally  and 
interestingly  and  comprised  of  understandable 
terms.  In  other  words  he  wants  to  hear  some- 
thing which  will  stay  with  him  and  give  him  sug- 
gestions he  can  use  his  in  his  daily  practice.  He 
wants  authoritative,  up-to-date  information,  based 
on  the  speaker’s  experience,  which  will  make  his 
diagnosis  more  accurate  and  his  treatment  more 
effective.  Of  course,  there  is  a place  for  the 
highly  technical  treatise  on  recent  experiments 
and  unusual  cases,  but  that  place  is  in  the  litera- 
ture where  it  can  be  read  and  digested  during 
leisure  moments. 

The  speaker  who  “hits  ’em  between  the  eyes” 
with  something  practical,  stripped  of  a top-coat 
of  big  and  unnecessary  words  and  phrases,  is  the 
chap  who  answers  the  average  doctor’s  prayer. 


The  work  and  accomplishments  of  any  organi- 
zation are  dependent  upon  the  interest  and  in- 
dustry of  the  men  appointed  to  the  committees. — 
Weekly  Roster  and  Medical  Digest. 


Call  it  trivial  if  you  please,  but  our  hat  is  off 
to  the  Canton  Medical  Library  Society  for  speak- 
ing up  about  the  so-called  baby  show  racket. 

Over  the  signature  of 

Everybody  Profits  the  society»  the  follow- 

ing  comment  appeared 

and  Has  Good  1 ime  in  the  Fall  issue  of  The 

But  the  Babies  Stark  Comity  Medical 

Society  Bulletin  and 
after  analysis  the  subject  is  not  nearly  as  com- 
monplace as  it  would  appear  to  be  at  first  glance: 

“Each  year  some  organization  or  other  spon- 
sors a pageant  of  some  kind  with  a ‘baby  show’ 
as  the  prime  attraction  to  put  the  whole  thing 
over. 

“The  fond  mother  is  induced  to  enter  her  baby 
on  the  assumption  or  promise  that  the  baby  will 
be  given  a thorough  physical  examination  by  a 
pediatrician.  This  seldom  materializes  because 
the  examinations  are  on  the  mass  production 
scale.  A variety  of  contagious  diseases  and  con- 
ditions is  present  in  each  group  and  the  babies 
are  thus  needlessly  exposed  to  disease  and  con- 
tagion. Moreover  there  is  certainly  not  enough 
time  allotted  for  the  examiner  to  give  advice  to 
the  mother  and  without  that  the  whole  thing  is 
useless  and  a farce. 

“The  Canton  Medical  Library  Society  condemns 
baby  shows  under  any  guise  whatsoever.  The 
baby  is  exploited  by  the  organization  in  charge 


and  the  mother  of  the  prize-winning  baby  has  her 
vanity  satisfied.  The  baby  gains  nothing. 

“Each  year  the  thing  becomes  more  vicious. 
This  year’s  extravaganza  duped  the  mothers  by 
requiring  them  to  sell  tickets  for  votes,  said  votes 
to  be  the  basis  for  the  popularity  of  the  baby. 
What  was  done  with  the  money  no  one  seems  to 
be  able  to  explain. 

“The  Canton  Medical  Library  Society  therefore 
asks  its  members  to  refuse  to  have  any  part  in 
any  so-styled  ‘baby  show’  and  to  frown  upon  it 
in  an  audible  way.” 


The  Journal  would  appreciate  receiving 
from  members  suggestions  relative  to  re- 
liable business  firms  which  might  be  in- 
terested in  placing  advertisements  in  this 
publication. 

Advertising  revenue  meets  part  of  the 
costs  of  publishing  The  Journal.  If  this 
revenue  can  be  increased,  we  can  produce 
a larger  magazine  each  month  and  add  cer- 
tain features  which  will  be  of  interest  to 
readers. 

If  you  know  of  a firm  which  is  an  ad- 
vertising prospect,  drop  a line  to  the  State 
Headquarters  Office,  Columbus,  and  the 
proper  follow-up  will  be  made. 


Ohio  State  Dental  Society  Meets 

Over  1,000  dentists  attended  the  72nd  Annual 
Meeting  of  the  Ohio  State  Dental  Society  held  at 
the  Neil  House,  Columbus,  November  8,  9 and  10. 
Cleveland  was  selected  as  the  meeting  place  for 
1938.  Dr.  J.  H.  J.  Upham,  Columbus,  President 
of  the  American  Medical  Association,  spoke  on 
“Present  Day  Problems  of  Medicine  and  Den- 
tistry”, at  one  of  the  evening  sessions.  Officers 
for  the  ensuing  year  are:  Dr.  E.  B.  Back,  Toledo, 
president-elect;  Dr.  Van  B.  Dalton,  Cincinnati, 
vice-president;  Dr.  Harry  Cope,  Columbus,  treas- 
urer; and  Dr.  E.  C.  Mills,  Columbus,  secretary. 
Dr.  Earl  G.  Jones,  Columbus,  is  the  retiring  presi- 
dent. 


Hotel  Reservations  For  A.M.A.  Session 

Physicians  planning  to  attend  the  1938  An- 
nual Session  of  the  American  Medical  Associa- 
tion at  San  Francisco,  June  13-17,  are  requested 
to  send  in  their  requests  for  hotel  accommoda- 
tions to  Dr.  F.  C.  Wamshuis,  chairman  of  the 
local  committee  on  hotel,  giving  names  of  mem- 
bers in  party,  type  of  accommodations  desired, 
time  of  arrival  and  departure.  His  address  is 
Suite  2004,  450  Sutter  St.,  San  Francisco,  Cali- 
fornia. All  reservations  for  hotels  will  be  cleared 
through  the  hotel  committee. 


VARIETY  OF  PUBLIC  HEALTH  QUESTIONS  DISCUSSED  AT  18TH 
ANNUAL  COMMISSIONERS’  CONFERENCE  IN  COLUMBUS 


THE  Eighteenth  Annual  Conference  of  Ohio 
Health  Commissioners  with  the  State  De- 
partment of  Health,  held  at  the  Deshler- 
Wallick  Hotel,  Columbus,  November  3,  4 and  5, 
was  attended  by  about  300  city  and  county  health 
commissioners,  public  health  nurses  and  sani- 
tarians. 

The  initial  session  Wednesday  afternoon,  No- 
vember 3,  was  opened  by  Dr.  Walter  H.  Hartung, 
State  Director  of  Health.  In  his  annual  address, 
Dr.  Hartung  said  that  while  a firm  foundation  has 
been  laid  in  Ohio  for  future  accomplishments  in 
the  field  of  public  health,  there  is  still  much  to  be 
done.  He  urged  a more  vigorous  attack  on  the 
tuberculosis  problem. 

“While  tuberculosis  now  occupies  seventh  place 
as  a cause  of  death,  there  is  every  assurance  that 
it  is  not  being  conquered,  and  it  is  quite  possible 
that  it  may  once  more  ascend  to  the  position  it 
held  for  many  years.  The  rapidly  increasing  num- 
ber of  deaths  due  to  heart  disease,  apoplexy  and 
diabetes  account  for  its  position.  A definite 
systematic  tuberculosis  program  is  needed  in 
Ohio.  I strongly  urge  that  you  as  health  com- 
missioners interest  yourselves  in  sponsoring  a 
program  of  tuberculin  testing  more  especially 
among  high  school  students,  and  in  carrying  on 
an  intensive  educational  campaign  not  alone  in 
the  schools,  but  among  civic  groups,  P.T.A.’s,  and 
other  health-minded  organizations.  . . . Our  rec- 
ords show  that  7,856  tuberculin  tests  were  made 
during  1936.  A study  should  be  made  in  every 
community  as  to  the  number  of  cases,  the  age, 
sex  and  nationality  of  these  cases,  and  of  their 
geographical  distribution.  This  we  hope  to  do 
with  funds  now  available  through  Social  Se- 
curity.” 

Continuing,  Dr.  Hartung  reviewed  the  work  of 
the  various  bureaus  as  part  of  the  Social  Security 
program.  (See  “The  Social  Security  Program  in 
Ohio”,  pages  1243-1246,  November,  1937  issue, 
The  Ohio  State  Medical  Journal) . 


PROPOSED  LEGISLATION 


Legislation,  which  will  be  sponsored  by  the 
State  Department  of  Health  at  the  next  session 
of  the  Ohio  General  Assembly,  will  include  pro- 
vision for  the  inspection  of  convalescent  homes, 
and  the  requirement  of  a physical  examination, 
including  a serological  test,  of  those  contemplat- 
ing marriage,  he  said. 

Facilities  of  the  Division  of  Laboratories  are 
inadequate,  Dr.  Hartung  said.  It  is  not  uncom- 
mon for  as  many  as  850  specimens  of  blood  to  be 
reecived  for  Wassermann  tests  in  a single  day, 


and  the  increase  in  the  receipt  of  such  specimens 
since  the  venereal  diseases  campaign  was  started 
is  nearly  30  per  cent,  he  said. 

Dr.  Hartung  stated  that  during  the  fiscal  year 
1935-1936,  the  state  laboratory  did  80,012  blood 
examinations.  Of  these,  11,904  were  positive  for 
syphilis,  67,013  were  negative  and  1,095  speci- 
mens were  unsatisfactory.  The  fiscal  year  1936- 
1937  shows  a decided  increase, — 104,038  examina- 
tions, with  15,109  positive,  87,589  negative  and 
1,340  unsatisfactory. 

Health  officers  were  urged  by  Dr.  Hartung  to 
encourage  any  movement  seeking  to  eliminate  the 
smoke  nuisance  as  a menace  to  public  health.  He 
concluded  his  address  with  a review  of  the  ac- 
tivities of  the  State  Department  of  Health  dur- 
ing the  Ohio  river  flood. 

The  afternoon  session  closed  with  a talk  by  Dr. 
F.  K.  Harder,  health  commissioner  of  Cincinnati, 
on  “Effect  of  Immunization  on  the  Incidence  of 
Diphtheria”. 


VETERINARIAN’S  CONTRIBUTION 


Dr.  W.  D.  Bishop,  health  commissioner  of  Green- 
ville and  Darke  County,  presided  at  the  Thursday 
morning  session. 

The  first  speaker  was  Dr.  Oscar  V.  Brumley, 
dean  of  the  College  of  Veterinary  Medicine,  Ohio 
State  University,  and  President  of  the  American 
Veterinary  Medical  Association.  His  subject  was 
“What  Can  the  Veterinarian  Contribute  to  a Pub- 
lice  Health  Program?” 

Among  the  contributions  of  the  veterinary  pro- 
fession to  a public  health  program  discussed  by 
Dr.  Brumley,  were:  control  of  animal  diseases; 
inspection  of  meat,  meat  products,  milk  and  milk 
products;  control  and  eradication  of  tuberculosis 
in  animals;  a new  program  of  Bang’s  disease  con- 
trol for  the  prevention  of  undulant  fever  in  man; 
inspection  services  and  cooperative  programs  with 
other  public  health  agencies,  and  research  work 
which  has  produced  many  important  biological 
products  for  the  control  of  human  and  animal 
disease. 


PITFALLS  FOR  HEALTH  OFFICER 


“Pitfalls  for  the  Health  Officer”,  was  the  sub- 
ject of  an  address  by  Dr.  H.  N.  Bundesen,  presi- 
dent, Board  of  Health,  Chicago,  Illinois. 

“The  health  officer  in  outlining  a plan  to  reduce 
mortality  and  morbidity  must  decide  in  which  of 
the  various  fields  he  will  exert  his  greatest  ef- 


1372 


December,  1937 


Health  Officers’  Conference 


1373 


forts.  But,  while  giving  all  of  them  due  atten- 
tion, he  should  attack  especially  those  conditions 
in  which  the  greatest  saving  of  life  can  be  made”, 
he  said. 

Some  of  the  reasons  given  by  Dr.  Bundesen  for 
the  failure  of  disease-preventing  drives,  were: 

“1.  It  is  not  unusual  for  a procedure  to  be  set 
in  motion  and  then  to  be  dropped  by  the  wayside 
because  of  the  failure  to  continue  to  be  everlast- 
ingly at  it. 

“2.  Procedures  which  were  thought  effective 
before  the  drive  was  started  may  not  procure  the 
benefits  they  are  supposed  to  have. 

“3.  The  health  officer  may  be  misled  in  his 
efforts  to  reduce  deaths  because  of  the  fact  that 
he  is  not  always  given  the  actual  cause  of  death 
in  the  death  certificates.” 

Discussing  neonatal  moiffality,  Dr.  Bundensen 
said  the  important  factors  are:  Faulty  obstetric 
care;  maternal  complications,  such  as  toxemia  of 
pregnancy,  abruptio  placentae  and  placenta  prae- 
via;  incorrect  or  inaccurate  neonatal  care,  and 
prematurity. 


IMMUNIZATION  FALLACIES 


Dr.  Bundesen  stated  that  the  establishment  of  a 
new  all-time  low  infant  mortality  rate  in  Chicago 
in  1936 — 38.5  per  1,000  per  live  births — was  due  to 
a large  extent  to  measures  adopted  for  the  re- 
duction of  the  number  of  deaths  from  prematurity, 
such  as:  Hospitals  were  required  to  provide  ade- 
quate facilities  for  the  prematurely-born  infant. 
A mother’s  milk  station  was  established  where 
breast  milk  was  collected  and  made  available  for 
all  premature  and  other  infants  who  were  in  need 
of  it,  and  whose  parents  were  not  able  to  pay  for 
it.  Premature  births  were  required  to  be  reported 
at  once  by  telephone.  As  soon  as  such  a birth 
was  reported,  a nurse  was  assigned  to  cooperate 
with  the  physician  in  any  way  that  she  could  to 
give  the  infant  adequate  care.  An  incubator  am- 
bulance was  provided  to  transport  premature  in- 
fants without  charge  from  homes  and  institutions, 
where  the  proper  facilities  for  their  care  were  not 
available,  to  the  hospitals  equipped  with  incubator 
stations.  Heated  beds  were  also  secured,  to  be 
sent  whenever  needed  to  hospitals  not  equipped 
with  them  and  to  homes  where  there  were  prema- 
ture infants  requiring  them. 

Dr.  Bundesen  cited  diphtheria  prevention  as 
an  example  of  the  failure  of  a drive  to  give  the 
anticipated  benefit  to  public  health. 

“Inoculation  does  not  necessarily  mean  im- 
munization”, he  declared. 

When  a child  is  given  preventive  inoculations 
against  diphtheria,  one  of  three  things  may  hap- 
pen within  a varying  period  of  time,  Dr.  Bun- 
desen said.  First,  within  two  to  six  months  he 
may  be  protected  against  the  disease;  second,  pro- 


tection may  appear  and  then,  within  a short  time, 
disappear;  and  third,  the  injections  may  not  pro- 
duce immunity  at  all. 

He  said  it  has  been  stated  by  many  authorities 
that,  before  a child  is  immune  to  diphthera,  he 
must  have  1/25  of  a unit  of  diphtheria  antitoxin 
per  cubic  centimeter  of  blood,  and  that  studies  in 
Chicago  reveal  that  many  children  who  are 
Schick  negative  have  far  less  than  this  amount 
of  antitoxin,  many  having  as  little  as  1/500  of  a 
unit. 

“Chicago’s  childhood  population  has  about  800,- 
000  children  below  15  years  of  age,”  he  said.  “It 
is  estimated  that  about  85  per  cent,  or  680,000 
have  received  some  sort  of  inoculation  to  prevent 
diphtheria.  This  leaves  an  estimated,  uninocu- 
lated child  population  of  about  120,000  under  15 
years  of  age.  Our  Schick  testing  indicated  that, 
roughly,  of  about  25  per  cent  of  the  children  in- 
oculated, approximately  170,000,  are  still  sus- 
ceptible. To  this  must  be  added  those  who,  even 
Schick  negative,  still  do  not  have  sufficient  anti- 
toxin content  in  the  blood  to  protect  them.  If  we 
assume  that  50  per  cent  of  the  120,000  uninocu- 
lated children  are  susceptible  to  diphtheria,  plus 
the  170,000  inoculated  but  Schick  positive  chil- 
dren, plus  an  undetermined  number  of  Schick 
negative  but  still  susceptible  children,  we  have 
more  than  230,000  of  the  childhood  population 
unprotected,  practically  one  out  of  three.  The 
figures  dramatically  show  health  officers  that 
they  must  beware  of  making  the  error  of  believ- 
ing that  because  large  groups  of  children  have 
been  inoculated  with  various  types  of  antigenic 
material,  diphtheria  will  be  completely  eradi- 
cated.” 

Dr.  Bundesen  stated  that  recent  evidence  in- 
dicates that  more  prolonged  and  lasting  im- 
munity is  produced  when  the  antigenic  material 
is  injected  in  more  doses,  and  with  larger  in- 
tervals between  doses. 

“We  have  therefore  adopted  the  procedure  of 
giving  three  injections  of  plain  toxoid:  the  first, 
one-half  cc.  and  the  second  and  third,  one  cc.  each, 
making  the  inoculations  a month  apart  and  start- 
ing as  soon  as  possible  after  the  infant  is  about 
one  year  old.  We  feel  that  by  using  this  type  of 
inoculation,  more  lasting  protection  against 
diphtheria  may  be  produced.  Plans  have  been 
made  for  additional  blood  tests  after  a suitable 
time  to  settle  this  point,”  he  said. 


VENEREAL  DISEASE  CONTROL 


Discussing  venereal  disease  control,  Dr.  Bunde- 
sen declared: 

“In  controlling  the  venereal  diseases,  the  mis- 
take is  often  made  by  health  officers,  as  well  as 
others,  of  failing  to  realize  that  it  is  an  infectious 
disease  and  that  the  basic  principles  of  epidemi- 


1374 


The  Ohio  State  Medical  Journal 


Vol.  33— No.  12 


ology  must  be  used  in  preventing  its  spread.  The 
most  important  point  in  controlling  an  epidemic 
is  to  control  the  source  of  infection  and  then  get 
rid  of  these  sources.  So  it  is  in  the  control  of 
syphilis  and  gonorrhea.  Find  the  infectious  in- 
dividual; treat  him  at  once  to  make  him  non- 
infectious.  Quarantine  him,  if  he  knowingly 
spreads  the  disease  and  refuses  treatment  and 
the  disease  will  be  controlled,  especially  if  you 
have  the  cooperation  of  the  family  physician. . . . 
Remember  that  to  control  syphilis  and  gonorrhea 
these  diseases  must  be  exposed  to  the  cleansing 
light  of  universal  knowledge  as  they  maintain 
themselves  almost  entirely  on  public  ignorance 
and  indifference. 


ORGANIZATION  PROBLEMS 


Dr.  C.  C.  Applewhite,  regional  consultant,  U.  S. 
Public  Health  Service,  Washington,  D.  C.,  con- 
cluded the  Thursday  morning  session  with  a talk 
on  “Public  Health  Organization”.  Dr.  Apple- 
white  said  that  an  efficient  local  public  health  ser- 
vice requires  properly  trained  personnel,  adequate 
enabling  legislation  to  pool  resources  for  health 
and  sufficient  money. 

At  the  Public  Health  luncheon,  Thursday  noon, 
Dr.  Frank  G.  Boudreau,  executive  director,  Mil- 
bank  Memorial  Fund,  New  York,  spoke  of  his 
experiences  while  on  the  staff  of  the  League  of 
Nations,  at  Geneva,  Switzerland. 

Dr.  R.  H.  Markwith,  Akron,  health  commis- 
sioner of  Summit  County,  presided  at  the  Thurs- 
day afternoon  session,  at  which  Dr.  C.  D.  Selby, 
director  of  Industrial  Hygiene,  General  Motors 
Corporation,  Detroit,  Michigan,  spoke  on  “Indus- 
trial Medicine — A Phase  of  Public  Health”. 

Later  in  the  afternoon,  round-table  discussions 
were  held  for  health  commissioners,  Dr.  R.  W. 
DeCrow,  chief,  Bureau  of  Local  Health  Organiza- 
tion, presiding;  public  health  nurses,  S.  Ger- 
trude Bush,  R.N.,  chief,  Division  of  Nursing,  pre- 
siding; and  sanitarians,  George  Eagle,  assistant 
sanitary  engineer,  State  Department  of  Health, 
presiding. 


HEALTH  STANDARDS  FOR  ATHLETES 


The  Friday  morning  session,  presided  over  by 
Dr.  Valloyd  Adair,  health  commissioner  of  Lo- 
rain, was  opened  with  an  address  on  “Improved 
Health  Standards  for  Athletics  and  Physical  Edu- 
cation”, by  Dr.  J.  W.  Wilce,  director,  Student 
Health  Department,  and  formerly  football  coach, 
Ohio  State  University. 

Dr.  Wilce  said  that  certain  participants  in 
sports  and  physical  education  are  injured  in  a 
health  way  by  their  participation.  This  is  not  be- 
cause they  develop  “athletic  hearts”,  but  because 
boys  and  girls  are  allowed  to  participate  in  sport 


who  should  not  be  allowed  to  do  so,  because  of 
disease  conditions  or  inferiority  factors  which 
may  easily  be  exaggerated  by  varying  degrees  of 
activity. 

Statistics  obtained  from  the  entering  class  of 
Ohio  State  University,  as  well  as  clinical  findings 
were  advanced  by  Dr.  Wilce  as  evidence  that 
causes  for  injury  included:  No  examination  is 

given  in  many  places  before  sports  participation; 
in  many  instances,  where  pre-sport  examination 
is  given,  the  examination  is  not  adequate;  the 
athlete  may  be  examined  at  the  start  of  the  year 
but  is  not  examined  before  participation  in  sports 
starting  after  the  first  of  the  year,  and  many 
athletes  who  are  sick  enough  to  be  absent  from 
school  are  not  examined  before  return  to  sports 
participation. 

Based  on  his  many  years  of  experience  in  the 
field  as  a coach,  physical  educator  and  physician, 
Dr.  Wilce  expressed  the  feeling  that  while  in- 
dividualization of  cases,  must,  of  course,  always 
guide,  improved  understanding  of  guiding  mini- 
mum standards  is  desirable  to  protect  the  health  of 
the  participants  and  to  prevent  unnecessary  limi- 
tation of  psychologically  stimulating  and  other- 
wise advantageous  sports  participation.  He  said 
that  a need  exists  for  the  establishment  of  an 
up-to-date  set  of  minimum  health  standards 
which  should  be  met  by  boys  and  girls  before 
they  are  allowed  varying  degrees  of  physical 
activity  in  the  schools  and  recreation  systems. 
An  appeal  was  made  to  physicians  and  health 
commissioners  to  improve  the  situation. 

“The  Public  Health  Nurse  and  Her  Health 
Officer”,  was  the  subject  discussed  by  Cora  M. 
Templeton,  R.N.,  director  of  nursing,  Cleveland 
Health  Department. 

F.  H.  Waring,  chief  engineer,  State  Department 
ofi  Health,  concluded  this  session  with  a talk  on 
“Lessons  in  Sanitation  to  be  Learned  from  Two 
Recent  Typhoid  Outbreaks  in  Ohio”. 

Dr.  G.  T.  Wasson,  Bucyrus,  health  commis- 
sioner of  Crawford  County,  presided  at  the  clos- 
ing session  Friday  afternoon. 

“Cancer  Control,  a Public  Health  Program”, 
was  the  subject  of  an  address  by  Dr.  Carl  A. 
Wilzbach,  director  of  Public  Health  Education, 
Cincinnati  Public  Health  Federation.  Dr.  Wilz- 
bach told  of  the  successful  results  obtained  by  the 
Cancer  Control  camapign  in  Cincinnati,  and  urged 
the  use  of  radio  stations  and  newspapers  in  an 
educational  campaign  to  control  the  disease. 


POLIOMYELITIS 


Dr.  N.  Paul  Hudson,  chairman,  Department  of 
Bacteriology,  Ohio  State  University,  closed  the 
conference  with  a talk  on  “The  Application  of 
Experimental  Evidence  to  Problems  in  Poliomye- 
litis”. 
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Excerpts  from  Dr.  Hudson’s  address  follow: 

“Poliomyelitis  has  recently  received  consider- 
able attention,  but  it  is  our  responsibility  to  han- 
dle the  problem  in  such  a way  that  hysteria  and 
panic  do  not  disturb  our  balanced  judgment.  It  is 
our  duty  to  regard  poliomyelitis  as  one  of  numer- 
ous infectious  diseases,  as  deplorable  as  the 
paralysis  is  that  results. 

“Our  understanding  of  the  nature  of  the  disease 
is  based  on  (1)  epidemiological  observations 
which  have  taught  us  that  human  contact,  drop- 
let infections  and  carriers  are  important;  (2)  ex- 
perimental work  which  has  found  a susceptible 
animal  in  the  monkey,  in  which  there  is  a reason- 
able reproduction  of  the  disease;  and  (3)  patho- 
logical studies. 

“Based  on  the  study  of  the  experimental  disease 
it  is  clear  that  a virus  is  the  specific  etiology. 
The  significance  of  this  is  that  no  visible  form  is 
detectable  by  means  of  which  the  spread  of  the 
disease  might  be  followed  in  the  population  and 
in  the  individual  host.  Because  of  the  difficulty 
of  dealing  with  a virus,  it  is  difficult  to  construct 
a complete  picture  of  the  disease.  However,  we 
have  experimental  evidence  that  points  to  the 
importance  of  human  carriers  and  hence  the 
probable  spread  of  the  disease  by  direct  contact 
and  droplets  in  the  human  population. 

“The  monkey  may  be  infected  by  the  cerebral 
route  or,  what  is  more  significant,  by  dropping 
the  virus  into  the  nose.  Evidence  points  to  the 
olfactory  tract  as  the  route  of  entry  of  the  virus 
from  which  it  migrates  by  intracellular  routes 
through  the  midbrain  to  the  medulla  and  cord. 
This  has  been  traced  by  the  development  of  path- 
logic  changes,  presence  of  the  virus,  and  the  effect 
of  sectioning  at  various  levels,  which  interrupts 
the  passage  of  the  virus.  Apparently  the  natural 
entry  is  only  by  the  nerves  exposed  to  the  out- 
side, which  are  those  of  the  olfactory  tract. 

“The  intestinal  route  is  suspected,  but  on  ex- 
perimental and  epidemiological  grounds  this 
theory  is  not  established. 

“The  immunologic  aspects  are  difficult  to 
evaluate.  While  we  realize  that  the  host  factor 
of  resistance  is  extremely  important,  a satisfac- 
tory analysis  of  these  factors  has  not  yet  been 
accomplished.  Antibodies  capable  of  neutralizing 
the  virus  are  present  in  approximately  three- 
fourths  of  the  human  adult  population,  but  their 
occurrence  has  not  been  definitely  associated  with 
specific  attacks  of  the  disease,  and  seem  rather 
to  develop  as  the  result  of  repeated  exposure  to 
the  virus.  They  probably  arise  from  occasional 
unrecognized  migration  of  the  virus  from  the 
central  nerve  cells  to  body  tissues  capable  of 
producing  antibodies.  Artificial  immunization  is 
not  now  employed  since  a mild  form  of  the  virus 
is  ineffective  and  more  active  forms  are  unsafe. 
Passive  immunization  of  patients  is  of  doubtful 
value  except  possibly  very  early  in  the  disease 
before  paralysis  sets  in.  The  basis  for  this  failure 
seems  to  be  the  inaccessibility  of  the  virus  to 
antibodies,  since  it  is  intracellular  in  its  habitat. 

“Hope  of  prophylaxis  against  this  disease  is 
based  on  the  experimental  efficacy  of  nasal  sprays 
that  block  the  portal  of  entry.  Zinc  sulphate  is 
most  commonly  used  and  should  be  applied  only 
by  physicians  with  certain  precautions.  The 


efficacy  of  this  method  will  be  determined  by  its 
wide  application  with  sufficient  number  of  un- 
treated controls. 

“To  summarize,  we  have  a clearer  understand- 
ing of  the  unique  features  and  disease  processes 
of  poliomyelitis  through  experimental  studies. 
Apparently  very  little  can  be  done  to  control  the 
condition  except  possibly  by  chemical  blocking  of 
the  portal  of  entry  and  reduction  in  the  number 
of  human  contacts.  In  general  these  points  are 
important  in  the  handling  of  poliomyelitis:  early 
diagnosis,  good  nursing,  proper  after-care,  ortho- 
pedic surgery,  and  a sane  and  balanced  point  of 
view.” 

At  an  executive  session  of  the  Ohio  Federation 
of  Public  Health  Officials  Wednesday  evening,  it 
was  decided  that  the  organization  would  hold  a 
one-day  meeting  in  the  Spring,  at  which  time  new 
officers  would  be  elected.  The  present  officers, 
elected  last  November,  are:  Dr.  R.  H.  Markwith, 
Akron,  president;  Dr.  H.  H.  Pansing,  Dayton, 
vice-president;  and  Dr.  W.  D.  Bishop,  secretary- 
treasurer. 


THOSE  REGISTERED 


Exclusive  of  members  of  the  staff  of  the  State 
Department  of  Health  who  attended  the  con- 
ference, the  following  county  and  city  health  com- 
missioners were  registered: 

County  Health  Commissioners — Dr.  Hazel 
Sproull,  West  Union;  Dr.  G.  E.  Miller,  Lima;  Dr. 
G.  B.  Fuller,  Ashland;  Dr.  J.  L.  Hurs.t,  Jefferson; 
Dr.  Roy  C.  Hunter,  Wapakoneta;  Dr.  W.  B. 
Baily,  St.  Clairsville;  Dr.  W.  L.  Faul,  Russell- 
ville; Dr.  C.  J.  Baldridge,  Hamilton;  Dr.  Carl  A. 
Lincke,  Carrollton;  Dr.  C.  E.  Thompson,  Urbana; 
Dr.  R.  R.  Richison,  Springfield;  Dr.  J.  A.  Carter, 
Batavia; 

Dr.  W.  K.  Ruble,  Wilmington;  Dr.  Seward 
Harris,  Lisbon;  Dr.  W.  A.  McMichael,  Coshocton; 
Dr.  G.  T.  Wasson,  Bucyrus;  Dr.  L.  F.  Hall,  Cleve- 
land; Dr.  W.  D.  Bishop,  Greenville;  Dr.  H.  C. 
Lindersmith,  Sherwood;  Dr.  B.  B.  Barber,  Dela- 
ware; Dr.  F.  M.  Houghtaling,  Sandusky;  Dr.  W. 

R.  Coleman,  Lancaster;  Dr.  James  F.  Wilson, 
Washington  C.  H.;  Dr.  H.  L.  Mitchell,  Columbus; 
Dr.  F.  W.  Shane,  Gallipolis; 

Dr.  G.  E.  Savage,  Xenia;  Dr.  D.  L.  Cowden, 
Cambridge;  Dr.  E.  H.  Schoenling,  Cincinnati;  Dr. 

S.  F.  Whisler,  Findlay;  Dr.  J.  H.  Holcomb,  Ken- 
ton; Dr.  H.  E.  Koepke,  Cadiz;  Dr.  J.  R.  Bolles, 
Napoleon;  Dr.  W.  M.  Hoyt,  Hillsboro;  Dr.  W.  B. 
Lacock,  Logan;  Dr.  J.  C.  Elder,  Millersburg;  Dr. 
B.  C.  Pilkey,  Norwalk;  Dr.  B.  J.  Allison,  Jackson; 
Dr.  J.  P.  Young,  Steubenville;  Dr.  H.  W.  Blair, 
Mt.  Vernon; 

Dr.  C.  B.  Elliott,  Painesville;  Dr.  J.  W.  Payne, 
Ironton;  Dr.  Edward  M.  Cass,  Utica;  Dr.  Lee 
Traul,  Belief ontaine;  Dr.  F.  R.  Dew,  Oberlin;  Dr. 

T.  W.  Mahoney,  Toledo;  Dr.  Robert  Trimble,  Lon- 
don; Dr.  S.  G.  Patton,  Youngstown;  Dr.  N.  Sifritt, 
Marion;  Dr.  W.  S.  Ellis,  Pomeroy;  Dr.  F.  E. 
Ayers,  Celina;  Dr.  H.  H.  Pansing,  Dayton; 

Dr.  C.  E.  Northrup,  McConnelsville;  Dr.  R.  L. 
Pierce,  Mt.  Gilead;  Dr.  Beatrice  T.  Hagen,  Zanes- 
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ville;  Dr.  C.  R.  Wood,  Port  Clinton;  Dr.  F.  J. 
Crosbie,  New  Lexington;  Dr.  A.  D.  Blackburn, 
Circleville;  Dr.  R.  T.  Leever,  Waverly;  Dr.  R.  D. 
Worden,  Ravenna;  Dr.  J.  I.  Nisbet,  Eaton;  Dr.  L. 

M.  Piatt,  Ottawa; 

Dr.  R.  C.  Rehder,  Mansfield;  Dr.  R.  E.  Bower, 
Chillicothe;  Dr.  F.  M.  Teeple,  Fremont;  Dr.  G. 
W.  Fishbaugh,  Portsmouth;  Dr.  D.  W.  Fellers, 
Tiffin;  Dr.  Paul  C.  Bratton,  Sidney;  Dr.  Floyd  R. 
Stamp,  Canton;  Dr.  R.  H.  Markwith,  Akron;  Dr. 
L.  A.  Connell,  Warren;  Dr.  Chester  A.  Bennett, 
New  Philadelphia;  Dr.  H.  G.  Southard,  Marys- 
ville; 

Dr.  Charles  R.  Keyser,  Van  Wert;  Dr.  W.  B. 
Lacock,  McArthur;  Dr.  Edward  Blair,  Lebanon; 
Dr.  J.  J.  Sutter,  Wooster;  Dr.  H.  W.  Wortz, 
Montpelier;  Dr.  H.  J.  Powell,  Bowling  Green; 
Dr.  L.  W.  Naus,  Upper  Sandusky. 

City  Health  Commissioners — Dr.  M.  D.  Ailes, 
Akron;  Dr.  G.  O.  Rowland,  Alliance;  Dr.  R.  P. 
Bogniard,  Ashland;  Dr.  James  H.  Park,  Ashta- 
bula; Dr.  H.  A.  Finefrock,  Barberton;  Dr.  A.  J. 
McCracken,  Belief ontaine;  Dr.  W.  G.  Carlisle, 
Bucyrus;  Dr.  F.  M.  Sayre,  Canton;  Dr.  F.  K. 
Harder;  Cincinnati;  Dr.  Harold  J.  Knapp,  Cleve- 
land; Dr.  Robert  Lockhart,  Cleveland  Hgts.;  Dr. 

N.  C.  Dysart,  Columbus;  Dr.  J.  D.  Lower,  Coshoc- 
ton; Dr.  H.  H.  Williams,  Dayton;  Dr.  J.  D.  Wes- 
trick,  Defiance; 

Dr.  G.  0.  Higley,  Delaware;  Dr.  J.  D.  Craig, 
Dover;  Dr.  Roy  C.  Costello,  East  Liverpool;  John 
C.  Todd,  East  Palestine;  Dr.  G.  E.  French,  Elyria; 
Martha  Laffey,  R.  N.,  Findlay;  Dr.  H.  A.  DeVore, 
Fostoria;  Mr.  F.  C.  Smith,  Fremont; 

Dr.  H.  S.  Allen,  Ironton;  Dr.  J.  B.  Holm,  Kent; 
Dr.  Wallace  J.  Benner,  Lakewood;  Dr.  J.  B. 
Poling,  Lima;  Dr.  H.  M.  Boocks,  Logan;  Dr.  Val- 
loyd  Adair,  Lorain;  Mrs.  Mildred  Seymour,  R.N., 
Maple  Heights;  Dr.  F.  S.  McGee,  Marietta; 

Dr.  M.  M.  Weinbaum,  Marion;  Dwight  L.  Fisher, 
Massillon;  Dr.  G.  D.  Loomis,  Middletown;  Dr.  R. 
H.  Hoecker,  Mt.  Vernon;  Dr.  W.  H.  Hyde,  Nelson- 
ville;  Dr.  G.  D.  Blume,  New  Boston;  Dr.  J.  Blick- 
ensderfer,  New  Philadelphia; 

Dr.  W.  H.  Knauss,  Newark;  Dr.  W.  W.  Law- 
rence, Norwalk;  Dr.  Ralph  Hatfield,  Norwood; 
Dr.  H.  W.  Lautenschlager,  Oakwood;  Mrs.  Clara 
C.  Wilder,  R.N.,  Painesville;  Mr.  F.  R.  Buechner, 
Piqua;  Dr.  0.  D.  Tatje,  Portsmouth; 

Dr.  R.  T.  Holzbach,  Salem;  Mrs.  Cornelia  Still- 
well, R.N.,  Shaker  Heights;  Dr.  0.  M.  Craven, 
Springfield;  Julius  A.  Pizzoferrato,  Steubenville; 
Dr.  Charles  Scofield,  Struthers;  Dr.  J.  A.  Gosling, 
Tiffin;  Dr.  M.  C.  Hanson,  Toledo;  Dr.  H.  D.  Mc- 
Culloch, Toronto; 

Dr.  C.  A.  Morgan,  Van  Wert;  Dr.  M.  T.  Knap- 
penberger,  Warren;  Dr.  J.  V.  Rice,  Wellsville; 
Dr.  A.  D.  DeHaven,  Xenia;  Dr.  W.  W.  Ryall, 
Youngstown;  Dr.  D.  G.  Caudy,  Zanesville. 


Pathology  Conference  at  Rome 

The  Fourth  International  Congress  of  Com- 
parative Pathology  will  be  held  in  Rome,  Italy, 
during  the  spring  of  1939.  Subjects  to  be  dis- 
cussed include:  ultravirus  diseases,  heredity  in 
pathology,  immunity  in  protozoan  diseases  and 
another  to  be  assigned  in  the  field  of  phytopath- 
ology. R.  Montecchi,  Royal  Italian  Consul  at 
Cleveland,  will  furnish  information  to  those  who 
may  be  interested. 


Nature  of  Injuries  Reported  in  1936  To 
State  Industrial  Commission 

The  statistical  laboratory  of  the  Division  of 
Safety  and  Hygiene,  Industrial  Commission  of 
Ohio,  has  just  completed  an  analysis  of  the  203,- 
956  injury  and  occupational  disease  claims  filed 
by  Ohio  workers  in  1936,  in  relation  to  nature  of 
injury  and  the  part  of  the  body  affected. 

There  were  808  amputations,  201  asphyxiations, 
13,045  burns  and  scalds,  39,891  crushes  and  bruises, 
235  concussions,  89,669  cuts  and  lacerations,  4 
drownings,  12,637  fractures,  17,858  puncture 
wounds,  24,711  sprains  and  strains  and  731  dis- 
locations. 

The  amputations  listed  included  the  loss  of  8 
arms,  4 hands,  5 legs,  15  toes,  1 foot  and  775 
fingers  and  parts  of  fingers.  Fingers,  the  study 
shows,  are  the  part  of  the  human  anatomy  most 
susceptible  to  injury. 

Claims  for  53,694  finger  injuries  were  filed 
during  the  year.  The  other  portions  of  the  body 
affected,  in  the  order  of  their  contribution  to  acci- 
dent frequency  were:  Eyes,  36,358  cases;  trunk, 
26,571;  arms,  19,819;  legs,  19,771;  hands,  16,403; 
head  and  face,  13,010;  feet,  10,940;  and  toes, 
7,390. 

Fractures  which  averaged  over  one  thousand 
every  month,  included  351  of  vertebrae;  20  of 
the  sternum;  1,686  of  the  ribs;  70  of  the  sacrum; 
143  of  the  pelvis;  316  of  the  skull;  173  of  the 
nose;  79  of  the  jaws;  355  of  the  teeth;  1,558  of 
the  arms;  438  of  the  hands;  2,518  of  the  fingers; 
1,366  of  the  legs;  1,093  of  the  feet  and  2,471  of 
the  toes. 


A.  P.  H.  A.  Resolutions 

Some  of  the  important  resolutions  adopted  at 
the  recent  annual  meeting  of  the  American  Pub- 
lic Health  Association  were:  Reiterating  the  atti- 
tude of  the  Association  toward  the  removal  of 
public  health  administration  from  political  inter- 
ference and  control;  favoring  Congressional  ap- 
propriations for  a minimum  of  two  years  for  a 
nation-wide  statistical  survey  of  the  accident 
problem;  supporting  the  development  of  more 
adequate  diagnostic  services  for  the  control  of 
syphilis;  supporting  the  Vinson  Bill  as  the  best 
procedure  and  organization  for  lessening  the 
danger  to  public  health  from  stream  pollution; 
pledging  active  support  to  measures  which  seek 
to  secure  better  maternal  and  neonatal  care, 
and  authorizing  the  appointment  of  a special 
committee  to  study  the  public  health  aspects  of 
medical  care,  especially  of  chronic  diseases. 


Youngstown — A diphtheria  immunization  cam- 
paign is  being  conducted  by  the  Public  Health 
Committee  of  the  Mahoning  County  Medical  So- 
ciety, in  cooperation  with  the  local  health  de- 
partment. 


TAXPAYER  TAKEN  FOR  A RIDE  BY  SOCIALIZED  MEDICINE  PLAN 
FOR  BENEFIT  OF  FEDERAL  HOME  LOAN  BANK  BOARD  EMPLOYES 

GEORGE  MORRIS,  Washington  observer  and  commentator,  gives  some  low-downs 
and  behind-the-scene  views  of  the  Federal  Government’s  latest  venture  into 
the  field  of  socialized  medicine,  namely  the  “Group  Health  Association”  organized 
for  employes  of  the  Federal  Home  Loan  Bank  Board  at  Washington,  in  an  article  in 
the  November,  1937,  issue  of  Nations  Business. 

It  is  a shame  all  taxpayers  will  not  have  the  opportunity  to  read  Mr.  Morris’  re- 
view of  how  their  money  is  being  used  to  provide  medical  service  for  one  group  of 
government  employes,  most  of  whom  are  receiving  far  more  in  wages  than  the  average 
taxpayer. 

His  article  is  republished  here  by  special  permission  of  Nation’s  Business.  Perhaps 
physicians  will  be  able  to  make  good  use  of  it  as  they  discuss  the  question  of  whether 
or  not  Uncle  Sam  should  enter  the  practice  of  medicine  on  an  extensive  scale. 

THE  TAXPAYER  PAYS  THE  DOCTOR 

By  GEORGE  MORRIS 
(Reprinted  from  Nation’s  Business ) 

SOCIALISM  is  spread  by  convincing  the  peo- 
ple that  there  is  no  affliction  for  which  the 
Government  does  not  provide  a remedy.  The 
first  step  is  to  convince  them  that  they  are 
afflicted.  The  next  is  easy  because,  once  con- 
vinced of  the  seriousness  of  the  malady,  they  are 
ready  to  take  what  the  doctor  prescribes. 

The  opportunity  of  the  planners  came  when  the 
country  was  suffering  from  a temporary  economic 
ailment.  There  had  been  many  depressions  in 
the  past  from  which  the  country  always  got  well 
because  there  were  no  planners  to  convince  the 
people  that  the  ailment  was  chronic  and  the  only 
way  to  get  well  was  for  the  Government  to  come 
to  the  rescue.  So  they  emerged  strong,  healthy 
and  went  forward  on  their  own  steam. 

In  the  recent  economic  ailment  the  doctors 
rushed  in  before  the  patients  had  time  to  take  a 
turn  for  the  better  and  began  prescribing  liberal 
portions  of  government  dosage.  There  was  no 
promise  that  the  patients  would  get  well,  but  a 
guarantee  went  with  each  bottle  that,  so  long  as 
the  patients  stayed  with  the  medicine  they  would 
get  no  worse. 

PLANNERS  AND  CLINICS 

The  planners  established  clinics  for  crop  loans 
and  subsidies,  scores  of  lending  agencies  for  in- 
dustry and  home  owners,  light  and  power  facili- 
ties, loans  and  grants  to  municipalities,  work  re- 
lief for  employables  and  direct  relief  for  un- 
employables, unemployment  insurance  and  old 
age  benefits.  Whatever  the  problem,  the  Govern- 
ment had  the  answer.  The  only  condition  was 
that  the  people  should  see  the  doctor  every  day 
and  miss  a dose. 


There  was  no  further  step  in  the  direction  of 
socialism  which  the  planners  were  not  ready  to 
take.  First  they  must  make  sure  that  they  had 
developed  a nation  of  hypochondriacs.  The  finish- 
ing touch  would  be  socialized  medicine.  The  way 
was  paved  by  erection  of  scores  of  hospitals.  A 
drunken  driver  who  broke  an  arm  in  an  automo- 
bile accident  was  eligible  for  free  hospitalization 
and  medical  treatment  if  he  claimed  some  con- 
nection with  the  military  service.  He  might  even 
enter  a government  hospital  for  a “check  up,”  on 
his  own  volition  even  if  he  was  sure  and  the  doc- 
tors were  sure  there  was  nothing  the  matter 
with  him.  His  family  could  claim,  in  some  in- 
stances, the  same  attention. 

It  seemed  prejudicial  and  unfair  to  deny  medi- 
cal attention  at  public  expense  if  the  Government 
could  go  into  the  restaurant  business,  sell  cloth- 
ing, coal  and  golf  clubs,  refrigerators  and  other 
electrical  appliances  at  the  equivalent  of  a gift 
compared  to  retail  prices. 

HAD  TO  BE  CAUTIOUS 

But  medical  service  was  somewhat  different. 
It  involved  socialization  of  a profession.  If 
medicine  could  be  socialized,  so  could  the  law. 
There  are  legal  as  well  as  physical  problems  and, 
in  approaching  the  problem  of  providing  every 
one  with  a doctor,  it  was  only  natural  that  every 
one  should  have  equal  right  to  demand  the  free 
service  of  a lawyer.  Therefore,  in  moving  in  on 
the  medical  profession,  the  planners  had  to  be 
careful  to  see  that  the  steps  taken  would  be 
equally  applicable  to  all  professions. 

The  natural  step  toward  socializing  medicine 
would  be  to  attach  it  to  the  Social  Security  pro- 
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gram.  It  is  being  studied  with  the  view  of  in- 
clusion, but  a better  plan  is  to  experiment  with 
it  for  a while.  It  was  decided  to  make  the  initial 
experiment  in  the  Federal  Home  Loan  Bank 
Board.  The  organization  is  known  as  “The  Group 
Health  Association.”  William  F.  Penniman,  as- 
sistant to  John  H.  Fahey,  chairman  of  the  Fed- 
eral Home  Loan  Bank  Board,  is  president. 

Giving  the  venture  official  indorsement,  Mr. 
Fahey  writes  Mr.  Penniman: 

The  action  of  so  large  a number  of  employees 
of  the  Federal  Home  Loan  Bank  Board  and  its 
agencies  in  forming  a voluntary  association  for 
the  protection  of  health  is  highly  commendable. 
As  a fellow  member  of  the  association  I bespeak 
for  it  a long  career  of  usefulness,  with  the  active 
cooperation  of  leaders  in  the  medical  profession 
of  vision  and  concern  for  human  and  social  wel- 
fare. 

WITHOUT  CONGRESS’  APPROVAL 

As  evidence  of  the  Government’s  interest  in 
the  success  of  the  organization,  the  Federal  Home 
Loan  Bank  Board  has  pledged  $20,000  of  the  pub- 
lic’s money  to  see  it  through  the  first  year.  An 
additional  $20,000  will  be  forthcoming  next  year 
if  the  Board  is  convinced  the  program  is  headed 
toward  success.  Thus,  humble  as  is  the  beginning, 
socialized  medicine  in  the  United  States  becomes 
a fact,  with  complete  realization  for  all  the  peo- 
ple a hope  of  the  not  far  distant  future. 

Congress,  of  course,  has  passed  no  law  au- 
thorizing socialized  medicine.  It  has  made  no 
appropriation  for  the  experiment.  The  Federal 
Home  Loan  Bank  Board  simply  decided  it  would 
be  a good  thing  and  sells  the  idea  of  “voluntary 
cooperation”  to  its  2,000  employees. 

Members  with  families  will  pay  $3.30  a month 
and  single  persons  $2.50  a month.  Assuming  that 
payments  will  average  $2.50  a month,  members 
will  pay  two-thirds  and  the  taxpayers  one-third 
of  the  cost.  The  taxpayer  will  be  interested  to 
learn  that,  in  addition  to  the  salaries  of  the  2,000 
employees  in  the  organization,  he  is  also  paying 
one-third  of  the  cost  of  medical  and  surgical  ex- 
aminations, including  examination  in  special  de- 
partments, such  as  eye  examinations,  laboratory 
tests  and  X-ray  examinations,  including  complete 
medical  and  surgical  care,  visits  of  doctors  either 
at  their  homes  or  at  the  clinic,  nursing  and 
ambulance  facilities,  and  hospitalization  in  a 
semi-private  room  for  a period  of  three  weeks 
during  a single  illness  without  additional  charge. 

WILL  IT  SPREAD? 

Dr.  Henry  R.  Brown,  chief  of  the  Tuberculosis 
Division  of  the  Veterans  Administration,  will 
head  the  clinic  staff  of  15,  which  will  include  six 
or  seven  physicians.  Eleven  trustees,  two  selected 
by  the  Federal  Home  Loan  Bank  Board  and  the 
others  selected  by  the  members,  will  direct  the 


affairs  of  the  institution.  There  will  be  small 
administrative  expense  at  the  outset,  since  time 
taken  for  its  affairs  will  be  given  by  employees 
who  receive  compensation  for  full  time  service  to 
the  Government.  On  that  basis,  it  might  be  said 
that  the  taxpayer  is  defraying  about  50  per  cent 
of  the  cost. 

Mr.  Penniman  explains  that  the  venture  is  re- 
ceiving widespread  attention  from  other  govern- 
mental agencies.  Inquiries  are  coming  in  every 
day,  indicating  that  it  probably  will  spread 
throughout  the  Government.  Mr.  Penniman  says 
philosophically  that,  if  it  spreads,  it  will  be  a 
sign  that  it  is  a good  thing.  That  it  will  spread 
inevitably  is  assured  by  the  fact  that  employees 
in  other  governmental  departments  will  demand 
that  the  taxpayers  also  defray  from  one-third  to 
one-half  of  the  cost  of  their  medical  and  hos- 
pitalization cost. 

If  the  Federal  Home  Loan  Bank  Board  can  set 
aside  $20,000  a year  for  this  purpose,  every  other 
agency  in  the  Government  can  do  the  same  thing. 
Furthermore,  if  $20,000  can  be  allocated  for  so- 
cialized medicine,  the  amount  may  be  increased 
to  absorb  the  entire  cost.  Then,  too,  if  2,000  em- 
ployees of  the  Federal  Home  Loan  Bank  Board 
are  entitled  to  medical  service  at  public  expense, 
what  about  all  the  800,000  federal  employees? 
That  is  one  of  the  demands  of  the  United  Federal 
Workers  of  America,  an  affiliate  of  the  CIO, 
which  has  undertaken  to  organize  the  800,000 
Federal  workers. 

DENTISTRY  MAY  BE  NEXT 

No  clinic  is  complete  without  adequate  dental 
facilities.  Mr.  Penniman  says  “The  Group  Health 
Association”  proposes  to  include  dentistry  later 
on.  A great  deal  of  illness  is  traceable  to  the 
teeth.  Just  at  present  it  is  not  advisable  to  offer 
complete  dental  service,  Mr.  Penniman  says,  be- 
cause nearly  every  one  would  take  advantage  of 
dental  service  if  it  were  free  and  rush  to  the  den- 
tists, and  it  would  not  be  possible  to  hire  enough 
dentists  to  do  all  the  work  immediately.  But  that 
will  be  provided.  While  the  Federal  Home  Loan 
Bank  Board  hesitates,  there  is  no  reason  why 
some  other  governmental  agency  should  not  over- 
come its  chagrin  at  not  thinking  of  it  first  and 
offer  medical  and  dental  service  at  public  expense. 

The  ultimate  purpose  is  to  extend  medical  and 
dental  service  to  every  one.  Government  em- 
ployees did  not  ask  for  it.  It  was  offered  to  them. 
Since  the  taxpayers  are  required  to  provide  the 
service  to  Federal  employees,  a natural  develop- 
ment is  for  the  service  to  be  extended  to  all  the 
people.  That  is  the  way  it  started  in  other  coun- 
tries. 

The  excuse  here,  as  it  was  in  Germany  where 
socialized  medicine  had  its  start  50  years  ago,  is 
that  the  additional  expense  really  doesn’t  cost 
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the  taxpayer  anything.  In  return  for  his  outlay 
he  has  stronger,  healthier  and  more  efficient 
workers. 

experience  abroad 

But  the  experience  in  Germany  was  that  the 
budget  for  sick  insurance  rose  at  the  rate  of 
200,000,000  marks  annually.  From  660,000,000 
marks  in  1913,  the  budget  grew  to  2,330,000,000 
in  1929.  The  reason  is  that  dread  of  sickness  is 
an  obsession  with  most  persons.  It  provides  an 
ideal  string  for  the  planners  to  play  on.  The 
record  in  Germany  shows  that  the  doctor,  under 
socialized  medicine,  was  consulted  a dozen  times 
where  once  would  have  been  sufficient. 

With  the  dues  paid  and  a doctor  handy,  ex- 
cessive overdoctering  results.  A few  years  ago 
it  was  revealed  in  Germany  that  four  times  as 
much  money  was  used  for  35,000,000  persons  in 
insurance  as  for  30,000,000  uninsured. 

In  Germany  in  1930  there  were  36,000  panel 
doctors  and  32,000  bureaucrats  directing  the  doc- 
tors. In  1936  there  were  32,000  doctors  and  36,000 
bureaucrats.  With  all  the  evils  of  socialized 
medicine,  the  power  of  suggestion,  pretenders  and 
development  of  hypochondriacs,  that  is  only  part 
of  the  story.  It  means  the  beginning  of  bureau- 
cracy in  another  of  its  flagrant  forms.  It  Is  now 
in  the  incipient  stages.  It  is  no  new  discovery. 
There  is  nothing  novel  about  it.  There  was  no 
necessity  for  experimentation.  The  experience  of 
Germany  is  sufficient  to  condemn  it.  It  is  not  an 
experiment  but  an  importation  of  a gigantic 
failure,  a monstrous  scandal  with  possibilities 
for  being  infinitely  worse  in  this  country  than  it 
ever  has  been  anywhere  else. 

HISTORY  IN  ENGLAND 

England  has  hundreds  of  medical  Approved 
Societies,  with  some  5,000  branches.  These  self- 
governing  groups  are  usually  formed  by  persons 
already  associated  in  political,  fraternal,  labor  or 
religious  societies.  It  was  assumed  that  the  panel 
doctors  in  these  societies  would  detect  disease  in 
its  early  stages  and  thereby  reduce  the  tremen- 
dous financial  loss  to  workers  and  industry  from 
illness.  A survey  revealed  that,  in  1933,  the  loss 
through  sickness  had  increased  to  12  V2  days  per 
worker  from  nine  before  health  insurance.  The 
record  in  Germany  was  much  worse.  In  the  50 
years  of  the  system  there  the  annual  loss  from 
sickness  increased  from  5%  days  to  28.  In  the 
United  States  the  loss  has  remained  the  same, 
6Yz  days,  for  25  years. 

Of  2,008  Germans  ordered  to  final  examination 
to  determine  if  they  were  fit  to  work,  816  de- 
cided that  they  had  recovered  and  289  were 
found  to  be  well.  On  reexamination  of  468,000 
persons  in  England  in  1934,  179,000  were  found 
sick  and  289,000  were  found  to  be  well.  That 
would  indicate  that  one  of  two  things  is  true: 


Either  the  panel  doctors  accept  the  word  of  the 
patient  that  he  is  sick,  or  the  power  of  sugges- 
tion of  medical  insurance  makes  him  sick. 

LIKE  THE  CAMEL  AND  THE  TENT 

Like  all  other  devices  inaugurated  by  the 
bureaucrats,  socialized  medicine  appears  as  a 
cloud  no  bigger  than  a man’s  hand.  The  plan- 
ners’ first  reaction  is  to  deny  that  there  is  any- 
thing socialistic  about  it.  They  say  it  is  a vol- 
untary association  of  employees  who  have 
banded  together  for  mutual  health  protection. 
Then  that  position  is  immediately  abandoned, 
by  defending  the  allocation  of  public  funds  to 
provide  approximately  one-half  the  cost  at  the 
outset,  and  contending  that  the  governmental 
expenditure  is  money  in  the  taxpayers’  pocket. 

In  the  natural  course  of  events  many  other 
federal  agencies  will  follow  the  example  of  the 
Federal  Home  Loan  Bank  Board.  They  may, 
and  probably  will,  devise  an  even  more  attractive 
plan  for  their  members  at  increased  govern- 
mental expense.  As  these  health  groups  increase 
and  multiply,  the  next  step  will  be  to  consoli- 
date them  “in  the  interest  of  economy.” 

It  would  be  impractical  and  illogical  to  have 
several  hundred  clinics,  as  many  as  11  directors 
from  each  agency,  an  organization  of  doctors, 
nurses,  inspectors,  supervisors,  accountants, 
clerks  and  secretaries  for  each  separate  unit. 
The  planners  would  suggest  consolidation  to 
save  overhead  and  duplication. 

An  average  expenditure  of  $10  per  employee 
for  the  entire  800,000  would  cost  the-  taxpayers 
only  $8,000,000  a year  and  probably  result  in 
a substantial  reduction  in  the  cost  to  the  mem- 
bers if  they  were  all  brought  under  a single 
organization.  That,  of  course,  does  not  include 
the  cost  of  overhead.  Should  it  prove  as  effi- 
cient as  it  was  in  Germany  after  50  years  of 
study,  the  bureaucrats  would  outnumber  the  doc- 
tors by  many  thousands. 

The  planners  think,  no  matter  how  many  mil- 
lions of  dollars  it  costs,  increased  efficiency  would 
be  well  worth  it.  Perhaps  it  is  better  to  look 
on  that  side  of  the  picture  than  to  consider  the 
possibility  of  increasing  loss  of  time  from  work 
under  public  medical  insurance  to  a point  where 
it  is  four  times  as  great  as  it  is  among  the 
uninsured. 

Cleveland  City  Hospital  Centennial 

The  100-year  history  of  Cleveland  City  Hos- 
pital’s development  from  a poor  house  to  its 
present  status  was  celebrated  at  a centennial  din- 
ner, October  18,  at  Hotel  Cleveland.  The  speaker 
was  Dr.  A.  C.  Bachmeyer,  director  of  the  Uni- 
versity of  Chicago  Clinic.  Newton  D.  Baker  was 
honorary  chairman  of  the  committee  which  spon- 
sored the  dinner.  Cleveland  physicians  on  the 
committee  included  Dr.  Geo.  Edw.  Follansbee,  Dr_ 
Torald  H.  Sollman  and  Dr.  John  Dickenson. 


IN  MEMORIAM 


Alfred  Alexander  Jenkins,  M.D.,  Cleveland,  Councilor,  Fifth  District,  Ohio  State  Medical  Asso- 
ciation, died  November  19,  following  an  illness  of  several  weeks.  Born  in  Cleveland  in  1869,  Dr. 
Jenkins  attended  public  schools  there  and  was  graduated  from  Western  Reserve  University  School  of 
Medicine  in  1903.  Following  internship,  he  entered  general  practice  in  Cleveland,  and  continued  there 
until  his  final  illness  . 


Dr.  Jenkins  was  a member  of  the  dispensary  staff  at  St.  Vincent’s  Charity  Hospital  for  14  years, 
and  an  assistant  visiting  physician  in  1931.  During  the  World  War,  he  served  on  the  Medical  Ad- 


visory board. 

In  addition  to  being  prominent  professionally,  Dr.  Jenkins  was  an  active  worker  for  organized 
medicine.  He  was  elected  to  the  Council  of  the  State  Association  at  the  annual  meeting  in  October, 
1934,  and  was  re-elected  for  a term  of  two  years  at  Cleveland  in  October,  1936. 

President  of  the  Cleveland  Academy  of  Medicine  in  1934,  Dr.  Jenkins  also  served  the  academy 


as  a director  from  1932  to  1934,  vice-president  in  1933,  and  as  a member  of  various  important  com- 
mittees. He  was  intensely  interested  in  the  Cleveland  Medical  Library  Association,  of  which  he  had 
been  a trustee  since  1927  and  was  president  at  the  time  of  his  death. 

Dr.  Jenkins  was  a former  president  of  the  Western  Reserve  University  Medical  Alumni  Associa- 
tion, the  National  Exchange  Club  and  the  Cleveland  Grays.  Also,  he  was  a director  of  the  Thew 
Shovel  Company  and  the  Universal  Crane  Company  at  Elyria,  and  the  Doan  Savings  and  Loan  Com- 
pany, Cleveland.  He  was  an  active  member  of  Nu  Sigma  Nu,  and  a member  of  the  executive  council 
for  Western  Reserve  University’s  Continuous  Program.  Two  sons  and  two  daughters  survive. 


Josiah  W.  Arthur,  M.D.,  Massillon;  Medical 
College  Ohio,  Cincinnati,  1890;  aged  85;  died  Oc- 
tober 1.  Dr.  Arthur  retired  12  years  ago,  after 
having  practiced  in  Findlay,  Toledo,  and  Alli- 
ance. His  widow  and  a son  survive. 

Rodney  D.  Book,  M.D.,  Corning;  Kentucky 
School  of  Medicine,  Louisville,  Ky.,  1892;  aged 
71;  member  of  the  Ohio  State  Medical  Associa- 
tion and  Fellow  of  the  American  Medical  Asso- 
ciation; died  November  6.  Dr.  Book  practiced 
in  Corning  for  45  years.  His  hobbies  were  bird 
lore  and  music.  Surviving  are  two  brothers  and 
a sister. 


vember  3.  Dr.  Farley  practiced  in  Lancaster  for 
35  years.  His  widow  and  a son  survive. 

John  Ernest  Greiwe,  M.D.,  Cincinnati;  Medical 
College  of  Ohio,  Cincinnati,  1889;  aged  72;  mem- 
ber of  the  Ohio  State  Medical  Association,  Fel- 
low of  the  American  Medical  Association  and  the 
American  College  of  Physicians;  died  October  28. 
Dr.  Greiwe  was  one  of  the  best  known  physicians 
in  Cincinnati,  where  he  had  practiced  for  nearly 
50  years.  He  was  a piember  of  the  St.  Xavier 
College  Alumni  Association  and  the  St.  Xavier 
Catholic  Church. 


Karl  Holden  Chandler,  M.D.,  Cleveland;  Cleve- 
land-Pulte  Medical  College,  1914;  aged  46;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  Oc- 
tober 17.  Dr.  Chandler  practiced  in  Cleveland  for 
20  years.  He  was  a member  of  the  board  of  man- 
agers of  the  West  Side  Y.M.C.A.,  the  Masonic 
Order  and  the  American  Legion.  During  the 
World  War  Dr.  Chandler  served  in  the  Medical 
Corps  of  the  U.  S.  Army.  Surviving  are  his 
widow,  a daughter,  a son,  four  sisters  and  four 
brothers. 

James  Thomas  Farley,  M.D.,  Lancaster;  Ohio 
Medical  University,  Columbus,  1897;  aged  71; 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  No- 


Romeyn Beck  Hart,  M.D.,  Marietta;  Medical 
College  of  Ohio,  Cincinnati,  1882;  aged  79;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  Oc- 
tober 6.  Dr.  Hart  practiced  medicine  in  Marietta 
for  55  years.  He  was  a charter  member  and  for- 
mer officer  of  the  Washington  County  Medical 
Society.  His  grandfather,  the  late  Dr.  Seth  Hart, 
was  one  of  the  pioneer  physicians  of  Washington 
County,  having  begun  to  practice  there  in  1825. 
Dr.  Hart  was  a member  of  the  Harmar  Congrega- 
tional Church  and  the  Masonic  Order,  in  which 
he  was  awarded  a 50  year  membership  jewel  by 
his  lodge  last  year.  Two  brothers  survive  him. 

Jesse  A.  Howell,  M.D.,  Toledo;  Western  Re- 
serve University  School  of  Medicine,  1882;  aged 
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83;  died  October  13.  Dr.  Howell  retired  from 
active  practice  several  years  ago,  after  having 
practiced  in  Toledo,  Findlay,  McComb  and  Cleve- 
land. He  was  a member  of  the  Masonic  Order  and 
the  United  Brethren  Church.  His  widow,  three 
sons,  two  daughters  and  two  sisters  survive. 

Samuel  M.  Humphreys,  M.D.,  Columbus;  Ohio 
Medical  University,  Columbus,  1900;  aged  62; 
died  October  29.  Dr.  Humphreys  had  been  asso- 
ciated with  the  Pennsylvania  Railroad  as  medical 
examiner  at  Columbus  for  32  years.  He  was  a 
member  of  the  Masonic  Order  and  the  Methodist 
Church. 

Eugene  George  Husted,  M.D.,  Greenville;  Wes- 
tern Reserve  School  of  Medicine,  Cleveland,  1889; 
aged  72;  member  of  the  Ohio  State  Medical  As- 
sociation and  Fellow  of  the  American  Medical 
Association  and  the  American  College  of  Sur- 
geons; died  November  2.  Dr.  Husted  had  prac- 
ticed in  Beamsville  for  32  years  before  moving  to 
Greenville  17  years  ago.  He  was  one  of  the 
founders  of  the  Greenville  City  Hospital,  and  at 
the  time  of  his  death  was  president  of  its  board 
of  directors.  During  the  World  War  he  was  a 
medical  examiner  and  staff  surgeon  of  an  army 
training  camp  at  Mooseheart,  111.  Dr.  Husted  was 
a charter  member  of  the  Greenville  Kiwanis  Club, 
a member  of  the  Presbyterian  Church,  the  Ma- 
sonic Order  and  the  American  Legion.  Surviving 
are  his  widow,  one  daughter,  one  sister  and  four 
brothers. 

Cornelia  Barbara  Kennedy,  M.D.,  Findlay;  To- 
ledo Medical  College,  1896;  aged  75;  former  mem- 
ber of  the  Ohio  State  Medical  Association  and 
the  American  Medical  Association;  died  October 
22.  Dr.  Kennedy  retired  from  active  practice 
several  years  ago.  She  was  a member  and 
former  officer  of  the  Daughters  of  America. 

J.  Wilson  Loughry,  M.D.,  Cincinnati;  Medical 
College  of  Ohio,  Cincinnati,  1901;  aged  63;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association;  died 
October  26.  Dr.  Loughry  had  been  staff  physician 
at  Deaconess  Hospital,  Cincinnati,  for  many 
years.  He  was  a member  of  the  Masonic  Order, 
the  J.O.U.A.M.,  and  the  Methodist  Episcopal 
Church.  His  widow,  a daughter  and  two  sons 
survive. 

Leon  E.  Peeler,  M.D.,  Sandusky;  New  York 
University  Medical  College,  1895;  aged  66;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association; 
died  October  24.  For  30  years  Dr.  Peeler  was 
associate  physician  at  St.  Vincent  Hospital,  Har- 
rison, N.  Y.  He  practiced  in  Sandusky  for  the 
past  seven  years.  Surviving  are  his  widow  and  a 
sister. 

William  C.  Portmann,  M.D.,  Jackson,  Minne- 
sota; Western  Reserve  University  School  of  Medi- 


cine, 1882;  aged  79;  Fellow  of  the  American 
Medical  Association,  (affiliate);  died  November  3. 
Dr.  Portmann  retired  several  years  ago  after 
having  practiced  in  Jackson  for  nearly  50  years. 
Surviving  are  three  sons,  one  of  whom  is  Dr.  U. 
V.  Portmann,  Cleveland. 

Harrison  D.  Rank,  M.D.,  Newark;  Miami  Medi- 
cal College,  Cincinnati,  1903;  aged  64;  died  Oc- 
tober 24.  Dr.  Rank  practiced  in  Newark  for  34 
years.  He  was  a member  of  the  Elks  Lodge. 
Surviving  are  his  widow  and  two  daughters. 

Christian  B.  von  Scheele,  M.D.,  Jacksonville; 
Ohio  Medical  University,  Columbus,  1901;  aged 
75;  former  member  of  the  Ohio  State  Medical  As- 
sociation and  the  American  Medical  Association; 
died  October  28.  A native  of  Germany,  Dr.  von 
Scheele  came  to  this  country  in  1880.  After  sev- 
eral years  as  a telegraph  operator,  he  studied 
medicine  and  entered  practice  at  Grogan  in  1901. 
He  retired  two  years  ago,  after  having  practiced 
in  Jacksonville  for  32  years.  For  many  years, 
Dr.  von  Scheele  was  a member  of  the  local  Board 
of  Education.  He  was  a member  of  the  Methodist 
Church.  Surviving  are  his  widow,  an  adopted  son, 
and  two  sisters. 


To  Study  Postgraduate  Education 

The  Advisory  Board  for  Medical  Specialties, 
organized  in  1933-34,  for  the  purpose  of  coordi- 
nating graduate  education  and  certification  of 
medical  specialists  in  the  United  States  and  Can- 
ada, adopted  the  following  resolution  at  its  re- 
cent meeting  in  Atlantic  City:  Resolved,  That 

the  President  appoint  four  members  of  the  Ad- 
visory Board  for  Medical  Specialties  with  power 
to  add  to  their  number  and  to  form  a Commis- 
sion on  graduate  medical  education  to  study  the 
problems  of  graduate  and  postgraduate  medical 
training,  such  a commission  to  be  comprised  of 
representatives  of  the  medical  profession,  the 
hospitals,  the  universities,  the  medical  schools, 
and  the  licensing  bodies.  The  Commission  has 
been  created,  and  will  undertake  to  mobilize 
current  opinion  as  to  how  the  problems  in  this 
field  can  best  be  solved  and  to  formulate  the  edu- 
cational principles  involved  in  graduate  and 
postgraduate  training.  This  Board  functions  in 
conjunction  with  the  Council  on  Medical  Educa- 
tion and  Hospitals  for  the  American  Medical  As- 
sociation. Dr.  Willard  C.  Rappleye,  New  York, 
is  president. 


During  1936,  the  Journal  of  the  American 
Medical  Association  carried  obituaries  of  3,475 
physicians  who  had  resided  in  the  United  States. 
Their  average  age  was  64.5,  compared  with  64.2 
in  1935.  Heart  disease  was  again  the  leading 
cause  of  death,  with  pneumonia  second. 


BRANCH  SOCIAL  SECURITY  OFFICES  ARE  OPENED  IN  16  OHIO 
CITIES  TO  AID  IN  ADMINISTRATION  OF  ACT 


Branch  offices  have  been  opened  throughout 
Ohio  for  the  administration  of  the  old  age  benefits 
section,  Title  8,  of  the  Federal  Social  Security 
Act.  This  is  the  section  which  applies  to  all 
employers  of  one  or  more  persons. 

Information  can  be  obtained  in  these  offices 
concerning  that  provision  of  the  act.  Persons 
who  wish  employer’s  identification  numbers  or 
employee’s  account  numbers  should  call  or  write 
one  of  these  offices  for  the  necessary  application 
blanks. 

E.  A.  Hester,  located  at  525  Union  Trust  Build- 
ing, Cleveland,  is  supervisor  for  Ohio. 

A list  of  the  branch  offices  follows,  showing 
the  location,  name  of  the  person  in  charge,  and 
counties  comprising  each  district: 

Akron — Medford  Building;  J.  Kimball  Johnson, 
assistant  manager;  counties — Portage,  Summit, 
Medina  and  Wayne. 

Ashtabula — Post  Office  Building;  Nelda  A. 
Weathers,  manager;  counties — Lake,  Ashtabula 
and  Geauga. 

Canton — 214  Mellett  Building;  Wayne  W.  Put- 
nam, manager;  counties — Stark,  Carroll,  Harri- 
son, Tuscarawas  and  Holmes. 

Cincinnati — 302  Mercantile  Library  Building; 
Edwin  Raum,  manager;  counties — Hamilton,  Cler- 
mont, Brown  and  Highland. 

Cleveland — 521  Union  Trust  Building;  Mary  E. 
Woods,  manager,  and  R.  V.  Shepler,  assistant 
manager;  Cuyahoga  County. 

Columbus — Rowlands  Building;  C.  C.  Darby, 
manager;  counties — Union,  Delaware,  Franklin, 
Madison,  Pickaway,  Ross,  Hocking,  Fairfield, 
Licking  and  Knox. 

Dayton — Post  Office  Building;  Joseph  T.  Ware, 
manager,  and  Victor  H.  Dill,  assistant  manager; 
counties — Greene,  Montgomery,  Preble  and  Darke. 

Hamilton — Second  National  Bank  Building; 
Robert  H.  Minnich,  manager;  counties — Butler, 
Warren,  Clinton  and  Fayette. 

Lima — 401  Cook  Tower;  Kemper  W.  Yancey, 
acting  manager;  counties — Mercer,  Van  Wert, 
Auglaize,  Hardin,  Allen,  Putnam  and  Hancock. 

Lorain — 200  Commercial  Building;  Margaret  F. 
Bolton,  manager;  counties — Erie,  Huron  and 
Lorain. 

Mansfield — Richland  Building;  Robert  G.  Mish, 
manager;  counties — Wyandot,  Marion,  Morrow, 
Crawford,  Richland  and  Ashland. 

Portsmouth — Masonic  Temple  Building;  Wm. 
A.  Ashbrook,  Jr.,  manager;  counties — Scioto, 
Adams,  Pike,  Jackson,  Vinton,  Lawrence  and 
Gallia. 


Springfield — Post  Office  Building;  George  W. 
Kitzmiller,  acting  manager;  counties — Shelby, 
Miami,  Clark,  Champaign  and  Logan. 

Toledo — Commercial  Bank  Building;  John  L. 
Landfair,  manager,  and  0.  V.  McMillen,  assistant 
manager;  Francis  L.  Pendergast,  junior  admin- 
istrative aide;  counties — Williams,  Fulton,  Lucas, 
Ottawa,  Sandusky,  Seneca,  Wood,  Henry,  De- 
fiance and  Paulding. 

Youngstown — Youngstown  Terminal  Building; 
Edwin  V.  Faulhaber,  acting  manager;  counties — 
Trumbull,  Mahoning,  Columbiana  and  Jefferson. 

Zanesville — Lind  Arcade;  Glenn  H.  Pittenger, 
manager,  and  Donald  E.  Messmer,  assistant  man- 
ager; counties — Coshocton,  Muskingum,  Guern- 
sey, Monroe  and  Belmont. 


Complete  Revision  of  Social  Security 
Act  Studied  by  Board 

Complete  revision  of  the  Social  Security  Act, 
in  its  benefits  provisions  and  its  creation  of  a 
huge  reserve  fund  were  studied  by  the  Social 
Security  Advisory  Council  at  a meeting  in  Wash- 
ington, November  5.  The  council  is  composed  of 
representatives  of  employes,  employers,  the  pub- 
lic and  Congress. 

In  calling  the  meeting,  the  Social  Security 
Board  revealed  that  the  council  would  consider 
the  advisability  of: 

Starting  monthly  benefit  payments  before  Jan- 
uary 1,  1942. 

Increasing  monthly  benefits  for  persons  retir- 
ing in  early  years. 

Paying  benefits  to  persons  incapacitated  befor’e 
age  65. 

Extending  benefits  to  survivors  of  beneficiaries. 

Increasing  social  security  taxes  less  rapidly  in 
future  years. 

Extending  benefits  to  groups  such  as  farmers 
and  domestic  servants,  not  now  included. 

Revising  the  size,  character  and  disposition  of 
reserve  funds. 


American  Academy  of  Orthopedic 
Surgeons 

The  first  West  Coast  meeting  of  the  American 
Academy  of  Orthopedic  Surgeons  will  be  held 
January  16-20,  1938,  at  the  Hotel  Biltmore,  Los 
Angeles.  Special  trains  will  be  run  with  stop- 
overs at  Santa  Fe,  the  Grand  Canyon,  San  Fran- 
cisco and  other  points.  For  further  information 
write  to  Robert  L.  Lewin,  Hotel  Biltmore,  Los 
Angeles,  California. 
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All  unsigned  reviews  are  from  the  pen  of  the  Editor. 


The  Diagnosis  of  Nervous  Diseases.  By  Sir 
James  Purves-Stewart.  $10.00.  William  Wood 
& Co.,  Baltimore,  pp.  843. 

In  its  eighth  edition  this  work  by  one  of  the 
pillars  of  English  neurology  continues  to  main- 
tain the  high  position  it  has  long  held  in  medical 
literature. 

English  neurologists,  who  have  formerly  been 
chary  of  mechano-laboratory  devices  in  diagnosis 
because  of  their  greater  dependence  on  fine 
clinical  intuition  and  insight,  have  gradually  come 
to  recognize  the  advantages  of  such  aids  as  en- 
cephalography, hydro-dynamic  tests  and  lipiodol 
injections.  In  this  respect  the  new  edition  by 
Sir  Purvis-Stewart  is  eminently  satisfactory. — 
L.  J.  Karnosh,  M.D. 

Laboratory  Diagnosis  of  Syphilis.  By  Harry 
Eagle,  M.D.  $5.00.  The  C.  V.  Mosby  Com- 
pany, St.  Louis.  1937.  pp.  440. 

This  book  is  not  only  valuable  to  the  technician 
but  is  a great  aid  to  any  physician  in  interpreting 
the  various  diagnostic  laboratory  tests  of  syphilis. 
The  chapters  dealing  with  the  mechanism  of  the 
Wassermann  and  flocculation  tests  are  informa- 
tive, while  the  chapters  on  the  significance  of  a 
positive  Wassermann  or  flocculation  test  and  the 
interpretation  of  the  spinal  fluid  findings  will  not 
only  give  new  information  but  will  probably 
make  the  reader  discard  some  of  his  ideas  on 
this  subject. 

The  plea  to  report  our  results  of  tests  as  either 
negative,  doubtful  or  positive  instead  of  the  old 
method  of  1 plus,  etc.,  is  rapidly  gaining  favor. — 
L.  J.  Roth,  M.D. 

Five  Fatal  Letters,  A Mystery.  By  Dana  Scott. 
$2.00.  Farrar  and  Rinehart,  New  York.  pp. 
308. 

The  five  fatal  letters  spell  DEATH.  This  is 
brought  to  notice  in  the  columns  because  the 
action  takes  place  in  the  camp  of  Dr.  Sibelius 
where  a party  of  old  friends  were  visiting  Isobel, 
whom  the  doctor  has  well  on  the  way  to  curing 
her  of  a nervous  breakdown  by  means  cf 
psychoanalysis.  A good  story  tightly  drawn. 

The  Postmortem  Examination.  By  Sidney  Farber, 
M.D.  $3.50;  Charles  C.  Thomas,  Springfield, 
Illinois,  and  Baltimore,  Maryland,  1937.  pp. 
201. 

This  stimulating  book  should  be  a boon  to  in- 
structors of  autopsy  technique  and  an  inspiration 
to  both  undergraduates  and  house  officers,  as  well 
as  physicians,  who  do  not  have  access  to  a large 


autopsy  service.  It  is  an  exceedingly  well  writ- 
ten clear  and  readable  description  of  autopsy 
technique  with  strict  adherence  to  the  subject. 
The  type  is  well  chosen  and  it  is  printed  on  dull 
paper,  which  is  a relief  from  the  blinding  glare 
of  the  usual  glossy  paper  of  medical  publications. 

The  references  at  the  end  of  each  chapter  are 
well  chosen  and  provide  adequate  source  material 
for  further  investigation. — H.  L.  Reinhart,  M.D. 

Diseases  of  the  Heart.  By  Sir  Thomas  Lewis, 
New  Second  Edition.  $3.50.  The  Macmillan, 
Co.,  New  York.  1937.  pp.  297. 

All  students  of  the  diseases  of  the  heart,  need 
only  have  their  attention  called  to  the  fact  that 
Sir  Thomas  Lewis  has  carefully  revised  and  re- 
written his  book  on  the  subject  to  want  it  at 
once.  No  well-read  physician  can  afford  to  neglect 
this  volume  and  most  will  place  it  at  the  top  of 
the  want-list. 

Clinical  Endocrinology.  By  Samuel  Loewenberg, 
M.D.,  F.A.C.P.,  clinical  professor  of  medi- 
cine, Jefferson  Medical  College.  $8.00.  F.  A. 
Davis  Co.,  Philadelphia.  1937.  pp.  852. 

This  large  volume  is  well  written  by  a man 
whose  experience  has  equipped  him’  to  do  an 
excellent  job  of  it.  The  author  presents  in  a 
judicial  manner  the  facts  and  observations.  He 
then  summarizes  all  the  knowledge  in  which 
endocrinologists  are  in  agreement.  Then  he  offers 
every  bit  of  sane  and  practical  means  of  treat- 
ment available  at  the  present  time. 

This  book  is  recommended  to  every  earnest 
physician  who  would  like  to  do  a postgraduate 
course  in  endocrinology  this  Winter  in  his  own 
study  chair. 

The  Avitaminoses.  By  Walter  H.  Eddy,  Ph.D., 
and  Gilbert  Dalldorf,  M.D.  $4.50.  The  Wil- 
liams & Wilkins  Company,  Baltimore,  1937; 
29  plates;  pp.  338. 

According  to  the  supplementary  title  of  their 
book  on  “The  Avitaminoses”,  the  authors  pi’om- 
ise  to  discuss  “The  Chemical,  Clinical  and 
Pathological  Aspects  of  the  Vitamin  Deficiency 
Diseases”.  The  book  developed  from  “The  Vita- 
mine  Manual”,  published  fifteen  years  ago  by  the 
senior  author,  Walter  H.  Eddy,  professor  of  phy- 
siological chemistry,  Teachers  College,  Columbia 
University,  who  is  also  director  of  the  Bureau 
of  Foods  and  Sanitation,  “Good  Housekeeping 
Magazine”. 

The  reviewer  records  the  latter  connection  of 
Dr.  Eddy,  because  it  serves  to  explain  how  some 
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of  the  most  practically  useful  features  of  the 
book,  i.e.,  its  practical  character,  originated.  I 
have  in  mind  for  instance  the  tables  which  in- 
dicate the  vitamin  values  of  the  assayed  foods 
not  merely  by  plus  signs  and  not  in  units  per 
gramme,  but  in  units  per  ounce  of  food.  This 
mode  of  presentation  greatly  facilitates  the  cor- 
rection of  the  vitamin  deficiencies  of  a diet,  either 
by  modifying  the  diet  or  by  prescribing  some  of 
the  pharmaceutical  preparations  of  known  vita- 
min contents. 

Since  the  practical  suggestions  offered  by  the 
authors  are  based  on  authoritative  and  conserva- 
tive interpretations  of  clinical  observations  on 
patients,  on  pathological  examinations  at  autop- 
sies and  on  biochemical  investigations  by  dietary 
experiments,  the  book  merits  the  attention  of 
the  physician  in  general  and  specialistic  practice, 
as  it  is  a dependable  correlation  of  reliable  con- 
clusions. 

If  I were  asked  to  summarize  my  impression  of 
the  manual,  I would  say  that  the  authors’  promise 
in  regard  to  the  scope  of  their  book  has  been 
generously  fulfilled. — Karl  G.  Zwick,  M.D. 

A Diabetic  Manual,  For  the  Mutual  Use  of  Doctor 
and  Patient.  By  Elliott  P.  Joslin,  M.D.,  clini- 
cal professor  of  medicine,  Harvard  Medical 
School.  Sixth  edition,  thoroughly  revised. 
$2.00.  Lea  and  Febiger,  Philadelphia,  1937. 
pp.  219. 

This  distinguished  author  upon  the  subject  of 
diabetes  has  proved  that  the  more  you  know 
about  your  disease  the  better  you  can  fight  it. 
With  this  fact  in  mind,  he  has  placed  a powerful 
weapon  in  the  hands  of  the  victim  of  this  disease. 
Every  diabetic  should  have  a copy. 

Diseases  of  the  Skin.  By  Oliver  S.  Ormsby,  M.D., 
professor  of  dermatology,  Rush  Medical  Col- 
lege. Fifth  edition,  $12.00.  Lea  and  Febiger, 
Philadelphia,  1937.  pp.  1334. 

This  well  known  text  has  been  pretty  well  re- 
organized. Twenty  new  diseases  have  been  de- 
scribed, twelve  re-written,  and  the  whole  work 
brought  up  to  date.  This  revision  will  maintain 
its  place  for  its  predecessor  as  one  of  the  out- 
standing texts  on  dermatology  in  English. 

Obstetric  and  Gynecologic  Nursing.  By  Frederick 
H.  Falls,  M.S.,  M.D.,  and  Jane  R.  McLaughlin, 
B.A.,  R.N.  $3.00.  The  C.  V.  Mosby  Company, 
St.  Louis,  1937.  pp.  492. 

This  book  shows  one  tendency  that  many  others 
do  when  written  by  doctors  for  nurses,  i.e.,  the 
stressing  of  operative  technique  by  various 
operative  procedures.  A more  suitable  title  would 
be  “Obstetrics  and  Gynecology  for  Nurses.” 
Diagnosis  of  conditions  is  very  important  in  the 
training  of  nurses,  especially  in  the  field  of 
obstetrical  emergencies.  This  book  gives  a com- 
plete and  accurate  picture  in  that  respect.  It  is 
concise,  clearly  written,  easily  understood  and 
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operative  deliveries;  operative  obstetrics 
(manikin).  In  Gynecology:  Lectures;  touch 
clinics;  witnessing  operations;  examination 
of  patients  preoperatively ; follow-up  in 
wards  postoperatively.  Obstetrical  and 
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replete  with  illustrations.  Medical  students  as 
well  as  nurses  and  practitioners  can  study  it  to 
advantage. — Herman  W.  Koerper,  M.D. 

Introduction  to  Clinical  Psychology.  By  Edward 
M.  Westburgh,  Ph.D.  P.  Blakiston’s  Son  & 
Co.,  Inc.,  Philadelphia,  1937. 

Dedicated  to  Dr.  Earl  D.  Bond,  written  in 
simple,  forceful  style,  this  book  attempts  to 
systematize  those  psychological  formulations 
which  are  most  useful  and  applicable  to  every- 
day mental  and  emotional  problems.  Moreover, 
the  author  plainly  reveals  that  he  has  evolved  a 
psychology  which  has  successfully  integrated 
itself  with  modern  medical  systems  and  which 
aims  at  “joyous  collaboration”  with  the  psychia- 
trist and  the  physician  in  the  deeper  study  of  per- 
sonality and  its  readjustment.  For  its  clarity 
and  frankness  the  book  is  recommended  because 
these  virtues  make  it  outstanding  in  a large 
group  purporting  to  meet  the  same  need. — L.  J. 
Karnosh,  M.D. 

Fundamentals  of  Anatomy.  By  Card  C.  Francis, 
M.D.,  laboratory  of  anatomy  at  Western  Re- 
serve University.  $2.75.  The  C.  V.  Mosby 
Company,  St.  Louis,  1937;  pp.  320. 

By  following  Dr.  Todd’s  rule  that  all  publica- 
tions from  this  laboratory  bear  the  approval  of 
all  members  of  the  department,  the  accuracy  of 
this  volume  is  assured.  In  this  instance,  this  is 
unnecessary  to  us  in  Ohio  who  know  him  as  the 
physician  to  the  Developmental  Health  Inquiry  of 
the  Associated  Foundations  in  Cleveland.  The 
book  lives  up  to  every  expectation,  both  in  text 
and  illustration. 

A Textbook  of  Obstetrics.  By  Edward  A.  Shu- 
mann,  A.B.,  M.D.,  F.A.C.S.,  professor  of  ob- 
stetrics, School  of  Medicine,  University  of 
Pennsylvania.  $6.00.  W.  B.  Saunders  Co., 
Philadelphia  and  London.  1936.  pp.  733. 

This  book,  released  about  a year  by  the  W.  B. 
Saunders  Company,  is  something  of  a new  de- 
parture in  obstetric  texts.  It  is  about  the  size  of 
an  ordinary  novel  so  that  it  can  be  held  in  the 
hands  for  reading,  obviating  the  necessity  of  a 
desk  and  allowing  the  busy  doctor  to  relax  in  his 
easy  chair  while  simultaneously  improving  his 
obstetric  knowledge.  This  might  seem  like  a very 
secondary  consideration  and  even  out  of  place  in 
a book  review,  but  it  is  the  belief  of  the  reviewer, 
nonetheless,  that  such  a change  constitutes  a long- 
awaited  and  much  needed  improvement.  Any 
measure  that  facilitates  and  encourages  the  ac- 
quisition of  additional  knowledge  is  a definite  and 
noteworthy  step  in  the  right  direction. 

The  book  follows  the  usual  plan  of  obstetric 
texts  with  44  chapters  devoted  to  all  of  the  cus- 
tomary subjects.  Each  subject  is  covered  thor- 
oughly, but  conciseness  is  the  keynote.  The  book 
is  not  a compend  or  synopsis.  Brevity  is  achieved 
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by  deletion  of  the  customary  verbal  embellish- 
ments, historical  allusions,  and  bibliographies. 

The  subject  of  sterility  is  not  considered  and 
there  is  only  the  briefest  mention  of  endocrin- 
ology. The  “safe  period”  is  discussed  briefly  but 
the  author  neglected  to  mention  that  the  rule  pre- 
scribed in  the  book  is  only  applicable  to  women 
with  regular  28-day  cycles. 

There  is  a sound  chapter  on  analgesia  and 
anesthesia  and  a concise  but  practical  and  com- 
plete consideration  of  obstetric  operations.  The 
only  subject  not  given  adequate  consideration  in 
the  opinion  of  the  reviewer  is  the  treatment  of 
vomiting  of  pregnancy  and  eclampsia. 

Illustrations  are  numerous  (497)  and  of  uni- 
form excellence.  All  in  all,  it  is  a valuable  book. 
- — Charles  W.  Pavey,  M.D. 

Allergy:  Its  Practical  Application.  By  J.  A. 

Rudolph,  M.D.,  Cleveland,  Ohio.  $3.00.  Dor- 
rance  and  Company,  Philadelphia,  1937.  pp. 
224. 

This  manual  is  intended  as  a guide  to  phy- 
sicians and  medical  students.  Its  guidance  is 
essentially  sound  and  the  book  can  therefore  be 
recommended  as  a simple,  clear  statement  of  the 
clinical  progress  in  this  field  up  to  date.  Those 
who  may  have  daily  attempted  to  explain  this 
subject  to  the  profession  and  to  their  patients, 
have  come  to  express  themselves  in  pretty  much 
the  same  way  so  I suspect  there  are  at  least  a 


dozen  members  of  the  Ohio  State  Medical  Asso- 
ciation who  would  almost  swear  they  had  written 
the  book  themselves.  This,  of  course,  bespeaks 
the  soundness  of  the  advice  given  therein. 

Dr.  Colwell’s  Daily  Log  for  Physicians.  Pub- 
lished by  Colwell  Publishing  Company,  Cham- 
paign, Illinois,  1937. 

This  system  of  bookkeeping  is  the  same  simple 
but  efficient  one  it  has  been  for  years.  This 
year’s  additional  space  is  provided  for  the  pro- 
visions of  the  Social  Security  program.  It  is 
superior  to  all  of  its  kind  with  which  the  re- 
viewer is  familiar. 

Syphilis.  The  Next  Great  Plague  to  Go.  By 
Morris  Fishbein,  M.D.  $1.00.  David  McKay 
Company,  New  York,  1937.  pp.  70, 

This  essay  intended  for  the  layman  goes  di- 
rectly to  a calm,  conservative  discussion  of  the 
disease.  It  will  answer  well  most  of  the  ques- 
tions which  may  arise  in  his  mind. 

Biological  and  Clinical  Chemistry.  By  Matthew 
Steel,  Ph.  D.,  professor  of  biochemistry  in  the 
Long  Island  College  of  Medicine.  $8.00.  Lea 
and  Febiger,  Philadelphia,  1937.  pp.  770. 

The  way  this  author  has  woven  the  clinical 
into  his  text  makes  it  the  volume  for  the  gradu- 
ate physician  to  consult  for  the  purpose  of  bring- 
ing his  own  store  of  information  up  to  date  in  a 
usable  form. 
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First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 


by  Dr.  Elmore  B.  Tauber;  “Report  of  Two  Cases 
of  Sarcoid  Recently  Observed”,  by  Dr.  William 
P.  Montanus. 


CLINTON 

Dr.  William  Kelley  Hale,  Wilmington,  was  the 
speaker  at  a meeting  of  the  Clinton  County 
Medical  Society,  Tuesday  noon,  November  9,  at 
the  General  Denver  Hotel,  Wilmington. — News 
clipping. 

HAMILTON 

The  following  programs  were  presented  by  The 
Academy  of  Medicine  of  Cincinnati  during  No- 
vember. 

November  2 — “Cardiovascular  Syphilis — A 

Roentgenologic  Study”,  by  Dr.  Samuel  Brown  and 
Dr.  Archie  Fine,  with  discussion  by  Dr.  Julien  E. 
Benjamin  and  Dr.  R.  N.  Speckman;  “The  Diag- 
nosis and  Treatment  of  Strictures  and  Kinks  of 
the  Ureter”,  by  Dr.  T.  Brent  Wayman,  with  dis- 
cussion by  Dr.  Henry  B.  Freiberg  and  Dr.  Ralph 
W.  Eddy. 

November  9 — “Therapeutic  Hypoglycemia  in 
Dementia  Praecox”,  by  Dr.  Douglas  Goldman, 
with  discussion  by  Dr.  Emerson  A.  North  and  Dr. 
E.  A.  Baber. 

November  16 — “Further  Experiences  with 
Mapharsen:  Its  Use  In  Latent  Syphilis”,  by  Dr. 
Fred  Wise,  professor  of  clinical  dermatology  and 
syphilology,  New  York  Postgraduate  Hospital 
and  School  of  Columbia  University,  New  York. 
This  session  was  under  the  auspices  of  the  Cin- 
cinnati Dermatological  Society. 

November  23 — “Acute  Head  Injuries”,  by  Dr. 
Frank  H.  Mayfield,  with  discussion  by  Dr.  How- 
ard D.  McIntyre  and  Dr.  Harry  M.  Salzer; 
“Darier-Roussy  Sarcoid”,  by  Dr.  Lawrence  C. 
Goldberg  and  Dr.  Sander  Cohen,  with  discussion 


November  30 — “The  Result  in  the  Treatment 
of  the  Pneumonias  with  Specific  Therapeutic 
Sera”,  by  Dr.  Julien  E.  Benjamin,  with  discussion 
by  Dr.  M.  A.  Blankenhorn;  “The  Technique  of 
Typing  Pneumonias  and  Estimating  Dosage  Re- 
quirements in  their  Treatment”,  by  Dr.  James  H. 
Ruegsegger,  with  discussion  by  Dr.  M.  A.  Blan- 
kenhorn.-— Bulletin. 

HIGHLAND 

Dr.  Joseph  A.  Freiberg,  Cincinnati,  spoke  on 
“Correcting  Deformities  in  Children”,  at  a meet- 
ing of  the  Highland  County  Medical  Society, 
Wednesday,  October  6,  at  the  Parker  House, 
Hillsboro. 

Dr.  Philip  T.  Knies,  Columbus,  discussed 
“Nephritis”,  at  a meeting  of  the  society,  Novem- 
ber 2. — News  clipping. 

WARREN 

“The  Treatment  of  Fractures  about  the  Hip”, 
was  the  subject  presented  by  Dr.  Herbert  L. 
Brumbaugh,  Dayton,  at  a meeting  of  the  Warren 
County  Medical  Society,  Tuesday,  November  2,  at 
the  Town  Hall,  Lebanon. — News  clipping. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

GREENE 

Following  a talk  by  James  W.  Grant,  represent- 
ing the  State  Department  of  Welfare,  on  the 
medical  care  of  children  under  the  Bureau  of  Aid 
to  Dependent  Children,  the  Greene  County  Medical 
Society,  at  a meeting  October  7,  at  Xenia,  adopted 
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Solid  tf-oad 


The  baby’s  first  solid  food  always  excites  the  parents’  interest.  Will  he 
cry?  Will  he  spit  it  up?  Will  he  try  to  swallow  the  spoon?  Far  more 
important  than  the  child’s  g,cute”  reactions  is  the  fact  that  figuratively 
and  physiologically  this  little  fellow  is  just  beginning  to  eat  like  a man. 


PABLUM  is  now  being  fed  to  infants  as  early 
as  the  third  or  fourth  month  because  it  gets 
the  baby  accustomed  to  taking  food  from  a 
spoon,  but,  most  important,  Pablum  early  adds 
essential  food  substances  to  the  diet.  Among 
these  are  vitamins  Bi  and  G and  calcium  and, 
perhaps  most  necessary,  iron.  Soon  after  a 
child  is  born  its  early  store  of  iron  rapidly  dim- 
inishes, and  as  milk  is  poor  in  iron,  the  loss  is 
not  replenished  by  the  usual  bottle-formula. 


Pablum,  therefore,  fills  a long-felt  need,  for  it  is 
so  well  tolerated  that  it  can  be  fed  even  to  the 
three-weeks’  old  infant  with  pyloric  stenosis, 
and  yet  is  richer  than  fruits,  eggs,  meats,  and  veg- 
etables in  iron.  Even  more  significant,  Pablum 
has  succeeded  in  raising  the  hemoglobin  of  in- 
fants in  certain  cases  where  an  iron-rich  vegeta- 
ble failed.  Pablum  is  an  ideal  "first  solid  food.” 

Pablum  consists  of  wheatmeal,  oatmeal,  cornmeal,  wheat  embryo, 

alfalfa  leaf,  beef  bone,  brewers’  yeast,  iron  salt,  and  sodium  chloride. 


M others  appreciate  the  convenience  of  Pablum  as  it  needs  no  cooking . 

Even  a tablespoonful  can  be  prepared  simply  by  adding  milk  or  water  of  any  temperature . 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons. 
• Mead  Johnson  & Company,  Evansville,  Indiana,  U.  S.  A.  
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a motion  that  such  medical  care  be  done  by  a 
physician  of  the  patient’s  own  choice. 

Dr.  Arthur  W.  Thomas,  chief,  Bureau  of  Child 
Hygiene  and  Maternal  Welfare,  State  Depart- 
ment of  Health,  was  the  speaker  at  a meeting  of 
the  society,  November  4. — News  clipping. 

MIAMI 

Dr.  J.  W.  Millette,  Dayton,  spoke  on  “The  Face, 
Some  of  its  Troubles,  With  Practical  Points  for 
the  General  Practitioner”,  at  a meeting  of  the 
Miami  County  Medical  Society,  Friday  afternoon, 
November  5,  at  Memorial  Hospital,  Piqua. — G.  A. 
Woodhouse,  M.D.,  secretary. 

MONTGOMERY 

At  a meeting  of  the  Montgomery  County  Medi- 
cal Society,  Friday  evening,  November  5,  in  the 
Auditorium  of  the  Fidelity  Medical  Building, 
Dayton,  the  following  papers  were  presented: 
“Hyperparathyroidism”,  by  Dr.  H.  F.  Koppe;  “A 
Rather  Common  But  Unrecognized  Type  of 
Cystitis”,  by  Dr.  K.  W.  Horn;  and  “Workings  of 
Dayton  Mental  Hygiene  Center”,  by  Dr.  C.  B. 
Horton. 

“Diagnosis  and  Treatment  of  Common  Dis- 
orders of  the  Heart”,  was  the  subject  discussed 
by  Dr.  R.  A.  Lewis,  Dr.  R.  C.  Schneble  and  Dr.  A. 
B.  Brower,  at  a meeting  of  the  society,  November 
19. — Mildred  E.  Jeffrey,  executive  secretary. 

PREBLE 

A well-attended  meeting  of  the  Preble  County 
Medical  Society  was  held  at  the  Court  House, 
Eaton,  Wednesday  noon,  October  20.  Dr.  C.  D. 
Fife,  Dayton,  lectured  on  “Pneumonia  and  its 
Treatment”. — E.  P.  Trittschuh,  M.D.,  secretary. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

AUGLAIZE 


a large  attendance. — R.  G.  McMurray,  M.D.,  sec- 
retary. 

SENECA 

Dr.  Raymond  C.  King,  Toledo,  was  the  guest 
speaker  at  a meeting  of  the  Seneca  County  Medi- 
cal Society,  Thursday  evening,  November  11,  at 
the  Shawhan  Hotel,  Tiffin.  His  subject  was 
“Uterine  Bleeding,  the  Gynecologic  Aspect”. — 
Edmund  F.  Ley,  M.D.,  secretary. 

Fourth  District 

(COUNCILOR:  E.  J.  McCORMICK,  M.D..  TOLEDO) 

LUCAS 

The  following  programs  were  presented  by  The 
Toledo  Academy  of  Medicine  during  November: 

November  5 — Annual  joint  meeting  of  the  To- 
ledo Dental  Society  and  the  Academy  of  Medi- 
cine. “Present  Day  Evaluation  of  a Pulpless 
Tooth”,  by  J.  R.  Blayney,  D.D.S.,  director  of  Wal- 
ter G.  Zoller  Memorial  Dental  Clinic,  University 
of  Chicago. 

November  12 — Section  of  Pathology,  Experi- 
mental Medicine  and  Bacteriology.  “Pathology 
and  Physiology  of  the  Pituitary,  Ovarian  and 


CLASSIFIED  ADVERTISEMENTS 

Rates  50  cents  per  line,  payable  in  advance.  Minimum 
charge  of  $1.00  for  each  insertion.  Price  covers  the  cost  of 
remailing  answers.  Forms  close  16th  of  the  month  pre- 
ceding publication. 


FOR  RENT — Physician’s  office  in  center  of  town.  Good 
territory  for  general  practitioner.  Address  Mrs.  Henry 
Alford,  Box  204,  West  Jefferson,  Ohio. 


FOR  IMMEDIATE  SALE — Excellent,  practically  new 
equipment  for  small  hospital  or  clinic  group.  Enough 
equipment  for  25  bed  hospital.  Includes  modem  beds  and 
room  furniture,  operating  room  equipment  and  sterilizers ; 
Victor  X-Ray  machine  with  all  equipment  for  X-Ray  de- 
partment. Entire  layout  at  very  reduced  price.  Communica- 
tions addressed  to  Box  513,  Elyria,  Ohio,  will  receive  prompt 
attention. 


At  a meeting  of  the  Auglaize  County  Medical 
Society,  Friday  evening,  November  5,  at  Wapa- 
koneta,  Dr.  Robert  C.  Austin,  Dayton,  spoke  on 
“Some  Newer  Ideas  in  the  Surgical  Treatment  of 
Hernia”,  and  illustrated,  with  instructive  motion 
pictures,  the  surgical  technique  in  inguinal, 
femoral  and  umbilical  hernia  by  the  use  of  fascia 
sutures. — Chas.  C.  Berlin,  M.D.,  secretary. 

MARION 

The  Marion  Academy  of  Medicine  met  at  the 
City  Hospital,  Marion,  Tuesday,  October  12.  Dr. 
J.  Grant  Marthens,  Dayton,  gave  an  interesting 
talk  on  “Syphilis  and  the  Newspapers,  as  seen  by 
the  Syphilologist”. 

Dr.  Leslie  L.  Bigelow,  associate  professor  of 
surgery,  Ohio  State  University  College  of  Medi- 
cine, lectured  on  “Observations  of  200  Consecu- 
tive Cases  of  Appendicitis”,  at  a meeting  of  the 
academy,  Tuesday,  November  2.  The  meeting  had 


FOR  SALE — Six-room  brick  house  in  excellent  condition. 
Has  finished  third  floor.  Located  in  Columbus  residential 
section  adjacent  to  good  grade  school.  Fine  location  for  a 
physician.  House  can  be  well  arranged  for  combined  resi- 
dence and  office.  Priced  reasonably.  Address  A.H.D.,  care 
Ohio  State  Medical  Journal. 
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MODERATELY  PRICED 
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“Best  Food  in  Philadelphia’ 
Claude  H.  Bennett,  Manager 
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From  the  small  2-story  house  shown  above, 
H.  J.  Heinz  Co.  has  developed  into  one 
of  the  greatest  food  producers  on  earth. 


STRAINED  FOODS  labeled  "Heinz”  have  a back- 
ground of  dependability  that  is  unsurpassed  in  the 
entire  food  industry.  They  are  prepared  with  the  same 
care  and  skill  — and  in  the  same  quality  tradition  — 
that  have  made  the  "57  Varieties”  famous  for  purity, 
uniformity  and  flavor  since  1869. 

Only  The  Best  For  Heinz 

Extra-select  fruits,  vegetables,  meats  and  cereals  are 
used  exclusively.  Trained  experts  sort  and  wash  these 
in  spotlessly  clean  kitchens.  All  cooking  is  done  in 
air-tight  dry  steam  retorts.  Vitamins,  minerals  and 
nutrients  are  retained  to  an  unusually  high  degree. 
Even  Heinz  containers  are  specially  enamel-lined  as 
an  extra  safeguard. 

Be  Safe— Specify  'Heinz” 

Consider  the  facts  carefully.  You’ll  agree,  Heinz 
Strained  Foods  are  best  for  your  patients  . . . emi- 
nently deserving  of  your  outspoken  preference  and 
recommendation.  All  12  kinds  bear  the  official  Seal 
of  Acceptance  of  the  American  Medical  Association’s 
Council  on  Foods  of  course. 


Heinz  Strained  Foods  bear  both 
the  Seal  of  Acceptance  of  the 
American  Medical  Association’s 
Council  on  Foods  and  the  famous 
"57”  Seal  of  Quality.  That  is 
why  you  are  doubly  safe  in  rec- 
ommending them! 


HEINZ  STRAINED  FOODS 
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Uterine  Disfunction”,  by  Dr.  R.  S.  Fidler  and  Dr. 
W.  M.  Silbernagel,  Columbus. 

November  19 — Medical  Section.  “The  General 
Diagnosis  and  Management  of  Diseases  of  the 
Thyroid  and  Parathyroid”,  by  Dr.  Frank  H. 
Lahey,  Boston,  Mass.;  and  “The  Heart  in  Hyper- 
thyroidism— The  Heart  in  Myxedema”,  by  Dr. 
Lewis  M.  Huxthal,  Boston,  Mass.  This  program 
was  given  at  the  closing  evening  meeting  of  the 
Postgraduate  Day  presented  each  year  by  the 
Medical  Institute  of  the  University  of  Toledo. 

November  26 — “Surgery  of  the  Heart”,  with 
lantern  slides  and  motion  picture  demonstration, 
by  Dr.  Claude  S.  Beck,  associate  professor  of 
surgery,  Western  Reserve  University  School  of 
Medicine,  Cleveland. — Bulletin. 

PUTNAM 

Dr.  J.  R.  Tillotson,  Lima,  spoke  at  a meeting 
of  the  Putnam  County  Medical  Society,  Monday 
evening,  October  18,  at  Pandora. — News  clipping. 

SANDUSKY 

At  a meeting  of  the  Sandusky  County  Medical 
Society,  Tuesday  night,  October  26,  at  Fremont, 
Dr.  F.  C.  Clifford,  Toledo,  discussed  “Heart  Dis- 
ease”. Dr.  J.  C.  Boyce  spoke  on  the  Regional 
Postgraduate  Lectures  being  presented  by  the 
Ohio  State  Medical  Association  at  Findlay  and 
Defiance. — News  clipping. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,,  M.D.,  CLEVELAND) 

ASHTABULA 

“Low  Back  Pain”,  was  the  subject  discussed  by 
Dr.  Clarence  H.  Heyman,  Cleveland,  at  a meeting 
of  the  Ashtabula  County  Medical  Society,  Tues- 
day evening,  October  12,  at  Broadway  Inn, 
Geneva. — News  clipping. 

CUYAHOGA 

The  following  programs  were  presented  by  The 
Academy  of  Medicine  of  Cleveland  during  No- 
vember: 

November  5 — Clinical  and  Pathological  Section. 
“Radiation  Management  of  Extensive  Cancers  of 
the  Face  with  Demonstration  of  Two  Cases”,  by 
Dr.  Eugene  Freedman;  “Presentation  of  Two 
Cases  of  Adamantinoma  with  Hemi-Resection  of 
the  Mandible”,  by  Dr.  John  W.  Holloway;  “Sub- 
Acute  Combined  Degeneration  of  the  Spinal  Cord 
in  a Case  of  Questionable  Pernicious  Anemia”, 
by  Dr.  A.  T.  Steegman;  “Fractures  of  the  Neck 
of  the  Femur”,  by  Dr.  Russell  H.  Birge;  “Addi- 
son’s Disease — Report  of  a Case”,  by  Dr.  W.  R. 
Hallaran;  “Herpes  Corneae  (Dendrite  Keratitis)”, 
by  Dr.  Lorand  V.  Johnson. 

November  10 — Section  on  Practice  of  Medicine. 
“Bronchiogenic  Carcinoma;  Fourth  in  Point  of 
Frequency”,  by  Dr.  E.  P.  McNamee;  “Value  of  the 
Spot  Film  Method  in  the  Diagnosis  of  Diseases  of 


URINE  DARK  FIELD— SPIROCHETA 

BLOOD  BASAL  METABOLISM 

BLOOD  CHEMISTRY  AUTOGENOUS  VACCINES 
SPUTUM  SURGICAL  PATHOLOGY 
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EFFUSIONS  X-RAY  DIAGNOSIS 

STOMACH  CONTENTS  ALLERGY 
PREGNANCY  TEST  ELECTROCARDIOGRAPHY 
AGGLUTINATION  WASSERMANN  & KAHN 
TESTS  TESTS 

LABORATORY 
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PROMPT  SERVICE 

Immediate  Report  on  Frozen  Sections  of  all  Tumors 
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Mercurochrome 


(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 


Chemical  and  biological  control  of 
each  lot  produced 

Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 


December,  1937 


Activities  of  County  Societies 


1393 


One  of  a series  of  advertisements  prepared  and  published  by  PARKE,  DAVIS  & CO.  in  behalf  of  the  medical  profession. 
This  “See  Your  Doctor”  campaign  is  running  in  the  Saturday  Evening  Post  and  other  leading  magazines. 


^ ******  oi 


These  are  only  a few  of  the  important 
contributions  Medical  Science  has  re- 
cently made  to  the  good  health  and 
long  life  of  our  generation.  Your  doc- 
tor will  be  glad  to  tell  you  about  them. 


PARKE,  DAVIS  & COMPANY 

Detroit,  Michigan 

The  World's  Largest  Makers  of  Pharmaceutical 
and  Biological  Products 
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the  Gastro-Intestinal  Tract”,  by  Dr.  Eugene 
Freedman. 

November  12 — Joint  Meeting,  Experimental 
Medicine  Section  and  Cleveland  Section  of  the 
Society  for  Experimental  Biology  and  Medicine. 
“Experimental  Studies  on  Surgical  Drainage”,  by 
Dr.  W.  C.  McCally;  “Experimental  Studies  on 
Skin  Grafts  (Autografts  and  Isografts)  in  Litter 
Mates”,  by  Dr.  Donald  M.  Glover  and  Dr.  V.  L. 
Tichy;  “The  Dynamics  of  the  Collateral  Circula- 
tion Following  Gradual  Occlusion  of  the  Coronary 
Arteries”,  by  Dr.  F.  R.  Mautz,  and  Donald  E. 
Gregg,  Ph.D.  (Department  of  Physiology);  “Car- 
diac Contusions.  An  Experimental  and  Patho- 
logical Study”,  by  Dr.  A.  R.  Moritz  and  Dr. 
Joseph  P.  Atkins;  “Control  of  the  Heart  Beat  by 
the  Surgeon,  with  Special  Reference  to  Ventri- 
cular Fibrillation”,  by  Dr.  Claude  S.  Beck  and 
Dr.  F.  R.  Mautz. 

November  15 — Pediatric  Section.  “Juvenile 
Pareses”,  by  Dr.  W.  H.  Gronemeyer;  “Poliomye- 
litis: Series  of  Cases”,  by  Dr.  J.  A.  Toomey; 
“Lead  Encephalopathy”,  by  Dr.  E.  R.  Kimball; 
“Acute  Streptococcic  Infection  of  the  Throat, 
with  Tracheotomy”,  by  Dr.  F.  W.  Rea;  “Non- 
specific Encephalitis”,  by  Dr.  C.  W.  Burhans; 
“Hemolytic  Streptococcic  Septicemia”,  by  Dr.  T. 
W.  Walsh;  “Determatitis  Factita  With  Secondary 
Infection”,  by  Dr.  O.  L.  Goehle;  “Progressive 


Muscular  Atrophy”,  by  Dr.  F.  Beekel;  “Lympho- 
sarcoma”, by  Dr.  J.  D.  Pilcher. — Bulletin. 

HURON 

Dr.  James  V.  Seids,  Cleveland,  addressed  a 
meeting  of  the  Huron  County  Medical  Society, 
November  3,  at  the  Municipal  Hospital,  Willard, 
on  “Treatment  of  Gallbladder  Disease  and  its 
Complications”. — News  clipping. 

LORAIN 

At  a meeting  of  the  Lorain  County  Medical 
Society,  Tuesday  evening,  November  9,  at  the 
Hotel  Antlers,  Lorain,  Dr.  Roy  W.  Scott,  Cleve- 
land, spoke  on  “The  Diagnosis  and  Management 
of  Cardio- Vascular  Disease  after  Forty”. — L.  H. 
Trufant,  M.D.,  secretary. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

A talk  of  practical  value  on  “Modern  Treat- 
ment of  Syphilis”,  was  made  by  Dr.  Earl  E. 
Netherton,  Cleveland,  at  a meeting  of  the  Ash- 
land County  Medical  Society,  Friday  evening, 
November  12,  at  Hetler’s  Dining  Room,  Ashland. 
Dr.  Wm.  M.  Skipp,  Youngstown,  Councilor  for 
the  Sixth  District,  attended  the  meeting  and 
spoke  on  some  of  the  activities  of  the  State  As- 
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Children  need  a cooked  cereal,  es- 
pecially in  winter.  You  know  that, 
and  mothers  know  it,  too.  But  a busy 
mother  can’t  be  blamed  for  taking 
second  best  unless  you  tell  her  about 
quick  cooking  Ralston — the  hot 
cereal  that  saves  her  time,  assures 
her  family  an  extra  abundance  of 
food  value  in  every  serving. 

Ralston  Wheat  Cereal  is  completely 
cooked,  smooth,  digestible  after 
FIVE  MINUTES  over  an  open  flame. 
In  addition  to  being  a hot  wheat 
cereal,  Ralston  is  now  enriched 
with  extra  quantities  of  pure  wheat 
germ  to  make  it  2Vz  times  richer 
than  natural  whole  wheat  in  vitamin 
B (IV2  International  Units  in  each 
gram).  Thus,  each  serving  assures 
your  patient  generous  quantities  of 
this  vitamin  so  essential  to  normal 
appetite  and  digestion. 

And  each  generous  serving  of  this 
delicious  cereal  costs  less  than  If!. 

Research  Laboratory  Report  and  sam- 
ples of  Ralston  Wheat  Cereal  will 
be  sent  on  request.  Use  the  coupoti. 


RALSTON 

WHEAT  CEREAL 


RALSTON  PURINA  COMPANY  • Dept.  OM,  2199  Checkerboard  Square,  St.  Louis,  Mo. 


Without  obligation  please  send  me  samples  and  copies  of  the  Research  Laboratory  Reports 


N ame 
City... 


M.  I).  Address 

/ 

State  

(This  offer  limited  to  residents  of  the  United  States) 
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sociation.  A motion  picture  film  on  “Pertussis”, 
shown  by  courtesy  of  Eli  Lilly  & Co.,  was  well  re- 
ceived by  the  members  of  the  society. — M.  D. 
Shilling,  M.D.,  secretary. 

MAHONING 

Dr.  Charles  A.  Doan,  professor  of  medicine, 
Ohio  State  University  College  of  Medicine,  spoke 
on  “Further  Analysis  of  the  Varied  Mechanisms 
Underlying  the  Clinical  Anemias”,  at  a meeting 
of  the  Mahoning  County  Medical  Society,  at 
Youngstown,  November  16. — Bulletin. 

PORTAGE 

Dr.  Donald  M.  Glover,  Cleveland,  gave  an  ad- 
dress on  “Plastic  Surgery”,  illustrated  with  lan- 
tern slides,  at  a meeting  of  the  Portage  County 
Medical  Society,  Thursday  evening,  November  4, 
at  the  home  of  the  president,  Dr.  Iolas  M.  Huff- 
man, Ravenna.  Miss  Joanne  Ortelle,  R.N.,  Co- 
lumbus, explained  a plan  for  providing  medical 
care  for  children  supported  by  the  State  Division 
of  Public  Assistance  under  the  Aid  for  Dependent 
Children  program.— E.  J.  Widdecombe,  M.D.,  sec- 
retary. 

STARK 

At  a meeting  of  the  Stark  County  Medical  So- 
ciety, Tuesday  evening,  November  9,  at  St.  Paul’s 
Episcopal  Church,  Canton,  Dr.  John  S.  Lewis,  Jr., 
Youngstown,  spoke  on  “The  Upper  Urinary  Tract 


in  Adnexial  Diseases”.  The  last  meeting  was  at- 
tended by  over  90  members. — Clair  B.  King,  M.D., 
secretary. 

SUMMIT 

Speakers  at  the  annual  Postgraduate  Day  of  the 
Summit  County  Medical  Society,  November  10, 
at  the  Mayflower  Hotel,  Akron,  were:  Dr.  B.  B. 
Vincent  Lyon,  associate  professor  of  medicine, 
Jefferson  Medical  College;  Dr.  Max  Cutler,  asso- 
ciate professor  of  surgery,  Northwestern  Univer- 
sity Medical  School;  Dr.  Stewart  H.  Clifford,  in- 
structor in  pediatrics,  Harvard  University  medi- 
cal School,  and  A.  R.  Jaqua,  assistant  editor, 
Diamond  Life  Bulletins,  Cincinnati.  Their  lectures 
were  greatly  enjoyed  and  the  attendance  included 
physicians  from  29  cities  and  towns. — A.  S.  Mc- 
Cormick, M.D.,  secretary. 

WAYNE 

Dr.  Walter  M.  Bucher,  Cleveland,  was  the 
speaker  at  a meeting  of  the  Wayne  County  Medi- 
cal Society,  Friday  evening,  October  29,  at 
Wooster. — -News  clipping. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

CARROLL 

A meeting  of  the  Carroll  County  Medical  So- 
ciety, October  7,  at  Carrollton,  was  devoted  to  a 
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cian of  today. 
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“WINTER  COMPLAINTS” 

— related  to  feeding? 

There  is  an  accepted  causal  relation  between  feeding  and 
some  of  the  "summer  complaints"  of  infancy.  During  the 
difficult  summer  period  an  increasing  number  of  physicians 
prescribe  Similac  . . . Because  Similac-fed  babies  are  well 
nourished  and  notably  free  from  gastro-intestinal  upsets. 

/ 

# But  isn't  it  true  that  "winter  complaints"  too,  (such  as 
respiratory  infections)  have  a definite  relation  to  feeding  — 
being  less  frequent  and  less  serious  among  the  well  nourished? 

# When  your  Similac-fed  infants  come  through  the  trying 
summer  period  so  well  nourished,  why  not  continue  to  pre- 
scribe Similac  — during  the  winter  months  when  Similac's 
nutritional  balance  and  excellent  digestive  factor  are  still  of 
undiminished  importance? 

SIMIL'AC 

A food  for  infants  deprived  of 
mother's  milk.  Made  from  fresh 
skim  milk  (casein  modified)  with 
added  lactose,  salts,  milk  fat, 
and  vegetable  and  cod-liver 
oils. 

Similac  is  not  advertised  to  the 
laity  and  no  directions  appear  on 
or  in  the  trade  package. 

M&R  DIETETIC  LABORATORIES,  INC.,  COLUMBUS,  0. 
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round-table  discussion  of  medical  economics  and 
poor  relief. — Carl  A.  Lincke,  M.D.,  secretary. 

COLUMBIANA 

Dr.  Frank  Gregg,  Pittsburgh,  Pa.,  was  the 
guest  speaker  at  a meeting  of  the  Columbiana 
County  Medical  Society,  October  12,  at  Lisbon. 
On  November  16,  Dr.  Samuel  Rich,  East  Liver- 
pool, addressed  the  society  on  “The  Relationship 
of  the  Eye  to  General  Diseases”.  The  discussion 
was  opened  by  Dr.  L.  W.  King,  Salem. — J.  W. 
Schoolnic,  M.D.,  secretary. 

COSHOCTON 

Members  of  the  Coshocton  County  Medical  So- 
ciety met  at  the  City  Hospital,  Coshocton,  Tues- 
day evening,  October  26.  Following  dinner,  plans 
were  made  for  the  society  to  assist  in  the  cam- 
paign to  pass  a $25,000  bond  issue  for  improve- 
ments to  City  Hospital.  Through  the  untiring 
efforts  of  Dr.  W.  F.  Lyons,  president  of  the  so- 
ciety, and  other  members,  the  issue  passed  at  the 
election  on  November  2. — J.  Clifford  Briner,  M.D., 
correspondent  for  The  Journal. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH.  M.D.,  ZANESVILLE) 

ATHENS 

Dr.  Thomas  F.  Ross  spoke  on  “The  Toxemias 
of  Pregnancy”,  at  a meeting  of  the  Athens  County 
Medical  Society,  Tuesday  noon,  November  2,  at 
Athens. — C.  R.  Hoskins,  M.D.,  acting  secretary. 

GUERNSEY 

At  a meeting  of  the  Guernsey  County  Medical 
Society,  Thursday  noon,  October  21,  at  the  Ber- 
wick Hotel,  Cambridge,  Dr.  W.  L.  Denny  spoke  on 
“Trichmonas  Vaginalis”. 

Rev.  L.  S.  Evans  gave  an  interesting  talk  on 
“The  Status  of  the  Physician  in  His  Community”, 
at  a meeting  of  the  society,  November  4. — O. 
Reed  Jones,  M.D.,  correspondent  for  The  Journal. 

PERRY 

At  a meeting  of  the  Perry  County  Medical  So- 
ciety, Thursday  noon,  November  18,  at  the  Park 
Hotel,  New  Lexington,  Dr.  Edwin  J.  Stedem,  Co- 
lumbus, spoke  on  “Hormonal  Treatment  of  the 
Menopause”. — F.  J.  Crosbie,  M.D.,  secretary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

HOCKING 

At  a meeting  of  the  Hocking  County  Medical 
Society,  Thursday,  November  11,  at  Logan,  Dr.  J. 
L.  Webb,  Nelsonville,  talked  on  “Back  Injuries”. 
His  address  was  illustrated  with  many  interesting 
X-ray  films. — M.  H.  Cherrington,  M.D.,  secretary. 

SCIOTO 

Dr.  Clayton  S.  Smith,  professor  of  physiologi- 
cal chemistry  and  pharmacology,  Ohio  State  Uni- 
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In  both  acidosis  and  alkalosis. 


Karo  is  a carbohydrate  of  choice 
in  the  emergency  of  treatment  . . . 


CAUSES  OF  ACIDOSIS 


EXCESSIVE  ACID  FORMATION 


Acid 


Acelo-acetic 
B-hy  dr  oxy  butyric 


Lactic 


Disturbance 
Starvation 
Cyclic  vomiting 
Diabetes 
Ketogcnic  diet 

Asphyxia 

Intestinal  intoxication 
Respiratory  failure 
Shock 
Burns 


DEFECTIVE  ELIMINATION 


Metabolite 

Phosphate 


Carbonic  acid 


Disease 

Nephritis 

Emphysema 
Respiratory  obstruction 
Myocardial  failure 
Narcosis 


CAUSES  OF  ALKALOSIS 

EXCESSIVE  LOSS  OF  ACIDS 

co3 

Hyperventilation 

Tetany 

Cerebral  lesions 

(respiratory  center) 
Hysteria 

Excessive  crying 

HCI 

Vomiting 
Pyloric  stenosis 
Intestinal  obstruction 

EXCESSIVE  INTAKE  OF  ALKALI 

NaHC03 

in  Pyelitis 
in  Nephritis 

From  Kugelmass’  “Clinical  Nutrition  in  Infancy  and  Childhood  ’—  (Lippincott) 


Treatment  of  acidosis  is  designed 
primarily  to  correct  the  underlying 
cause.  In  most  types,  fluids  and  fruit 
juices  with  Karo  are  forced  every 
hour.  In  cases  associated  with  ketosis 
(except  where  it  is  a disturbance  in  car- 
bohydrate metabolism,  as  in  diabetes 
mellitus)  20%  dextrose  is  given  intraven- 
ously at  repeated  intervals.  In  case  of 
diabetes,  insulin  is  given,  by  some  au- 
thorities, simultaneously  one  unit  for  each 
gram  of  dextrose,  until  the  condition  is 
controlled. 

Treatment  of  alkalosis  depends  upon 
the  cause.  The  most  common  variety 
in  children  is  that  resulting  from  pro- 
longed vomiting  with  loss  of  acid,  salt 
and  body  water.  No  food  is  given  by 
mouth  except  fluids  with  Karo,  and 
saline  injected  intravenously.  If  alkalosis 
is  the  result  of  alkali  administration  in 
the  presence  of  nephritis  with  poor  kid- 


ney excretion  of  salts,  large  amounts 
of  fluids  with  Karo  will  favor  excess 
base  elimination.  Alkalosis  from  ex- 
cess alkali  administration  is  alleviated  by 
forcing  fluids  with  Karo. 

Karo  consists  of  dextrins,  maltose,  and 
dextrose  (with  a small  percentage  of  sucrose 
added  for  flavor),  not  readily  fermentable, 
rapidly  absorbed  and  effectively  utilized. 

For  further  information,  write 

CORN  PRODUCTS  SALES  COMPANY 

Dept.  S.J.,  17  Battery  Place,  New  York,  N.  Y. 


★ Infant  feeding  practice  is  primarily  the  concern  of  the  physician,  therefore, 
Karo  for  infant  feeding  is  advertised  to  the  Medical  Profession  exclusively. 
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versity,  spoke  on  “The  Physician  and  the  Pharma- 
cist”, at  a meeting  of  The  Hempstead  Academy  of 
Medicine,  at  the  Recreational  Hall,  Nurses’  Home, 
Portsmouth,  Monday  evening,  November  8. — W. 
M.  Singleton,  M.D.,  secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

FRANKLIN 

The  following  programs  were  presented  by  the 
Columbus  Academy  of  Medicine  during  Novem- 
ber: 

November  1— “Diseases  of  the  Colon  and  Their 
Surgical  Treatment”,  by  Dr.  Thomas  E.  Jones, 
Cleveland. 

November  15. — Joint  Meeting,  in  cooperation 
with  the  Ohio  State  University  College  of  Medi- 
cine. “Syphilis”,  a talking  motion  picture  pro- 
duced under  the  direction  of  the  American  Medi- 
cal Association,  for  the  medical  profession. 

November  22 — Section  of  General  Medicine. 
Symposium  on  Workmen’s  Compensation,  by 
members  of  the  staff  of  the  State  Industrial  Com- 
mission: “Relationship  of  Workmen’s  Compensa- 
tion to  Social  Medicine”,  by  Dr.  Sidney  McCurdy; 
“Encephalography  as  an  Aid  to  Accurate  Diag- 
nosis in  Obscure  Head  Injuries”,  by  Dr.  R.  J. 
Secrest;  “Traumatic  Arthritis”,  by  Dr.  H.  P. 
Worstell;  “Evaluation  of  Disability”,  by  Dr.  M.  D. 
Rusoff;  “The  Medical  Man  as  an  Expert  Witness”, 
by  James  Davis,  attorney-at-law.- — Bulletin. 

MORROW 

Dr.  J.  W.  Wood  gave  a very  interesting  talk  on 
his  trip  to  the  East  at  a dinner  meeting  of  the 
Morrow  County  Medical  Society,  Tuesday,  No- 
vember 9,  at  the  Globe  Hotel,  Mt.  Gilead. — T. 
Caris,  M.D.,  secretary. 

ROSS 

Of  the  41  members  of  the  Ross  County  Medical 
Society,  28  were  present  at  a meeting  of  the 
society,  Thursday  evening,  November  4,  at  Chilli- 
cothe.  Dr.  Jonathan  Forman,  Columbus,  spoke  on 
“Allergy  in  General  Practice”. — A.  E.  Merkle, 
M.D.,  secretary. 


Memorial  to  Dr.  A.  0.  Peters 

As  a memorial  to  Dr.  A.  0.  Peters,  who  died 
August  6,  1937,  after  having  been  city  health 
commissioner  at  Dayton  for  20  years,  a codifica- 
tion of  all  state  and  local  laws  and  regulations 
relating  to  public  health  is  being  prepared  by  E. 
V.  Stoecklin,  director  of  the  Department  of  Wel- 
fare. The  150  page  booklet  will  be  published 
about  January  1,  and  will  contain  a photograph 
of  Dr.  Peters  and  a tribute  to  his  public  health 
leadership  as  a frontispiece. 
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Knox  Gelatine  (U.S.P.)  an  Important  Vehicle 


in  GASTRIC  DISTURBANCE  DIETS 


In  daily  menus  and  prescribed  diets 
use  Knox  Gelatine 

Recipe 

Dessert  with  strained  prune  pulp. 

PRUNE  WHIP 
(six  servings ) 

1.  Soak  Gelatine  in  cold  water  about  5 min- 
utes, using: 

1 envelope  Knox  Sparkling  Gelatine 
l/4  cup  cold  water 


When  advising  a diet  for  gastric  disturbances, 
remember  that  Knox  Gelatine  (U.S.P.)  is  a valu- 
able vehicle.  Knox  Gelatine  is  not  only  an  easily 
digested  protein  but  blends  with  whatever  foods 
are  allowed  into  tempting  salads  and  desserts. 

In  hyperacidity  cases  or  in  treating  ulcers  fre- 
quent meals  are  recommended.  Jellied  fruit  juice 
or  a bland,  slightly  sweetened  gelatine  dessert 
is  a variant  to  the  usual  between  meal  beverage. 


2.  Add  to  the  following,  stirring  thoroughly: 

% cup  hot  prune  juice 

1 cup  cooked  prune  pulp 

2 tablespoonfuls  lemon  juice 

Vi  CUP  sugar 

14  teaspoonful  salt 

3.  Cool.  When  mixture  begins  to  thicken, 
fold  in: 

2 egg  whites,  stiffly  beaten 

4.  Rinse  mold  or  dish  in  cold  water,  and  fill 
with  dessert.  Chill.  To  serve,  unmold  and 
garnish  with  whipped  cream,  or  serve 
with  custard  sauce. 


Knox  Gelatine  is  scientifically  made  from  se- 
lected long,  hard,  shank  beef-bones  — surpasses 
minimum  U.S.P.  requirements  — pH  about  6.0  — 
contains  no  carbohydrates  — fat  content  less 
than  0.1  % — odorless  — tasteless  — bacterio- 
logically  safe. 

KNOX  SPARKLING  GELATINE 


KNOX  GELATINE  LABORATORIES 
487  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me  diet  prescription  pads  — also 
latest  literature. 


Name. 


Street  No.. 


City. 


.State 


BUCKEYE  NEWS  NOTES 


Akron — Physicians  who  volunteered  to  speak 
before  lay  organizations  as  part  of  the  local  cam- 
paign for  the  control  of  venereal  diseases  were: 
Drs.  J.  Lynch,  H.  A.  Haynes,  S.  Miller,  J.  N. 
Weller,  P.  R.  Adams,  R.  E.  Amos,  A.  P.  Ormond, 
R.  J.  Jukes,  J.  G.  Kramer,  H.  J.  Gordon,  F.  C. 
Potter,  H.  S.  Davidson,  H.  E.  Blass,  H.  H.  Leuch- 
tag  and  H.  Anker. 

Ashland — Dr,  William  F.  Emery  spoke  on 
“Medical  Quackery”  at  a recent  meeting  of  the 
Rotary  Club. 

Ashtabula — Dr.  Adelbert  M.  Mills  is  the  presi- 
dent of  the  Kiwanis  Club  for  1938. 

Cambridge — Dr.  George  F.  Swan  was  the 
speaker  at  a recent  meeting  of  the  Kiwanis  Club. 

Canton — Socialized  medicine  as  practiced  in 
many  European  countries  was  termed  a “cheap 
racket”  by  Dr.  Daniel  T.  Feiman,  in  a talk  at  a 
recent  meeting  of  the  Junior  Chamber  of  Com- 
merce. 

Cincinnati — Dr.  Stanley  E.  Dorst  was  recently 


appointed  assistant  chief  of  staff  of  General  Hos- 
pital and  assistant  dean  of  the  University  of  Cin- 
cinnati College  of  Medicine. 

Cleveland — Dr.  Mortimer  L.  Siegel  addressed  a 
recent  meeting  of  the  Jamestown  (N.  Y.)  Medi- 
cal Society,  on  “The  Treatment  of  Cardiac 
Failure.” 

Columbus — Dr.  R.  A.  Ramsey  spoke  on  “Diag- 
nostic Criteria  of  Hyperthyroidism”  at  a recent 
meeting  of  the  Cabell  County  Medical  Society 
at  Huntington,  W.  Va. 

Chardon — At  a recent  meeting  of  the  superin- 
tendents and  matrons  of  county  homes  of  North- 
eastern Ohio,  Dr.  Lucy  Stone  Hertzog  spoke  on 
“State  Medicine  and  Allied  Matters”. 

Coshocton — “Physical  Handicaps  Affecting  Safe 
Driving”,  was  the  subject  of  an  address  made  by 
Dr.  A.  P.  Magness  at  a recent  meeting  of  the 
Coshocton  County  Farm  Bureau  Safety  Club. 

Dayton — Dr.  Gerald  C.  Grout  has  been  named 
consultant  in  allergy  at  Miami  Valley  Hospital. 


BISMUTH 


SUBSALICYLATE  (U. 


For  Treatment  of  Syphilis 

According  to  clinical  results.  Bismuth  Sub- 
salicylate offers  the  following  advantages. 

• Relatively  non-toxic  when  the  dose  is 
properly  controlled. 

• No  contraindications  when  adminis- 
tered following  arsphenamine  or  mer- 
cury. 


® Practically  non-irritating  so  far  as  local 
pain  from  the  injection  is  concerned, 
and  freedom  from  abscesses  at  site  of 
injection. 

• U.S.S.P.  Co.  Bismuth  Subsalicylate  does 
not  settle  solidly — easy  to  shake. 

Write  for  catalog  or  information  on  any 
product  in  which  you  are  interested. 


U.S.  STPnDORD  PRODUCTS  CO. 
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CANNED  FOODS  IN  THE  CONTROL  OF 
LATENT  AVITAMINOSIS  A 


& 

# Cases  of  severe  vitamin  A deficiency  are 
extremely  rare  in  this  country.  Recent  med- 
ical research,  however,  has  shown  that 
latent  avitaminosis  A occurs  more  frequently 
than  hitherto  might  have  been  suspected  (1). 

Fortunately,  latent  avitaminosis  is  capable 
of  early  clinical  detection.  One  of  the  first 
effects  of  prolonged  suboptimal  vitamin  A 
intake  is  a lowered  dark  adaptation  of  the 
eye.  Any  deviation  from  normal  in  this 
respect  can  be  readily  determined  by  the 
photometer.  A second  direct  result  of  con- 
tinued mild  avitaminosis  A is  the  cornifi- 
cation  of  epithelial  cells  in  certain  tissues. 
The  presence  of  such  cornified  cells  in 
scrapings  from  the  bulbar  conjunctiva  is 
indicative  of  avitaminosis  A. 

Using  such  methods,  investigation  has  been 
made  to  determine  the  frequency  of  latent 
avitaminosis  A in  representative  groups  of 
American  adults  and  children.  The  results 
of  these  researches  are  of  interest  to  every- 
one concerned  with  human  nutrition. 

First,  it  has  been  shown  that  the  incidence 
of  latent  avitaminosis  A in  America  is  sur- 
prisingly high.  For  example,  in  one  instance 
(Id)  more  than  one-third  of  the  adult  group 
under  investigation  displayed  evidences  of 


mild  vitamin  A deficiency;  again,  from  one- 
fourth  to  three-fourths  of  the  members  of 
representative  groups  of  children  displayed 
similar  manifestations  (lb). 

Second,  it  has  been  found  that,  in  general, 
subjects  exhibiting  symptoms  of  mild  avita- 
minosis A had  been  maintained  on  diets 
which  may  be  considered  suboptimal  with 
respect  to  vitamin  A.  Last,  but  by  no  means 
least,  it  appears  that  these  avitaminoses 
may  be  corrected  and  controlled  by  specific 
vitamin  A therapy;  by  readjustment  of  the 
diet  to  provide  a more  liberal  supply  of 
vitamin  A;  or  by  a combination  of  these 
two  procedures. 

When  readjustment  of  the  diet  to  increase 
the  vitamin  A intake  is  being  considered, 
attention  might  well  be  directed  to  com- 
mercially canned  foods.  Biochemical  re- 
search has  established  that  the  canned 
varieties  of  foods  notable  for  their  vitamin  A 
content  are  valuable  dietary  sources  of  the 
vitamin  (2). 

Available  at  all  seasons  on  practically  every 
American  market,  commercially  canned 
foods  will  prove  economical  and  reliable  in 
the  formulation  of  dietary  regimes  calcu- 
lated to  control  latent  avitaminosis  A. 


AMERICAN  CAN  COMPANY 


230  Park  Avenue,  New  York  City 


la.  1934.  J.  Amcr.  Med.  Assn.  102,  892.  d.  1937.  Ibid.  109,  756. 

b.  1936.  Ibid.  106,  996. 

c.  1937.  Ibid.  108,  7 and  15  2.  1931.  J.  Nutrition  4.  267 


1932.  Ind.  Eng.  Chem.  24,  650. 

1933.  J.  Amer.  Diet.  Assn.  9,  295- 
1935.  Amer.  J.  Public  Health  25,  1340. 


This  is  the  thirty-first  in  a series  of  monthly  articles,  which  will  summar- 
ize, for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  leant  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 
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The  board  of  trustees  also  approved  the  follow- 
ing appointments:  Dr.  A.  T.  Bowers,  senior 

surgeon,  and  Dr.  F.  C.  Rounds,  Dayton,  and 
Dr.  D.  C.  Borden,  Miamisburg,  seniors  in  ob- 
stetrics. Dr.  E.  C.  Fischbein  is  chief  of  staff. 

Delaware — Several  P.T.A.  groups  in  Delaware 
County  were  addressed  by  Dr.  Arthur  W.  Thomas, 
chief,  Bureau  of  Child  Hygiene  and  Maternal 
Welfare,  State  Department  of  Health,  during 
October. 

East  Liverpool — Dr.  Roy  C.  Costello,  city  health 
commissioner,  called  on  members  of  the  Rotary 
Club  at  a recent  meeting  to  join  a movement  to 
provide  an  adequate  tuberculosis  sanatorium  for 
Columbiana  County. 

Fremont — Dr.  F.  L.  Moore  has  been  elected 
to  membership  on  the  board  of  trustees  of  the 
Rutherford  B.  Hayes-Lucy  Webb  Hayes  Founda- 
tion. 

Gnadenhutten — “Maternal  Health”,  was  the 
subject  discussed  by  Dr.  Mary  Elizabeth  Row- 
land at  a recent  meeting  of  District  No.  1,  Ohio 
State  Nurses’  Association,  at  Dover. 

Galion — Dr.  Edward  C.  Brandt,  Crestline,  spoke 
on  “X-ray”,  at  a recent  meeting  of  the  Kiwanis 
Club. 

Ironton — Dr.  George  G.  Hunter  discussed  “In- 
fant Mortality”  at  a recent  meeting  of  the  Fed- 
erated Women’s  Club. 

Lakewood — Rebuilding  and  modernization  of 
Lakewood  Hospital  was  assured  by  the  passage 
of  a $420,000  bond  issue  at  the  recent  election. 

Lancaster — The  principal  address  at  the  Fall 
Commencement  Program  of  the  Lancaster  Muni- 
cipal Nurses  Hospital,  was  delivered  by  Dr.  H. 
M.  Amstutz. 

Lorain — Dr.  Benjamin  Carlson  spoke  on 
“Beauty  and  the  Lens”,  at  a recent  meeting  of 
the  Lorain  College  Club. 

Mansfield — A bequest  of  $25,000  was  made  to 
the  Mansfield  General  Hospital  in  the  will  of 
Richmond  Smith,  prominent  local  business  man. 

Martins  Ferry — Dr.  John  Johns  was  recently 
appointed  city  health  commissioner. 

Medina — Dr.  Vaughn  E.  Hartman,  Medina 
County  health  commissioner,  resigned  October 
15  to  accept  the  position  of  assistant  health  com- 
missioner of  Cuyahoga  County. 

Middletown — Dr.  Mabel  E.  Gardner  has  been 
named  to  serve  on  the  Board  of  Health,  succeed- 
ing Dr.  Bryan  Sharkey,  who  resigned  recently. 

Painesville — Dr.  G.  B.  Elliott,  Lake  County 
health  commissioner,  recently  returned  to  prac- 
tice after  two  months’  study  in  Europe. 

Toledo — Dr.  J.  J.  McCarthy,  who  is  studying 
abroad,  has  been  elected  president  of  the  Ameri- 
can Medical  Association  in  Vienna. 
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